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Presidential Papers: 1968 


T IS A PLEASURE to report to you on the 

occasion of our 124th anniversary that 
the internal affairs of the Association are 
n good order. The first phase of the tran- 
ition from our present constitution to the 
ew one, which you will read and discuss 
jomorrow, has been accomplished smoothly. 
he second phase, under the direction of 
resident-Elect Kolb, is also proceeding in 
armony with the wishes of the members. 

Making no concessions to expediency, 
e have placed the opportunity for the 
ormal working of the democratic process 
s the highest priority. The officers and 
ommitteemen need your active interest and 
upport. The members must earn the right 
o govern the ways in which medical care 
s to be brought to patients by strong na- 
ional and local representation. 

Like my predecessors I am humble in 
he face of the many complex problems 
hich are constantly before us. The mani- 
ld obligations could not have been carried 
ut without the wholehearted, expert help 
f my fellow officers, the hard-working 
lommittees, the district branches and its As- 
mbly, and the staff of the APA central 
fice. I want to pay special tribute to the 
evotion and understanding patience of Drs. 
arton, Hogan, and Braceland and Mr. 


Read at the 124th annual meeting of the Amer- 
an Psychiatric Association, Boston, Mass., May 
-17, 1968. 
Dr. Brosin- was 96th president of the American 
ychiatric Association. He is professor and chair- 
an of the department of psychiatry, University 
Pittsburgh School of Medicine, 3811 O'Hara 
^ Pittsburgh, Pa. 15213, and director of the 
estern Psychiatric Institute and Clinic. 
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The Presidential Address: Adaptation to the Unknown 


BY HENRY W. BROSIN, M.D. 


Robinson and their staffs. Their never-fail- 
ing, adroit support in the daily routine 
work, as well as the swift marshalling of 
forces during crises, has made my task a 
relatively easy one. 

Current political and international events 
are exerting such a rapid rate of change 
upon our professional affairs that I cannot 
hope to cover the many vital issues worthy 
of your serious consideration. I have chosen 
some topics which seem ‘to me of current 
importance to the membership, and one of 
more far-reaching importance for the long- 
term future. I would recommend for your 
earnest study the presidential addresses of 
my predecessors, reading first Dr. Harvey 
Tompkins’ courageous appeal for “A New 
Image" which he gave us last year. By 
reading subsequently the thoughtful sum- 
maries of the participation by Presidents of 
the Association over the past two decades, 
the membership will attain a panoramic 
review of developments in our country and 
in our profession. 


The Crucial Importance of Strong 
District Branches 


I have mentioned the primary needs for 
energetic and informed activities by our 
members at the-local as well as the national 
level. However efficient and informed the 
national officers and the central office, we 
will not be able to make the necessary 
adaptations through exerting influence upon 
government, professional societies, agencies, 
and industry unless we have the whole- — 
hearted participation of an alert member- : 
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ship. It is most encouraging that the district 
branches are growing stronger. Much of 
the real power of our profession is based 
upon the ability of the district branches to 
influence not only legislation at the national 
and state levels but also third-party pay- 
ment plans and hospital and clinic regula- 
tions. District branches must broaden their 
interests and develop methods of dealing 
with the large problems facing the medical 
profession as a whole, such as continuing 
postgraduate education with periodic cer- 
tification, which is now being initiated by 
the American College of Physicians and 
our British colleagues; evaluation, utilization, 
and self-disciplinary review procedures; and 
self-limitation on income, as recently pro- 
posed by Dr. John Z. Appel, former presi- 
dent of the American Medical Association. 

District branches must represent all com- 
ponents of our specialty, and not merely 
segments or special interest groups. When 
members become aware of the genuine 
need, and of the potential benefits to them- 
selves as citizens and physicians, they will 
become more willing to set up district 
branch offices with paid secretaries, news- 
letters, and liaison with other medical 
groups, particularly the county and state 
medical societies, and with such important 
units as insurance companies, industries, 
and labor unions, which are third-party 
participants in health insurance plans. 

There are more than 425 programs under 
the direction of the U. S. Department of 
Health, Education, and Welfare, over 40 of 
which are primarily concerned with health. 
A single family may be the focus of attention 
by agencies responsible for general and 
mental health, public assistance, maternal 
and child health, child dependency, educa- 
tion, alcoholism, narcotics, and juvenile 
delinquency. The increased number, size, 
and complexity of the regulations governing 
the work of these agencies, and their re- 
lation to one another, will compel us to 
work much harder at the problems of ob- 
taining and interpreting relevant data so 
that we may act efficiently. In order to ful- 
fill our major responsibility as problem- 
solvers, we must have more adequate 
accurate information. 

Our most urgent need is a better scientific 
understanding of the inchoate socioeconom- 
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ic systems now evolving. Until our speg 
goals are more clear we can utilize jj 
wisdom of Freud, who said “Let us seet 
unclear, clearly," or of J. Robert Oppa 
heimer, who advised “Let us tell each oth 
what we do not know." At present wed | 
not have data in many areas even to disci 
meaningfully the significant. approaches: 
many of our most important problems co | 
cerning the distribution and regulation; 
medical care. If we do not share in| 
responsibility for this regulation of se 
others will do it for us, and the results n 
not always be for the greatest benefit of @ 
patients, We owe our patients the best d 
signs available to our economy witho 
regard for those personal preferences whi 
do not improve the quality and magnitude 
service. 
It seems likely that within a decade 
two we will have electronic data proces 
systems with flexible, high-speed compi 
which will enable us to act more inte 
gently, but in the meantime we must 
the best we can with existing methods. 
must learn how to use this extensive inf 
mation more judiciously, how to gi 
against errors in programming, and 
how to protect the confidentiality of f 
patient. In the last analysis, it will be d 
own value systems which determine Wi 
we put into the computer and how we J 
it. We cannot look forward to an automall 
computerized psychiatry. We must le 
how to make the machine work for 
instead of our working for the machine. 


Growth of Pressures for Communi 
Psychiatry 


Most of my predecessors during the ! 
decades since Adolf Meyer gave his P 
dential address have stressed the need 
greater community participation by P 
chiatrists and have foreshadowed the 
velopments of contemporary comm" 
psychiatry. I will forego the pleasure ^ 
lengthy historical review of the Associa 
in the light of current activities. This 
been a major and useful goal by my P^ 
cessors since 1883. It has been done 
peatedly by excellent scholars and wi 
recurrent, insistent themes that psychiat? 
engage themselves in the larger life 
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community and also that they show greater 
concern for the quality of life of our citi- 
zens(1, 11). The interests of psychiatrists 
have broadened from those first described 
by Dr. John H. Callender in 1883 which 
centered around the internal and external 
affairs of a hospital to most phases of in- 
dividual and community life(1). 

In 1878 John P. Gray called for an en- 
larged sphere of activity in fields we now 
call total mental health and community 
and social psychiatry(16). In 1919 Elmer 
E. Southard, speaking at our 75th anni- 
versary at the end of World War I, was 
able to cite earlier leaders for a conception 
of social consciousness and for an increased 
division of labor that would include basic 
and behavioral scientists and psychiatric 
social workers: 


The outstanding development in the latter years 
land especially in the last quarter-century of the 
'Association's history has been, to my mind, the 
development of social psychiatry, than which 
it might be hard to name a more important 
feature in the world today. Social psychiatry, 
‘even were we to include . . . public psychiatry 
Within its conception, is far from the whole of 
mental hygiene. For mental hygiene includes 
also the far more difficult and intriguing topic 
lof the psychiatry of the individual, as related 
[^ himself and his organs and processes(24!). 


With the exception of more recent in- 
‘cumbents, most presidents have been con- 
servative and did not read the meaning of 
‘contemporary events as rapidly as might 
have been desirable for the health of the 
Association. 

The acceleration of public events has 


upreme Court, we are learning to read 
he newspapers. I stress this now in order 
o lay the groundwork for the next section 
f my paper. 

Conceptually, much that we face as new 
oday has already been discussed publicly 
t length. The attack upon the backward- 
ess, isolation, and autocracy of state hos- 
itals by private practitioners reached 
irulent heights in 1883 and resulted even- 


1 Also printed in(25); see also(13). 
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tually (in 1892) in the first change in the 
name of the Association and the liberaliza- 
tion of membership so that assistant 
physicians with five years’ approved service 
were admitted. As early as 1928 Adolf 
Meyer defended the need for state hospitals 
in a mental health network because these 
essential components can best be utilized 
in conjunction with clinics, agencies, gen- 
eral hospitals, private practitioners, and 
other elements in the delivery of medical 
care. The long road to developing a grow- 
ing social consciousness about health, ed- 
ucation, and welfare led to the National 
Institutes of Health in 1946 and subse- 
quently to the formation of the U. S. 
Department of Health, Education, and Wel- 
fare. It was not until President Kennedy's 
message in 1961 that congressional action, 
under the magnificant leadership of Rep- 
resentative John E. Fogarty, Senator Lister 
Hill, and Mr. Mike Gorman, brought about 
the changes we see today. Many people, 
including our elected public officials, philan- 
thropic foundations, professional and lay 
societies, and devoted private citizens made 
these changes possible. It is a pleasure to 
record that our Association has contributed 
significantly over many years in many ways, 
perhaps most notably in the work of the 
Joint Commission on Mental Illness and 
Health (1961) and in Congressional hear- 
ings. 

Many of us are now engaged in building 
up treatment centers for our citizens, in- 
cluding persons in the slums and in rural 
areas, under the federal community mental 
health legislation. In 1967 the National 
Institute of Mental Health reported about 
270 centers in various stages of planning 
and development, of which 75 are already 
in operation. It is hoped that by 1970, 82 
million Americans will have mental health 
center services available to them. President 
Johnson in his recent health message to 
Congress, again stressed health care for all 
of our citizens as one of the most important 
components of his program for social re- 
form. 

These unprecedented programs bring 
much closer to reality the dreams of our 
predecessors, but the actualization will re- 
quire much novel and continuous experi- 
mentation. Above all, it will require an 
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open-mindedness and tolerance for change 
as a way of life because we cannot now 
comprehend the effects of our current ac- 
tivities. It will also require a deep appreci- 
ation that our American civilization is in 
a serious state of transition. The problems 
of how to provide health care, including 
prevention, for all of our citizens and how 
to improve prevention and treatment for 
mental disorders and mental retardation in 
children and old people, social offenders, 
addicts, and the dependents of other vari- 
eties, cannot be solved piecemeal without 
careful consideration of the political, socio- 
economic, and psychological matrix of 
which they are a part. President Johnson's 
message to Congress on March 4, 1968, 
entitled “Health in America" proposes a 
new Center for Population Studies and 
Human Reproduction in the National In- 
stitute of Child Health and Human De- 
velopment; five major pieces of legislation 
relating primarily to manpower and reduc- 
tion of costs of medical care; several new 
programs to improve general health and 
reduce accidents; and a 12-point volunteer 
effort to build a healthier America. 

These changes illustrate the growing 
magnitude of our efforts and the accelerated 
rate of change which is confronting us. We 
are an adaptive civilization, probably more 
so than most, but are we indefinitely flex- 
ible? Can we survive the affluence of a 
truly cybernated society which is creating 
problems never before encountered in the 
areas of free time or leisure, occupational 
obsolescence and displacement, changes in 
domestic patterns, and megapoli? We seem 
to have withstood the culture shock of the 
past four generations reasonably well. Are 
we sufficiently flexible to withstand the mas- 
sive changes which seem to be upon us in 
the next generation or two, even without 
trying to foresee the possible potentials of 
the ultimate biological revolution promised 
by molecular biologists in the field of genet- 
ics? It is not easy to envision the alterations 
in the quality of daily living and our value 
systems which are happening so quickly 
before our eyes. Amid the greatest affluence 
ever experienced by so many, we are simul- 
taneously witnessing major upheavals which 
disrupt older sociocultural patterns and ex- 
pose serious disorders requiring attention 
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(7). The Viet Nam war has added g 
siderably to the discontent and disori 
tion, and we must face these disorganizati 
more realistically through more intelli 
planning and more vigorous action, 
lives we save may be our own." 


The Fundamental Importance of 
Basic Research 


Basic research is still one of our m 
urgent needs in the area of the behavio 
sciences. Even though chemistry and phj 
ics have demonstrated their usefulness 
a thousand ways, it yet remains neces 
to gain similar support to study the 
tions and the relations of men and wom 
to each other at all levels from the dy 
through family and clans, to governme 
and international relations. We are not yf 
“big science," Basic and operations reseal 
in the behavioral sciences, including pi 
chiatry, and in the patterns of delivery, 
medical care are of crucial importan 
This is so well known to you that I m 
not defend this thesis. I will add that 
urgent community needs must be met 
us as citizens and as physicians, we sho 
not allow these pressures to diminish @ 
faith in the ultimate value of académi 
freedom, including research. In periods, 
stress and decreasing resources it is casy 
demand maximal activity in one area 
the exclusion of others which also 
merit. We face as individuals and as mi 
bers of academic and professional co 
munities some very hard choices. One 
the most difficult will be to obtain supp 
for the investigation of motivation and 
dividual psychodynamics when the n 
fields of family, group. and societal 
ganizations are receiving more attention 
We become more alert and active politica 


Great Demands on Limited Resou 
Aspiration and Reality 


We must educate the public, and t 
legislators will gladly respond to 
wishes. However. we must pay the P! 
of convincing the public that the se 
currently rendered or promised and 
much-needed research to improve +M 
services both at the operational and b 
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levels are worthwhile and that our ways 
of improving them in the future are indeed 
realistic. Mere proliferation on all fronts 
will not be funded as the competition for 
resources increases, as it must, due to the 
great social needs involving human and 
civil rights, urban redevelopment, population 
explosion, jobs, housing, and education. 
While we are irrevocably committed to the 
greatest programs for the improvement of 
our citizens ever envisioned by any govern- 
ment in our history, we do not have the 
scientific facts, professional methods, or ad- 
ministrative mechanisms by which to im- 
plement them efficiently. We are now 
improvising in haste. We can improve our 
position if we devise methods for swift 
correction of error. The basic concepts 
necessary for such self-correcting mech- 
anisms are familiar to us in cybernetics, 
systems analysis, and comprehensive an- 
ticipatory design. Their application will take 
much hard work over decades because 
there are no good precedents in this tran- 
sition period to a new world whose shape 
is not yet visible(5). We must gain experi- 
ence in many areas of human activity 
beyond health programs, in constantly shift- 
ing socioeconomic conditions. It would be 
highly desirable if we could implement 
sophisticated research designs in the various 
health, education, and family care programs 
over a sufficient interval and with a popula- 
tion large enough and stable enough to be 
able to get statistically significant informa- 
tion. While these attempts are now being 
made and must continue, it is not highly 
probable that strict controls can be en- 
forced over a long period of time. Many 
of our most beneficial results will probably 
come from direct experience with these 
opulations and in unexpected observations 
nd inferences which will permit better fu- 
ure planning. It is in these terms that we 
ust justify action or operations research 
ince short-term benefits will not be suffi- 
iently impressive to compete successfully 
ith other good projects. 

Most of us are encouraged by the vast 
cope of our social reforms and the progress 
ade in the war on ignorance, poverty, 
nd injustice. However, we know we need 
any more resources to accomplish even 
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small segments of our own programs. Even 
if there were no Viet Nam war, there would 
be inevitable budget constraints. In a pro- 
phetic speech shortly before he announced 
his resignation, John W. Gardner, then 
Secretary of Health, Education, and Wel- 
fare, said: "Consider, for example, the 
coming crunch between expectations and 
resources. The expectations of the Ameri- 
can people for social benefits are virtually 
limitless"(15). 

While forced choices due to limited re- 
sources will result in inequities, it is pos- 
sible to improve results by means of plan- 
ning, good management, cost accounting, 
and evaluation. These are often repugnant 
and painful to all of us in the social and 
health fields. The physician treating poor 
people in a government-supported clinic 
who replied to Secretary Gardner's question 
about unit costs, “I’m not an efficiency ex- 
pert, I just want to heal sick people," not 
only has our sympathy but speaks for most 
of us. Our sentiments are not unlike the 
youth slogan, *Leave me alone, man, I only 
want to do good." 

Obviously, both public and professional 
pressures will not permit such individual 
freedoms for large programs because we 
will want to treat as many people as well 
as we possibly can with existing resources. 
In fairness to our patients and ourselves 
we must make intelligent choices. These 
will necessarily involve information and ad- 
ministrative control, with greater central- 
ization. The federal government has tried 
to avoid some of the constraints inevitable 
in greater centralization by asking the states 
to do the necessary planning. The eventual 
result will be some kinds of large-scale, 
multi-unit networks. It seems possible at 
this time for the retention of a considerable 
degree of local autonomy for parts of the 
comprehensive interlocking health care sys- 
tems, but this too will require hard work 
by active, well-informed professional work- 
ers who understand the processes involved. 
The APA must also decide periodically 
whether it wants more centralization with 
its greater efficiency or more diffuse mech- 
anisms which necessarily are slow and more 
costly. 
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Short- and Long-Term Planning 


I would offer for your consideration the 
proposition that prediction of the future in 
even ten-year periods is not feasible in many 
areas of health, manpower, and distribution 
of medical care with our present methods 
of data gathering and analysis. As I have 
already noted, there are now more than 
425 federal programs under the direction 
of HEW; those primarily in psychiatry 
should be coordinated with those in com- 
prehensive health because we must at once 
keep within the mainstream of medicine 
and also become more in harmony with 
the relevant educational and welfare pro- 
grams. At present, no methods exist for 
estimating the effect of these activities upon 
the socioeconomic scene. We must begin 
to use far more complex techniques to 
enable us to gather current data swiftly 
and develop methods to make such data 
meaningful for quick decisions, and—most 
important—devise methods to implement 
new strategies and tactics which seem best 
suited to the needs of the community at 
any time. 

You are all familiar with the problems 
inherent in fighting the next war with the 
best defenses of the last one. Consider the 
enormous changes in our civilization since 
1914, a mere half-century ago. Have we, 
as students of human behavior, grasped 
the internal costs to ourselves of the steady 
succession of wars, hot and cold, the eco- 
nomic depressions, the Nazi treatment of 
the Jews, and the world-wide uprisings of 
new national groups? During the past six 
years we have experienced the Cuban crisis, 
the assassination of President Kennedy, the 
Viet Nam war, the Israeli six-day war, the 
gold standard crisis, and increasing riots 
in our cities, to mention only a few events 
which have influenced our lives in stressful 
ways. At a more professional level, the death 
of Representative John E. Fogarty and the 
imminent retirement of Senator Lister Hill 
will inevitably mean changes in health legis- 
lation, even though Congress continues to 
be well disposed toward these areas. The 
current reorganization of the Department 
of Health, Education, and Welfare, the res- 
ignation of Secretary Gardner, the with- 
drawal of President Johnson, and the 
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assassination of Martin Luther King, Jy. 
introduce new uncertainties into our play. 
ning efforts. The need for more professional | 
ized planning methods was never mon; 
clear than in 1968. I believe the Amen + 
can Psychiatric Association, through ii ¢ 
national activities and through the distri; 
branches, can contribute significantly qj 
the design of these methods. j 


What Do We Expect the APA To Bd, 


The philosophic statement that he w 
reforms himself does most to reform | 
public is quite as true of associations dc 
men as of individuals. The members f 
the American Psychiatric Association hali 
much to contribute to our culture andi 
the world if we could make public aj] 
explicit the motivation and methods whi] 
we employ with our patients-—namely,j] 
persistent, tolerant effort to understand Of 
conscious and unconscious reasons for cofi 
flicts and a rational attempt to solve th 
as best we can. We must marshal reso 
of an order comparable to those of "hj 
science," such as nuclear energy, 
travel, and the defense industry, so tW 
we may do more research to promote dl. 
improve both prevention and treatment, 3f 
not evade the complex tasks of providi 
more people with high quality care. 

In view of the major propositions I 
posed—and there are many more wik: 
should be discussed—the membership 
the APA must express its desires so Mb 
the district branches, the national office 
and the central office will meet its n& 
This will be no easy task because eii 
professional organization has a very V } 
spectrum of member interests. That is P 
ticularly true of the APA since we 
representatives from many socioeconoll 
levels, many forms of practice, and 
different theoretical orientations. We © 
not expect the APA to meet all needs: 
all members, but it should be the 
base, the principal organization, and 
primary means by which psychiatrists T! 
their identity clear on local and nate 
issues, just as the American Medical 
sociation represents physicians as a $ 
without infringing on the work of the 
cialty societies. Most members will 100 
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t least two or three other organizations to 
neet their special professional and adminis- 
rative needs. We in psychiatry now have 
jore than three dozen which function in 
hese capacities. Undoubtedly others will 
volve as we develop new subspecialties. We 
hould welcome these as inevitable and 
ecessary instruments to facilitate the real- 
zation of our full capacity for research, 
eaching, and service. Diversity of interests 
nd methods of practice should be regarded 
s evidence of strength rather than frag- 
nentation. 

I will not attempt a review of the growth 
f the APA nor its increasing activities 
s an operating agency in widely separated 
elds, since they are available to you from 
e splendid annual reports of our Medical 
irector and the minutes of the Council. 
will, however, mention the fact that a 
ere 20 years ago there was serious op- 
josition to the appointment of a full-time 
edical Director and a supporting staff by 
ome of our foremost leaders. Similarly we 
iow have misgivings about unwieldy growth, 
ut my sense is that we will grow implacably 
d that sheer size will compel planning 
r beyond any efforts made to date. We 
ust have the will and the intelligence to 
andle our affairs skillfully. To this end the 
tal membership must develop leadership 
the areas where the action is; and they 
ust do this in addition to, and not as a 
isplacement of, sound psychiatric practice 
the service of patients. 
I recommend: 1) more active recruiting, 
) periodic reviews of the Airlie House type 
implement mechanisms for more effective 
ganization, and 3) continued review of the 
nctions of officers and of the central 
ce. The Airlie House conference gave 
a much broader base of representation 
our membership and also gave us the 
Sk force concept for more effective proj- 
t accomplishment. Soon we should review 
e early workings of these new techniques 
see how they can be improved in the 
ht of our experience. The Board of Trust- 
s was elevated to the position of a 
licy-making body, presumably freed from 
any operational details so that it could 
ly become an informed planning body. 
remains to be seen if the Board of 
rustecs can function effectively in this 
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capacity in our present format. It seems 
likely that the Board will continue to be 
concerned, necessarily, with some opera- 
tions. It does not have the time, either at 
meetings or during intervals between meet- 
ings, to do the hard work required to plan 
adequately during these troubled days. 

I have nothing but praise for our past 
and present Councils. I have never known 
an incompetent Councilor or officer of the 
APA. These dedicated men and women 
cannot do on an impromptu basis the job 
which needs to be done in reorganizing 
almost all phases of medical education and 
medical practice during the next ten years. 
They need much more time and much more 
high-level staff support to furnish the leader- 
ship required, and this will cost money. I 
am also proud to say that I think our central 
office staff is superb in its leadership and 
support functions. It is truly remarkable that 
no one can fault them about their manage- 
ment of the affairs of the Association, or the 
numerous projects and contracts, now at 
the level of one-third of a million dollars. 
We will need more staff for added vital 
activities in order to provide better care 
for our patients under the new pressure. 


"The membership must face the fact that 


the APA is and should be more than an 
information-dissemination agency. It has 
become an active educational and operation- 
al instrument because it is able to do those 
essential jobs which no other society can 
do, or do as well. 

Our resources are limited. We must make 
some very hard decisions about the size and 
shape of the task forces and the central 
office. We cannot and should not proliferate 
aimlessly. We must use our limited re- 
sources to the best advantage. There must 
be a table of priorities. If we elect to support 
the important newer areas in child psy- 
chiatry, child development, or various phas- 
es of community psychiatry, racial problems, 
crime and delinquency, drug usage, family 
processes, violence and aggression, there 
will be fewer resources for the more estab- 
lished fields of mental retardation, psycho- 
pharmacology, mental hospitals, forensic 
psychiatry, and aging—to name but a few. 
We know that medical education is now 
undergoing many revisions with considerable 
innovation leading to new elective models 
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in many schools. Equally important is the | 


proposed influx of auxiliary medical work- 
ers, medical technicians, and medical as- 
sistants. Are we doing what is essential 
to make our wishes known, insofar as we 
have a position, and to furnish the leader- 
ship for training the new physicians and 
the new medical assistants or technicians? 
It may be two or three decades before 
those new categories become truly effective. 
In the meantime, there are now in existence 
17 graduate schools training young people 
for technical work in medicine, and ten 
more are being planned. It does not seem 
likely that the entire program can work 
well without medical direction in many 
areas, and we should have informed po- 
sitions with which to meet these new chal- 
lenges. How much can we afford to invest 
in this program without neglecting the 
others? 

I also want to call attention to the need 
for us to enlarge our international projects, 
even though we may not need to use many 
of our own funds if other sources can be 
found. In order to improve the position of 
the U. S. in the world over the next century 
or two, I suggest that we join in the ranks 
of those artists, scientists, and physicians 
who spend some of their time with our 
colleagues abroad. We have had and now 
have dedicated and knowledgeable members 
of the APA who have furnished leadership 
in the field of international relations with 
foreign medical groups, but I believe we 
should professionalize our scientific efforts 
in this field(3, 26). The appointment of the 
Ad Hoc Committee on Dynamic Leadership 
by President Tompkins last year was a 
first step, and the prospects for successful 
continuance seem good. I suggest that our 
members try to establish person-to-person 
relations with colleagues in foreign coun- 
tries, particularly Latin America. 

I would favor establishing methods for 
making it easy for a foreign colleague to 
have some appropriate type of member- 
ship, if he wishes. This is now an urgent 
problem for some of our Canadian friends. 
Perhaps we will want to join in the programs 
of the Division of International Medical 
Education of the Association of American 
Medical Colleges or the international pro- 


146] 


THE PRESIDENTIAL 


grams of the American Medical Associatig 

I sometimes wonder if our current in: 
about the motives of men which cause yj 
lence are any better than those describ 
by Homer in the /liad before 700 Bi 
or even better by Thucydides in the fi 
century B.C, C. Macfie Campbell, in} 
presidential address to the APA in 19 
made a powerful plea that psychiatrii 
study human motives, dynamics, and co 
flicts at all levels in the family, child-reariq) 
schools, and “various group move 
connected with religious beliefs, social af 
tudes, economic dogmas or political f 
mulae [because] he sees the underly 
role of instinctive and primitive urges 
attitudes, while little reference is made 
them in official utterances and discussi 
(3). Campbell gives detailed descripti 
of a similar need in conflicts between unig 
and management, work situations, and W 
organization of an industrial society. Ab 
all, he stresses the need to study the pf 
cess of decision-making in government @ 
in foreign relations because of the 0 
riding importance of the questions of pe 
and war. He believes that the psychial 
has something to contribute because 
daily work enables him to study the int 
play among personalities in different wa 
ing settings, “and sees in this interplay 
same fundamental forces of human n 
which he studies in his patients" (P 
Among many nonpsychiatrists and st 
men who hold similar views I will men 
the opinion of only one who is well kn 
to you, Senator J. William Fulbright: 


If it be granted that the study of politi 
the study of Man, if politics is ever to 
quire a new character, the change will n 
wrought either in computers or in re 
meetings but through a better understa 
of the needs and fears of the human indivi 
It is a curious thing that in an era when f 
disciplinary studies are favored in the ! 
sities, little has been done to apply the 1n* 
of individual and social psychology f 
study of international relations. 

I would hope that psychologists and 
chiatrists, who have already contributes 
much to the understanding of individual 
group behavior, will in the future dev 
greater part of their scholarship to the ? 
standing of political beliefs and behav 
may be, as some psychologists and psy“ 
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contend, that their field has little relevance to 
the study of politics. It may be, on the other 
hand, that psychology and psychiatry have 
a great deal to contribute. There is nothing to 
lose by trying. The insights provided by the 
established disciplines have by no means pre- 
empted the field, and their practitioners are not 
in a position to scorn a newcomer(14). 


I would stress the need for more and 
bigger educational programs, information 
retrieval programs, and their utilization for 
planning activities of the task forces and 
the Board of Trustees. 

Perhaps it is worthwhile to point out 
that the duties of your President now occupy 
at least one-half of his working time. Presi- 
dent Jack Ewalt stated that he presided 
at or addressed 135 meetings during his 
year in office. Your current President had 
a somewhat less crowded travel schedule 
but was away from the office one-third of 
the year. This does not include the time 
required to answer correspondence, the 
telephone, and to write speeches. It is quite 
likely that invitations from district branches 
will increase as they become more active, 
and it is not easy for the President to decline 
these invitations, nor should he if we are 
going to have a viable relationship between 
the officers of the APA and the district 
branches. It is possible that some highly 
qualified members would not be able to 
accept the office because it would involve 
severe loss of income. We should not lose 
the services of such men for this reason. 


The Basis for Making Decisions 


I have stressed the crucial need for im- 
proving information-gathering, analysis, and 
interpretation about many aspects of medical 
and technical education and patterns of 
medical care. I have stressed further the best 
ways to utilize our limited resources on the 
national and local scene, as well as between 
the various components of the APA and 
the district branches, so that relatively quick 
decisions could be made and implemented 
to improve our methods of operation. I 
also cited the ever-present need for basic, 
applied, and operational research to give 
us better ways in which to treat our patients 
without regard for socioeconomic status or 
geographic location. In emphasizing the 
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need to apply the scientific method to all 
aspects of our professional life, I am aware, 
as you are, that many decisions to initiate 
projects are not founded upon a scientific 
basis. 

This is particularly true of the decisions 
to allocate limited resources to areas of 
urgent need. It is equally true at the federal 
level and at our level of APA functions. 
We must decide at this time many, if not 
most, of our pressing issues utilizing our 
collective past experience, current attitudes, 
and future hopes. Judgments must be made, 
particularly for long-term projections, in ac- 
cordance with our subjective conceptions 
of practical goals and vaguely defined ideals. 
We do this without good knowledge of our 
mixed motives, for all of us express both 
our altruism and our self-interest as well 
as our occupational preferences in numer- 
ous ways. We must make decisions to change 
our old practices when most of us are 
reluctant to do so because of ingrained 
habit, genuine satisfaction, and a reasoned 
skepticism about the new. We are torn 
between permanence and change, novelty 
and stability. This is especially true of the 
conservative professions of religion, law, 
and medicine, which deal with living people. 
In fact, much more basic research must 
be done about human motivation and the 
ways people live together so that some day 
we can manage our affairs with minimal 
aggression and violence at the personal 
and national level. All of us would welcome 
a day, which now seems to be receding 
even farther into a dangerous future, when 
wars would become unnecessary because 
they are much too destructive and we could 
marry and rear our children into a reason- 
able maturity with greater certainty. We 
must now make our choices in a pragmatic, 
empiric manner, in the hope that they will 
yield proximate results and that we can 
correct our errors in advance of lethal de- 
terioration. 

All of this must be done in a world whose 
value structures and standards of conduct 
are visibly altering. Traditional wisdom is 
not always helpful, and there seems too 
little time available to apply it. Like generals 
on a battle field, we cannot choose the 
time, place, and weather or the most ad- 
vantageous disposition of our troops as we 
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meet the enemy. We are all too conscious 
that we did not initiate the major changes 
which now compel new patterns of medical 
practice and the use of new types of man- 
power. But few of us would want to stop 
the clock even if it were possible and even 
though we do not want to lose the best of 
our old value systems in place of new ones 
which promise to be unattractive. 

We urgently need new statements of goals 
and ideals which will capture the hearts 
and minds of men. All of us are profoundly 
skeptical of monolithic solutions. We will 
not accept any “isms,” even though our 
postindustrial, postdemocratic pluralistic 
world of tomorrow promises to be socialistic 
without socialists. We have heard from 
Churchill that the “empires of the future 
are the empires of the mind.” The great 
hero images of the early 20th century are 
Einstein and Freud, and deservedly so. But 
because of needs emerging in the latter half 
of this century, they may be accompanied 
by two other images, namely Gandhi and 
Pope John XXIII. Gandhi gave us the 
invention and application of new rituals 
for nonlethal methods of arbitrating mas- 
sive conflicts where ordinary legal methods 
fail. The far-reaching changes initiated by 
Pope John in emphasizing and furthering 
the ecumenical spirit have the potentiality 
for bringing about improvements in human 
relations which are most difficult to assess 
but which may give the world some hope 
for again achieving a moral order that will 
result in a relatively stable state(21). 

The importance of Gandhi’s inventions 
are attested to by the life and work of 
Martin Luther King, Jr., including the rec- 
ognition accompanying his receipt of the 
Nobel Prize. Dr. King said “From my 
background I gained my regulating Chris- 
tian ideals. From Gandhi I learned my 
operational technique"(28). It is vital in 
reviewing their practical achievements to 
remember that the quality of sainthood in 
their personal lives, whatever that may 
mean to each of us, may be their most 
memorable achievement. You will recall 
the filmed interviews with Einstein in which 
he expressed his distress that in some circles 
there was much greater interest about a 
man’s achievements than about what kind 
of a man he was. Perhaps we have reached 
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that stage in the development of man when 
we must examine more seriously the qual- 
ities of men so that we can learn how to 
conduct ourselves with justice and charity. 


What Can Psychiatry Contribute to the 
Study of Human Value Systems? 


I have cited former Presidents Elmer E. 
Southard in 1919, Adolf Meyer in 1928, 
and C. Macfie Campbell in 1937, illustrating 
their greatly enlarged definitions of psy- 
chiatry and their vital concern for human 
values. These themes have been recurrently 
made prominent by our Presidents and col- 
leagues in recent years—perhaps because 


there is an increasing sense.of urgency and $ 


responsibility by scientists and practitioners 
to create better ways in which to control 
our blind destructive aggressions. The con- 
test between the control systems, both in- 
ternal and external, and our basic urges, 
was brilliantly outlined by Freud in 1930 
in “Civilization and Its Discontents” (12). 
Freud warned of total self-destruction long 
before “the bomb,” and also of the dreadful 
consequences of authoritarian overcontrol. 
He helps us to see our problems more 
clearly and to recognize that the eventual 
solutions lead us to selflessness and love. 
From the enormous contemporary litera- 
ture on the need for rethinking our value 
systems it may be useful to cite a few other 
authors, even though most of you already 
have your own favorites. Our guest, Dr. 
Henry V. Dicks of London, wrote a splendid 
essay called “In Search of our Proper 
Ethic” in 1950(6). The psychoanalysts 
Heinz Hartmann and Ernst Kris have con- 
tributed significantly, and there is con- 
tinued and extended interest in moral values 
by psychoanalysts(18, 19). Erik H. Erik- 
son’s studies of the dynamics of rituals of 
operational strategies of Gandhi deserve 
our most thoughtful attention(8, 9). The 
work of John Spiegel of Brandeis University 
and Norman Cohn of the University of 
Sussex will be of special interest to us be- 
cause of their psychodynamic insight. The 
critic Herbert Read, following Plato and 
Schiller and using psychoanalytic principles: 
has much to offer in showing how values 
and self-fulfillment can be taught(23). Ouf 
colleague Dana Farnsworth, in his Salmon 
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lecture in 1964 titled “Psychiatry, Education 
and the Young Adult,” delineates con- 
vincingly the role of psychiatry in educa- 
tion and the transmission of values from 
the older to the younger generation(10). 

Probably the most compelling arguments 
for bringing psychology, psychiatry, and 
medicine into the study of history were 
made by Professor William L. Langer in 
his presidential address to the American 
Historical Association in 1957 titled “The 
Next Assignment"(20). Professor Langer 
presents cogently the position that the bio- 
logical, medical, and psychological compo- 
nents of human behavior must be taken 
into account in the study of human systems. 
Similarly, Dean Bayles Manning of the 
Stanford Law School has said, “It has been 
at least 40 years since the perception be- 
came clear that the legal process is a part 
of the social process as a whole, but we 
have done little with that perception in our 
law schools other than to talk about it. We 
lawyers have a new task. The problem be- 
fore us is ourselves" (27). 

However, social scientists, like physicians, 
are divided on whether values and goals 
are scientific or ethical questions. In the 
light of current social pressures, whatever 
one's logical bias about the nature of man 
and his goals, such as self-realization and 
survival, it is imperative that we do the 
best rational planning possible using com- 
puters, systems analysis, and priorities based 
upon cost-benefit ratios, both now and in the 
long-term future. The big decisions about 
the best alternative ways of achieving the 
goals desired can then be made, perhaps, 
with less waste. Ultimately, judgments must 
be made by the people and their legislators 
on whether they want to apply their re- 
sources to education, welfare, or health, 
and in what areas or proportions. “The 
heart has its own reason which Reason 
does not know; a thousand things declare 
it’(22). It is a real question whether we 
can bring forth our best efforts in the field 
of health if we do not have a better under- 
standing of the goals and values involved. 
In the absence of a more explicit system of 
goals and values we will suffer from frus- 
tration and disappointment at many stages 
of our program development. We can, in 
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the meantime, do our best to work with 
our colleagues in all of the behavioral sci- 
ences to develop a better understanding. 

There are many who believe that the 
loss of a sustaining faith in the hereafter 
without any other strong supportive beliefs 
is one source of discontent, alienation, and 
despair. However that may be, it is clear 
that affluence, economic determinism, mas- 
tery of the physical world, security, or Cur- 
rent well-being are not enough. Art, science, 
and education as now practiced must be- 
come more than mere problem-solving 
systems; they must provide subject matter 
and experience which hold out hope. Be- 
yond problem-solving by computers and 
systems analysis is the quest for human 
intrapsychic and behavioral maturation 
which will develop and sustain humani- 
tarian values. We might ponder Nehru's 
observation that politics and religion are 
becoming obsolete while being replaced by 
science and spirituality. We are training 
young people more adept than ever in all 
fields, but the question remains "training 
for what?" Education must provide a per- 
son with skills for making a living, but it 
must also provide him with those qualities 
which enable him to be at home in his 
environment and also to cultivate his own 
capacities to the utmost, particularly those 
dealing with the inner man. 

We need a new sense of purpose which 
will make life worth living. The demand 
for greater candor and honesty, for a world 
without killing, destruction, and aggression 
may seem visionary but has merit and 
should be heard. While our young people 
do not seem to give proper credit to the 
hard-won victories by the uncounted sacri- 
fices of those who have gone before them, 
it should be remembered that never before 
in the history of the world has the oppor- 
tunity for worldwide peace and material 
comfort been an immanent reality. Our 
concepts of justice and cooperation have 
never been higher. Without any belief in 
utopian perfection, or the indefinite per- 
fectability of man, it is possible to look 
forward to a worldwide society which op- 
erates with justice under laws which are 
designed for the benefit of all people. I have 
no easy answers and am aware that pro- 
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ficient philosophers from many fields are 
in disagreement about both goals and 
methods for achieving them. However, it 
may be possible to point out a few humble 
beginnings which may be helpful to other 
civilized men. 

Above all, psychiatry can teach, along 
with medicine, the uniqueness of the in- 
dividual and the dignity of man, which, 
along with conscience, are among the greatest 
inventions of man. Our friend and mentor, 
Alan Gregg, said it this way: 


First, psychiatry along with the other natural 
sciences leads to a life of reason. It explains 
what must otherwise excite fear, disgust, super- 
stition, anxiety, or frustration. It breaks the 
clinches we otherwise get into with life and all 
the unnecessary, blind, infighting. 

In the second place, by showing us the com- 
mon rules, the uniform limitations, and liber- 
ties all human beings live under because they 
are human, psychiatry gives us a sort of one- 
ness-with-others, a kind of exquisite com- 
munion with all humanity, past, present, and 
future. It is a kind of scientific humanism that 
frees us from dogma and the tyranny of the 
mind, a relief from the inhuman strait-jacket 
of rigid finality of thought. 

Third, psychiatry makes possible a kind of 
sincere humility and naturalness I've never re- 
ceived from any other study or experience. 
Perhaps suffering lessens one's delighted con- 
viction in the liveableness of life—I don't 
know for I’ve not known much suffering yet. 
But I know that psychiatry provides the ma- 
terial for a quiet but extraordinarily tenacious 
kind of humility and a sympathy that is honest 
and eager. 

And lastly, psychiatry makes it possible to 
bring to others these things I’ve mentioned: the 
light of reason, the oneness-with-others and an 
attitude of sympathetic humility, and under- 
standing. Also it makes one able to receive 
these same gifts—and I would count him a 
poor physician who cannot receive as wisely 
and thankfully as he gives. So, in short, psy- 
chiatry makes possible by teaching and exam- 
ple the exchange of these things so desperately 
wanted by human beings and they are so healthy 
and happy when they get them and give them! 

I am almost sure you will say “But I don’t 
mean that sort of thing! What specifically has 
psychiatry in the way of benefits?” 

I didn’t mention the rewards research offers 
to human curiosity. Nor the satisfaction of be- 
ing of help to poor, battered, dependent, fright- 
ened people and the justice of giving them the 
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breaks just for once. Nor the immense econ: ; 
omy of patching lives to a point of meeting. 
life's demands. Nor the hope that we may un. 
derstand what disease connotes as well as' 
what it denotes. Nor the possibility that 
through psychiatric understanding our succes. 
sors may be able to govern human politics and 
relationships more sagely(17). 


We are the heirs of the best in both | 
the humanistic and scientific traditions and 
can teach those elements of both traditions 
with pride and certainty of their meaning | 
fulness in the years to come, no matter how, 
the socioeconomic scene may change. Suchi 
qualities as respect for all persons regard: | 
less of their origins, status, or behavior at | 
the moment; understanding enough about” 
oneself and other people in depth to be at 
ease with most situations; modesty; the) 
ability of being able to disagree without 
becoming angry; and to use reason rather) 
than force where appropriate—these have 
been selected by Farnsworth as goals which 
are also values which can be taught(10). 
From science we can teach respect for 
hard-won facts and the labor required t0 
obtain them, a benign skepticism, patience 
in the face of difficult problems, and the 
conviction that the universe is orderly i 
we are but willing to make the effort 
understand it. Much more could be saidi 
but I need only indicate the possibilities, 
for each of you will have his own goals 
and values, especially as they relate to the 
practice of psychiatry and medicine. I do. 
not know if an ethical system can be built 
upon or within the framework of science 
evolution, or biology. Although the ideal 1$ 
appealing to many, most writers are uii 
convinced or cite the major difficulties 14 
herent in the problem. Yet the logic!) 
possibility exists that a usable ethic fof 
man may emerge. 

Our patients expect us to be more that 
technicians, and we should not disappomi 
them, even though we are being propelled 
into bureaucratic systems which threat? 
the personal relation between the pati? 
and his doctor as the necessary price 1 
a wider coverage and a lower cost-bent?, 
ratio. We can and must resist such chang 
—not by blind opposition, but by intellige? 
alternatives introduced whenever feas? 
over a long period of time. Psychiatry alo 
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with the medical profession can teach that 
mankind need not be dominated by short- 
sighted and eventually self-defeating socio- 
economic mechanisms. It can help the 
American people and their legislators design 
better patterns of living in which the qual- 
ity of life can be improved. We can demon- 
strate by action that social systems as well 
as computerized systems can be designed 
for the benefit of the spirit of man and not 
for the convenience of the machine. To 
this end we need not degrade hospitals, 
which are an essential part of the compre- 
hensive network of continuous health care 
in order to build up equally essential am- 
bulatory care units of many varieties which 
are also essential. We need not willingly or 
casually surrender the ideals of high quality 
care for patients during this difficult tran- 
sition period when the new programs are 
seeking to provide some kinds of care for 
all of our people, including the poor of all 
races, Physicians must work harder to live 
up to the image of a dedicated health con- 
server and caretaker, as outlined by Presi- 
dent Tompkins last year. The current crises 
will pass. There will be new problems in 
all fields of medicine and psychiatry with 
the new socioeconomic systems, but the 
need of a single, suffering patient for a 
good doctor will not change. Amid all of 
the noise and confusion we should continue 
to carry out our professional duties at the 
highest possible level because there is much 
reason to look forward to a more stable 
state in the future. 

Whatever we may think about the po- 
tentiality for partial or total destruction 
of humanity by nuclear devices, and the 
corrosive effect of this threat and many 
others hanging over us without any hope 
for relief in sight in our times, we can see 
immense hope in our physical mastery of 
the conditions under which men live. Par- 
ticularly in North America and Europe, we 
can, and according to economists undoubt- 
edly will bring about those conditions within 
the next three or four decades which will 
guarantee reasonable standards of living 
above minimal subsistence for all of our 
People so that there may not be the ele- 
mental economic problems as we now know 
them. We are told that 81 percent of our 
People are now working for wages, and 
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most of them are approaching by various 
means what is tantamount to a guaranteed 
annual wage. 

During this transition period into the 
new society, with many of the hardships 
which accompanied former transitions evi- 
dent in the Greek and Roman upheavals, 
the Reformation, and the Industrial Rev- 
olution (not to mention those on other 
continents of which I have no knowledge), 
we must learn repeatedly that to solve a 
socioeconomic problem such as starvation, 
or medical problems such as bubonic plague, 
typhoid, and smallpox, only ushers in many 
new problems to replace them. This prin- 
ciple is probably true for the psychosocial 
systems and need not be grounds for despair 
if we retain faith in our ability to invent 
new and better coping systems appropriate 
to the demands of the times. Medical ed- 
ucation and research must concern them- 
selves with the probable fates of various 
populations reaching far into the future 
Gry 

We must learn that a primary goal of 
education is to live with uncertainty as a 
way of life with reasonable comfort and 
without paralyzing fear. We must develop 
those clusters of qualities which permit high 
flexibility in many areas because there are 
notable stabilities in others, namely the 
ancient virtues such as integrity and forti- 
tude, and the more recent ones of goodwill 
and generosity, even charity. Even though 
the socioeconomic external demands upon 
the biological organism alter over genera- 
tions, and we have no way of knowing 
what physical and psychological qualities 
(passive or aggressive, for example) will 
be most essential for biological survival 
during various phases of social change, I 
believe that there are those characteristics 
which have been held in high regard for 
several millenia in widely different civili- 
zations and which will continue to retain 
high survival value. 

As we face the issues of big problems, 
such as overpopulation and attendant fam- 
ine, air, soil, and water pollution, over- 
crowding, loss of privacy and individuality 
with increasing threats of authoritarianism, 
wars between nations, and the strife between 
the haves and the have-nots, we will prob- 
ably develop, on an empiric basis, the neces- 
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sary coping mechanisms much as we have 
in the past. Only time will tell whether our 
adaptations are appropriate or timely 
enough to be worthwhile. I believe that the 
opportunities exist to create a better world, 
even though it is a far from perfect one, 
and that it is foolish to despair. True, we 
will need time, possibly several generations, 
to work out our present dilemmas. We can 
succeed if we have “patience, flexibility 
and intelligence” (John von Neumann). 


The Potential for External and 
Internal Controls 


During the past four months we have ex- 
perienced the shock and disappointments of 
the Tet campaign in Viet Nam: the three- 
month siege of Khe Sanh; the withdrawal 
of President Johnson (March 31, 1968) 
from the Presidential nomination in the fall; 
the severe attacks upon the value of the 
pound and the dollar; the assassination of 
Martin Luther King (April 4, 1968) and 
the attendant disturbances; and the pros- 
pect of the opening of negotiations for 
peace, however slowly, with Hanoi. I men- 
tion these facts to emphasize the great 
need for all of us to work as much as we 
can on the large problems of human re- 
lations rather than avoid or passively en- 
dure them. The shapes of our problems 
at home and abroad are becoming much 
better defined. Cities have been synony- 
mous with civilization. Through neglect and 
mismanagement, our cities are deteriorating 
sufficiently to become unlivable, yet the 
means to improve them exist. Riots, looting, 
and burning threaten to become a way of 
life, even though ameliorative measures are 
available if we really applied them. In ad- 
dition to our functions as citizens who 
favor social reform, we know much about 
tensions among people. We should work. 
however modestly and humbly, to help at 
the professional level in the interdisciplinary 
effort to understand the conflicts and help 
invent those socioeconomic mechanisms 
which will alleviate the current distress, 
The need is now much more urgent than 
in 1937, when President C. Macfie Camp- 
bell of Boston told this organization of his 
vision of the large goals of psychiatry. 


It is the function of the American Psychiatric 
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Association, through the continued and diver 

sified work of its members and through the 

organization of its annual meetings to make 

the connections between the work of the im 

dividual psychiatrist and the progress of hù 

man culture, suggested in this paper, so clea 

that he who runs may read(3). 


The central problem is a familiar on 
since the Greece of Pericles and made mor. 
intelligible by Darwin and Freud: How dg 
we provide ourselves with internal control 
mechanisms and ideals which will enable 
the forces of Apollo to keep in check thog 
of Dionysus without destroying the latter 
We are just beginning to study in depth 
the mechanisms of biological evolution a 
they relate to social change, and we realiz 
that the functions of our regulating mech 
anisms, including the conscience or super 
ego, require ideals or an ego-ideal. We need 
ideals to make life seem worth living, W 
help us make the immediate sacrifices it 
security and comfort, to postpone gratifica 
tion, to make caution, industry, and patient 
worthwhile, to replace an impoverished 
anti-fear state. We need ideals which wil 
enable us to be self-motivating and selt 
controlled instead of depending upon ek 
ternal controls such as more policemel 
on the streets, or Brown Shirts, swastikas 
and slogans like “Burn, baby, burn." We 
need ideals, not drugs, for healing of 
dissatisfactions and bruised egos. In tht 
long run, neither biological survival mof 
the human spirit is nurtured by drugs. 

To be comfortable with oneself and others 
in most circumstances without hate and feat 
of one's own impulses and those of othet 
is not an impossible dream. Psychiatrist 
daily see good ward personnel exhibit non 
fear of destructive, hostile paranoid patient 
because they are able to see, undernedll 
the rage, the shy loneliness of the oth 
Many have written about the healing pO 
of love; even our young people use it 
the broad sense when they speak of a “lo 
in” or “make love, not war.” We 
to understand that each generation m! 
recreate its own values and to this ™ 
reinterpret old symbols or invent new "d 
Are we sufficiently imaginative to inv! 
new techniques for teaching these bast 
measures to individuals and groups? It 
not seem ruled out, in spite of cul 
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seemingly ubiquitous hostilities, because in 
the long evolutionary history of the con- 
science there have been many setbacks as 
well as examples of generosity and altruism. 

We are told that the young, the black 
citizens, and the labor unions are moving 
away from a property-minded ethic to a 
service-minded ideal, Many black citizens 
are emphasizing their right to fight for what 
they want, namely enjoyment of life and 
not middle-class white ideals. They must 
be listened to because their ideals have 
intrinsic merit not to be lightly dismissed. 
Just as we are learning to respect the ideals 
and traditions of foreign cultures abroad, 
we must learn to respect these groups, 
white or black, which differ from our mid- 
dle-class stereotypes. We may come to 
understand ourselves better if we examine 
seriously the values of other cultures. This 
profound insight is well illustrated by the 
exchange between Arthur Holly Compton, 
a Nobel Prize-winning physicist, and an 
East Indian friend who asked Compton to 
“Show us that it can be good to live in a 
democracy based on industry, technology 
and science. . . . If you can only show us 
that life can be good in the type of world 
that you hold before us, it would give us 
great courage. Not only we but the world 
would follow you"(4). Compton's reply 
to his friend over the years spelled out the 
joys of service to others, echoing the saints 
and the prophets of many lands, including 
the Stoic pagan emperor Marcus Aurelius, 
who told us that “Therefore the chief good 
of a rational being is fellowship with his 
neighbors—for it has been made clear long 
ago that fellowship is the purpose behind 
our creation" (2). 

Numerous philosophers and social scien- 
tists have stressed that improvement of the 
world best begins with oneself and at home. 
It is common knowledge that it is a most 
difficult task to change one's habits. and 
action patterns even if it is to one's advan- 
tage, or more importantly, to the advantage 
of one's own children by setting a good 
example for them. Most of us cannot bear 
the pain of self-understanding and self- 
regeneration with grace unless the pressures 
are very great, as psychiatrists learn daily. 
As a culture, we do not tolerate self-exam- 
ination easily, nor do we have a good com- 
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mon vocabulary for the life of the spirit. 
We are, most of us, awkward and ill at 
ease in speaking candidly of our emotions 
and conflicts, rather than in safe, publicly 
acceptable formulae. However, there are 
signs that we will increasingly be willing 
to face psychological stresses within our- 
selves and our families with more sympathy 
and understanding, and above all, with in- 
tellectual and emotional insight. The in- 
ternal costs are high, the road long, but 
the rewards of becoming truly human are 
very great. In our dedication to these tasks, 
our life with our patients, their families, 
and communities will grow in love. 
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Response to the Presidential Address 


BY LAWRENCE €. KOLB, M.D. 


OR MORE THAN a decade it has been 

my good fortune to progressively come 
to know our President, Henry Brosin, as 
we have worked together on various boards 
and committees. Always stimulating, widely 
informed, delightfully articulate, he has 
taught me much, as he teaches us all; he 
has been a warm companion and has be- 
come a friend whose wisdom and advice 
I cherish. 

Characteristically, his Presidential ad- 
dress arouses my respect for his always 
great foresight which he has shown so 
admirably during this year of leadership 
of the Association. This leadership he has 
given with a sure skill and tact that bring 
intentions to action as well as strong support 
from his colleagues. 

As our Association approaches its birth- 
day of a century and a quarter, we are 
engaged in a transit from a constitutional 
organization suitable for our earlier years 


Read at the 124th annual meeting of the 
American Psychiatric Association, Boston, Mass., 
May 13-17, 1968. 
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when we were a smaller, more intimate 
membership to a new arrangement that vil 
do justice to the widespread service of ouf 
now very large family. Henry Brosin wisely 
cautioned that we proceed without haste I 
voting the new constitution. It was hi 
wish that each member be assured expres 
sion of his desires, doubts, and a full resolt- 
tion of any procedural concerns before tlt 
proposed new constitution be delivered and 
voted. Yet he pursued the intents of thos 
who participated in the Airlie House con 
ference which sketched out the desirable 
elements of a new constitution. As far 5 
could be accomplished in the period of otf 
transit, he established the new coordinatif 
councils, a remodeled Reference C ommittee 
and various task forces—organization® 
changes that were possible within our pr 
ent constitution. 

A long-time scholar and educator, se 
sitive to his day, Dr. Brosin has posed fd 
us the dilemma of our period in psychiatf* 
history. On the one hand we are cau 
between the promise of delivery of high 
quality mental health services to all, » 
gardless of their socioeconomic status, ©” 
the potentially conflicting professional ® 
piration—in truth a need—for develop! 
of new knowledge through research and 
dissemination in the service of quality. su? 


Amer. J. Psychiat. 125: 1, July s 


LAWRENCE C. KOLB 


a dissemination may be achieved only 
through our continued efforts in medical 
school and specialty and postgraduate edu- 
cation. Do we have the knowledge, the 
manpower, and the means to fulfill both 
the public promise embodied in the Com- 
munity Mental Health Centers Act of 1963 
and also the necessary development of our 
research and educational commitments now 
and in the future? We would wish that both 
aims are capable of achievement. Yet if 
this is within our potential, how shall we 
establish priorities or compromises between 
the two in our own short- and long-term 
planning and acting? 

Dr. Brosin calls to our attention the un- 
certainties of collective efforts in terms of 
planning. To be sure, we as physicians, 
perhaps above all other professions, are 
taught carefully and slowly to accept in our 
work the issues of uncertainty—uncertainty 
in our work with patients and the uncertain- 
ty of the diagnostic process and the re- 
sponse to treatment and outcome. In the 
general decisions of our nation which may 
call for constraints in support of health 
and other services, where will priorities fall 
as regards mental health services? If we 
must make constraining decisions, what 
elements shall be delayed or eliminated? 
Has the interest in fostering mental health 
services been advanced or denigrated within 
the top levels of federal government plan- 
ning for health services? 


APA “More than a Guild” 


Our President has urged all APA mem- 
bers to express their wishes as to the future 
of the organization, the functions it should 
assume, and the forms needed for their 
accomplishment. In the past our Associa- 
tion has attained a distinguished position 
as more than a specialized group of physi- 
cians—as a group who have taken imagina- 
tive steps in planning better health services 
for the mentally ill. In so doing, our Asso- 
ciation has demonstrated its effectiveness 
in constructive collaboration with both the 
public and private sectors of our national 
health agencies. We have been more than 
a guild intent upon the limited interests of 
the membership, and we have been ever 
mindful of our dedication to the vast num- 
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bers of patients we serve. This is the 
message I hear in our President’s reminder 
that “the APA cannot meet the needs of all 
members but . . . is the principal organiza- 
tion by which psychiatrists make their 
identity clear on local and national issues.” 

His later message, which reflects so well 
his humane philosophy, bears directly upon 
the immediate issues which confront man- 
kind today. They also, I believe, have great 
relevance to our own professional concerns 
in understanding the patients who have 
come to us. In this reminder of the broad 
interpretations of the concerns of psychiatry, 
given by his predecessors Drs. E. E. South- 
ard, Adolf Meyer, and Macfie Campbell, 
he looks ahead as they did to a future where 
the members of this Association will give 
of themselves in rethinking the value sys- 
tems of society. If poorly articulated, the 
current unrest in all world societies today 
is testimony of the need for such rethinking. 
To be sure, science and technology do not 
have the full answers. To place reliance in 
our rethinking of value systems upon scientif- 
ic information, itself filled with uncertainties 
and interstices, and an electronic technology 
which may commit the user to the loss of 
a vast amount of information, will hardly 
convince mankind with his historical sense 
of the validity of new propositions. 


Greater Candor and Honesty 


Yet Dr. Brosin seems to be suggesting 
that the new values must include the new 
knowledge of science. Medicine and psy- 
chiatry in their contribution to the study 
and control of the biological drives of man 
have much to offer in the evolution of a 
new value system upon which more com- 
passionate social systems will arise. He is 
explicit on the need for "greater candor and 
honesty, for a world without killing, de- 
struction, and aggression." 

Contained in these hopes I perceive oth- 
ers which may be achieved by world-wide 
application of the scientific knowledge at 
hand without restrictions as to age, creed, 
or economic status. The general application 
of today's medical knowledge and technol- 
ogy would lead to greater equality and thus 
less aggression between the sexes, greater 
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opportunity for the primary parental func- 
tion of child rearing, the relief of the growing 
children of all parents from discrimination 
through legislated and legal systems which 
establish discriminative states for children 
at birth. People over the world are asking 
for such benefits, and such benefits con- 
tribute to prevention of mental illness. Our 
value systems must support these general 
hopes and expectations. 

But within our narrower range we have 
given too little attention in our study of 
psychopathology and its correction to those 
factors in development and treatment 
which produce, or endorse, the weaknesses, 
the erosions, or the defects in conscience 
and ideals that exist in our patients. One of 
our next great areas of research must come 
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in these areas of personality development 
We must do more than identify—that is 
diagnose. We need to know how they came 
about, and how the healthy developmen 
of these aspects of personality may k 
supported. 

Our President has set us our task ij 
reminding us of the need to accept um 
certainty and to accept our times, troubled 
as they are by unrest and great change. Wt 
must also accept, for ourselves and ou 
patients, the pain necessary for the acquis: 
tion of self-understanding and self-regenere- 
tion. His address is a restatement of thos 
strengths which have so often in the pai 
carried humanity through crises to new 
achievements. We thank him for his opt 
mism and his faith in the future. 


Henry Walter Brosin, M.D., Builder of Bridges 


BY C. H. HARDIN BRANCH, M.D. 


| ps ONE OF HIS OWN essays, his thesis on 
William Morris, the subject of this biog- 
raphy said, “To capture the essence of a 
great creative personality has been the object 
of many an ambitious biographer." This is 
precisely my object, but the essence of Dr. 
Henry Brosin is difficult to capture. He man- 
ages to be many things to many people 
without losing the hard core of integrity and 
scholarly curiosity which has motivated him 
throughout his life. 

He is a striking figure, this 96th Presi- 
dent of the American Psychiatric Associa- 
tion—tall, easy of manner (he has been cor- 
rectly described as “courtly”), intense, and 
warmly humorous. The most significant 
physical feature of the man is his hands. 
In *The House that Brosin Built," appear- 
ing in The Pitt Physician for the winter of 
1967, the hands appear prominently in the 
informal photographs which illustrate the 
article. Articulate, alive, gesturing emphat- 


Dr. Branch is professor and chairman, depart- 
ment of psychiatry, University of Utah College of 
Mer oe North Medical Dr., Salt Lake City, 
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ically, actively emphasizing points or draw 
ing circles, or folded quietly at his desk of 
around a book, they dominate the pictures 

His journey to his present situation in the 
world began in Blackwood, Va., on July 6 
1904. The sounds of the glorious Fourth had 
scarcely died away when Henry was bom 
This association of dates is consistent wil 
his unashamed statement, “I am pro-Amelt 
can, optimistic in spite of the many e 
dences of failure, disappointments and int 
use of manpower and other magnificent mit 
ural resources, and pragmatic in spite of © 
process as we practice it.” Furthermore, July 
6 was a Wednesday and we may be pi^ 
doned the whimsy that Henry acquired froti 
Woden, the god responsible for Wednesdays 
skills in wisdom, poetry, and magic. i 

Of his birthplace, we know only that! 
was a small town, then the center of sont 
mining activity, now quiet and almost 7 
serted. It is located seven miles from ^5. 
Stone Gap on the Trail of the Lones™ 
Pine. 

His parents were born in East Prussia. P 
father had been a merchant seaman © 


a 
Amer. J. Psychiat. 125: 1, July 4 


C. H. HARDIN BRANCH 


ten years before coming to the United States 
to work, first as a miner, then as a cabinet- 
maker in St. Louis and Springfield, Mo., and 
finally in Milwaukee. The move to Milwau- 
kee occurred when Henry was 12 years of 
age and his mother, an ambitious, frugal, 
and energetic lady—vigorous still at 85— 
lives in that city at the present time. His 
father died in 1948. 2 

The early situation was a difficult one. 
There were strikes, with resultant economic 
uncertainties, and Henry as the only boy 
worked steadily throughout his youth. He 
worked in iron shops, in a foundry, and as a 
pieceworker for a rubber company. At one 
time he was a wire hanger twister; much of 
the actual work was manual, so one might be 
permitted an irreverent association of this 
activity to the energetic way in which his 
lively hands are very much a part of all his 
communications. 

After this initial dose of hard work with 
little pay (he recalls that he was 20 years of 
age before he reached a wage of 50 cents 
an hour) it is not surprising that he says of 
himself, “I have avoided honest toil ever 
since." Something—perhaps a desire to 
avoid this sort of unrewarding “honest toil” 
—spurred him to finish high school in three 
and one-half years, after which he entered 
the University of Wisconsin to study engi- 
neering. 


The Turning Point 


Here he found himself in what he called 
“an identity crisis.” He knew that he hated 
the engineering course (in spite of very good 
grades) and feels that the standard college 
counsellor would simply have dismissed him 
as confused, but he had no real alternative 
goal. He recalls that a high school chemistry 
teacher had talked to him about medicine 
as a career and he was grateful for the 
friendship and encouragement of Frederick 
William Roe, then associate to the dean of 
the College of Letters and Science. But it 
was with no clear picture of the eventual 
Outcome that he changed courses and, by 
1927, acquired a Bachelor of Arts degree 
in English literature, with forays into philoso- 
Phy and psychology. This was a turning 
Point. He had found identity as a student 
and says, *Actually in my life I have made 
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only two major decisions, one to get out of 
engineering and the second to get married.” 

The academic situation of this “turning 
point” period justifies some additional con- 
sideration. He came to the experience with 
his father’s interest in politics and social 
reform to point him toward the- humanitar- 
ian principles which have motivated his life 
ever since, plus his own critical, intellectual 
orientation which impelled him to deal real- 
istically with philosophic concepts. His teach- 
ers could build on these foundations. He 
learned psychology from Vivian Henmon, 
Kurt Koffka, Norman Cameron, and Clark 
Hull, and philosophy from Max Otto, E. B. 
McGilvery, Hans Driesch, and Alexander 
Meiklejohn. It was Max Otto, the gentle, 
humanistic “campus atheist,” who introduced 
him to epistemology and Whitehead’s Sci- 
ence in the Modern World. It was Koffka, 
categorized by Garrison as “a set-off to 
Freudian and behavioralistic reasoning,” 
who first showed him that there were people 
“who talked sensibly of psychology.” And 
it was Hans Driesch of Leipzig, the “Galileo 
of biology,” who interested him in the phil- 
osophic concepts surrounding the actuality, 
as related to the potentiality, of man. This 
was an extension of the Aristotelian entel- 
echy; Brosin always felt he would have liked 
to write an essay on “Entelechy Revisited,” 
which I would interpret as a reconsideration 
of the basic nature of man in the light of 
present-day neurophysiologic and neuro- 
chemical findings. i 

Although he said, “I couldn’t do psychol- 
ogy in an engineering way,” it is my feeling 
that he was using engineering in a narrow 
sense when he said this. Present-day human 
engineering would seem to me to be syn- 
tonic with Brosin’s earlier feelings about 
human behavior, and Driesch’s thinking in 
some ways could be regarded as equally 
concordant. It may be worth noting in pass- 
ing that Hull himself was a graduate engi- 
neer. 

Following his graduation from the Uni- 
versity of Wisconsin, he began to teach 
English at St. John’s Military Academy but 
decided that he did not want to do this sort 
of teaching. At the same time he concluded 
that he was not a good writer. He is still in- 
clined to this view, although the chief criti- 
cism which would be directed at his writing 
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is that it does not always convey to the read- 
er the vivacity and enthusiasm his verbal 
communications express to his listeners. 


The Choice of Psychiatry 


At any rate, it was at this time that he 
realized his chief interest was in the work- 
ings of the mind, and on the basis of what 
he describes as "a sketchy knowledge of 
Freud” he determined to go into medicine 
for the specific purpose of specializing in 
psychiatry. He enrolled in the College of 
Medicine at the University of Wisconsin 
in 1928, supporting himself by tutoring and 
working in the laboratories and hospitals. 

His early experiences in psychology and 
philosophy had prepared him for much of 
the theoretical material in psychiatry, and 
the department of psychiatry at Wisconsin, 
under the chairmanship of Dr. William Lo- 
renz, added a pragmatic orientation and con- 
siderable demonstration of the advantages 
of good administration. The department in- 
cluded also Dr. William Bleckwenn and Dr. 
Hans H. Reese, described by Dr. Brosin as 
*a real scholar" and a predecessor to Dr. 
Brosin on the American Board of Psychia- 
try and Neurology. Dr. William S. Middle- 
ton was at that time professor of medicine; 
he later commended Dr. Brosin for having 

had "enough sense to leave a career in en- 
gineering to go into medicine and psychia- 


Dr. Brosin obtained his M.D. degree from 
Wisconsin in 1933 and served a general ro- 
tating internship at the Cincinnati General 
Hospital in 1933-34. His sustained interest 
in psychiatry enabled him to resist the 
blandishments of surgery, even though 80 
percent of the internship was in that special- 
ty and his teachers included Dr. Mont 
Reid, a student of Halstead at Hopkins. 
His friends could not understand why he 
insisted on choosing psychiatry when, they 
said, “You could be a good surgeon!” 

He followed his internship with a $75 a 
month Commonwealth Fund fellowship in 
psychiatry at the University of Colorado 
Medical School and Psychopathic Hospital 
in Denver. This program was spectacular; at 
that time there were only two formally or- 
ganized training programs in psychiatry in 
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the United States, and the dynamic lead. 
ership of Dr. Franklin G. Ebaugh had ate 
tracted an outstanding group of faculty ang | 
trainees. On the faculty Dr. Ebaugh him 
self, as Brosin said, "stimulated people tg 
do things.” Dr. Edward G. Billings and the 
late Dr. John Benjamin were actively en 
gaged in fundamental work on the Ror 
schach; Dr. Charles Rymer was introducing 
insulin shock therapy; and there was con 
siderable involvement with physiological 
medicine, especially as it related to mala ial 
fever therapy and the Kettering hypothem 
method. The trainees included Brosin, Ewalt 
Romano, Lemere, and others, and the traite 
ing consisted largely of interpersonal ex 
changes, intense involvement. with the sub 
ject matter, and constant. dedication. re 
was no formal tutorial system and the few 
seminars were mostly in neurophysiology. 

The low stipends (even though this was 
regarded as one of the best financial siti 
tions in the field at that time), the frequeni 
nights on duty, and the lack of automobi 
among the residents. produced recreational 
interests which were highly localized. Joli) 
Romano says, “We must have played teng 
nis about 360 days a year." These tenni 
games still evoke lively and colorful memos 
ries in the participants. John Romano sai 
of Brosin, "He was almost subhuman on tli 
court,” and Dr. Ebaugh agrees that he ¥ 
“most unique.” Drs. Brosin and J. M. Walk 
ner were able to get to the semi-finals in the 
Denver city tennis tournament one year, ? 
even in less formalized interchanges 
agreed that the tennis court was an exe len 
place in which to work off various aggressivi 
attitudes. 3 

The “sketchy knowledge of Freud” wilt 
had first interested Dr. Brosin in psy“ 
try was expanded into a definite interest 
psychoanalysis, and he was probably 
first of the “Ebaugh products" to be al! 
lyzed. With Dr. Ebaugh's help he went? 
Chicago, joining the staff of the Univers? 
of Chicago as an instructor in 1937 and € 
rolling in the Chicago Institute for PsyC' 
analysis. Assisted by a Rockefeller Fellof 
ship, he completed his work at the Insti 
in 1940. His work in Chicago was lar 
devoted to studies of psychosomatic © 
orders, especially peptic ulcer, mig! 
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and anorexia nervosa. This promising start 
to his career in psychiatry—he had been 
promoted to assistant professor and had 
completed the medical science work for a 
Ph.D. degree—was interrupted when he 
joined the Army in January 1941. 

He had actually been involved with the 
Army since 1923, as ROTC had been re- 
quired by the University of Wisconsin, and 
he maintained an interest in this activity 
throughout his life. He was first in ordnance 
and later in field artillery. He was com- 
missioned a second lieutenant in 1926 and 
progressed through the usual series of sum- 
mer camps and correspondence courses until 
the call came from the Army in 1941. His 
first assignment was that of chief of neuro- 
psychiatry at the station hospital in Fort 
Custer, Mich., with additional duties in the 
Fifth Infantry Division. He was made chief 
of neuropsychiatty in May 1941 at the 
200-bed LaGarde General Hospital in New 
Orleans and was able to combine his clinical 
and administrative responsibilities with train- 
ing activities. 

On the recommendation of the late Dr. 
(later General) William C. Menninger in 
February 1944, he became psychiatric con- 
sultant to the Third Service Command in 
Baltimore, a post he held for 23 months. 
His success in the Army, as Frank Ebaugh 
says, is attested by the fact that “He was 
the only doctor I know who went in as a 
first lieutenant and came out a full colonel, 
with the Legion of Merit." He has continued 
to demonstrate his interest in military af- 
fairs by accepting appointments as consultant 
to various military organizations and com- 
mittees. 

On leaving the Army he returned to his 
former post at the University of Chicago, 
serving as chairman of the department 
from March 1946 until January 1951. At 
that time he accepted the invitation of the 
University of Pittsburgh to join that faculty 
as professor and chairman of the department 
of psychiatry and director of the Western 
Psychiatric Institute and Clinic, positions 
which he has held to the present day. 

His return to Chicago was the occasion for 
the more important of the two *major de- 
cisions” in his life. He had met his wife, 
Ruth Hatfield, in 1938 when he first went to 
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Chicago and was taken to lunch by Hugh 
Carmichael. Hugh's wife, Caroline, intro- 
duced them and they still celebrate the date 
as a special occasion. They were married in 
1949 after Dr. Brosin's return to Chicago. 
They have one son, Lloyd Wisdom, now a 
historian. 


University of Pittsburgh 


At the University of Pittsburgh School 
of Medicine, Dr. Brosin came into his own 
as a competent and imaginative administra- 
tor, a courageous explorer into various spe- 
cialized and difficult fields, a valued con- 
tributor to the literature in psychiatry, and 
a personal counsellor to his students and, 
in fact, to a host of young people who re- 
gard him with deep affection. The Western 
Psychiatric Institute and Clinic in its present 
form is essentially his creation— "the house 
that Brosin built." Originally opened as the 
Western State Psychiatric Hospital, it was 
turned over to the University of Pittsburgh 
in 1949. Immediately there began a search 
for a director who would build a dynamic 
program, and Dr. Brosins name was sug- 
gested by the same old friend and admirer 
who had previously furthered his Army 
career, Dr. William C. Menninger. 

With the assurance that he would be able 
to surround himself with an adequate staff, 
he accepted the assignment and immediately 
began to acquire a group of dedicated and 
energetic co-workers. Some are still with 
him; the group includes or has included 
Executive Director Harry M. Dorsey and 
Drs. Benjamin Spock, L. William Earley, 
Frederick L. Weniger, Jack Wolford, M. 
Royden C. Astley, Charlotte G. Babcock, 
Joseph Cramer, John Reinhart, Earl Loomis, 
Meyer Sonis, and others. This is his present 
address when he is not touring this country 
or the world on some of his innumerable 
missions. 

His dedication to good citizenship has led 
him to productive activity in many areas and 
organizations. In January of this year he 
was selected to receive one of the 1967 Man- 
of-the-Year awards given by the Pittsburgh 
Jaycees, an expression of their esteem for 
his impact on his own community. For the 
American Board of Psychiatry and Neu- 
rology, where he served as director and in 
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1961 as president, he provided the first com- 
prehensive history of the Board—modestly 
called a *workbook"—covering the period 
from 1953 to.1962. In the Group for the 
Advancement of Psychiatry, he served as 
secretary for five years, was vice president 
from 1959 to 1961, and president from 
1961 to 1963. In the American Psycho- 
analytic Association, he was chairman of the 
committee on education in state hospitals 
from 1953 to 1958 and representative to 
the American Association for the Advance- 
ment of Science from 1959 to 1963. 

He has served the American Psychiatric 
Association on the program and nominating 
committees and was chairman of the nomi- 
nating committee on two occasions, in 1953 
and 1957. He has represented the APA in 
the division of medical sciences of the Na- 
tional Academy of Sciences and National 
Research Council, was Vice-President of 
the APA in 1961-62, and became Presi- 
dent-Elect in 1966. 


Major Publications 


His publications cover a wide range of 
interests, from his early work with the Ror- 
schach (his first paper was on the Rorschach 
and color blindness), through clinical pre- 
sentations, discussions on psychotherapy, 
philosophic considerations with reference to 
psychiatry and its future, military matters, 
psychosomatic illnesses, and psychoanalytic 
and general psychiatric training. In more 
recent years there have been publications on 
cybernetics, communication and language, 
and acculturation. 

In the field of psychoanalysis he demon- 
strates a lively interest but is far from doc- 
trinaire in his orientation. His initial desire 
to become a psychiatrist, as already noted, 
stemmed from what he called “a sketchy 
knowledge of Freud,” and he has retained 
his intense concern with psychoanalytic mat- 
ters, However, he is critical of unjustified 
claims and faulty criteria by which values 
in psychoanalytic training and therapy and 
the realistic effect of psychoanalysis on psy- 
chiatric training are to be appraised. He 
feels strongly that “much better criteria must 
be found in the future.” 

Of his papers on education, perh 
best synthesis of his prose em 
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developments is found in his paper on "Ty 
Changing Curriculum," given at the time d 
the opening of the Clarke Institute and em 
phasizing the necessity for appropriate rel 
tionships between technology and humar 
ism. Freedom in education and the courag 
to experiment, he believes, will facilitate th 
development of the “whole man” who alg 
is a “good man." He quotes one of his car 
ly idols, Alfred North Whitehead, as saying 
“One of the most advanced types of huma 
beings on earth today is the good America 
doctor. He is skeptical toward the data d 
his own profession, welcomes discovers 
which upset his previous hypotheses, andi 
still animated by human sympathy and ur 
derstanding.” In what we later will call hi 
bridge-building approach, Dr. Brosin him 
self says, “ . . . we must devote more of oit 
energies for the time being to developing tlt 
new frontiers between our hard-won sciet 
tific knowledge and the thorny problems d 
the social interface so that we may improv 
the quality of medical care." 

The concern with social needs appear 
also in papers on psychotherapy in whid 
he emphasizes the necessity for avoiding 
educational methods which reward high act 
demic proficiency at the cost of dehumaniz 
ing the therapist. And he approaches thes 
same problems in consideration of the “Ut 
answered questions” relating to stress aM. 
adaptation. He feels that we as psychiatrist 
should be able to make some contribution W 
various investigations of human transactio 
and adds, "In a large sense, all scientists 
engineers, and humanists are constantly 0% 
cupied with making the world a better plac. 
in which to live." 

Perhaps his most specific and unique oF 
tribution to the science of human behavior 
in the area of human communication, © 
pecially in the areas of kinesics and lingi 
tic kinesics, These subjects have to do vil 
body motion and sounds made simultat® 
ously with body movements in the effort | 
communication. The concepts had been pr 
tially developed in the 1930s by Edwal 
Sapir; Dr. Brosin became interested at I^ 
as early as 1955 when, with the late Fri? 
Fromm-Reichmann, he began research ! 
this area. In that year he had a one- 
fellowship at the Center for the Study 
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Behavioral Sciences in Palo Alto, Calif., 
and ten years later he spent an additional six 
months at the Center, drawing together the 
results of the previous years of research. 
Beginning in 1959 with a discussion of a 
paper by Professor Ray L. Birdwhistell, 
his bibliography contains an increasing num- 
ber of papers on this subject, and a detailed 
two-volume report of the research is sched- 
uled for publication in the fall of 1968. 

The whole question of information storage 
and retrieval and the problems of cyber- 
netics—a term developed by Norbert Wie- 
ner—have always been interesting to Dr. 
Brosin. He has contributed to the literature 
in these areas, but perhaps his most im- 
portant role has been as a participant in 
conferences and symposia where he can re- 
late his expertise as a clinical psychiatrist 
to the broader problems discussed by sci- 
entists in other fields. 

For example, in 1948 he was a partici- 
pant in the Hixon symposium on “Cerebral 
Mechanisms and Behavior” at the Califor- 
nia Institute of Technology. It had been 
planned to rotate the chairmanship of the 
various sessions, but the published proceed- 
ings contain the significant statement, “Ac- 
cording to the program, other members of 
the group were to be chairmen of later ses- 
sions but he conducted his meeting with 
such brilliance that the group unanimously 
decided to throw the program overboard and 
elect him permanent chairman.” It is indica- 
tive of his contribution that he was one of 
two psychiatrists who were invited to the 
series of ten conferences on cybernetics, 
sponsored by the Josiah Macy, Jr., Founda- 
tion. 


Social Skills 


A biographical sketch of Dr. Henry Bro- 
sin cannot be brought to a close without 
some comment on his social skills. He is 
never parochial but instead is so conversant 
with the broad fields of human thought that 
social acquaintances find themselves en- 
riched by even casual contacts with him. I 
once had the opportunity of visiting a small 
town in Mexico after he and Mrs. Brosin 
had vacationed there. The colony of Ameri- 
cans commented with great warmth on the 
pleasure they had received from the oppor- 
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tunity to chat with him. This appears in 
every area. A secretary at Denver, Sophia 
Mueller, spoke of his “kindness and avail- 
ability" and added, *He was and is a person 
one is fortunate to know and call a friend. 
His good fortune through the years has never 
caused him to forget the little man." 

One of my pleasant personal memories is 
of his introducing me to Leo Szilard, the 
sage whose office was a desk in the lobby of 
the Dupont Plaza Hotel in Washington, and 
giving me the opportunity to see the warm 
regard these scholars had for each other. His 
reverence for scientists in fields other than 
his own is equalled only by their apprecia- 
tion of him as a psychiatrist who has seen 
far beyond the walls of his office and his 
own practice. 

Not that he is free from righteous indig- 
nation. He is angry at prejudice, at intoler- 
ance, at unjustified stupidity, but he realizes 
with Sheik Mohammed Abdullah that 
“There is a problem to be solved. . . . Anger 
is no solution.” Unless it is appropriate, 
therefore, he keeps his anger under control 
and his wife comments that he sometimes 
comes home after a trying experience to say, 
“You would have been proud of me. I kept 
my temper.” 


The Builder of Bridges 


It is difficult to find a suitable closing note 
for a description of this man. The one which 
occurs to me is a designation of Dr. Henry 
Brosin as a builder of bridges. Perhaps this 
is over-derived from his initial training as 
an engineer, but it does seem appropriate in 
view of the fact that his contributions in- 
clude bridging concepts between clinical 
psychiatry and psychoanalysis, between psy- 
chiatry and religion, between present-day psy- 
chiatry and the broad philosophic concepts 
and development of the psychiatry of the 
future, between philosophy and history as 
they relate to his field, between value sys- 
tems and communication, and between the 
narrower aspects of psychiatry and the 
broad requirements of the social matrix 
within which he operates. 

Although he had earlier declared that he 
could not stand an “engineering view of 
psychology,” it would appear that his skill at 
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building bridges has enabled him to see contribution to society and to the scientify 
i i to world in which he is a widely traveled an 
his most important and far-reaching honored citizen. 


COPIES OF SPECIAL SECTIONS AVAILABLE 


_ In response to requests from readers, the American Journal of Psychiatry 
making extra copies of its Special Sections available. The cost of this 
Section, Presidential Papers: 1968, will be as follows: 1-10 copies, 
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An Experience in Submarine Psychiatry 


BY JONATHAN L. SERXNER, M.D. 


The psychiatric experience of a medical 
officer on two submerged Polaris submarine 
patrols, each lasting two months, is pre- 
sented. One psychiatric emergency—an 
acute paranoid schizophrenic reaction—was 
managed, and some minor anxiety reactions 
and depressions were treated. The author 
suggests the nature of the submarine’s psy- 
chological atmosphere by means of a brief 
discussion of the submarine as a physical 
entity, the patrol cycle, and the procedures 
of personnel selection and training. 


ee MERE MENTION of prolonged sub- 
merged patrols tends to generate excited 
response from the general public. The psy- 
chological and psychiatric aspects of such 
patrols are of particular interest. Beyond 
being a matter of curiosity, this subject is 
becoming increasingly important as ever 
more men are serving in our growing fleet 
of Polaris submarines. 

This report is based on a year-long tour 
of duty in one of the crews of a fleet ballistic 
missile submarine (FBM). Serving as med- 
ical officer on two cycles of “patrol” and 
"off-crew training” provided the author an 
opportunity for observing reactions to long 
“deterrent patrols”; it also presented the 
problem of treating an acute psychosis which 
developed on patrol. After reviewing stresses 
associated with these patrols, I will discuss 
psychiatric problems and treatment facilities 
on FBMs. 


Background 
The psychological and psychiatric prob- 


Dr. Serxner, formerly lieutenant, MC, USNR, 
Served as a submarine medical officer in 1964-65. 
le is now a psychiatric resident at Hillside Hos- 
pital, 75-59 263rd St., Glen Oaks, N. Y. 11004. 
€ views expressed in this paper are those of 
the author and do not necessarily reflect official 
Navy policy. 
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lems seen on these patrols develop within 
a distinctive physical and organizational set- 
ting. This setting is defined by the design 
of the FBMs, the “two-crew concept" of 
operation, and the selection and training 
of personnel. Scrutiny of these factors re- 
veals little reason to fear claustrophobia, 
sensory deprivation reactions, or a “madman 
pressing the button"—however much such 
thoughts predominate in speculation and 
fantasy about this subject. 

The Polaris fleet is rapidly approaching 
its projected full strength of 41 FBMs—also 
called SSBNs (submarine, ballistic missile 
carrying, nuclear). Each nuclear-powered 
vessel carries 16 missiles with the mission 
of acting as a deterrent to nuclear attack 
on the U. S. by patrolling certain areas 
undetected, ready within minutes to launch 
its missiles at predetermined targets. No 
individual on the submarine can initiate 
launching without the aid of others. The 
combined efforts of many men in several 
different areas of the submarine are needed 
to bring the various systems to readiness 
for a launching. There is a set procedure 
for verifying an order to fire a missile which 
involves the captain and two other officers. 
All on board are impressed with the terrible 
destructiveness of these weapons. 

Four classes of SSBNs have evolved, re- 
flecting improved "states of the art" as 
technological advances developed at the 
time of their construction. The basic design 
of all is the same: an elongated forward 
portion (of three levels) tapering to the 
after portion (two levels). All four classes 
are about 400 feet in length, with operations 
and habitability areas forward and engineer- 
ing spaces aft. Despite great density of 
machinery and equipment, there is at least 
6 feet 4 inches from deck to overhead 
throughout, and one gets a sense of spacious- ` 
ness. 
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Every FBM has two complete crews of 
12-15 officers and 100-130 enlisted men. 
Each follows the same operational cycle 
of roughly 24 weeks. After a crew finishes 
its post-patrol leave period, it has an inten- 
sive training period (six weeks) using train- 
ers and self-taught courses in its home 
port. The following week is for completing 
final details prior to the crew's flight to an 
advance replenishment base in time to meet 
the returning submarine. The fresh crew 
relieves the returning crew during the first 
four days after the submarine gets in; the 
fresh crew then takes the ship to refit it for 
patrol. After refit, there is the patrol of 
about 60 days during which the submarine 
is continuously submerged. During the en- 
suing training period, there will be a turn- 
over of a certain portion of the crew. This 
provides experienced personnel for other 
assignments and gives time for those re- 
porting aboard to be incorporated into the 
crew before the “on-crew cycle" of refit 
and patrol. 

Submarine personnel constitute an elite 
group: they have met rigorous physical and 
mental standards, have undergone special 
training, and receive additional pay for 
hazardous duty. All submariners are volun- 
teers, although this does not mean that all 
are as highly motivated for submarine duty 
as that word might imply. Some volunteer 
more from a desire to leave their present 
command than from a desire to be on a 
submarine. When the demand for personnel 
is great, it may be filled by taking those who 
indicate that such duty is their sixth choice 
(out of six). However, the principle of a 
volunteer service, along with the screening 
of submarine school, essentially guarantees 
that no one having a great antipathy to being 
on a submarine will be found on one. 

Some FBM personnel come directly from 
training facilities and some from other sub- 
marine duty. All submariners have had 
eight weeks (enlisted) or six months (offi- 
cer) of submarine training prior to reporting 
to a boat for duty. (Special programs may 
add as much as a year of further training.) 
Basic submarine training includes some con- 
ventional and some unique physical and 
psychological screening. Pressure testing and 
escape tank training are unique. Trainees 
have to equalize their middle ears to pres- 
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sure increasing to 50 psi in a ch 
which is packed like a subway and has 
atmosphere of a steam bath. Training fy 
“Steinke Hood ascent” (the current i 
of escape from a disabled sub) starts in 
small chamber with six men and an i 
tor. The chamber is pressurized and 
with water to shoulder level; the hood, 
helmeted life vest, is pulled over a 
head; he then pulls himself through a 
merged opening into the tank and ascend 
50 feet constantly shouting “ho, ho, hy 
(to ensure proper exhaling and to infon 
supervisory personnel that all is well). 

Lt Cdr. J. C. Rivera, MC, USN, hag 
reviewed drop-outs from enlisted submarine 
training. Of all men reporting in rei 
years, roughly 15 percent have been droppé 
and about half of these (5-11 percent) 
have been dropped for medical reasons 
Thirty-five to 40 percent of the medic 
drop-outs are for psychiatric reasons or lof 
tank/pressure failure. According to Rivet 
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most of the cases classified as "Escape Tran 
ing Tank or pressure test failure" could h 
been screened psychologically or administt® 
tively at their previous.commands. . . . Som 
admitted fear of water or confinement, {0 
poor motivation for submarine duty. . -1 
Others had a history of repeated disciplina] 
action or evidence of emotional instabillll 
or immaturity( 1 ). 


Psychic Stresses and Countermeasure” 


The first stress encountered in the oF 
crew cycle is that of leaving one's fami 
to fly over to relieve the other crew ve 
Guam; Rota, Spain; or Holy Loch. 
land). The result of this stress is per" 
felt more by the wives, as it is an impress 
of medical officers at a home-port hosp? 
(Charleston, S. C.) that a period of 
creased illness begins when the father lea 
for his submarine. (Discussions at the 9 
reau of Medicine and Surgery indici? 
that whether the incidence of disease ; 
creases or decreases at such times V? 
with whether the wife is a dependent 
dominant type.) News of illness at hom 
readily reaches the submariner during Hi 
month of refit; the staff (particularly 
medical and clergy members) in the ho 
port work to mitigate the conditions P 
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erating stress at this time. When the illness 
is critical, emergency leave for return home 
is arranged. 

The refit period itself can be quite stress- 
ful if a complicated, delicate piece of ap- 
paratus needs extensive repair and testing 
in the limited time available before patrol. 
Men deeply involved in this work sacrifice 
sleep and shore leave for days on end to 
“get the job done.” The extent of such 
stress is limited as much as possible by 
the availability of expert technical assistance 
and by excellent delivery of parts and even 
replacements for entire units. Given sufficient 
evidence of decompensation, a man can be 
left behind (being replaced by another, when 
possible). However, there is a strong in- 
clination to assume that a man will recover 
when the patrol with its less demanding 
routine begins. Though this assumption is 
strongly favored by probability, it does not 
always prove justified. 

The officers and men seem to feel there 
is a primary threat about these long deterrent 
patrols, and they sense this on the level of 
being able to pass the time until the end of 
the patrol. Concern with this issue finds a 
very direct expression which is almost uni- 
versal—‘counting the days.” Some cross 
off the days on a calendar, but more typi- 
cally men have signs giving the number of 
days remaining. My own experience suggests 
a different emphasis because the midpoint 
of my first patrol was crucial, relieving a 
mild depression which began a few days 
earlier. I later realized the midpoint meant 
for me that *I only have to do what I have 
already done,” and I felt that would not 
present a problem which I had not already 
Successfully met. 

Passing the time is accomplished with the 
aid of a broad program of activity. Every- 
one works; most work two four-hour watches 
daily (e.g, 0800-1200 and 2000-2400), 
with certain additional work done in off- 
watch hours. (Other crews have six-hour 
watches with 12 hours off after standing 
watch.) Men usually work with members 
of their departments or divisions (six to 
18 Amen). This work ensures mental occu- 
pation and socialization, Drills generate ex- 
citement (and anticipation) while—along 
with inspections—they promote “readiness” 
and a sense of community. 
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A most important group of activities is 
based on qualification programs (to become 
“submarine qualified” and to be authorized 
to stand various watches). Officers and 
men study manuals, teach one another in- 
formally, and finally present themselves to 
certifying boards composed of qualified ship- 
mates. There are formal lectures, some ob- 
ligatory and some voluntary, departmental 
lectures, “advancement in rate” lectures, 
and group study course meetings. 

A recreation committee organizes special 
activities, such as casino nights, run as 
frequently as every Saturday night. Certain 
of the men take it upon themselves to be 
entertainers or to “raise the morale” of their 
watch section (or of the whole crew), often 
through highly imaginative joking. There is 
a different full-length feature film virtually 
every day; wire service news releases are 
available, and there is a 1,000-volume 
library. Lay leaders conduct weekly religious 
services, and the inevitable card games occur 
to one extent or another. 

The commanding officer is decisive in de- 
termining the balance of activities, and I 
imagine that there may be a fair degree of 
variation from crew to crew. Some crews 
may exhibit much simple “hibernation”; my 
own did not. The food is excellent and a 
favorite topic of conversation, meals are 
social events (of differing orders of formality 
in the wardroom and the crew’s mess), and, 
curiously enough, reducing is a popular 
activity. 

Such activities do succeed in passing the 
time, although some of the activities—e.g., 
“qualification,” with its pressures—occasion- 
ally create other problems. Inactivity per 
se does not seem to be an important stress 
(perhaps because of this program of ac- 
tivities); lack of opportunity to work on 
specific personal problems is a major stress. 
The other major stress is separation from 
family, which is almost complete. A man 
on patrol may receive three short messages 
from his family, but he cannot send any. 

Sexual interest finds expression in several 
ways. Pin-up pictures are found in almost 
all areas where permitted, from a few days 
after the patrol begins until its end. There 
was a tendency evident after two to three 
weeks to display pictures of grossly un- 
attractive women (apparently on a sort of 
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“sour grapes” rationale). There seemed to 
be a low incidence of obscene literature. 
Sexual activity was a frequent topic of con- 
versation. This topic, and vulgar language 
as well, seemed to me to reach a peak 
toward the middle of the eight-week patrol. 
It has been stated that “proper command 
attention can do much to increase morale 
and decrease this sort of intellectual abuse.” 
Although my experience is not sufficient 
for me to be definite, I doubt that such talk 
always indicates low morale and I suspect 
that it may, at times, be of value in reducing 
tension and assuring men that they have 
feelings which are normal in such a situa- 
tion. At any rate, this kind of talk seemed 
to me to be on a different level than that 
indicating anticipation of resuming marital 
relations; beginning several weeks before 
the end of the patrol the latter appeared 
with increasing frequency. There was a 
noticeable increase in general physical con- 
tact—back-slapping, accidental collisions, 
etc.—in the last seven to ten days of the 
patrol. This seemed in effect an expression 
of farewell to the community, which was 
shortly to dissolve with the start of the off- 
crew period. The last week or so was also 
the time in which what the men call “channel 
fever" appears. This is a state of excite- 
ment, occasionally with absent-mindedness, 
which is caused by anticipation of return to 
the green earth. 

Only one man presented with a sexual 
problem in the course of two patrols. Two 
to three weeks after the beginning of a 
patrol a 25-year-old man complained that 
he was troubled by the meaning of his 
desire to masturbate. (This was a part of 
his concern about his wife's accusation that 
he was hypersexual. ) 

The inevitable personality conflicts and 
the proximity enforced by working, messing, 
and berthing conditions generated some re- 
sentment and there were a few altercations. 
I think the well-ingrained military sense of 
hierarchy served to hold these down; there 
was always somewhere else to go and some- 
one who would give a sympathetic hearing 
to one's complaints. A frequently utilized 
means of releasing hostility was to have 
hyperbolic, "joking" insulting matches be- 
tween individuals or "feuds" between small 
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groups (e.g, the two groups successive) 
having the same watch station). al 
The insults and feuds were always ap 
cepted as playful behavior and, indeed, oft 
had a morale-raising effect as a formi 
entertainment mentioned above; howew 
in some instances the facade was strain 
and long-lasting bitterness was engenderg 
Pecking orders were established in variou 
groups although there were a few recogni 
able scapegoats, some apparently con: sider 
ably enjoying the village idiot role. The 
people were habitually the butts of jok 
Self-censorship, or, in its rare failure, grou 
censorship prevented these jokes from b 
coming offensive, and the butts of the jok 
in almost all cases withstood the onsla 
very well. 
A small-scale study of the men’s drea 
during an off-crew period and the first hil 
of the patrol failed to reveal any genet 
pattern of change in the nature or freque 
of dreams on patrol. An interesting 
was that two men from a group of eid 
studied had dreams involving death or il 
potence within the first few days followin 
submergence for a 58-day patrol. 


Psychiatrie Disorders on Patrol 


Five percent of the crew of 125 men 
12 officers were treated for psychologé 
or psychiatric problems of varying degrt 
Minor anxiety reactions constituted the m 
frequent group. At times these react 
presented as distractedness or low-g 
anxiety attacks, but more frequently M 
were manifested by insomnia, headach 
or other somatic concerns. The precipitat 
situation was usually one in which the m 
involved was to undertake a major projet 
e.g. marriage, divorce, or a long-dist 
move to start at a school—shortly a 
the patrol ended. As the time for this pro 
drew near the man began to anticipate. 
felt frustrated in his desire to start P. 
paring for it, and developed symptoms 
rare instances the anxiety reaction was © 
to long hours and self-doubt caused 
pressure to perform in work or in a Q^ 
fication program. 

Depressive reactions were seen in Se" 
instances; anorexia with weight loss 7 
noted in two cases. Unsatisfied depen” 
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needs in individuals strongly attached to 
their families seemed to be the common 
element in the depressions. For the anxiety 
and depressive reactions the treatment was 
minor anti-anxiety agents, anti-depressants, 
and hypnotics, as indicated, along with sup- 
port. 

In the course of two patrols, one inca- 
pacitating psychiatric illness occurred. (This 
of course cannot be interpreted as statisti- 
cally representative of psychiatric disease 
on FBM patrols. It is, however, representa- 
tive of the situational stresses and of certain 
susceptible individuals.) A chief petty officer 
had an acute paranoid schizophrenic break 
after five weeks on his first submerged 
patrol. 

This bright, highly motivated man had 
reported aboard during the off-crew period 
preceding the second patrol made by the 
crew to which I was attached. He was a 
highly qualified technical specialist with no 
submarine experience before reporting to 
submarine school a year and a half earlier; 
he had spent many of his 17 years in the 
Navy in instructor duty and other shore ac- 
tivities, and consequently with his family. 
Although he had had migraine headaches 
for 12 years, they had been quiescent for 
the preceding two years. The refit period 
had been difficult for his department in the 
manner described previously. 

In addition, in his case, there was the 
problem of integrating himself and the other 
new men (one-third of the department) 
with the old hands. Further, he was confused 
about his role. Was he only to “orient him- 
self” to the workings of his department on 
the submarine, or was he to follow his pref- 
erences? He would have preferred to have 
taken charge, as he had in similar situations 
previously. Although the chief was expert 
on somewhat more than half of the auxiliary 
equipment, he had not received formal 
training on the heart of the department’s 
equipment on the submarine. This fact, plus 
the urgent nature of the department's work, 
fostered the practice of men bringing prob- 
lems directly to the departmental officer 
rather than presenting them first to the chief, 
according to standard Navy procedures. The 
department had operational commitments 
around the clock which the officer attended 
and which the chief felt he should attend. 
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(The officer had an uncanny ability, which , 
the chief lacked, of going for days subsisting 
on cat naps. ) 

Almost immediately after the start of the 
patrol the chief's migraine headaches re- 
curred on a daily basis, as he revealed only 
later. After two to three weeks he was ex- 
pressing the hope that the headaches would 
not keep him from doing the job he knew 
he could do. At the end of the fifth week 
of the 58-day patrol, erratic behavior and 
grossly irrational talk were noted. The chief 
hallucinated voices talking about him and 
calling him names. A primary delusion was 
that his departmental officer was out to do 
him damage, at least “to break him" (from 
chief to ordinary enlisted man). He was 
relieved of his watch-standing duties and 
placed under treatment. 

The nature of the treatment was dictated 
by the facilities on board, by the require- 
ments for the safety of the submarine, the 
crew, and the man himself, as well as by 
the preferences of the medical officer. The 
facilities included an ample supply of pheno- 
thiazines, barbiturates, etc., and a straight- 
jacket, but no sick bay in which a man 
could be secluded. (There is a 12 x 6-foot 
medical office where drugs are stored, rec- 
ords are maintained, and minor procedures 
are performed.) 

It would have been possible to use a 
small room where three men had been 
berthing, but I thought it would be prefer- 
able to disturb the patient's social environ- 
ment and the crew's routine as little as 
possible. For the same reason I felt that 
adequate surveillance of the patient could 
be maintained without having two men 
withdrawn from their routine duties to have 
this as their exclusive assignment. What was 
done was to have the 15 other chiefs (with 
whom he berthed) rotate through watches 
around the clock with him, in addition to 
standing their usual watches. 

Several modes of therapy were used. He 
was given phenothiazines in doses increased 
to 600-800 mg. a day and barbiturates in 
considerable doses, since insomnia and hyp- 
nagogic hallucinations were particularly dis- 
stressing aspects of the disease. He was 
seen in frequent sessions; these were pri- 
marily supportive and ventilatory, with 
some interpretation being done. His fellow 
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chiefs moved from a surveillance role (call- 
ing the medical officer when the patient 
requested or when his behavior seemed to 
merit it) to one of involving him in their 
activities in a way resembling as closely as 
possible that prior to his illness. 

This treatment continued for three weeks, 
and the apparent response was gratifying. 
Shortly before the end of the patrol the 
chief had tried standing in noisy places to 
drown out the remnants of the hallucina- 
tions. He felt that if he could eliminate these 
he might escape hospitalization and return 
to his family when the rest of the crew re- 
turned. When the submarine docked he was 
transferred to the base hospital and from 
there air-evacuated, via a U. S. military 
medical facility in Europe, to the Phila- 
delphia Naval Hospital (the Navy's east 
coast psychiatric center). After several 
months there, the chief was released for a 
trial of limited duty (nonsubmarine ). 


Bore: a person who talks when you wish him to listen. 


[68] 


SUBMARINE PSYCHIATRY 
Acknowledgments 


I am indebted to the late Dr. Jom 
Thompson who suggested that I study the 
dreams of men on prolonged submerged 
patrol. I wish to thank Capt. L. S. Smith, 
Jr., USN, who as my commanding officer 
encouraged my professional interests, Lt 
Cdr. B. T. Hogan, MC, USN, who suggested 
my reporting the management of a psychiat 
ric emergency on a submarine, and L 
Cdr. L. A. Johnson, USN, who consulted 
with me on technical matters. I am mos 
grateful to Capt. R. L. Christy, MC, U 
Chief of the Neuropsychiatric Branch of 
the Bureau of Medicine and Surgery, and) 
to Dr. Morton Wachspress of Maimonides) 
Hospital for their advice and support in 
the preparation of the manuscript. 


REFERENCES 


1. Rivera, J. C.: Current Problems in Enlisted) 
Submarine Physical Examinations, U. $& 
Navy Medical News Letter 46(7): 10-13) 
1965. 


—AMBROSE BIERCE 


Amer. J. Psychiat. 125: 1, July 1% 


31 


Drug Therapy in Alcoholism 


BY BENJAMIN KISSIN, M.D., AND MILTON M. GROSS, M.D. 


Drug therapy for alcoholism covers three 
major areas: chronic alcoholism, acute alco- 
hol intoxication, and the withdrawal syn- 
drome. No drug therapy has yet been proven 
of significant value in long-term treatment; 
however, preliminary studies are encourag- 
ing. The treatment of acute alcohol intoxica- 
tion may include sedatives or glucose ad- 
ministration, depending on the episode. The 
value of paraldehyde and chlordiazepoxide 
in the management of the withdrawal syn- 
drome appears to be well established. The 
authors suggest that the efficacy of these 
drugs in the acute toxic states may be related 
to the restoration of normal REM and Delta 
sleep. 


b DIscussING the drug treatment of al- 
coholism, one might think of the disease 
as consisting of three related but separate 
entities, namely, chronic alcoholism, alco- 
hol intoxication, and the acute withdrawal 
syndrome. Although the underlying dynamics 
of these three conditions are similar, their 
pathogenesis, clinical course, and treatment 
are entirely different. Since the etiology of 
each of these phases is still unknown, drug 
therapy must remain empirical, related to 
clinical manifestations rather than to basic 
causes. Consequently, we shall present the 
three syndromes separately, describing for 
each the clinical symptomatology and its 
treatment. 


Read at the 123rd annual meeting of the Ameri- 
can Psychiatric Association, Detroit, Mich., May 
8-12, 1967. 

. The authors are with the division of alcohol- 
ism, department of psychiatry, State University of 
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Kissin is professor of psychiatry and Dr. Gross is 
eHociate professor of psychiatry. 
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The dynamics of chronic alcoholism have 
been widely and variously described. We 
have selected the interpretation of Fenichel 
(4) in The Psychoanalytic Theory of Neu- 
rosis because it is based on intensive clinical 
experience which is susceptible to experi- 
mental verification. Also, it is appropriate 
for our purposes since this approach ap- 
pears, in several respects, to offer a rationale 
for meaningful drug therapy. 

The position of Fenichel and of other 
psychoanalysts is that alcoholism is an “im- 
pulse disorder." This is defined as a lack 
of developmental maturation which mani- 
fests itself as an intolerance of tension, or 
as the inability to postpone immediate re- 
action. *Whatever they need they must 
attain immediately. . . . Their actions are 
not directed . . . toward the positive aim 
of achieving a goal but rather toward the 
negative aim of getting rid of tension; their 
aim is not pleasure but the discontinuance 
of pain." Specifically for alcoholism Fenichel 
wrote: *. . . the reasons for reverting to 
alcohol are either the existence of external 
frustrations, that is, states of misery one 
would like to forget and to replace by 
pleasurable fantasies, or internal inhibitions, 
among which depressive inclinations are of 
the greatest importance.” 


The Target Symptoms 


We have arbitrarily chosen to emphasize 
this trio of symptoms—impulsivity, tension, 
and depression—both because they mark 
the general outline of the disease and also 
because they offer some clues to a meaning- 
ful drug treatment program. We have at- 
tempted experimentally to verify these clin- 
ical impressions and, within the narrow 
limits of our approach, our studies tend to 
support these conclusions. i 
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In a study of 25 consecutive admissions 
to our clinic, patients were routinely ad- 
ministered the Zung Depression Scale and 
the Cattell IPAT Anxiety Scale in order to 
assess the prevalence of these two target 
symptoms in our patient population. 
Twenty-four of the 25 patients manifested 
a degree of depression greater than the 
mean of Zung's "normal control" group. 
The respective means were 42 and 26, and 
the number of alcoholic patients exceeding 
the norm group mean is significant at the 
.001 level. Similarly, on the anxiety scale, 
20 of 25 patients (mean score, 37.7) ex- 
ceeded the mean of Cattell's norm group 
(mean score, 25.7), which is significant at 
the .002 level. 

These data confirm the clinical picture 
of these patients as showing both a high 
level of anxiety and marked depression 
when compared with a normal population. 
The correlation between the two scales in 
this sample was .50 (p<.02), indicating 
that even in patients characteristically both 
anxious and depressed, the two target symp- 
toms are most apt to occur together. 

In another study from our program, 
Perlstein(26) tested the “impulsivity” of 
96 alcoholic patients by evaluating their 
responses to two standard questions: “What 
would you do if you were the first one in a 
movie theatre to discover a fire?” and 
“What would you do if you were standing 
alongside a broken railroad track and in 
the distance you saw a train approaching?” 
The first question comes from the Wechsler- 
Bellevue subtest for judgment, the second, 
from the Stanford-Binet Intelligence Test. 
The answers to both can be scored along 
a dimension where running away or scream- 
ing and running away would constitute 
“impulsive” answers. Using these criteria, 
Perlstein found a definitely higher number 
of “impulsive” responses among alcoholics 
than one would find among normals. 

These studies, as well as others in the 
literature, provide support for the wide- 
spread clinical impression that impulsivity, 
anxiety, and depression are important ele- 
ments in the pathogenesis of chronic al- 
coholism. The armamentarium of presently 
available drugs provides methods of treating 
each of these symptoms. Tranquilizers and 
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antidepressants are well established as effe 
tive agents in the management of anxi 
and depression. On the other hand, th 
individual who is on a maintenance regime 
of either disulfiram (Antabuse), calci 
carbimide (Temposil), or metronidazok 
(Flagyl) finds his "impulsivity"—at lea 
insofar as alcohol is concerned—pharm 
cologically controlled. In these terms, th 
bare outlines of a meaningful pharmacolojr 
approach begin to appear. | 
Despite the seeming logic of this argumen | 
Ditman(3), in a recent review of the dng | 
therapy of alcoholism, was unable to fin 
any reliable evidence that either tranquil 
izers, antidepressants, or disulfiram were o 
actual benefit in the treatment of this dis | 
ease. Ditman reported that sedatives, par 
ticularly chlordiazepoxide (Librium) an 
drugs related to it, did appear to bed 
value in the immediate postwithdrawl 
period, but this effect was not sustained. ll 
is certainly true that no conclusive studies 
have yet been published to indicate tlt 
effectiveness of any of these drugs, but W 
do have some preliminary data from ol” 
clinic which are at least promising. 
| 


Tranquilizer and Antidepressant Therapy | | 


In our clinic, we have been primarily 
concerned with the evaluation of tran 
izers, antidepressants, or combinations © 
these. The results of six consecutive double 
blind studies evaluating a variety of drugi 
in 1,346 patients are listed in table 1. The 
criterion of improvement is defined globally 
in terms of total or near total abstine* 
associated with improvement in all othtf 
areas of adjustment. for a period of S! 
months. The important figures are in Y. 
last column, which represents improvemo* 
rates excluding rapid dropouts, i.e., patie 
who came only once or twice and WH 
never really entered the treatment proga 
In no case was there a significant differ? 
between any drug and its concomi 
administered placebo. (No placebo was usd 
in study 5.) However, it can be seen that 
there is a wide variation among differt! 
drugs in different studies, ranging from 9 
Percent for the meprobamate-proma 
combination in the 1965 study to uf 
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TABLE 1 
Results of Six Double-Blind Drug Studies with Tranquilizers and Antidepressants 
PERCENT 
IMPROVED AT 
SIX MONTHS 
PERCENT PERCENT EXCLUDING 
YEAR OF PERCENT NUMBER OF RAPID  IMPROVEDAT RAPID 
STUDY NEGROES DRUG PATIENTS DROPOUTS  SIXMONTHS DROPOUTS 
1957 35.0 Meprobamate-benactyzine (Deprol) 159 40.3 15.7 27.0 
Placebo 75 29.3 15.3 22.0 
1958-59 39.0 Meprobamate-promazine (Prozine) 220 32.7 148 22.5 
Placebo 110 21.8 15.2 19.8 
1960-61 36.0 Isocarboxazid (Marplan) 85 35.3 8.2 127 
Chlordiazepoxide (Librium) 91 33.0 10.9 16.7 
Placebo 95 34.7 147 22.6 
1962-63 40.5 Emylcymate (Striatran) 94 415 75 12 
Amitriptyline (Elavil) 98 55.1 50 113 
Placebo 100 51.0 8.0 16.3 
1964 58.0 Chlordiazepoxide (Librium) 55 26.3 21.0 28.6 
Chlordiazepoxide (Librium)- 
imipramine (Tofranil) 57 41.8 20.0 33.8 
1965 56.0 Meprobamate-promazine (Prozine) 22 50.0 45 9.0 
Placebo of above 27 44.4 11.1 16.7 
Amitriptyline (Elavil) 28 32.1 91 14.3 
Placebo of above 30 30.0 9.5 13.3 
percent for the chlordiazepoxide-imipra- FIGURE 1 


mine combination in the 1964 study. Statis- 
tical analysis between different drug studies 
is not possible because of differences in 
patient population, as indicated by the 
Steadily increasing proportion of Negroes 
attending our clinic. 

These relationships are illustrated graph- 
ically in figure 1, where a seventh double- 
blind study using metronidazole has been 
added. Of interest is the strikingly parallel 
course between the curve for percentage 
whites and that for improvement rate with 
placebo. A measure of concordance be- 
tween these curves yields rho = .90, signifi- 
cant at p<.01. In other studies(20, 21) 
we have indicated that the correlation be- 
tween race and improvement rates is only 
apparent in that the ethnic element merely 
reflects the variable of social stability, which 
is truly related to prognosis. But using the 
percentage of whites in the clinic at the time 
Of a given study as a rough index of the 
Social stability of the patient population of 
that study, we see that the improvement 
rate in placebo is highly correlated with it. 
The improvement rates on drugs, including 
the metronidazole study, are not signifi- 
cantly different from those of placebo, thus 
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Improvement Levels at Six Months, Excluding Rapid 
Dropouts, in Seven Drug Evaluation Studies 
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apparently corroborating Ditman's opinion 
that these drugs do not positively affect the 
long-term prognosis. i 

However, the results in study 5 appear 
strikingly different. Unfortunately, in this 
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one study it was decided to use chlordiaze- 
poxide alone as the control for the 
chlordiazepoxide-imipramine combination, 
so that no placebo rate is available. Never- 
theless, on the basis of our other experience, 
we would have anticipated a much lower 
improvement rate with this patient popula- 
tion. We have explained the relatively high 
improvement rate for chlordiazepoxide in 
this study, as opposed to the response to 
the same drug in study 3, as a manifestation 
of a possible “milieu” effect(20) in which 
the reactions to a concomitantly adminis- 
tered drug in a double-blind study “rub 
off" onto a given drug. In study 3, chlor- 
diazepoxide was administered concomitantly 
with isocarboxazid, a poorly tolerated drug, 
and gave a much lower improvement rate 
than did chlordiazepoxide administered con- 
comitantly with the chlordiazepoxide-imi- 
pramine combination in study 5. This was 
true despite the fact that the patient popula- 
tion in the first study appeared to have a 
better prognostic index. In any event, there 
seems little doubt that the patients in study 
5, where the chlordiazepoxide-imipramine 
combination was used, reacted better than 
one would have anticipated. 

It might be noted that one other treatment 
group approaches the improvement level 
shown by the chlordiazepoxide-imipramine 
combination. This occurred in the first study 
when a combination of meprobamate and 
benactyzine was administered. This com- 
bination, like that of chlordiazepoxide and 
imipramine, also has both tranquilizer and 
antidepressant effects. We have attempted 
to test more thoroughly this suggestion that 
à combination of antidepressant and tran- 
quilizer is more effective than either alone 
in a preliminary study employing a double- 
blind design and four treatment groups: 1) 
imipramine and chlordiazepoxide, 2) imi- 
pramine and chlordiazepoxide placebo, 3) 
chlordiazepoxide and imipramine placebo, 
and 4) chlordiazepoxide placebo and imipra- 
mine placebo. The results are shown in figure 
2. The tranquilizer-antidepressant combina- 
tion was most effective, followed in order 
by chlordiazepoxide, placebo, and imipra- 
mine. Although the results are in the same 
direction and consistent with our previous 
study, the sample size is too small to permit 
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statistical evaluation. The study is angi 
being replicated on a larger sample. 

In light of these findings, it seems reasot 
able to suppose that the random prescriptitt 
of either a tranquilizer or antidepr 
alone, to a heterogeneous alcoholic 
lation, might be contraindicated since 
benefit derived from the specific effects 
these drugs in appropriate patients mig 
be cancelled out by the detrimental effei 
of these drugs in inappropriate patieM 
(ie., tranquilizers in retarded patients Y 
antidepressants in agitated patients). O' 
all and associates(25); writing on the ne 
for specificity of drug treatment for deptt* 
Sion, have made a similar point showing 
that the phenothiazine thioridazine is 
effective than imipramine in the treatm 
of agitated depressed patients, while 1m 
pramine is more effective in retarded & 
pressed patients. With a patient popula! 
like that of alcoholics, in which anxiety ) 


degrees, there appears to be ample rati 
for using tranquilizer-antidepressant COM 
binations for some patients. : 


Aversive Drug Therapy 


For the aversive drugs, the difficult 
involved in experimentally demons! 
their effectiveness are self-evident. We M 
Partially completed a study with metro 
zole and preliminary results were indici 
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in figure 1. Of 200 patients randomly as- 
signed to metronidazole or placebo, 124 
had completed the minimal treatment period 
of six months at the time of this writing. 
The six-month improvement rate (with 
rapid dropouts eliminated) for metronida- 
zole was 15.3 percent and that for its 
placebo was 10.5 percent; the difference is 
not significant. The incidence of reported 
side effects in the two groups was 12.7 per- 
cent for the drug and 5.7 percent for the 
placebo; again the difference is not signifi- 
cant. 

The side effects reported were similar to 
those previously reported in the literature, 
namely, a peculiar taste when liquor was 
ingested and some nausea. No serious re- 
actions like those associated with disulfiram 
were described. Since this is only a partial 
report we are unable to draw any definite 
conclusions about metronidazole at this 
time, but the preliminary results are not 
exceptional. 

The published reports on disulfiram are 
even more difficult to evaluate, since no 
real double-blind study would be meaning- 
ful. In the three largest studies reported in 
which there was at least some measure of 
control, Wallerstein(31), Gerard and Saen- 
ger(5), and Billet(1) felt that disulfiram 
was a useful adjunct in the long-term treat- 
ment of alcoholism. In clinical practice, 
patients using disulfiram frequently report 
that they have had the impulse to drink but 
were restrained by the drug for a sufficient 
Period to allow the impulse to taper off. 

The difficulty appears to be that most 
alcoholics are unwilling to take disulfiram. 
In Billet’s analysis of 50 consecutive cases 
admitted to the clinic(1), only 16 accept- 
ed disulfiram treatment. Of these only seven 
Temained abstinent for six months, while 
none of the others did. Wallerstein(31) 
also found that only alcoholics with a com- 
Pulsive element in their makeup were will- 
ing to take disulfiram. Perlstein’s(26) in- 
terpretation of this finding is that compulsive 
alcoholics are willing to use disulfiram to 
Control their impulsivity, whereas most al- 
Coholics find a possible restriction of their 
impulsivity threatening and are unwilling 
to submit to it, 


It is apparent from these remarks that 
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at this time no definitive drug therapy for 
alcoholism exists. Nevertheless, we are of 
the opinion that the judicious, combined 
use of tranquilizers, antidepressants, and 
disulfiram probably offers the best phar- 
macologic program presently available for 
the long-term treatment of alcoholism. We 
have deliberately avoided a discussion of 
the use of drugs such as apomorphine and 
emetine in aversion therapy and the use 
of LSD, since the therapeutic concepts in- 
volved here are somewhat different from 
those included under the ordinary interpreta- 
tion of "drug therapy." Needless to say, 
the difficulties in evaluating these treatments 
are at least as great as those involved in 
evaluating the other drug therapies. 


Alcohol Intoxication 


At times during the course of alcoholism 
the alcoholic imbibes greater amounts of 
ethanol than his liver is able to metabolize 
and the alcohol content of the blood climbs 
to levels which impair the normal function- 
ing of the brain. These episodes may be 
manifest in various ways—as simple drunk- 
enness, stupor and coma, or alcoholic excite- 
ment (*pathological intoxication"). Simple 
drunkenness is usually self-limited and its 
treatment requires only cessation of drinking 
and rest. Pathological intoxication, char- 
acterized by marked excitement and com- 
bativeness, requires the use of restraints and 
the parenteral administration of sedatives, 
for example, sodium amytal, 500 mg. intra- 
muscularly. 

Alcoholic stupor or coma, on the other 
hand, represents a medical emergency. 
Whenever possible, the first step in the 
diagnosis of this condition should be the 
drawing of blood for both alcohol and glu- 
cose determinations. It has recently been 
observed that a frequent concomitant of 
alcoholic intoxication is hypoglycemia due 
to the depletion of glycogen stores in the 
liver so that the clinical condition of stupor 
or coma may be attributable wholly or in 
part to an extremely low blood sugar level. 
In any event, in every patient with alcoholic 
stupor, prompt intravenous administration 
of glucose should be given. Since it has 
been shown experimentally that glucose 
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provides some protection against the lethal 
effects of alcohol(14), there is rationale for 
its administration even in the absence of 
hypoglycemia. The added use of insulin 
has been advocated(8), since this agent 
apparently increases the rate of metabolism 
of alcohol; administration of insulin should 
be delayed, however, until the possibility 
of hypoglycemia has been completely ruled 
out. The parenteral administration of vita- 
mins in all of these cases is advocated, since 
avitaminoses of all types occur in alcoholics. 
The claims that certain other drugs in- 
crease the rate of metabolism of alcohol 
have not been substantiated. Among those 
drugs advocated have been thyroxine( 15), 
triiodothyronine(18), pyruvate(19), pyri- 
doxine(28), and diphosphopyridine nucleo- 
tide (DPN) (24), but at present there seems 
to be no justification for using any of these. 


Acute Withdrawal Syndromes: 
The Toxic States 


The clinical course of chronic alcoholism 
may be periodically punctuated by episodes 
of acute alcoholic psychoses and related 
states. They follow periods of particularly 
heavy drinking superimposed on a back- 
ground of heavy drinking over a period of 
years. It is often possible to demonstrate 
that the drinking which leads to the acute 
alcoholic psychoses is precipitated by a 
major disruption in the patient's life situa- 
tion. There is evidence that this in turn 
triggers a severe depressive reaction in which 
the increased drinking is a manifestation of 
the depression( 10). 

A major reason for emphasizing the im- 
portance of the depression is that the danger 
of suicide exists and must be recognized 
The actual duration of the drinking episode 
which may lead to the acute alcoholic psy- 
choses and related states has been demon- 
strated experimentally in chronic alcoholics 
to be as brief as four days(23). Relative or 
absolute alcohol withdrawal usually pre- 
cipitates the onset of symptoms, although 
this is not invariably so( 17, 30). 

It is particularly important that the guide- 
lines for treatment be based upon the nat- 
ural history of these states. Such considera- 
tions would make possible the difficult and 
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important differential diagnosis - 
“simple” drunkenness and impending ag 
alcohol psychoses, take into account { 
diurnal variations of the clinical pictug 
provide for such systemic measures as vig 
min, fluid, and electrolyte supplementation. 
and rapidly identify complications. Thy 
issues are as important as the selection g 
the drug therapy. 

Among the great variety of drugs 
have been and continue to be employd 
in our opinion those of value will ulti 
fall into one of two categories or a 
bination of the two. First, there are 
which may act to correct the primary a 
metabolic and/or physiologic disturbano 
The second group of drugs probably hak 
their major effect in the reduction of seco 
dary symptoms, particularly anxiety. 


what is primarily an organically based di 
ruption and, conversely, it may be anti 
pated that reduction of anxiety WoW 
contribute to recovery. Criteria in di 
choice must also include the following of 
siderations: the drug should not poten 
complications of the acute toxic states, 
as convulsions; the drug should not mà 
medical or surgical complications wit 
often accompany these states, such as co 
vulsions secondary to intracranial traum. 
or hemorrhage and fevers due to infections 

The final word on the treatment of tht 
acute toxic states will ultimately be ba% 
upon the discovery of the fundamental me? 
anisms involved, which are at the pr 
time unknown. Evidence for the importa 
of relative or absolute withdrawal 
alcohol has been obtained clinically(?! 
and experimentally(17, 23). However, " 
til the specific metabolic disturbance Wil 
follows the withdrawal is established “i 
specific modes of correcting it are foumi 
this has no direct therapeutic value. WH 
the experimental studies demonstrated © i 
these states can be precipitated by Wi 
drawal even when adequate vitamin if^ 
is provided for, they do not show that P' 


= 
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vitamin intake may not contribute signifi- 
cantly. 

Victor and Adams studied the therapeutic 
effects of vitamin administration in a small 
sample and concluded that vitamin therapy 
had no value. On this basis they suggested 
that hypovitaminosis, particularly of thia- 
mine, was not implicated in the etiology of 
acute toxic states(30). However, the sample 
studied was too small to be conclusive and 
recent data from the VA, which will be 
discussed below, suggest that the conclusions 
of Victor and Adams may have to be re- 
considered. Finally, investigations during the 
past three years have focused attention on 
the sleep disturbances which are a promi- 
nent feature of these states. These studies 
suggest that the sleep disturbances may be 
causal and thereby provide a useful rationale 
for treatment(11, 12). 


Classification of thé Acute Toxic States 


Whatever the genesis of the acute alco- 
holic psychoses and related states may be, 
it is clear that they are extremely complex 
and varied syndromes. The standard nosol- 
ogy describes three major forms: impending 
delirium tremens, acute alcoholic halluci- 
nosis, and delirium tremens. Victor and 
Adams have proposed the designation of 
tremulous, hallucinatory, epileptiform, and 
delirious states, which roughly constitute a 
continuum(30). “Impending delirium tre- 
mens,” the term used in the standard nomen- 
clature, approximately corresponds to the 
tremulous state designated by Victor and 
Adams. “Acute alcoholic hallucinosis” ap- 
Proximately corresponds to the hallucinatory 
State, and “delirium tremens” corresponds 
to the delirious state. 

Victor and Adams have both interposed 
and emphasized the convulsive disorder; 
they have also emphasized the dynamic 
nature of the relationship between the four 
States in terms of a progression of severity 
and potential transformation of one into 
the other. In our own experience, we have 
found neither approach completely satis- 
factory, Since a larger number of patients 
are atypical and do not conform to the 
established criteria. 

Gross, Halpert, and Sabot(13) have pro- 
Posed a new method of classification which 
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would explicitly provide categories to cover 
all patients. It is an empirical approach in 
which the delirium is broken into its com- 
ponent parts of hallucinations and disorien- 
tation, each divided on five-point scales. 
Any patient can then be classified within 
the 25-point field thereby created. This takes 
into account the variable relationship be- 
tween hallucinations and clouding of sen- 
sorium. 

The problem of classification is intrinsic 
to the problem of therapy at two levels— 
research and selection of treatment. It is not 
possible to compare the efficacy of drugs 
unless the patient samples are adequately 
defined and are comparable. Furthermore, 
it appears likely that the drug of choice 
and the therapeutic strategy will be related 
to the clinical state. For example, in a paper 
published last year, Victor(29) stressed that 
it is important to "distinguish clearly be- 
tween the mild forms of this disorder 
(tremor and hallucinosis) and delirium 
tremens, which may be lethal. A wide 
variety of drugs are useful in controlling 
the milder forms, but practically none are 
effective in preventing delirium tremens or 
altering the duration and mortality rate of 
this disorder." Using the classification with- 
in the sensorium-hallucination field, we pos- 
tulate that the indications for greater or 
lesser use of drugs for anxiety vs. drugs for 
the physiochemical disruption will vary de- 
pending on the location of the patient 
within the field, 

Careful and extensive descriptions of the 
clinical states may be found in a number 
of sources(2, 22). There does appear to be 
a continuum, but the relative severity of 
disturbances—systemic signs and symptoms 
of toxicity, clouding of the sensorium, and 
hallucinatory activity—in any one patient 
may be quite inconsistent. There is more 
often than not an inequality of manifesta- 
tions observed across the three clusters. 

At the less severe end of the continuum, 
frequent findings include tremor, paroxys- 
mal sweats, pruritis, upper gastrointestinal 
tract symptoms, tachycardia, some clouding 
of the sensorium, and nightmares, as well 
as visual and auditory disturbances. This is 
impending delirium tremens, or the tremu- 
lous state. Probably the most useful way 
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of differentiating this from simple drunken- 
ness is a careful inventory of the signs and 
symptoms just noted. It is only in their 
absence that the diagnosis of simple drunk- 
enness can be made. The inventory must 
take into account not only the picture at 
the time of examination but also what the 
patient reports for the 24 hours prior to 
admission. The latter is important because 
the symptoms are generally worse at night 
and are also intensified with increased dura- 
tion of alcohol withdrawal. They may even 
be absent during the day or for several 
hours after alcohol intake. It has been 
demonstrated, both clinically and experi- 
mentally, that this stage of the disease may 
progress to the more severe stages. It is 
important to identify the early stages and 
treat them vigorously. Despite the statement 
by Victor quoted earlier, evidence indicates 
that further progression, such as the de- 
velopment of delirium tremens, can thereby 
be prevented. 

At the most severe end of the continuum 
is delirium tremens, or the delirious state, 
in which the phenomena of the earlier stage 
are more severe and there are hallucinations 
and, often, fever. Sleeplessness is frequent. 
of this stage, Victor and Adams note that 
it occurred in only five percent of a sample 
of 266 consecutive admissions with obvious 
complications of alcoholism, Of these, there 
was 15 percent mortality. Another major 
complication is convulsions, This tends to 


be associated with the more advanced stages 
of the illness. 


Pharmacological icii 
d vU aie Management of Toxicity 
AN is have been 
used in the treatment of these stages. 
April 1967 a preliminary report ‘ead by 
Rothfeld at a VA conference(27) described 
some results of a double-blind comparison 
of chlordiazepoxide (Librium), hydroxy- 
zine (Vistaril), chlorpromazine (Thora- 
zine), and thiamine in the treatment of 
impending delirium tremens (tremulous 
state). There were approximately 80 pa- 
tients in each group. Only one patient on 
chlordiazepoxide subsequently developed 
hallucinations. In contrast, hallucinations 
developed in four patients on hydroxyzine, 
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five on chlorpromazine, three on thiamin 
and eight on placebo; the difference betwen 
chlordiazepoxide and placebo was signi 
cant (p<.05). Convulsions occurred 4 
none of the patients on chlordiazepoxid 
in eight on hydroxyzine, 13 on chloprom 
zine, five on thiamine, and eight on placey 
Chlordiazepoxide was significantly mor 
effective than chlorpromazine (p «.00l]: 
hydroxyzine (p<.01), and placebo (pé 
01), Thiamine was significantly more eff 
tive than chlorpromazine (p < .05). 
Rothfeld concluded that chlordiazepoxil 
“has at least a slight edge as the treatmeil 
of choice.” The data certainly indicate thd’ 
chlordiazepoxide may be useful in preve 
ing the development of delirium treme 
and convulsions. The dose of chlordius 
poxide was 50 mg., given intramusculatl 
four times on the first day, followed by 
flexible dosage administered orally. A cri 
ical evaluation of the value of chlordigm 
poxide in the treatment of the more sevttt 
stages of the disease remains to be done. < 
We have extensively studied the used 
paraldehyde. Data are now being analyze 
for approximately 1,000 consecutive ^ 
alcoholics admitted to the Kings Co 
Psychiatric Center during 1966 who 
treated with a paraldehyde regimen. 
findings indicate that the paraldehyde Wi 
useful in preventing the development d 
delirium tremens and in the treatment of 
Stages of the disease. In this latter obser 
tion Victor(29) and others have concurred.” 
While paraldehyde has been used for # 
great number of years, the method of a 
ministration that we used is one which Ú 
our knowledge had not been used previous! 
The paraldehyde is assumed to be a speci 
therapy and is given in standard dos 
at regular intervals. The same dosage sche 
ule is used for all stages of the disease. T 
dosage has been found, empirically, t0 ^ 
adequate for even the most advanced stage 
The standard dosage is used to m^ 
Possible the establishment of an "expe 
Course of recovery," deviation from whit 
Signals the likelihood that a complica 
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of treatment of the primary illness and 
thereby to expedite the search for complica- 
tions. Patients with such complications as 
pneumonia, head injuries, fractures, acute 
hepatic disease, pancreatitis, or active syph- 
ilis are likely to deviate from the expectant 
course. According to the primary features 
of the expectant course, the patient will 
not convulse after paraldehyde administra- 
tion has begun, will not develop fevers or 
hallucinations if none were present prior to 
admission, and will not have a persistence 
of fever or hallucinations beyond 24 hours 
after admission. 

If the patient is not almost entirely re- 
covered after 24 hours of treatment he is 
presumed to be suffering from a complica- 
tion. He is then maintained on day 1 man- 
agement (see below) while an intensive 
reevaluation for complications is initiated. 
Day 1 management is maintained until the 
patient's condition is well controlled. (In 
this regard the problem of management is 
similar to the problems encountered in 
treating a diabetic. ) 

Patients under 45 receive 10 cc. of paral- 
dehyde every four hours during the first 24 
hours, every six hours during the next 24 
hours, and, finally, two single doses at bed- 
time, Patients 45 and over are treated 
differently in that they receive the paralde- 
hyde every six hours during the first 24 
hours. This is due to the suspicion that in 
this older group the higher dose of paralde- 
hyde may contribute to the cardiac arrhyth- 
mias which occur in these acute alcoholic 
States. If, in the first 24 hours, difficulty 
In rousing the patient occurs, the next dose 
of paraldehyde is withheld and the patient 
is examined to determine if there is any 
evidence of Wernicke’s encephalopathy. A 
Presumptive diagnosis of Wernicke’s is made 
even if no evidence is found, and intensive 
thiamine administration follows. It is worth 
noting that the use of aluminum hydroxide 
gel (Amphojel) prior to administering par- 
aldehyde makes it rarely necessary to give 
the paraldehyde intramuscularly. 

Gershon recently reviewed the literature 
and presented his own limited experiences 
with the use of chlormethiazole (Hemineu- 
tin), a thiamine derivative(6). This drug 
has received considerable attention in 
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Europe but has not been used here. He 
noted that Glatt had demonstrated in 
double-blind studies that chlorpromazine, 
promazine, and reserpine were not signifi- 
cantly better than placebo(7), but that 
there was a significant difference between 
chlormethiazole and placebo. In his per- 
sonal experience with nine cases of delirium 
tremens, in which restlessness and insomnia 
were prominent features, Gershon was 
favorably impressed. He concludes that the 
drug shows considerable promise and merits 
further study. 


Sleep Disturbances 


Gross and Goodenough have presented 
findings on sleep disturbances in the acute 
alcoholic psychoses and related states(11). 
Their findings establish that there may be 
profound disruptions of sleep, and they 
suggest that these disruptions, while caused 
by the alcohol intake and subsequent with- 
drawal, may also play a significant role in 
the etiology of the acute alcoholic psycho- 
ses. There is a reduction of REM sleep 
during the intoxication phase and a marked 
increase in REM during withdrawal, which 
appears to have a causal relationship to the 
development of hallucinations. These ob- 
servations have been independently con- 
firmed by Greenberg and Pearlman(9). 

Gross and Goodenough have also ob- 
served profound disturbances of the Delta 
or deep sleep stages which they propose to 
have a causal role(11). These findings are 
important in that they suggest a basis for 
the rationale of drugs employed in the 
treatment of these states. Greenberg and 
Pearlman suggested that the value of chlor- 
diazepoxide may be that it reduces anxiety 
sufficiently to allow the patients to sleep 
in spite of intense dream-nightmare activity. 
They point out that in contrast to the action 
of sedatives, chlordiazepoxide does not sup- 
press the REM activity and permits dis- 
charge of the intense REM in sleep rather 
than in waking hallucinations. Gross and 
Goodenough suggest as the rationale for 
paraldehyde that it reestablishes the re- 
covery of the sleep psychophysiology, par- 
ticularly what appears to them to be of 
great importance in recovery, the restoration 


of Delta sleep. 
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In connection with these findings on 
sleep, it is of interest to note that a par- 
ticularly striking effect of chlormethiazole 
is its ability to rapidly induce sleep. It is 
also noteworthy that Isbell, in the section 
he has written on drug dependence for the 
forthcoming edition of Cecil's Textbook of 
Medicine, stresses on empirical grounds 
that a primary indication of recovery from 
barbiturate or alcohol toxicity is the induc- 
tion of sleep, which is the goal of treatment 
during withdrawal(16). 


Further Considerations 


Vitamins, particularly of the B group, 
fluids, and electrolytes are important. The 
patients are often malnourished and, if the 
VA. preliminary findings reported by Roth- 
feld hold up in the analysis of the complete 
sample, thiamine in particular may prove 
to be beneficial in the specific therapy of 
these states. The efficacy of chlormethiazole, 
a thiamine derivative, may also be related 
to the role of thiamine. 

In this context, it may be useful to re- 
examine the relationship between these 
states and Wernicke’s encephalopathy. The 
latter may be a more advanced stage of 
the former, in which there has been progres- 
sion to structural damage and hemorrhage. 
As for fluids and electrolytes, there may 
be considerable loss of both in the heavy 
sweats which often occur. The need to 
watch for fluid and electrolyte loss is par- 
ticularly great in the presence of fever, 
especially when it is associated with an 
infection such as pneumonia. 
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A WORD TO THE WISE 


The following quotation was taken from the American Journal of Insanity 


(54:604, 1897). 


A SUGGESTION.—We would suggest that when our physicians “run afoul” 


of press reporters, 
except it be in the 


as they often do, they decline to give any information, 
precise form they approve, after due revision. Such a 


course would, doubtless, prevent sensational descriptions, like that of a recent 
issue of the New York Herald, in which insanity was described as “no longer 
a mystery,” and the New York State Institute of Pathology was placed in a 


somewhat unscientific light. 
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Problems of Public Consultation in Medicolegal Matters: 
A Symposium 


BY A. LOUIS MCGARRY, M.D., WILLIAM J. CURRAN, LL.M., S.M.HYG., 
AND DONALD P. KENEFICK, M.D. 


A. session of the 123rd annual meeting of 
the American Psychiatric Association in 
Detroit, Mich., on May 12, 1967, was de- 
voted to “The Problems of Public Consulta- 
tion in Medicolegal Matters." The partici- 
pants were: 

A. Louis McGarry, M.D., associate pro- 
fessor of legal psychiatry, Law-Medicine In- 
stitute, Boston University, 141 Bay State 
Road, Boston, Mass. 02215, speaking on 
"Public Consultation in Medicolegal Mat- 
ters: A Hospital for the 'Criminally In- 
sane.'" Subsequent to the symposium, Dr, 
McGarry was appointed director of legal 
medicine for the Department of Mental 
Health. Commonwealth of Massachusetts 

William J. Curran, LL.M., S.M.Hyg., 
visiting professor of health law, Harvard 
Medical School and School of Public Health, 
55 Shattuck Street, Boston, Mass. 02115, 
speaking on “The Practice of Public Consul- 
tation: Mental Health Legislation.” He was 
the founder and first director of the Law- 
Medicine Institute. Professor Curran also 
delivered a summary entitled “Some Prin- 
ciples of Public Consultation in Legal Psy- 
chiatry.” At the time of the symposium, Pro- 
fessor Curran was dean and professor of 
legal medicine, Boston University. 

Donald P. Kenefick, M.D., director, Re- 
search Foundation, National Association for 
Mental Health, 10 Columbus Circle, New 
York, N. Y. 10019, speaking on “The Social 
Psychiatry of Public Consultation.” He was 
formerly assistant director of the Law-Medi- 
cine Institute. 


Their papers are abstracted below. 


A. Louis McGarry, M.D. 


AS THE INCREASINGLY complex and 
: challenging roles the American psychi- 
atrist has begun to assume—in the com- 
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munity mental health movement, the Na 
tional Institute of Mental Health, the Peace 
Corps, the War on Poverty, to name a few 
—many have required great modifications 
in the traditional isolation of the medical 
professional from activism in public affairs 
None of these public roles carries as much 
opportunity for significant contributions to 
the welfare of people as those which influ- 
ence the decisions and policies of govem- 
ment authorities, Surely one of the great 
successes of such an involvement by psychi- 
atrists was the federal Community Mental 
Health Centers Act of 1963. 

Professionalism as a rationalization fot 
lack of involvement in public affairs can b 
a retreat into passivity and an avoidance d 
responsibility. The social revolutions of ouf 
time cry out for creative professionalism it 
public affairs. The mental health professional 
who has been an activist in public affairs 
however, has rarely recorded his involve- 
ment. In recent years the Law-Medicine In 
stitute of Boston University, which is à 
interdisciplinary organization including 
disciplines of law, psychiatry, psychology. 
pathology, and certain of the behavioral 
Sciences, has ventured into the public areni 
in areas where few have worked before. We 
are convinced that the hybrid vigor of SY” 
cessful interdisciplinary collaboration, pa! 
ticularly when lawyers are included, h5 
made it more possible to contribute to S 
change effectively. The history of one of 9 
involvements including its clinical, legis 
tive, public, and political dimensions i$ 
purpose of this paper. 


Bridgewater State Hospital 1963 


. The state hospital at Bridgewater, 50^ 
times referred to as the hospital for the cH”! 
inally insane is, like similar institution 
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the larger states, the end of the line for men 
felt to be both mentally ill and criminal (or 
at least accused of criminal offenses). To 
quote the statutes, hospitalization at Bridge- 
water is to be reserved for the mentally ill 
person who has “been a criminal or is of vi- 
cious tendency.” Men who are unmanageable 
in the state hospitals or state prisons are sent 
to Bridgewater. The institution is adminis- 
tered and staffed by the Department of 
Corrections and is, in fact, a prison. Over the 
years it has been the subject of considerable 
public attention, usually critical. 

The commissioners of mental health and 
corrections invited the Law-Medicine Insti- 
tute to become involved at the state hospital 
in the spring and summer of 1963. Bridge- 
water was faced with a crisis: the imminent 
loss of its medical director, the only physi- 
cian on its small professional staff with 
formal psychiatric training. Dr. Donald Ke- 
nefick, the assistant director of the Law-Med- 
icine Institute at the time, and I somewhat 
warily began to appear at the institution 
twice weekly. We can recall our need to get 
away from the grounds by ourselves by lunch 
time—a day at Bridgewater then was an 
emotionally draining experience. The Bos- 
ton newspapers had once again turned to 
Bridgewater for its periodic public whipping 
as an understaffed, ancient, geographically 
isolated institution where men had been for- 
gotten, 

The census of the hospital on December 
31, 1963, was 758; the number of yearly ad- 
missions had increased during the previous 
five years from 236 to 379 in 1963, due 
largely to the open door policy of the other 
12 Massachusetts state hospitals and the in- 
creasing use of Bridgewater by the courts 
because of its greater security facilities. The 
one experienced physician remaining on the 
staff after the departure of the medical di- 
rector in the fall of 1963 was considering 
resignation unless he got some significant 
help. 

I recall one early staff disposition con- 
ference, which I attended as an observer. 
The acting medical director quietly retired 
from the presiding role at the conference 
and then left the room. I was asked to pre- 
side since I was the only physician present. 
Although it was made clear that only recom- 
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mendations as to dispositions could be of- 
fered and that the director must ultimately 
sanction them, the dispositions suggested 
began to appear rather definitive as they 
were recorded and the conference pro- 
gressed. The “seduction” was not appreciat- 
ed until later. But what had been experi- 
enced was more than a seduction; it was also 
a test of good faith. We had learned in- 
formally that we were regarded as likely to 
repeat a pattern familiar to the Bridgewater 
staff: to investigate, make high-sounding 
recommendations, publicly disseminated, 
and then depart, leaving to others the imple- 
mentation of our findings. It became clear 
that it was necessary to clearly define a role 
and delineate the responsibilities we were 
prepared to assume. We knew we could 
count on considerable autonomy in the de- 
sign of our involvement. 

The needs and humanitarian pressures for 
service in the situation were very great. Yet 
our primary commitments were, to training, 
research, and consultation. An injudicious 
assumption of excessive service responsibili- 
ties at this point would have compromised 
our training and research commitments. At 
the time the writer was a trainee of the Insti- 
tute, the first legal psychiatry fellow of the 
Institute’s NIMH-funded pilot training grant 
in legal psychiatry. Dr. Kenefick and Pro- 
fessor Curran were the co-directors of the 
training grant at the time. 


Design of the Clinical Involvement 


We designed what we felt was a balanced 
and realistic approach, within our clinical re- 
sources, to some of the many challenges 
Bridgewater presented. It was clear that 
the undermanned staff was barely able to 
keep up with the pressing responsibilities 
for the newly admitted observation patients 
—mostly pretrial—where the basic decision 
for or against indefinite commitment had to 
be made and the courts urgently required 
service. Those men who had already been 
indefinitely committed—they numbered 735 
on December 31, 1963— simply could not 
be adequately served with the limited staff. 
With the impetus of Professor Curran's pre- 
vious legal analysis and the findings of his 
law students in their research on the issue of 
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competency to stand criminal trial, the Insti- 
tute turned its attention to the legal and 
therapeutic inequities imposed on men de- 
clared to be incompetent for trial by reason 
of mental illness. We were impressed that 
these men had incurred society’s strongest 
sanctions against both the mentally ill and 
the criminal and had been provided with the 
safeguards of neither. 

We therefore decided to focus our re- 
sources on that group of men who had not 
yet stood trial and were indefinitely com- 
mitted awaiting trial in a criminal status— 
some for decades—in a kind of psycholegal 
limbo. They numbered 222 men on Decem- 
ber 31, 1963. The other two-thirds of the 
indefinitely hospitalized group were divided 
roughly in half between men serving crim- 
inal sentences, having been transferred from 
state prisons and jails, and those hospitalized 
on a civil basis—men whose sentences had 
expired but who were still hospitalized or 
who had been transferred from state hos- 
pitals of the Department of Mental Health 
as grave security risks in open hospitals. It 
should be noted that most of the men were 
chronically ill, with long periods of hospital- 
ization. 

On January 1, 1964, through the good 
offices of the Law-Medicine Institute, a spe- 
cial fellow in legal psychiatry at the Institute 
was appointed medical director of Bridge- 
water. By that time we had settled the basic 
design of our involvement; we chose the 
situation as it existed on December 31 , 1963, 
as the base line for whatever impact our 
efforts might have on the institution. We be- 
gan systematically screening the 222 men 
then indefinitely hospitalized and awaiting 
trial. A legal psychiatry summary sheet was 
Kis and our legal psychiatric recom- 
mendations were transmi i 
Rico mitted to the medical 

As our work continued, Dr. Kenefick was 
able to recruit several senior psychiatric resi- 
dents from the division of Psychiatry, Uni- 
versity Hospital, Boston University Medical 
School. After a period of training these resi- 
dents began to assist us in our Screening of 
the pretrial committed men. : 


Early Findings 
It soon became clear that there were some 
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men in pretrial committed status who were 
in fact competent to stand trial and could be 
returned to stand trial forthwith. We made 
such recommendations, and the medical di- 
rector generally acted promptly to implement 


them. A second group, however, included” 


men who we felt were uncertain candidates 
for the stress of trial but who with short- 
term, reality-testing, ego-supportive therapy 
could be prepared for trial and moved back 
in the direction of the community. It should 
be realized that for these men a return to 
trial or getting their charges dropped were 
the only alternatives to a life and death at 
Bridgewater. (It had been established that 


prior to 1959, more men in this pretrial com | 


mitted status had in fact left Bridgewater by 
dying than by all other avenues combined.) 
We therefore decided to establish a 15-bed 
ward for these men, staff it with Law-Medi- 
cine fellows and University Hospital psychi- 
atric residents, and provide the therapy 
which these men needed and which the 


Bridgewater staff was not realistically in a | 


position to provide. The remaining men 
were chronically and severely ill and con 
sidered poor candidates for intensive ther 
apy with the resources at our disposal. 


Final Results 


We are now able to report that of thé 
population of 222 men we began with on 
December 31, 1963, we screened 204 as of 
December 31, 1966: their dispositions wer 
as follows: 


Returned to trial 42 
Charges dropped—transferred 

to hospitals of the Department 

of Mental Health or dis- 

charged to the community 14 
Died at Bridgewater 14 
No change in status 134 
Total 204 


Quite independently of our efforts, the 
Bridgewater staff was able to return 11 me 


for trial and transferred or discharged fW. - 


men after their charges had been droP 
Prior to our seeing them. Two men died b% 
fore we reached them in our screen 
Therefore, of the 222 men awaiting trial 0 
December 31, 1963, with the combi 
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efforts of the Institute staff and the Bridge- 
water staff: 53 were returned for trial; 19 
had their charges dropped and were either 
discharged or transferred to the hospitals of 
the Department of Mental Health; 16 died 
in the institution; and 134 remained with 
their status essentially unchanged. 

It should be noted that the statutes re- 
quired that the medical director make the 
ultimate decisions with regard to disposi- 
tion, and he was frequently called on to 
defend his opinions in court. On occasion 
Law-Medicine staff appeared in court as 
well, but the major burden of court testi- 
mony was carried by the Bridgewater staff. 

At the present time we are engaged in a 
follow-up study of the status of the 72 men 
who were returned to trial or otherwise dis- 
charged from Bridgewater. Two papers re- 
lated to the more technical aspects of the 
issue of competency to stand trial have been 
published(6, 7). 


Further Clinical Contributions 


Following the screening, treatment, and 
disposition of the base population reported 
above, we have continued to screen patients 
and accept active referrals of good therapy 
candidates from both the professional and 
correctional staff of Bridgewater. By Decem- 
ber 31, 1966, we had screened 336 men 
and given active treatment to 60; our inter- 
vention had contributed to the discharge 
from the state hospital of 69 men. Current- 
ly, with our legal psychiatry fellows and Uni- 
versity Hospital residents, we screen each of 
the newly admitted persons who have been 
indefinitely committed before trial; we offer 


treatment on our ward, within the limits of 


available staff time, to good therapy candi- 
dates, Thirteen legal psychiatry fellows and 
Psychiatric residents have participated in 
these activities. 


Contributions of Others 


In developments largely independent of 
Our activities, a legislative member of the 
Special Commission on Mental Health of the 
Massachusetts legislature succeeded in hav- 
Ing an amendment to the transfer statute 
enacted. During the three years covered by 
this paper, this new statute enabled the 
Bridgewater staff in conjunction with the 
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Department of Mental Health to transfer 
64 men who were being held in a noncrim- 
inal status to state hospitals other than 
Bridgewater. The sum total of the efforts 
of Law-Medicine Institute staff, the regular 
Bridgewater staff, and the Department of 
Mental Health resulted in a drop in the cen- 
sus of the state hospital from 758 on De- 
cember 31, 1963, to 622 on December 31, 
1966, a decline of 136 despite rising num- 
bers of admissions. Admissions during the 
three years covered averaged 464, for a total 
of 1,393. 


Future Clinical Involvement 


Still another dimension of our involve- 
ment at Bridgewater is related to the demon- 
stration grant on Competency to Stand Trial 
and Mental Illness, a five-year grant awarded 
to the Law-Medicine Institute by the Na- 
tional Institute of Mental Health on Septem- 
ber 1, 1966. During the three middle years 
of this grant (September 1, 1967 through 
September 1, 1970), the psychiatrists, psy- 
chologists, lawyers, and social workers staff- 
ing this project will function at the state 
hospital at Bridgewater and will provide an 
extension of our previous activities, with ser- 
vice focused on observation patients. The 
design continues to be a realistic balance of 
training and research, with the indispensable 
shouldering of responsible service. 


Public and Political Dimensions of the 
Bridgewater Involvement 


In early 1965 an unusual man arrived at 
Bridgewater, and a chain of events which 
were to focus an inordinate amount of public 
attention on the hospital began. Albert De- 
Salvo, rivaled in the long history of Bridge- 
water only by Sacco of Sacco-Vanzetti fame 
as a focus of public attention, proclaimed 
through his attorney, F. Lee Bailey, that he 
was the so-called “Boston Strangler.” Even 
if he is not, it is certain that his place in his- 
tory is secure. Massachusetts will not soon 
recover from the profoundly unsettling ef- 
fects of his escape and recapture. It is para- 
doxical but not atypical that the aroused 
public attention this man focused on Bridge- 
water in one weekend may accomplish goals 
for which quiet professionals had labored 
unsuccessfully for years. 
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Public attention was further heightened 
in late 1966 by the hemorrhagic death of a 
newly admitted patient who had taken rat 
poison prior to his admission. This provoked 
more criticism and a legislative investigation. 
A legislative commission other than the Spe- 
cial Commission on Mental Health, spokes- 
men for the Bar Association, the medical 
society, the judiciary, Mr. DeSalvo, Mr. 
Bailey, each had a moment in the public 
eye decrying the therapeutic inadequacies 
and legal inequalities of the management of 
Bridgewater patients. More recently, in the 
fall of 1967, a controversial documentary 
film entitled “Titicut Follies” focused na- 
tional attention on Bridgewater's inadequa- 
cies. 

Some persons welcomed the severe criti- 
cism since it was a means to stir the public 
and through the public the legislative and 
executive branches of government to pro- 
vide new facilities and an expanded budget 
for professional staff for Bridgewater. The 
latter is now a reality. A professor of foren- 
sic psychiatry from each of the Boston medi- 
cal schools and the rotation of psychiatric 
residents from the psychiatric training cen- 
ters were called for, 

However, the activities of our group, 
which had been actively engaged in the im- 
plementation of recommendations which 
were now being put forth as original, were 
not cited. In this situation we proceeded in 
what we felt was a professionally appropri- 
ate fashion. First, in October 1966, a prog- 
Tess report was prepared for the two com- 
missioners involved (corrections and mental 
health); second, the legislative leaders of the 
Special Commission on Mental Health were 
apprised of statutes we had recently drafted 
under their auspices to correct legal inequi- 
Mur contact with the mass media re- 
garding our work was thus placed i 
hands of the public figures to rix: P m 
consultants. We avoided direct contact with 
the. press ourselves. The legislative vice- 
chairman of the Special Commission on 
Mental Health contacted the Press, and con- 
siderable public notice was given to the 
work of the commission, 

Following the dramatic escape of Mr. 
DeSalvo from Bridgewater on February 24. 
1967, and his subsequent recapture, the 
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Governor of Massachusetts, who had earlier. 
spoken of the need for a new institution, 
spoke out publicly with regard to the state 
hospital and its management. He ordered 
that stricter security be enforced but he also. 
spoke positively of the clinical accomplish- 
ments at the institution and singled out the 
Law-Medicine — Institute's contributions, 
drawing from the data in the earlier progres 
report which had been submitted to his com ` 
missioners, The Governor also appointed a” 
new commission to advise him with regard” 
to future building, staffing, and location of 
facilities to serve the legal psychiatric needs 
of the Commonwealth. Professor Curran was 
appointed a member of this commission by 
the governor. The first results of the work 
of this commission came late in 1967 when 
the Massachusetts legislature voted funds 
for the architectural planning of a new 
Bridgewater. 


Principles of Medicolegal Consultation in 
Public Affairs 


We have made an attempt to formulate 
set of principles which appear to be valid in 
public consultation. They arc as follows: 

1. The Institute operates from’ an auton 
omous academic base. A secure and respect 
ed professional base would seem to be essen- 
tial. 

2. One must be prepared to have ones 
research and recommendations borrowed, 
bowdlerized of their scientific content, and 
exploited without their origin being noted. 
A corollary to this is that when the consul- 
tant decides he must disassociate himself 
from the involvement, it should be dom 
without publicity (with perhaps rare € 
ceptions). 

3. A neutral political stance is probably 
essential for maximum effectiveness in pub 
lic consultation. We have at one time or al 
other consulted with Republican leaders i? 
the executive department and members 
the Democratic majority and Republical 
minority in the legislature. The shifting reit 
of public power would otherwise render * 
Consultant's effectiveness very seasonal if 
deed. This does not mean that an awarenés 
9f the power structure is not important. 
the effective deployment and implementation 
of research and recommendations. 
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4, Basic to consultative success is the 
avoidance of a judgmental or professionally 
condescending stance. The least distinguished 
of public figures can nonetheless be the in- 
strument of great progress if he has good 
consultative help. 

5. The archives of the executive and 
legislative branches of government are filled 
with volumes of studies and recommenda- 
tions which are gathering dust. It has 
become clear that personal service and con- 
tributions to the implementation of recom- 
mendations have added muscle to the dry 
bones of research, 

6. It has been our observation that tele- 
vision and radio shows are hazardous; as a 
rule we have avoided them. It takes great 
and special skill to educate successfully in 
such a situation. The risks would seem gen- 
erally to outweigh the opportunities for 
significant contributions. One variant which 
is particularly risky is the recorded telephone 
call, which is subsequently broadcast after 
editorial manipulation and not always in 
proper context. 

7. The professional whose name too often 
appears in public media must be prepared 
for the criticism of his colleagues and the 
possible compromise of his credibility. Pub- 
lic notice encourages attractive, if not whol- 
ly accurate, generalizations and narcissistic 
distortions. The caution and scepticism of 


scientific objectivity usually does not make’ 


good newspaper copy. Let the public official 
or legislator get the publicity. 


William J. Curran, LL.M., S.M.Hyg. 


66 AKING LAW” is an awesome responsi- 

bility. It can be exercised to the 
fullest in a democratic society only by elected 
Tepresentatives of the people. However, 
many people assist the lawmakers in their 
tasks. One of the most technical parts of the 
total effort is the actual drafting of bills con- 
sidered by legislative bodies. The bill itself 
must incorporate the objectives to be accom- 
Plished; it must select those methods of 
accomplishment which are both legal and 
practical; it must fit into the existing legisla- 
tive framework of the jurisdiction; and it 
should be written in such language as to 
mean what it is intended to mean and to be 
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understandable to those who must enforce it 
or carry it out(1, 2). 

These are not simple standards to meet, ` 
even for the most skillful legal draftsman. 
For a team of medicolegal consultants, in- 
cluding psychiatrists, to attempt it is auda- 
cious indeed. Yet this is a field which we at 
the Law-Medicine Institute of Boston Uni- 
versity have entered. 

Our consultation has not been limited to 
mental health legislation, but has included 
many other medicolegal and public health 
fields(3, 4, 8). I would like to submit also 
that psychiatric consultation, the involve- 
ment of psychiatrists in advising on draft 
legislation, need not be limited to what may 
be called mental health legislation writ large. 
There are psychiatric aspects, overtones, or 
assumptions in many bills or laws. Reforms 
in abortion laws, for example, may be aided 
by psychiatric consultation, as may changes 
in divorce laws. 

I would like to address myself to two spe- 
cific incidents of consultation, both of which 
concerned large pieces of mental health 
legislation. One has been enacted into law in 
Massachusetts while the other has yet to be 
heard even in committee. The legislation en- 
acted is the Massachusetts Community Men- 
tal Health and Mental Retardation Services 
Act of 1966. The other is a reform bill 
[Senate no. 1129, later no. 1327 (1967)] 
concerning commitment and hospitalization. 
Together, these efforts amount to a compre- 
hensive reorganization and reconstitution of 
the mental health code of Massachusetts. 


Drafting the Community Mental Health Act 


The Community Mental Health Act was 
prepared for the Massachusetts Mental 
Health Planning Project, one of the plan- 
ning groups formed in each of the states in 
1963 under federal legislation to develop 
patterns for federal support of community 
mental health programs. The planning proj- 
ect was conducted by the Medical Founda- 
tion, Inc., a voluntary Massachusetts agen- 
cy which engages in extensive research and 
training programs. I am legal counsel for 
the Medical Foundation and was medicole- 
gal consultant to the planning project. 

Various members of our Institute staff— 
psychiatrists, psychologists, and social work- 
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ers—were involved in the planning project 
as members of the various state-wide task 
forces which made recommendations to an 
over-all state advisory council to the gover- 
nor. The second consultation, on the hos- 
pitalization laws, was also in process at the 
time. By virtue of my personal involvement 
in both, an agreement was made between the 
two groups we were consulting with, the 
planning project-Medical Foundation on the 
one hand, and the Special Commission on 
Mental Health on the other, to eliminate 
overlap as much as possible. The planning 
project agreed to leave the hospitalization 
laws to the special commission, while the 
special commission agreed to refrain from 
attempting legislation to restructure the De- 
partment of Mental Health. 

The planning project did not include in 
its mandate the preparation of legislation. It 
did not, as such, make any recommendations 
for legislation, either of a specific nature or 
generally. 

The main responsibility for formulating a 
legislative strategy devolved upon Dr. Harold 
W. Demone, Jr., director of the project, and 
myself. Dr. Demone is an experienced public 

Official and a veteran of many legislative 
sessions; he has a flexible personality and is 
an indomitable optimist about people and 
programs and their ultimate success. In the 
fight that followed, we needed his optimism 
as apos as his experience. Like most law- 
yers, I am a rather flexible pessimi: guard- 
"E vais and half-expecting the wur 

ur first major recommendation. " 
touchstone for all others, was that e 
prepare a comprehensive community 
ee under that title and as a ice 
part e laws of the Commonw i 
had not been recommended by Ri dta 
Duy and was not a nece s 
nent of any later action. The wave 
munity mental health acts passed Qf sqm 
states in the late 1950s and early 1960s had 
passed Massachusetts by. We had some ex- 
cellent community mental health 
mainly a set of child guidance clini 

ated cooperatively with oni x 
tal health associations, but we had no com- 
prehensive legislation. In fact, we had very 

little legislative authorization for the con- 
duct of any sort of community-based mental 
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health programs. It was what one mighty 
the style of operation in Massachusetts 
avoid legislative structuring of programs 
authority. This was largely due to the fy 
that nearly all programs were operated} 
one large state department with its own ep 
ployees on every level. County governmg 
in Massachusetts are extremely weak 
neither they nor the 305 cities and tom 
have much of a tax base to support mend 
health programs. One of the few stati 
we did have specifically barred cities, town 
and counties from setting up programs 
paying for the care of mental patients, Ab 
tive attempts had been made in earlier yem 
to get a community mental health acti 
Massachusetts but had always foundered W 
cause of lack of support from the state M 
tal Health Department. 
Why, then, did we recommend the dal 
ing of a large, comprehensive communi 
mental health act rather than merely à 
of recommendations in legislative form? A 
ter all, not all of the recommendations coi 
fit into this "act." Separate pieces woi 
have to be prepared for other, importi 
matters, adding to the complications. M 
reason was as much strategic as legal. T ' 
citizen mental health groups had acti 
participated in the planning project all o 
the state. They were needed allies in @ 
legislative action program. We suggested 
comprehensive act as the best means of! 
cusing and channeling this local interest a 
Support for the reforms as a whole. 
very title of our legislation conjured up 
sions of wider citizen participation in & 
sion-making, greatly increased state apf 
Priations for local mental health prog 
and acceptance of federal involvement 
community mental health in Massachus 
As a matter of law, this also enabled US 
identify the program broadly rather thani 
ferring to it only as a reorganization 
Mental Health Department. 
The next major point of strategy 103 
decided was the degree of detail to b 
serted in the legislation to carry out thè 
ommendations of the planning proje™ 
Port. Should we spell out everything 177: 
law, or should we leave much to be af 
by regulation or administrative action! 
legislative guidelines? The tendency 9f 
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good legislative draftsmen is toward the 
latter; it is also the tendency of most lawyers 
in any legal document which has to stand 
for a period of time and be used under vary- 
ing conditions. However, a middle ground 
was chosen: not too much detail so that 
flexibility could be retained, yet enough 
specificity to implement the changes and re- 
forms, particularly in the distribution of au- 
thority, that had been recommended by the 
planning project. 

The act as drafted provides a very com- 
prehensive system of community mental 
health and retardation services. It is an ad- 
vance over the earlier acts in other states in 
that it incorporates the state hospitals and 
the entire state retardation services program 
into the system. It has been described as the 
most comprehensive act in the United States 
in this regard. 

Structurally, our most difficult task was 
the establishment of new government agen- 
cies on the local and regional levels to carry 
out programs and to involve citizens in the 
operation of the program. The planning 
project had addressed itself to this and we 
followed its recommendations. Here we used 
broad terms, however, and set guidelines for 
the boundaries rather than making actual 
geographic determinations. For the local 
areas we adopted different standards or 
guidelines than for the regions. For the local 
areas, we used a population base of between 
75,000 and 200,000; this had been used by 
the planning project in drawing actual pro- 
posed boundaries for 37 areas. It was also 
the same standard as for federally supported 
community mental health centers. 

There was no such unanimity for the re- 
gions. We could have left these entirely to 
departmental discretion. However, in accord 
with our decision to provide at least some 
legislative guidelines on all important mat- 
ters, we proposed a requirement that the 
department divide the state into between 
four and ten regions. This was the only spe- 
cific requirement. As it turned out, the state 
began planning for six regions for mental 
health, went to five for mental retardation, 
and up to seven in actual operation when 
the two were combined. The decision not to 
adopt firm standards in the act but to re- 
quire only a minimum-maximum number of 
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regions allowed the state to develop flexible 
regionalization. 


The Legislative Battle 


The total legislative package resulting 
from the recommendations of the planning 
project was presented for review to the gov- 
ernor, the Department of Mental Health, 
the state mental health association, the state 
association for the mentally retarded, pro- 
fessional organizations, and others, and then 
a final draft was prepared and submitted to 
the state legislature in a special message 
from Governor John A. Volpe on March 8, 
1966. 

Much to our surprise, the bill became the 
subject of a massive tug-of-war between the 
legislature, controlled by the Democrats, and 
the executive department, made up almost 
entirely of Republicans—in the governor- 
ship, lieutenant governorship, and attorney 
general’s office. Unlike the more usual situa- 
tion where one party may be for and one 
against a piece of legislation, we were caught 
in a situation where both wanted credit for 
passing the bill. This was to be achieved 
by the Democrats by “amending” the bill 
enough to call it their own. The regional 
boards were dropped and more power was 
given to the local citizen boards. This was 
described widely as a political move to get 
the citizens’ organizations on the side of the 
Democrats in the forthcoming election cam- 
paign. : 

Dr. Demone and I worked with the legis- 
lative committees to accommodate the bill 
to the demanded language changes. We were 
able to resist radical surgery on our bill, and 
we encouraged the governor to go along. 
However, as the election campaign got hot- 
ter, the Democrats had a change of heart 
and defeated the bill. The governor, running 
for reelection, took a page from Harry Tru- 
man’s book of 1948. He refused to accept 
defeat and threatened to call the legislature 
back into session after the election for the 
sole purpose of passing a community men- 
tal health bill. This legislation became the: 
main issue in the 1966 political debates. The 
governor won reelection by a substantial 
margin to the first four-year term in history. 

True to his promise, Governor Volpe 
called a special session of the legislature on 
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December 5, 1966. Working with Dr. De- 
mone and myself, the governor made some 
changes in the bill, supposedly to accom- 
modate the objections of the Democrats. 
Most of these changes actually restored the 
bill to its original form. Political figures are 
said to have notoriously short memories. By 
this time no one remembered who had fav- 
ored what at the beginning. For example, 
the major “change” took the power over 
budget approval away from the local boards. 
This power had been given to the local 
boards under the amendments made by the 
Democratic committee, not under the origi- 
nal bill. 

The special session was very stormy and 
lasted through the Christmas holidays, The 
bill was not signed until the 28th of Decem- 
ber. Until the last hours, Dr. Demone and 
I worked with the governor’s office and the 
legislature to save the key features which we 
felt were needed to make a community men- 
tal health and retardation program work. 
Later events indicate that the new law is 
effective and workable in the hands of the 
new Commissioner of Mental Health, Dr, 
Milton Greenblatt. 

The complete story of this bill cannot be 
told here, but some lessons are clear from it, 
This was probably the first time in any 
American state that a mental health bill be- 
came the most important issue in a guberna- 
torial election and the first time a governor 
staked his election on such a bill, won the 
election, called a special session, and then 
Pressed a bill through a legislature he still 
did not control. 

The Commitment Reform Bill 


The other consultation I would like to ex- 
amine briefly was an even more interdiscipli- 
nary project. Under it, a number of staff 
members of the Law-Medicine Institute, in- 
cluding Drs. McGarry and Kenefick, worked 
with the Special Commission on Mental 
Health appointed under legislation adopted 
by the Massachusetts General Court, 
lation was prepared to reform all of the hos- 
pitalization laws and provisions regarding 
persons allegedly mentally ill and coming 
before the criminal courts. The 
new code is very comprehensive and, in some 
cases, very radical. The criminal provisions 
are particularly impressive and have Teceived 
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excellent support from professionals jn “| 
field. The civil areas are much more cor. 
troversial. They would in large measure d; 
away with commitment laws as they hay 
been known in this country for over 100. 
years. In their place we suggest an adminis 
trative system with great flexibility, intended 
to accommodate to the revolution in treat. 
ment methods afforded by the community 
mental health movement(5). Yet we believe 
we have also protected the civil rights of pa 
tients more effectively than in the past. It re 
mains to be seen how we will fare on this” 
bill. I 


Conclusions 


If there are lessons to be learned from 
these consultations, we are probably still too 
involved to draw them out. However, I) 
would say that first of all, the draftsmen | 
must consult with all interested groups be -: 
fore submitting proposals. They must then) 
offer what they believe to be the most effec: 
tive legislation to carry out the objectives 
sought. In these legislative consultations an” 
"architectural" or "planning" sense is need- 
ed, since the structure must hold together 
and last a period of time(2). A 

After the draft is submitted to the public 
agency, however, or to the legislature itself, í 
all pride of authorship must be dismissed. 
We must be ready to accept criticism of all 
types without much public outcry. We must 

ready to accommodate, to compromise. 
Of course we can compromise only to a cet 
tain depth; but we should have reserves | 
depth before playing the deadly legislative 
game. 

In this type of consultation, where we aè 
Not the prime movers or originators of 
bills but consultants to public officials, W 
must remember that the ultimate response 
bility and decision-making is theirs on pol 
matters. They will take the public blame 
the bill fails or if the program later fails. We 
must also allow them the credit they desert - 
We should be content with a professio? 
job well done. 


Donald P. Kenefick, M.D. 


ue ARE, among those few psychiatrist 
interested, two basic attitudes to jc 
consulting with another profession or p" 
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institution. One—which might be called the 
“to hell with them” school—holds that a 
consultation adequate within a psychiatric 
framework is sufficient; one speaks psy- 
chiatrese, as it were, and hopes that they 
have an interpreter on their staff. The other 
attitude holds that one should insert one’s 
opinion only where it can be used, and only 
if it is congruent with the vocabulary of the 
recipient. 

I would hesitate to take sides in this tiny 
controversy. However, competency exami- 
nations are perhaps one of the more traveled 
bridges between law and psychiatry and I 
have ventured the opinion that a competency 
determination is a process whereby a psy- 
chiatrist applies a rule he does not quite 
understand to a person he scarcely knows in 
order to determine his fitness for an environ- 
ment he has never seen. I am sure you will 
agree that the frequency of this act is a tri- 
umphant vindication of the first position in 
much the same way that illegitimacy indi- 
cates the frivolity of chastity. 

However, we have learned painfully that 
the second approach, while difficult, time- 
consuming, and frequently frustrating, is the 
only one that can result in social action of 
any purpose. Until we learned something 
about the recipients of such knowledge as 
we had, and their pattern of behavior and 
motivation, the process was occasionally di- 
sastrous. Those who completely avoid messy 
entanglements with public institutions also 
avoid accomplishing very much socially. 
Basically, we feel the problem is neither to 
avoid nor deny, but to navigate as safely 
and quietly as possible in a very noisy and 
dangerous sea. We cannot speak of the rocks 
and shoals of poverty programs, high level 
guidance of the great in Washington, the 
genteel politics of professional organizations 
and so on, but we can point to an example. 


The Boston Strangler 


To give specific examples of our involve- 
ments would be tedious; I feel, however, that 
at least a brief mention should be made of 
our most notorious public consultation. 

The basic facts are very roughly as fol- 
lows: between June 1962 and January 1964 
a series of at least eight strangulation mur- 
ders of women occurred in the Boston area. 
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Two murders, one in 1959 and one in 
February 1962, also had similar features 
but are not often included. None of the mur- 
ders, though horrifying enough, was unique; 
such stranglings, with sexual overtones, are 
not rare. The murders did not attract extra- 
ordinary attention until it became obvious 
that several people had been killed very 
close together, that the first few victims were 
elderly or middle-aged women of the re- 
spectable lower middle class, and that the 
police did not have a clue. There began a 
social phenomenon that deserves close study 
when the passions generated have subsided. 

One must realize the atmosphere of that 
troubled time. The police departments, un- 
der heavy fire, were occasionally (though 
more rarely than we might suppose) tempt- 
ed into considering what might seem—in a 
calmer view—rather unlikely suspects. 

Besides this, there were professional jeal- 
ousies within the many agencies involved, as 
one might have anticipated from the public 
pressure. All the police departments in- 
volved felt challenged. Also, the technical 
aspects of the investigations, such as medi- 
cal examiners’ reports (which were occasion- 
ally substandard) and laboratory studies 
(which were generally excellent) were in- 
sufficiently coordinated. 

Foremost of all the problems, of course 
(and not really adequately presented to 
the public by the press), was the anxiety- 
provoking nature of the variety of murderer 
concerned in the stranglings and the prob- 
lems of catching such a rare bird. 

Laymen and professionals other than po- 
lice are very seldom in a position to study 
murder or murderers, and even the police 
usually meet only the common varieties. We 
as psychiatrists are familiar enough with 
what little is known of what might be called 
the individual context of murder—the dy- 
namics, development and so on, of people 
capable of killing. We are, however, seldom 
able to tell why this or that person did or 
did not kill: I know of no convincing evi- 
dence that a particular developmental se- 
quence and resulting dynamic configuration 
is limited only to murderers and no one 
else. Moreover, I have some reason to sus- 
pect that various patterns of behavior are 


[89] 


52 PUBLIC CONSULTATION IN MEDICOLEGAL MX 


found in different murderers, and none is 
absolutely pathognomonic. 


The Social Context of Murder 


The best differentiating conceptual de- 
vice is probably found only when we go 
beyond the individual to the social context. 
One of the most charming and able human 
beings I have ever met was an Italian stone- 
mason who had killed a man who had in- 
sinuated that he had been made a cuckold 
on five occasions. When arrested, he dis- 
covered to his amazement that the authori- 
ties were acting as if the unpleasant affair 
were still unresolved. Being very bright, he 
copped a plea, alleging that he had seen 
angels who told him to do this and that, and 
two bright young psychiatrists (who subse- 
quently rose to eminence) who could not 
quite follow his language, solemnly stamped 
him insane. When I saw him he was com- 
pleting his fourth decade in a hospital for 
the criminally insane, rather happy, still skill- 
fully building stone walls, and still (despite 
his environment) quite sane. 

This is an example of murder occurring 
in a social subsystem where, at least in the- 
ory, a “normal” person can find himself a 
murderer. In other words, the subsystem 
considers killing a legitimate social behavior 
under carefully defined circumstances (as 
we do in our own social system, but only 
in regard to judicial execution and war). 
Social subsystems of this kind, which con. 
sider para-legal homicide licit, are by no 
means rare, even in American society, and 
violence may be condoned, whatever the 
law books say, in areas other than merely 
the violation of sexual mores, 

These well-demarcated murders, reason- 
able enough within their social contexts, are 
still Tepugnant to middle-class value Systems 
and are increasingly rare and easily identi- 
fied as such. The murderers are usually 
known but may not be indicted because 
their own system will seldom provide a wit- 
ness. 

Most murders, though committed by peo- 
ple familiar with such iron value systems 
(for example, where a "real man" must be 
tough to retain the title), are committed by 
those whose murders are by no means the 
outgrowth of reflection or even condoned by 
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their fellows. Life in some subsystems 
be a good deal more anxious than wee 
easily comprehend. Our comfortable middle, 
class society is so industrious, so needful d 
Keeping the interpersonal system running 
smoothly, that we find it dangerous to py 
much overt attention to insult. We hag 
greater mobility and can withdraw more ey 
ily, avoid people more successfully. Poon 
people often live in one another's bat 
pockets, They cannot escape propinguity, 
Moreover, they are taught from childhood 
that the crossing of certain lines, whether 
they themselves or others do it, must b 
punished. i 

Most murderers are losers even within 
these systems. After six drinks a loser i 
delude himself into thinking he is a hem 
Most murderers and their victims are drunk, 
have known one another (from lightly W 
intimately), and are drinking because thi 
are losers and know it, and have cami 
nobody better than the drinking compat 
ions they murder. The whole business ii 
usually sudden, not thought out, sparked} 
àn acute and often accurate mutual diss 
teem. In other words, most murders are xt 
dents, even though they probably oct 
most frequently in a social system whit 
tends to make murder more licit than it isit 
ours. 


Reactions to Systematic Murder 


Neither variety of murder so far di 
cussed arouses much anxiety in the publi: 
The middle class feels superior enough © 
the last variety to consider it deplorable 
trivial, even though the first (“vendetta!) 
variety does, indeed, often make them w 
comfortable. E 

However, the Boston stranglings y di 
Strongly marked by sexuality (increasing 
deviant), by sadistic phenomena, by w 
apparent randomness of the victims, by 0% 
siderable cleverness at masking clues, s 
by multiplicity, If all the murders, oF 3 
half, were done by one man, the U% 
quasi-accidental nature or strict social fU. 
for murder were in doubt. Something df. 
er, darker, and infinitely more tent 
all levels of society was being evident 
Someone was killing for pleasure. 
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Boston panicked as cities seldom panic. 
More people were murdered by automo- 
biles on any busy Saturday than by the 
strangler in two years, but something inside 
comfortable people was loose and had to 
be caught. The police did not panic, but 
they felt increasingly harassed. They were 
not convinced that it was only one man they 
had to look for and they were well aware 
that they were not likely to crack the case 
easily. The irritating feature of evidence 
pointing to a rather specific, and very hard 
to catch, subvariety of murderer was dis- 
couraging. Since, as mentioned, most mur- 
derers murder their friends and lovers, other 
friends and lovers usually come nervously 
forward as informers. Nothing like this hap- 
pened. Leads in the group surrounding each 
victim tended to peter out. The apparently 
genteel characteristics of the victims made it 
easy for every respectable woman in Boston 
to feel suspicious about strangers. 

Nonetheless the police went doggedly 
ahead until the attorney general of the state 
came to their rescue by assuming control of 
the investigation shortly before the murders 
ceased. The police, while aware of the diffi- 
culties mentioned, were not aware they were 
in danger and permitted the rescue with sur- 
face politeness and inward feelings that 
might politely be described as ambivalence. 


The Involvement of Psychiatry 


When shortly thereafter the Law-Medicine 
Institute became official consultant to the 
attorney general’s office, I as the Institute 
psychiatrist was assigned the job of “coor- 
dinating” the psychiatric aspect. The psy- 
chiatric functions I was supposed to perform 
were vague. I tried a little education but 
found, like most of the few psychiatrists 
have who have ventured into this field, that 
the police have already seen most psycho- 
pathology in action, Our major function 
could only be to rearrange and label the 
data, but since our labels have little prognos- 
tic value, the utility of such an operation was 
limited. I did suggest certain useful nug- 
gets such as that it was probably not neces- 
sary to haul in all exhibitionists, that trans- 
vestites were not prime suspects, and that 
the step from collecting shoes to sexual mur- 
der is a long one. Perhaps the account of 
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the murders I was able to give the guards at 
Bridgewater may have helped them in turn- 
ing up several suspects, among them the 
individual who eventually confessed. 

If anything, I learned more than I taught 
and found the younger police prone to what 
we might call *wild analysis" rather than 
hostility. Generally they were nice people, 
too passive and too empathic with criminals 
for the average middle-class person to really 
understand. One function that bothered me 
was the increasing tendency of the investiga- 
tions to leave suspects on my doorstep, pre- 
sumably to find out whether they were psy- 
chiatrically qualified to be the strangler. 
Since several were professional people and 
others seemed poor devils who had made 
themselves too conspicuous at the wrong 
time, and since I was curious about the 
process of becoming a suspect, I agreed to 
see a few under quite stringent conditions. 
Among these were the stipulations that it 
must be completely voluntary on the sus- 
pect's part, and that I could only give very 
limited data to the police. Occasionally my 
flat statement that the police seemed to be 
barking up the wrong tree may have been 
helpful (at least to the suspect). The whole 
business, however, made me uneasy and I 
was aware that any "confession" to me 
would seriously embarrass the task of prose- 
cution. 

In a quite separate context —the compe- 
tency study at Bridgewater State Hospital— 
I saw a good many other "suspects," includ- 
ing the last and most prominent of a long 
series of self-confessed stranglers. This again 
was entirely a voluntary affair and the prob- 
lem of confidentiality even more pressing.’ 

The later confessions of one of these sus- 
pects and the subsequent interviews of this 
individual by psychiatrists resulted in the 
material’s being entirely inadmissible in 
court. Since the police, despite the detailed 
confessions, apparently could not find any 
corroborative evidence, the crimes seem like- 
ly to be tried only in the public press. 

Since the interviewing of suspects seemed 
to be improper, despite close legal guidance 


1 Confidentiality cannot be broken until one of 
the gentlemen interviewed goes on trial specifically 
for the murders. 
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by our own staff, I withdrew from that as- 

t. 

COE this time I was wondering what 
kind of man might have committed the 
crimes. I had a complete file of the cases 
and considerable contact with the police. The 
Boston police were not convinced of a single 
murderer and their case had considerable 
logic. The newspapers were displaying con- 
siderable skill at depth psychoanalysis and 
were generally convinced of one progressive- 
ly bolder murderer. Except that the mur- 
derer(s) must be physically strong, prob- 
ably not very heavy (his footsteps may have 
been heard at one time), skillful with his 
hands, not bizarre enough on the surface 
to stand out in a crowd, probably either 
adept at "loiding" locks or with enough 
charm to have old ladies open doors—no 
one, including me, had any clear ideas. 

The attorney general's office felt it would 
be an excellent idea to call together a group 
of experts to set up a "psychiatric profile" of 
the strangler. I was appointed chairman of 
this committee, which included some excel- 
lent people. Its function was unclear, al- 
though there was no lack of specific sugges- 
tions. Basically there were variant concepts 
of what a psychiatrist might do in such a 
setting as a murder investigator. One idea 
was what might be called the "psychiatric 
medical examiner." By close association be- 
hind the scenes with the technical hub of 
any investigation, the medical examiner’s 
office, and the laboratory, the psychiatrist 
might contribute insights leading toward 
what might be called the Psychological au- 
topsy of the event, even of the criminal. This 
approach was considered best by some of 
our own teaching staff, by one of the com- 
mittee members and, at the time, by myself. 
A variant of this was the psychiatric detec- 
tive, in direct association with the police. 
mingling police and psychiatric insiphts to 
biens i a personality sketch of the murder- 

T. 

Another possible roach 
down what is kun umes ek an 
murderers, attempt to describe what if an 
obvious differentiating behavior such pores 
might show, and try to set these out as clear- 
ly as possible. This general educational ap- 
proach seemed to me most Consistent, at 
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least in the beginning, with our charge qj 
with reality. 4 
I had increasing doubts about the 
volvement of a psychiatrist in either med] 
or police detective work. While forens 
pathology is an honorable calling and com 
patible with medicine's social obligation, 
there seems little need to create a simi 
subspecialty within psychiatry. In view off. 
rather transparent psychological nature d 
most murders, the murders in which a py. 
chiatrist's opinion might be interesting ft 
few. What is needed is research into certat 
rare varieties of murderer, and I feel thi 
might come better from professional group 
more highly trained in methodology that 
the average legal psychiatrist. When adi 
quate data are obtained, they should becom 
part of the armamentarium of the medial 
examiner himself. 
The thought that such knowledge was 
ready at the fingertips of psychiatrists wi 
shaken by a review of the literature, Wil 
few exceptions, the contributions of pi 
chiatrists were anecdotal—interesting W 
plausible only for those whose faith doesn 
need the vulgarity of demonstration. 
If my faith was shaken by the literati” 
it was also kept in gentle oscillation by W 
committee. While the conversations Wi 
interesting and occasionally insightful, no 
of the contributions seemed very useful. If 
became fairly obvious that modern psysill 


Sexual murderers, or at least that we ™ 
not. | 

When it seemed necessary to gather 0 
scattered thoughts I wrote a slightly tong 
in-cheek account which I called "Prelimin 
Notes,” attempting a summary of theorits™ 
police, newspapers, psychiatrists, and oU" 
This document was quoted in careful © 
cerpts in a book, and various reviewers o 
cited it as a deplorable example of the H 
anities of modern psychiatry. I am still? 
entirely unhappy with it. Considering 4 
level and levity and the attempt to inc 
everybody's views it struck some true M 
here and there. However, the comm” 
meeting for which it was intended as 397, 
ground or position r never occll 
although I sent a psi» each membef ^" 
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a courtesy copy to the attorney general’s 
office. 

About this time the consultants were 
rocked by a development that, though it 
might have been predicted from the general 
catholicity and enthusiasm of the investiga- 
tion, still seemed a little too much. The at- 
torney general’s office had previously been 
interested in soothsayers—I had interviewed 
a local swami who had impressed them, al- 
though he seemed to know nothing that the 
newspapers and a vivid imagination could 
not supply—but this time they imported a 
European one. The police were furious and 
I prefer not to describe my own introspec- 
tions. This mystic outlander promptly fin- 
gered the wrong man and the entire investi- 
gation rose to a height of lunacy never quite 
equalled by the strangler himself. Our reac- 
tion was to gradually and precipitately 
withdraw. Gentler than some of my col- 
leagues, I disengaged so that relations re- 
mained cordial and requests still came in for 
this or that service. Luckily I was moving to 
New York to assume my duties with the 
National Association for Mental Health and 
it was easy to refuse most. I liked the police 
and the people in the attorney general’s of- 
fice, but I felt that my contributions might 
be open to misinterpretation. 

I had learned too late that politics and 
the law are public affairs, that public 
attention is essential for public officials, and 
that only care in the exercise of power will 
prevent misuse of one’s contributions. In 
the special commission and the Bridgewater 
situations we were operating from a base of 
some power but, in the strangler situation, 
as a cloud of unpaid and uncoordinated con- 
sultants, we had no control over our fate. 


Conclusions 


Perhaps I might outline a few suggestions, 
drawn partly from the preceding, partly from 
our experiences generally. A few rules that 
might be considered, when a psychiatrist is 
about to be involved in such situations as 
described above, might be summed up as 

don’t,” but some slight elaborations might 
be useful. 


1. When dealing with public legal pro- 
cesses: 


a) Avoid, if possible, interviewing a per- 
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son who might conceivably be indicted for 
a felony unless, as a staff member of a 
court-designated facility, you are estimating 
his competency to stand trial or his psy- 
chiatric status. In that case avoid probing 
for substantive material regarding the al- 
leged crime. Any statement to you which im- 
plicates your patient might be considered 
to have been made under duress and hence 
be inadmissible. There really seems no rea- 
son for a psychiatrist to interview a suspect 
except in the situations mentioned. The at- 
tempt to see if he fits the psychiatric modus 
operandi for a crime is probably completely 
inadmissible. 

b) If you are consulting for a public 
agency, do not emit any statement that 
might find its way into public files (i.e., any 
statement) until it is a final one you are will- 
ing to back publicly. All documents made 
in the process of responding to the public 
agency’s request are probably the agency’s 
property, not yours. 

c) It is doubtful, at least to my mind, 
that psychiatrists could justify on either 
legal or ethical grounds a role as “detective,” 
however appealing to our fantasies. 

2. Keep in mind that the public arena is 
a political arena, quite justifiably dominated 
by professionals. And remember that the life- 
giving pnuema of this arena is not oxygen 
but publicity, without which the gladiators 
develop intractable dyspnea. The need poli- 
ticians have for seeing themselves in print 
is not reprehensible but an integral part of 
their system of values. 

When you must be associated with a poli- 
tician, at least attempt to choose one who 
does not attract the wrong kind of publicity. 
There are some whose espousal of mental 
health or motherhood would stir the public 
like a good word for the Mafia. Elected poli- 
ticians, at least at the legislative level, are 
not to be judged by the extent of their plu- 
rality or even by newspaper publicity, but 
by who listens to their opinion within the 
legislature. Appointive politicians, even when 
appointed by eminent statesmen, are always 
chancy. They may, after all, have been 
merely big contributors. If you haven’t the 
skills to find out about such matters, stay 
in private practice. 
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3. Remember that lawyers have certain 
disconcerting characteristics. They are 
trained to be aggressive, “factual,” and goal- 
seeking. You are trained to view motivations 
as complex and goals as multiple, apt to see 
overt aggression as evidence of hostility, 
and at least ostensibly have other means of 
estimating truth. That a social system can 
have a built-in, approved, assaultive trial- 
at-arms like the adversary system, designed 
to uncover truth, upsets psychiatrists. 

4. The police are probably quite different 
from what you imagine. They are quieter, 
more controlled, and more passive. They 
are in a curious bind. They have reinforced 
for them the concept that their mission is 
really to keep violence off the streets, es- 
pecially the middle-class streets, and they 
generally do this well. Of course they often 
have a peculiar symbiosis with criminal ele- 
ments. They could not function without 

informers, and they often informally “regu- 
late” the practices of petty gambling, pros- 
titution, and so on—licensing procedures we 
are outraged by and call “graft.” All of these 
procedures come from a basic philosophy 
that holds that since people are going to do 
all these things anyhow, why not see that 
they are both under control and profitable 
to underpaid civil servants. 

The police, however, are continually 
thrust upon the other horn of their dilem- 
ma. Servants of the “respectable elements,” 
they are not only underpaid but assailed by 
them. Hated by the nonrespectable, held in 
contempt by the respectable, the police have 
privately a dim view of both. A psychiatrist, 
that arch example of middle-class emphasis 
on thought rather than action, is almost as 
disliked as a lawyer. Policemen tend to be 
tired, rather paunchy, overworked, middle- 
aged, intelligent, very knowledgeable about 
human behavior but not too skilled at scien- 
tific methods—much like psychiatrists, in 
iyd except that we do not have to go 

ark stairways after armed would 
as soon kill us as not. xci 

They are a pleasure to teach, i 
ready to learn. Remember that a tant 
has seen the kinds of people you have prob- 
ably only read about. They have many ques- 
tions—if they like you enough to ask them— 
because they are curious about the phenome- 
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na they have seen and want some kind of 
framework to hang them on. You really 
not have to impress them that sexuality ay. 
aggression are powerful forces in huma 
affairs. The problem is to permit themi 
express other feelings—for example, a fi 
ing for odd people they sce. 
5. My last point concerns the relationg: 
the psychiatrist to his own calling, botha 
to the ideology he can use and the standi 
in his profession he can retain. The ideolg 
or body of belief from which he obsen 
the body politic would hardly have beeni 
problem even as recently as ten years 4 
For most of my generation psychoanaly 
seemed a remarkable substance, rather li 
the putty children play with, assuming af 
shape desired, bouncing back from Mi 
reality with insouciant ease and giving! 
possessor of it a status much envied by thd 
forced to play with electrical toys or dodi 
kits. Unfortunately, during much of t 
time, no one but the fairly normal well-to? 
had much access to this delightful, if som 
what ambiguous, experience. Currently, 
minor disenchantment is fairly common, 
we do not seem to know as much as wed 
a decade ago; we have turned at times 
other systems. 
The last decade has given us an oppo 
nity to rediscover what our ancestors "i 
in the early 19th century, namely that ( 
cent hospitals are best for human De® 
that being poor and desperate unravels ¥ 
sitive minds, that being racially or so% 
different adds a last maddening straw (9 
already intolerable world of the poor. © 
haps the odd thing is that ancient MU 
edge of the human condition sh 
been repressed, not that it now M 
decked out with much splendid data. Ifm™ 
psychiatrists had been born poor they V 
be less surprised. k 
The last few decades have remin* 
also that we have bodies, are born WI. 
ferent bodies, and our lives, to a ell 
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tent than we care to think, are Sh 
our beginnings. Moreover, the OC T 
French, internal medicine, and the Pg 
ceutical industry have given us pills } 
and a covey of psychologist 
given us conditioning techniques. we 
have procedures and treatments that! 
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of the time work, though often for obscure 
reasons. We are, in fact, about as effective as 
most medical specialties. 

We have gained much, but we have lost 
something along the way—confidence in our 
predictions. What this indicates is that we 
have more empirical techniques but less 
psychology. We can describe psychologic 
phenomena vividly, arrange them strikingly, 
predict in limited ways for individual pa- 
tients, but we cannot generalize fruitfully to 
populations, as we once seemed able to 
do, Our potential clients share our opinion. 
In one field, that of crime, the contribu- 
tions of psychiatrists are not taken very 
seriously (as my own venture exemplifies), 
except by a few judges. The poor, that multi- 
determined and various group, have also 
been overheard saying unkind things. 

What this shows is that we have too often 
been guilty of applying Johnny-one-note 
psychology to multiplex phenomena. The 
problem is really our reluctance to see new 
phenomena as new. We can derive a pre- 
dictive psychiatric social psychology only 
from social experiences, not by extrapola- 
tion from individual psychologies. 

Whether we should do this at all is a prob- 
lem we must face. Perhaps we should leave it 
to other disciplines, since we are a good deal 
better equipped for classical individual treat- 
ment than we are for public health tech- 
niques. Even much of the community mental 
health center ideology seems a curious ex- 
tension of classic models—small, well-run, 
well-staffed, downtown state hospitals. Since 
my current job gives me some access to the 
Voice of the citizen, I am not always con- 
vinced that our well-advertised community 
Programs have yet reached anything like the 
efficiency they will need. 

I feel we do have a major role in public 
affairs, though we need a good many more 
public contacts. We do have a humanistic 
Orientation and a willingness to accept hu- 
man intransigence, and we are trained in 
meticulous observation—all qualities that 
could be of great help to social planners. 
Meanwhile, we would be learning ourselves 
while trying to understand their systems, 
Peculiar notions, and practical problems, 
and we might eventually obtain the social 
Psychiatric theory we need. 
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We also need to report our failures. T 
have had opportunity recently to speak to 
the surly recipients of some of our trium- 
phant programs and I am puzzled by which 
side is practicing denial. It will, if nothing 
else, keep us honest. To be honest and a 
good citizen are no mean accomplishments. 


William J. Curran, LL.M., S.M.Hyg. 


I WOULD LIKE to examine some of the im- 

plications of the different orders of pub- 
lic consultation described at this session and 
to formulate some preliminary guidelines or 
principles which may be derived from them. 

We should examine first why the type of 
consultation described by Dr. Kenefick came 
off so unproductively and why it was so dis- 
tasteful to all of us at the Law-Medicine In- 
stitute. We should remember that medico- 
legal involvement in the investigational 
stages of criminal-law enforcement, which is 
what he described, is quite common in this 
country. It is a time-honored practice going 
back to Sherlock Holmes, the University of 
Edinburgh, and the medicolegal institutes 
of Italy hundreds of years ago. In fact, in 
the United States until very recent years the 
very term "legal medicine" or "forensic med- 
icine" has meant little else than pathologists 
and toxicologists aiding the police in crim- 
inal investigations. If it is proper for them, 
why not, we may ask, for psychiatrists? 

Furthermore, Drs. Kenefick and McGarry 
on the other hand would sanction as proper 
and ethical the involvement of psychiatrists 
in competency studies—that is, psychiatric 
examination and observation to determine 
whether or not a criminal defendant is men- 
tally competent under legal standards to 
stand trial on the charges against him. Dr. 
McGarry and perhaps Dr. Kenefick would 
also acquiesce to psychiatrists becoming in- 
volved on similar grounds in determinations 
of a defendant's criminal responsibility. Yet 
all three of us have problems with the in- 
volvement of psychiatrists in criminal inves- 
tigations. 

To turn the coin on my previous comment 
about the rather universal sanctioning of the 
participation of other forensic physicians 
and scientists in criminal investigations, we 
should note that the position of Drs. 
Kenefick and McGarry on the positive side 
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in these areas of legal-psychiatric practice 
also lacks support among certain of our col- 
leagues in psychiatry and in law who write 
and/or practice in this field. 

Gregory Zilboorg won the Isaac Ray 
Award for his contribution to legal psy- 
chiatry, yet he was of the opinion that psy- 
chiatrists should not examine or appear in 
court on issues of criminal responsibility. 
Thomas Szasz has taken an even stronger 
position against psychiatric involvement in 
legal issues—not only of criminal responsi- 
bility but of competency to stand trial and 
hospitalization of the mentally ill. The group 
at the Menninger Foundation would seem 
also to view psychiatric involvement in these 
issues as, if not improper, at least highly 
questionable. This includes not only the 
psychiatric staff at Menningers but also the 
attorney Ralph Slovenko. 

We would seem to be damned on both 
sides: damned where we do engage in medi- 
colegal matters and damned where we do 
not. 

Actual defense of our own position may 
seem largely academic since we all know 
that some psychiatrists can still be found by 
the police and the courts who are willing 
to engage in all of these practices. However, 
we do feel that the standards for all inter- 
professional relations and consultation tend 
to be set in the academic communities and 
the advanced training centers, Therefore the 
position taken by these groups is significant 
to future developments in the field. 

_ Coming back to Dr. Kenefick’s consulta- 
tion, why is psychiatric involvement in 
criminal investigation distasteful and per- 
haps questionable, legally and ethically? I 
believe it is because it is of a different order 
than that of the forensic pathologist or toxi- 
cologist. These physicians and scientists 
Work in the laboratory and at the autopsy 
table and rarely with either the defendant 
or a live victim in the criminal case. They 
Work within the context of Objective tests 
and signs. Their testimony in court is based 
upon these objective materials and is almost 
totally a report of their laboratory investi- 
gation without regard to who may have com- 
mitted the crime. The psychiatrist, on the 
other hand, in the criminal investigations dis- 
cussed was used as part of the team moving 
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. Our psychiatrists did not wish to use tli 


in on the defendant, matching his own mg 
of operation and his personality with f 
crime and then actually interrogating h 
We believe that constructing a general p 
sonality which would be characteristic of 
person committing a series of crimes iy 
legitimate, if speculative, scientific and py 
fessional exercise. This is what our Instit 
did in the “Boston Strangler” case in he 
ing to construct a psychiatric profile. B 
we became progressively more uncomfgl 
able as the investigation moved toward 
volving our psychiatrists in reviewing 
interviewing suspects, and we withdrew} 
fore the case reached an accusatory stä 


professional skills in helping to “get 
goods" on a particular man, or to encou 
him to confess, They are not members: 
the police department or any other laws 
forcement agency. They are physicians sw 
to a particular ethic, and their objective 
to help people. 

As a matter of law I feel we were 
strong ground. I would cite the case int 
U. S. Supreme Court of Leyra v. Denno [3 
U. S. 556 (1953)]. In this case, a psyæl 
trist retained by the police questioned 
young man accused of killing his father 
a very skillful manner the psychiatrist 3 
able to encourage him to confess. He W 
no force and no threats of bodily har 
The Supreme Court in 1953 voided the cl 
fession as involuntary and severely rebut 
the police and the psychiatrist for what W 
had done. This antedated, by some ye 
the recent Supreme Court cases on con 
sions and was decided by a more consen 
tive group of judges. 

I was not able to find any legal precede 
for or against our “psychiatric profile. 7 
it was drawn and used, I can see not 
illegal or unethical in it, The difficult 
arose after the investigators started to 7. 
in" on a suspect and wanted our psy% 
trists to say this man fits the profile 28^ 
even more so—this is the man. , 

So much for the negative side. On 
Positive side, I would support psychiall 
in their involvement in competency €^ 
minations, hospitalization examinations. 
in assessments as to criminal responsible 
These are special examinations, to be 
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They are required by law, not by clinical sci- 
ence. The answer to each does not turn 
solely on whether or not the person is psy- 
chotic. Nevertheless I believe that the skills 
of psychiatrists can be turned to these deter- 
minations and that the ends of justice are 
served thereby. 

Hospitalization examinations are closest 
to a solely clinical examination. For commit- 
ment against the will of the patient they may 
require a diagnostic impression of the like- 
lihood of danger to the patient or to others 
should the patient not be hospitalized. The 
psychiatrist should be aware of what types of 
danger the law is concerned with. If he is in 
substantial doubt about whether there is a 
danger in not hospitalizing a person, he 
should not sign the commitment papers. 
Competency determinations are quite clini- 
cal in nature. They require an assessment of 
capacity to perform certain known activities 
and expectations. 

Criminal responsibility is much more diffi- 
cult to assess. The “tests” are much more 
foreign to clinical matters. Again, I believe 
that assessments can be made by psychia- 
trists under the various tests. I believe that 
much of the reluctance to enter this area 
relates to the reluctance of psychiatrists to 
accuse—to use their skills to condemn or to 
mark a person’s conduct as criminal. 

To this I would answer that the role of 
the psychiatrist in these cases is one of mer- 
cy—one of aiding in an investigation of 
innocence rather than of guilt. In criminal 
responsibility cases, the finding of the psy- 
chiatrist can result quite directly in a finding 
of innocence if his opinion is that the man is 
not responsible because of mental illness. 
The opposite is not true. The finding that 
he has no mental illness, or that he does not 
meet the test, cannot of itself result in a 
guilty finding. It is not even evidence against 
him. He must be proved to have committed 
the crime and to have no other legal defense. 
As long as we in this country do not want 
to convict the mentally ill it seems to me 
Proper for psychiatrists to help with those 
determinations where their skills can be used 
legitimately and in good conscience. They 
should, however, understand what they are 
doing and have training and experience in 
legal psychiatry. 
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Dr. McGarry suggests some general prin- 
ciples which apply equally well to public 
consultations in the legislative area and to 
consultations with public agencies and insti- 
tutions such as Bridgewater State Hospital. 
Some of my own suggestions overlap his and 
correspond to them. We suggest that our 
Institute tried to stay in the background on 
these consultations and avoided sensational- 
ism or breaches of confidentiality. In this 
way we hope to avoid becoming partisan 
or political in these consultations. 

I would like to note that we favor the use 
of this type of consultation in an academic 
setting. These principles need not apply to 
private practice. We try to be assured that 
the medicolegal consultations we accept are 
interprofessional or interdisciplinary in na- 
ture—that is, that they will involve more 
than one of the disciplines in our faculty. We 
try to use them where possible as teaching 
and training vehicles and we try to draw 
principles from them for future training, 
practice, and research. We also advocate 
the spreading of the knowledge derived from 
our consultations to a wider audience or 
readership in the professional fields through 
scientific papers and journal articles, Care 
must obviously be taken in such publications 
due to the legal and political nature of the 
field we have so audaciously chosen to enter. 
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Physiologic Responses as Prognostic Guides in the 
Use of Antidepressant Drugs 


BY WILLIAM A. HORWITZ, M.D., MED. SC.D. 


Differences in opinion in regard to the 
effectiveness of antidepressant drugs are due 
partly to a lack of knowledge of how they 
work. The author and his colleagues stud- 
ied 235 patients being treated with various 
antidepressants and on the basis of the 
patients’ neurovegetative responses to the 
drugs (particularly the "side effect" of pos- 
tural hypotension) were able to recognize 
reactions which served as guides to drug 
activity, correct dosage, prognosis, and treat- 
ment. 


AX THERAPIES in psychiatry have lim- 
ited effectiveness. The psychotherapies, 
although rationally based, are of restricted 
value in the treatment of the major mental 
illnesses. The somatic or physiologic thera- 
pies, although more effective in the psy- 
choses, have no rational base and suffer a 
serious limitation since, despite years of 
use, we are almost completely ignorant of 
their physiologic actions. Even such a gen- 
erally accepted treatment as electroconvul- 
sive therapy (ECT), now in use for 30 
years, has led to almost no knowledge of 
how or why it works. 

Experience with antidepressant drugs of- 
fers hope for increased understanding. For 
the first time, observations of the reactions 
of patients on these medications have shed 
some light on the physiologic and clinical 


Based on a paper presented at the 123rd annual 
meeting of the American Psychiatric Associati 
Detroit, Mich., May 8-12, 1967. ud 

„Until his death on May 15, 1968, Dr. Hor- 
witz was assistant director of the New York State 
Psychiatric Institute, 722 West 168th Street, New 
York, N. Y. 10032, and professor of clinical 
psychiatry, Columbia University College of Physi- 
crane ver pe ER New oH N. Y. 
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response or lack of response to a specific 
drug. 

During the past ten years we have treated 
235 patients with a variety of antidepres 
sants.' This clinical series is disproportion 
ately weighted with chronic depressive 
patients. Many had been continually de 
pressed for years, while others have ha 
numerous episodic recurrences. Most of the 
physiologic responses that we now belie 
have prognostic and therapeutic significant 
were observed during the treatment of thet 
chronic patients, nearly all of whom lil 
ceased to respond to any other typed, 
therapy. 

Although more difficult to treat, thes 
chronic patients offer certain advantage 
for assessing the therapeutic agents. If the 
fixed mood characteristic of their chrom 
illness responds to treatment, one may f 
more certain that the improvement is $ 
cifically related to the drug used. Cot 
versely, acute depressions often remit spot 
taneously, making it doubtful whether the 
improvement in mood is coincidental of 
is the direct result of the antidepressill 
Moreover, some chronic patients fail H 
respond to medication one or more time 
but respond successfully at other tim 
These patients thus serve as their own cor 
trols, permitting comparisons of the SIE? 
cant reactions during the periods of fall 
and success, 

The first experience leading to a gre, 
knowledge of how antidepressants OP 


! Of the drugs currently used in this study, tho 


in the tricyclic or non-MAO group are ini 
mine (Tofranil), amitriptyline (Elavil), er H 
tyline (Aventyl), and desipramine (Pertofrane ^y 
Norpramine). Those in the MAO srovfiig, 
tranylcypromine (Parnate), phenelzine ( (Net 
nialamide (Niamid), and isocarboxazid salid) 
plan). Earlier we had used iproniazid (Manif 
and other MAO drugs that have since been © 
drawn from the market. 
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occurred in 1962, but it took several years 
before our concepts were clarified and we 
could feel more secure in the validity of 
our observations and in the therapeutic 
technique that evolved. 

In prior years, from 1958 to 1962, with 
the limited knowledge then available we 
had noted the pronounced differences in 
physiologic response among patients on 
antidepressant drugs. Some were unusually 
sensitive and could not tolerate even a 
minimal dose of one or two tablets of 
imipramine (25 to 50 mg.), whereas others 
took comparatively huge doses (300 mg.) 
without difficulty. Some patients, after re- 
sponding successfully to an antidepressant, 
would fail to respond to the same drug in 
the next episode of depression, even on a 
larger dose, and eventually would require 
shock therapy. Occasionally, a patient with 
a favorable response to medication would 
have one or several falling spells, which 
made it necessary to terminate the treatment. 

The significance of these syncope-like 
episodes became clear in 1962 almost by 
chance during treatment of a patient in a 
chronic involutional depression who was no 
longer responding to electroshock, She 
failed to improve on two trials of tricyclic 
antidepressants (imipramine and amitripty- 
line). After one week on 40 mg. of Par- 
stellin? daily, however, she showed a dis- 
tinct improvement but then had several 
falling spells. Her blood pressure could not 
be obtained in the erect position at this 
time, although her recumbent blood pres- 
sure was the usual 170/80. We therefore 
omitted Parstellin for two days and sub- 
sequently discovered that by keeping the 
patient on only 10 mg. of Parstellin daily, 
instead of 40 mg. as before, her standing 
blood pressure could be maintained at 
about 100/60 while her recumbent pres- 
sure remained at about 170/80. With this 
differential, she could walk about and func- 
tion adequately. She went on to complete 
recovery but subsequently relapsed twice, 
once when the drug was accidentally with- 
drawn and later when tranylcypromine was 


7 Pantellia 3 
‘arstellin, an experimental drug consisting o 
10 mg. of tranylcypromine and 2 mg. of trifluoper- 
azine, was made available to us by Smith, Kline 
& French Laboratories. 
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temporarily unavailable. She has remained 
well for five years on a daily dosage of 10 
mg. of tranylcypromine. 

This experience, repeatedly confirmed, 
explains the falling spells. In a sensitive 
patient, the antidepressant drugs produce 
an abrupt and extreme postural hypotensive 
drop. Insufficient cerebral blood flow in the 
erect position results in dizziness and falling, 
although the patient usually remains con- 
scious. Instead of abandoning the antide- 
pressant, we continue at a reduced level, 
titrating the amount to maintain a signifi- 
cant postural hypotensive drop but within 
limits that permit adequate functioning. 

For a long time we overemphasized the 
significance of this single autonomic reac- 
tion because it was so frequently associated 
with mood improvement. We gradually 
realized, however, that postural hypoten- 
sion is but one feature of a series of auto- 
nomic reactions associated with both the 
MAO and the tricyclic groups. All these 
drugs, in varying degrees, produce a dry 
mouth, a bitter metallic taste, urinary hes- 
itancy, visual blurring, tremor, and con- 
stipation. Occasionally, with some of the 
MAO drugs, especially tranylcypromine, in- 
stead of obtaining the parasympathetic re- 
sponse, we get a sympathetic overreaction 
with severe hypertension and violent head- 
aches. In recent years it has become clear 
that it is more reasonable and clinically 
more useful to look upon these reactions 
not merely as "side effects," as they are 
commonly considered, but also as indica- 
tions of drug activity. 

The three physiologic responses that most 
closely parallel clinical improvement are 
postural hypotension, urinary hesitancy, and 
visual blurring; the other "side effects" are 
so common that they are of little therapeu- 
tic significance. Since postural hypotension 
is the only physiologic response that can 
be objectively measured, it is the most 
useful sign, serving as a guide to the amount 
of drug required during treatment. 

Utilizing these newer concepts in treat- 
ment, we developed a technique of anti- 
depressant drug therapy based upon the 
individual patient's sensitivity or resistance 
to a specific agent, beginning in 1963. Be- 
cause of the toxicity of iproniazid, the 
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temporary withdrawal of tranylcypromine, 
and problems with other MAO drugs, our 
procedure of choice has been to start ther- 
apy with the tricyclic antidepressants. If 
these fail, we change to one of the MAO 
group. 

We begin treatment at a low dosage 
which is increased by 25 mg. every other 
day when using the tricyclics or by 10 to 
15 mg. every second or third day with the 
MAO group until we reach an effective 
therapeutic level. In acute and urgent cases, 
the level is raised more rapidly. As medica- 
tion is increased we are guided by the 
autonomic reactions of the patient. The 
average therapeutic level of the tricyclics 
is 150 to 200 mg. daily, with a range of 
25 to 400 mg. The average of tranylcypro- 
mine is 20 to 40 mg. daily, with a range 
of 10 to 90 mg. With phenelzine the aver- 
age is 45 to 60 mg. daily, and the range 
is 30 to 150 mg. In fixed chronic cases high 
doses or combination of drug groups are 
more often required in effecting a thera- 
peutic change. 

If a reasonably high dosage does not 
produce "side effects" such as dry mouth, 
sweating, or tremors, and particularly if 
postural hypotension and urinary hesitancy 
do not appear, it is fairly certain that the 
drug is not active for that patient at that 
time and will not be therapeutically helpful, 
especially to the chronic patient. In the 
responsive patient, the mood improves as 
the signs of parasympathetic drug activity 
appear or within several days thereafter, 

Once a definite mood improvement is 
attained, the dose is kept constant for one 
to three weeks and then gradually reduced. 
Thus, in an acute depression of only several 
months’ duration the drug can be discontin- 
ued from one to two months after improve- 
ment begins. Discontinuing too early fre- 
quently results in relapse. In chronic 
depressions, the drug may have to be con- 
tinued for six months to a year; and in 
“hard-core” chronic depressions of many 
years’ duration, the drug may have to be 
continued indefinitely, Many chronic pa- 
tients have now been on antidepressant 
medication from three to seven years with- 
out serious complications, 

Our current practice is to measure blood 
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pressure in the lying, sitting, and standi 
positions before and throughout the tr 
ment period. The more important read; 
are the lying and standing. Generally, ý 
more chronic the patient, the higher 
level of drug needed to obtain a therapg 
level. In fixed chronic patients, it is sor 
times necessary to induce a severe homa 
static stress—with marked postural hyp 
tension to the point where the patient m 
be dizzy, unable to stand, or may fall up 
arising—before improvement in mood 
curs. In the nonchronic depression, hoy 
ever, this is not necessary and impro: 
usually follows with only mild parasymp 
thetic responses. 


Description of Patients 


The series of 235 depressed patients W 
have treated since 1958 includes all typ 
of depressions: endogenous, reactive, syl 
with neurotic and hypochondriacal featun 
and a few “masked depressions.” AW 
30 of the agitated patients had param! 
delusional symptoms with feelings of gil 
Eight of the younger patients were sond 
phrenic, with depression as an outstandl 
symptom. The majority, including a lif 
group with involutional depressions, Wi 
over 40 years of age. Forty-nine pat 
were over age 70, and nine of these WA 
80 or older. Sixty percent were outpalltl 
and 40 percent were treated in hosp" 
Two-thirds of the patients were women. - 

When grouped in terms of the dum 
of their illness, only one-third were © 
sidered acute—that is, one to three dept 
sions during a lifetime, none of which las 
more than one year. About 20 were © 
sidered semichronic—that is, four © 7 
episodes, or a depressed state conti" 
for one to three years. The majority ©, 
cases were chronic, with recurrent MU A 
depressions of six or more episodes of V? 
depression continuing for more than 
years (average seven years). 

In addition to the preponderant i 
chronicity, these cases were further Welt” 
toward therapeutic failure because Mi 
=. patients had been referred # 

ing no response to antidepres | 
ECT, psychotherapy, and psychoanal 
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A considerable number of the elderly pa- 
tients had serious medical problems related 
to the depressed condition. Ten had suf- 
fered cerebrovascular accidents with hemi- 
plegia or aphasia followed by depression. 
In nine others the depression was part of 
an arteriosclerotic organic brain syndrome 
with memory impairment, confusion, etc. 
A number of patients had depressed states 
associated with hypertensive cardiac disease, 
coronary heart disease, brain tumors, and 
other conditions. Another unique factor is 
that one out of every eight patients (one out 
of every four male patients) was a physician. 

Since patients respond differently, medi- 
cation must be individually adjusted. Some 
are sensitive while others are refractory; 
some build up resistance whereas. others 
do not. We can best illustrate our findings 
by several figures demonstrating the most 
common problems encountered. 


Types of Postural Hypotensive 
Responses 


Figure 1 illustrates the three types of 
postural hypotensive responses of a patient 
to antidepressant drugs. Thus, in a single 
sensitive patient we see: 1) the over-reactive 
response, 2) the response within the thera- 


FIGURE 1 
Types of Postural Hypotensive Responses 
Woman aged 70 
1- Ore each 
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peutic range, and 3) the therapeutically in- 
adequate response. 

This patient, a 70-year-old woman, had 
a history of several episodes of deep suicidal 
depression of sudden onset. She had for- 
merly been treated with ECT. Prior to 
drug treatment, there was no essential dif- 
ference between lying and standing systolic 
blood pressure. After only one day on 75 
mg. of imipramine, she showed an over- 
reactive response, and the following morn- 
ing she was unable to stand or walk. Her 
systolic blood pressure on standing was not 
obtainable, but her recumbent pressure was 
normal. Imipramine was omitted for one 
day and then given in a reduced dose of 
30 mg. daily. On this amount, the patient 
showed postural hypotension within the 
therapeutic range. There was marked im- 
provement of mood, and she could carry 
on her normal physical activity. 

Following discharge from the hospital, 
she continued to function well until she 
was exposed to severe emotional stress. 
Although still on medication, she relapsed 
to her depressed state. Despite increasingly 
higher doses of imipramine, the postural 
hypotension remained in a therapeutically 
inadequate range and the patient did not 
improve. She was subsequently treated with 
ECT. 

The fact that patients develop resistance 
to a drug that once had a therapeutic effect 
is of major clinical significance. In reviewing 
all the patients who were treated more than 
once with antidepressant drugs, we dis- 
covered that some patients remain sensitive 
and respond positively to the same drug, 
whereas a larger group progressively build 
up resistance and no longer respond to a 
drug that was effective in a previous episode. 

One group of 17 patients responded pos- 
itively to the same antidepressant in two 
to six episodes. Most of these patients were 
not deeply depressed or suicidal; the ma- 
jority were treated as outpatients. Only a 
few had ever had ECT. Of the 17 patients, 
16 responded each time to the same tri- 
cyclic drug. The therapeutic dose of various 
tricyclics, with one exception, was average 
or below (50 to 150 mg.). Successive 
episodes responded to the same or slightly 
higher doses. Upon the patient’s recovery, 
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it was possible to terminate medication 
within two months. Only one patient re- 
quired large amounts of medication (ami- 
triptyline, 300 mg.). This patient has re- 
lapsed each time in four attempts to stop 
the medication. 

Two patients, aged 82 and 85, both with 
depressions of short duration accompanied 
by an acute organic brain syndrome, re- 
sponded successfully to small amounts of 
tricyclics (amitriptyline, 75 mg., and imi- 
pramine, 25 mg.). Both patients are now 
functioning well on daily maintenance doses 
of 10 mg. 

One woman, depressed for two years 
following a spontaneous abortion, responded 
quickly to 100 mg. of imipramine. She 
again became pregnant, and 50 mg. of this 
drug was continued throughout the preg- 
nancy in the hope of avoiding another 
depression. Delivery of a healthy child 
followed, but two months later the patient 
again became depressed while still on main- 
tenance medication. With an increased 
dosage (150 mg.), she quickly recovered. 


Increasing Resistance to Antidepressants 


A larger group of about 25 i 
(only 12 of whom are shown in abes 2) 
Showed increasing resistance to antidepres- 
sant drugs during successive treatment 
periods. Their depressions were more 
chronic and severe, with more frequent re- 
currences. Nearly all had been hospitalized 
Previously, and many had had ECT one 
or more times. About half of these patients 


had made suicide attempts i 1 
the past. Ae NEP img in 
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As a group, their resistance to ay 
depressants was manifested by the Jam 
number of treatment failures and by jy 
high amounts of medication necessary gj. 
produce a positive response. With repeat 
episodes, higher dosages were require, 
Eventually some patients failed to respon 
to any single antidepressant, whether in th 
tricyclic or the MAO group, at the highs; 
levels used. In this group six patients wh 
had never previously shown manic symp 
toms after many depressed episodes de 
veloped manic reactions for the first tim 
after recovery with antidepressant medic- 
tion. ! 

A patient who develops resistance maj 
in time lose this resistance and again m 
spond successfully to a drug to which 
had become refractory, This is illustrata 
by case 4 in figure 2. A female patient, aga” 
83, had chronic depressive illness from 
1945 to 1959 and had responded onj 
transiently to ECT. Episodic recurren 
every six months from 1959 through 19 
characterized her response to antidepres 
sant therapy. She responded to both tii 
cyclic and MAO drugs but then develop? 
resistance to each of the drugs used. Will 
successive episodes she required increasindf 
higher amounts of medication. At this pol 
after one or several positive responses Wi 
drug became ineffective. However, one yel 
later she again responded successfully © 
the drug to which she had built up 1e% 
tance. The second time she developed f 
Sistance even more rapidly and failure 
the same drug resulted once more. 

The factor of increasing resistance, 
quently encountered in severely ill and IX 
chronic patients, seriously limits the 
tiveness of antidepressant drugs. It become, 
more difficult to elicit parasympathetic 7. 
sponses even though the patient rece 
three or four times as much medica. 
Similarly, mood improvement rarely follo® 
If recovery does take place, it is OM 
more precarious and the patient may © 
relapse. 


Combined MAO and Tricyclic Drug — 
Therapy j 


Faced with a growing number of pati? 
who were developing such resistance: 
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FIGURE 3 
Combined MAO and Tricyclic Therapy 
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were encouraged by the work of Sargant 
(2) and Gander(1), who reported the safe 
and effective use of combined MAO and 
non-MAO drugs. In June 1966 we began 
combined therapy in a series of such pa- 
tients. 

Our first patient treated with combined 
MAO and non-MAO medication was a 59- 
year-old woman who, for 39 years, had had 
annual depressions, each followed by a 
manic state (figure 3). For the past seven 
years the episodes of depressions and mania 
recurred with increasing frequency several 
times a year. The patient, no longer able to 
work, reacted with increasing despair and 
made several suicide attempts. Neither psy- 
choanalysis nor psychotherapy early in her 
illness had affected its course. She had 
responded to ECT several times but with- 
out lasting improvement. 

With drug therapy (case 11, figure 2), 
she failed on several tricyclics but then 
responded three times to tranylcypromine. 
When she no longer responded to this drug, 
we decided to try a combination of drugs. 
Before undertaking this regimen, she was 
given placebo for one week, and then 
started on 10 to 30 mg. of tranylcypromine. 
Four days later 50 mg. of amitriptyline was 
added. The dosage for each drug repre- 
sented one-third of the amount used in 
Previous episodes when they had not been 
combined. In about a week, the parasympa- 
thetic response became evident as shown 
by a dramatic postural hypotensive drop. 
Simultaneously the patient emerged from 
her depressed state. She quickly became 
hypomanic. Both drugs were stopped, and 
the patient was placed on 900 mg. of lithium 
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carbonate daily for two months. Despite 
the lithium, she continued hypomanic and 
two months later the depression recurred. 

The patient was treated a second time 
from November 1966 through March 1967, 
again with a combination of tranylcypromine 
and amitriptyline. This time more medica- 
tion was necessary. The improvement was 
distinctly slower and less sustained. During 
the first episode, improvement had begun 
in one week and the patient was out of her 
depression in two weeks, In the second 
episode, it took seven weeks to terminate 
the depression despite more than twice the 
dosage of the same combination of drugs. 
After another hypomanic episode and a 
second course of lithium, the patient again 
relapsed, even more quickly than the first 
time. Thus she demonstrated the same 
resistance to the combination of tranylcy- 
promine and amitriptyline that she had 
shown to individual antidepressants. 

Since then we have treated 19 other 
difficult cases with various combinations 
of MAO and non-MAO drugs. Three pa- 
tients who had never shown a sustained 
improvement with any single agent have 
now responded successfully. However, re- 
currences are common. Details of this group 
will be reported in a separate publication. 


Antidepressant Drugs Replacing ECT 


We have had a series of 15 patients who 
formerly required ECT once or twice every 
year. We have found that with appropriate 
antidepressant therapy maintained from 
three to seven years, some of these patients 
remain well, thus avoiding the need for 
repeated courses of ECT. 

This is most strikingly illustrated by a 
65-year-old woman who from 1956 to 1960 
had five hospital admissions with 54 shock 
treatments. She was then continued on ECT 
in the outpatient department from July 
1960 to June 1965, receiving 116 more 
treatments. In June 1965 she was placed 
on 150 mg. of nortriptyline. She has re- 
mained at her highest level of sustained 
recovery for more than two years without 
a single shock treatment. 

Six other patients responded similarly 
and have remained well without ECT for 
four to seven years. A few other patients 
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have failed on the same regimen and still 
require shock treatment. 

Another group of ten patients who had 
not been subject to regular recurrences but 
who appeared to recover after ECT quickly 
relapsed after treatment was terminated. 
In this group we have found that such 
relapses can often be avoided if the patient 
is kept on moderate doses of an antide- 
pressant (imipramine, amitriptyline, or 
tranylcypromine) while receiving ECT and 
the drug is continued for periods up to 
one or two years after shock therapy has 
stopped. For the past four years we have 
not used ECT without antidepressants and 
we have encountered no difficulties with 
such treatment. When ECT becomes neces- 
sary after a previous unsuccessful trial with 
an antidepressant, we reduce the drug level 
by one-third to one-half during the com- 
bined treatment. We continue this dosage, 
or a somewhat higher amount, for several 
months after ECT has been terminated. 

Another significant advance has been ob- 
served in a group of elderly patients whose 
depressions have been associated with either 
generalized arteriosclerosis or cerebrovas- 
cular disease episodes. Here, in addition 
to the depression, one frequently sees an 
organic brain syndrome with agitation, con- 
fusion, and memory impairment. Formerly 
these cases were considered untreatable, 
since ECT in such patients frequently ag- 
gravates the confused state. With small 
doses of antidepressants and tranquilizers, 
eight of the nine patients in this group 
Showed a resolution of the acute organic 
brain syndrome once the depression had 
been eliminated. They were then able to 
function adequately within the limitations 
of their age group. This elderly group is 
very drug-sensitive and may show a sharp 
postural hypotensive response to small 
doses. We have noted that diuretics given 
intramuscularly potentiate the postural hy- 
potension, resulting in falls—a Serious haz- 
ard in this age group. 
$ The postural hypotensive reaction is clin- 
ically the single most important guide in 
judging the patient’s Sensitivity or resistance 
to an antidepressant. Together with the other 
significant parasympathetic reactions, it 
should be considered as a parallel indicator 
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of mood improvement. In our view, 
the decisive cause of the mood el 
This has been demonstrated in se 
tients with fixed chronic depressions, E 
the first or second drug trial, recovery ai 
panied the marked postural hypoti 
drop. But during a third or fourth peri 
treatment with the same drug, the pi 
did not improve in mood despite a 
cant hypotensive drop. In one formel 
sponsive but now resistant patient, we 
that mood improvement did not occur 
when we augmented the postural 
potensive reaction with diuretics given} 
muscularly, We have also found 
although approximately 70 percent € 
sponsive patients show the hypotensive 
a number of patients recover withou 
manifestation. In this event, however 
do have the other significant parasyi 
ic responses, most notably urinary hes 
and visual blurring. 


Side Effects 


One frequently sees minor side € 
with all antidepressant drugs, but 
Side effects are uncommon. The mino 
include dry mouth, sweating, visual wi 
ness, urinary slowness, and tremor 
usually of little significance, some 0 


minor side effects may become disabling 


a serious problem. A tremor of 
in a housewife may merely be an di 
ance; in a surgeon it may constitute 2 
pling limitation. 

Among the major side effects are 
ing spells, which can largely be avoid 
one closely observes the postural hyp 
sive reactions and makes appropriate à 
ments in medication. Only two of tl 
than 30 patients who have suffe 
spells sustained injury, which was mi 
both instances. Consciousness is not lo 
is lost so slowly that the patient usud 
time to protect himself. 

Convulsive seizures have been 
tered in about eight patients, more € 
ly with amitriptyline. One patient on if 
mine ate old cheese and had a con’ Is 
Previously reported with tranylcyp! 
There were four instances of hyper 


Amer. J. Psychiat. 125: 1, Jul) 


WILLIAM A. HORWITZ 


crises with severe headache on tranylcypro- 
mine and phenelzine which cleared when 
medication was stopped. One case of mild 
transient agranulocytosis on tranylcypromine 
occurred in a patient who previously had a 
similar reaction to chlorpromazine. 

One of the most troublesome complica- 
tions is the activation of hypomanic states. 
When this occurs the patient frequently is not 
sick enough to be hospitalized, but he may 
create more problems for himself and his 
family than when he was depressed. It is our 
impression that activation of hypomanic 
states occurs more frequently with the 
tricyclic drugs, although they have also been 
observed with the MAO group. 

There were three instances of transient 
hemiparesis in patients, all about age 70. In 
one woman on tranylcypromine, hemiparesis 
occurred on an average dose without hyper- 
tension. The other two cases occurred in 
men, one on 50 mg. of nortriptyline, the 
other on 100 mg. of desipramine. Both 
showed a severe drop in standing blood 
pressure to about 60/40. In all of these pa- 
tients the hemiparesis cleared in three to 
four days. Although all three instances of 
hemiparesis were transient, they must be 
considered seriously, especially the two that 
occurred during the period of postural hypo- 
tension. In none of these patients was there 
a recurrence of the hemiparesis when anti- 


67 


depressants were resumed but titrated so 
that the postural hypotensive reaction was 
within the therapeutic range of functioning. 


Results 


Since 1958 we have treated 235 depressed 
patients. The proportion of chronic cases 
has steadily increased for two reasons. First, 
many of the patients with isolated episodes 
of depression recovered and dropped out of 
the study while those with repeated epi- 
sodes continued under treatment. Second, 
as the antidepressant study became known, 
there were more referrals of chronic pa- 
tients who had failed on other therapies. 

As our technique developed, we began to 
keep more detailed records of the autonomic 
responses to the antidepressants. Table 1 
reports the results in 162 patients observed 
since 1962. Of these, 69 were acute cases, 
with depressions lasting less than one year. 
Only six of these previously had ECT. Twen- 
ty were semichronic, with a duration of ill- 
ness from one to three years, with five out 
of the 20 having prior ECT. Seventy-three 
patients were chronic, with continued de- 
pression for more than three years or recur- 
rences over longer periods. Fifty of these 73 
had from one to as many as 30 courses of 
EGT: 


TABLE 1 
Results of Therapy with Antidepressant Drugs 
IMPROVED— 
CONDITION AGE NUMBER RECOVERED MUCH IMPROVED FAILURE 
Acute 19-30 10 
30-70 52 
70 + au 
69 52 13 4 
Semichronic 19-30 0 
30-70 19 
70 4 d 
20 13a 3 4 
Chronic 19-30 5 
30-70 47 
70 + An 
73 40» 15 18c 
Total 162 105 sz 26 
fe js n recurrences. 
ci ^ + " 
eThree sübseqüsntiy responded successfully to combined MAO and tricyclic drugs. 
[105] 
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By using neurovegetative responses as 
prognostic guides, we have been able to 
achieve increasingly better results with anti- 
depressant drugs. This has radically changed 
our practice, so that we now use shock ther- 
apy much more rarely. 4 

In the acute group of 69 patients on anti- 
depressant drugs, mostly tricyclics, there were 
only four failures and ECT was required 
only twice. Fifty-two patients recovered, 
but five of these relapsed when they discon- 
tinued medication. The remaining 13 pa- 
tients in this group showed significant im- 
provement. 

In the semichronic group of 20 patients, 
there were again four failures. Thirteen pa- 
tients recovered, although six had subse- 
quent recurrences. The remaining three pa- 
tients showed significant improvement. 

In the chronic group of 73 patients there 
were 18 failures. Forty patients recovered, 
although ten of these had recurrences. The 
remaining 15 showed significant improve- 
ment.* 

One of the most striking instances of re- 
covery in the group of intractably depressed 
patients was a female patient who had shown 
only transient improvement following a lo- 
botomy performed in 1963 after 16 years of 

. continuous depression. She recovered on high 
doses of amitriptyline and nortriptyline and 
has remained well for the past four years, 
maintained on about one-half of her former 
dosage level. 

Among the 93 semichronic and chronic 
patients, there were 22 failures. ECT was 
then used in 18 of these patients. One of the 
chronic depressives, a physician who was 


level. Improved-much improved: Patients 
depressive mood, activity, and life function 
mildly or considerably helped but not 
sod state of health. Failure: 
ment in mood, activity, i i 
e Rea s ity, or life functio: 


lo im 
ning or may 
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treated as an outpatient, committed sor 
while under treatment. The family later it 
formed us he had never taken the medicajy 
in the amounts prescribed—not an uncon, 
mon problem in outpatient therapy. | 
The results are highly encouraging, Py. 
haps of even greater significance is our 
veloping knowledge of factors regardy 
the mechanism of action affecting the sọ 
cess or failures of antidepressant thergy 
Unfortunately this study began only a 
clinical-treatment study, and only later wer 
the research aspects recognized. It is tok 
hoped that our findings will be further teste 
by other investigators with better researi 
controls. 


Conclusions 


Most depressions begin with or are pit 
cipitated by psychological stress situation 
Once the depressive pattern is established 
however, episodes may recur in the absent 
of any observable stress. This suggests tht 
depression may be a psychometabolic di 
order in which autonomic or hypothalank 
dysfunction may be the critical area. Tk 
marked individual differences in sensitiv 
or resistance to medication indicate the p% 
sible role of hormonal and enzymatic factols 

Advances in our understanding of ti 
basic physiologic or biochemical factors ^ 
help correlate the somatic and psychologe 
elements not only in depressed states W 
possibly also in other mental disorders. 
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Some Typical Patterns in the Behavior and Background of 
Adolescent Girls Who Attempt Suicide 


BY ALBERT SCHRUT, M.D. 


Adolescent girls who attempt suicide are 
often victims of chaotic, disrupted families, 
condemnation, and isolation. Rejection by 
a boyfriend, repeating the initial rejection 
by the family, often precedes the suicide 
attempt. A treatment outline involving the 
entire family is presented. 


i LOS ANGELES COUNTY the coroner’s 
statistics for the year ending June 30, 
1965, indicated a suicide rate of approxi- 
mately 16 per 100,000, or 1,237 victims, 
three percent of whom were 13 to 20 years 
of age; one-third of the latter group were 
female. Seventy-five percent of the adoles- 
cent girls used drug ingestion, chiefly bar- 
biturates, as the means of suicide. This high 
percentage using drug ingestion has been a 
relatively constant figure for adolescent girls 
for the past several years at least, in contrast 
to adolescent boys, who use gunshot wounds 
and hanging, in that order, as the most 
common methods. j 

At the Suicide Prevention Center of Los 
Angeles there has been an increasing aware- 
ness of the fact that a large number of 
suicides not statistically included under sui- 
cide by the coroner may be disguised partial- 
ly or completely as “accidental” by the vic- 
tim or his family and, indeed, are sometimes 
indistinguishable between “accident” and 
purposeful intent even in the would-be vic- 
tim’s mind. (“I’m not sure if I meant to 
die or not?) Reckless driving accidents, 


, Read at the 123rd annual meeting of the Amer- 
em Psychiatric Association, Detroit, Mich., May 
-12, 1967. 

Dr. Schrut ‘is assistant clinical professor of 
Psychiatry, University of Southern California 
School of Medicine, instructor in child analysis, 
Southern California Psychoanalytic Institute, and 
is on the staff of the Los Angeles Suicide Preven- 
tion Center. His address is 9735 Wilshire Boule- 
vard, Beverly Hills, Calif. 90212. 


Amer. J. Psychiat. 125: 1, July 1968 


“accidental” ingestion of sleeping medica- 
tion, and “accidental” self-inflicted wounds 
are included in this latter group. 

It is estimated that the highest per capita 
known suicide attempts occur among ado- 
lescent girls, with estimates ranging from 
eight to 50 attempts per actual suicide(2), 
although the rate of actual suicide is rel- 
atively low. 

Consistent with these findings at the Los 
Angeles Suicide Prevention Center, the 
acutely agitated adolescent or young woman 
who attempts suicide is often seen by the 
psychiatrist. Frequently these patients show 
a characteristic pattern in both background 
and symptomatology. 


Symptomatology 


That suicide in any age group is multiply 
determined is readily agreed upon by most 
observers(3, 5). In this paper some of the 
determinants will be examined in the back- 
grounds of 14 young women ranging in age 
from 13 to 20, selected from patients chiefly 
seen at the Suicide Prevention Center or in 
private practice. (Age 20 is included as 
“adolescence” for this paper in view of the 
statistical breakdown used by the Los An- 
geles coroner's office.) 

Frankly psychotic patients were not con- 
sidered. The patients were outpatients at the 
time they were seen for these studies, but 
approximately half of the group had been 
hospitalized immediately following the sui- 
cide attempt. Hospitalization involved 
chiefly emergency room treatment and ob- 
servation for a day, although in three cases 
longer periods of hospitalization were neces- 
sary because of ingestion of large amounts 
of barbiturates or stab wounds (one case). 
Only two of the attempts were considered 
potentially lethal in terms of the amount of 
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barbiturate ingested and both required res- 
pirator treatment for deep coma. : 

Ten of the 14 ingested drugs ranging 
from barbiturates (six) to combinations of 
drugs, including tranquilizers (two) and 
aspirin (two). Three slashed their wrists 
and one stabbed herself, slashed her wrists, 
and jumped from a moving car. One of the 
above also turned on the gas, several threat- 
ened or made abortive attempts at other 
forms of suicide, and several of the group 
had made previous attempts. 


Family Background 


The patients were initially studied clin- 
ically in several diagnostic interviews and, 
in approximately half the cases, in further 
clinical interviews and psychotherapy rang- 
ing from three months to two years, At 
least one parent or guardian was interviewed 
when available (11 of 14 cases) and was 
seen in most instances on at least one 
occasion, sometimes being reached by phone 
initially. A detailed statistical study of family 
background is not attempted in this paper. 
Some repetitive clinical impressions were 
outstanding in the history and symptoma- 
tology, however. 

In nearly two-thirds of the families stud- 
ied (nine cases), the family was an unstable 
one: the parents were divorced or separated 
for significant periods of time between the 
Hind taney and the time the suicide 
attempt occurred. This is in agreement wi 
the findings of others who "have ‘ted 
suicidal adolescents(1, 4, 8). In a majority 
of instances, the general characterization 
of a stormy family life was substantiated 
by the patient’s subjective history of family 
life disruption marked by frequent parental 
Separation, frequent moving from one neigh- 
borhood or city to another, and family 
estrangement by virtue of marked quarreling 
between parents or between parent and 
child. One-half of the group detailed long 
and bitter clashes between themselves and 
one or both parents. These were accom- 
panied by the patient’s feeling of Prolonged 
Tejection because of school and social fail- 
pris pii habits, unwillingness to perform 
chores, and inability to 
in general. i es eae 

An exacerbation of such feelings in at 
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least one area was the immediate precip, , 
tant of almost all of the suicide attempt, 
(Whether the patient's feelings were justif 
able is not germane to the point at issue) 
What is significant is that the adolescen 
girl attempting suicide characteristically say 
herself as being subjected to an unju 
demanding, and often irreconcilable isola 
tion with a typical chronically progressiv 
diminution of receptive interfamilial com- 
munication. 

History further revealed that the parents 
of at least several girls who attempted suk | 
cide communicated overtly that the patient ` 
had been unwanted either at birth or - 
some time in her life before or durin | 
adolescence. Comments such as "It would 
have been better if you had never been 
born" or "We should have left you by th 
railroad track when you were small" wet 
made to two of the girls repeatedly by their 
mothers during family quarrels throughout 
childhood and adolescence. Similar no 
verbal cues of strong parental ambivalent. 
were noted in others of the group studied. 

Other cues to suicide as a mode of be 
havior were recalled by three patients, wh 
remembered frequent threats of suicide by 
mother or father at times of stress or coh 
flict; several suicide attempts by these pit 
ents were known to the patients. Ot 
patient recalled an uncle who hinted thti 
he might commit suicide when the patient 
was a child. Two-thirds of the girls WM 
made suicide attempts recalled previous | 
strong considerations of suicide prior to ™ 
initial attempt, including several who "^ 
made a previous attempt. | 

In several instances where the father WS 
absent because of divorce or separa 


the mother’s regret for the burden of having 
to raise a child without a husband's "E | 
emerged, and the patient often felt 
preponderance of guilt for this state when 
compared to her siblings. 


1 Preliminary findings at the Suicide Preve | 
Center by Mrs. W. Waldron indicate that, oi 
essentially random sample of 43 officially fg. - 
ed suicides in 1962 in Los Angeles County, gy 
Parents (one mother and three fathers), % f 
investigated cases had also committed d int 
this statistic is validated, it may mean thal cent 
extremely high percentage of cases (ten Perr iad 
this instance) a parent of someone who comm — 
Suicide has also killed himself. " | 
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Case Histories 


Case 1. A typical history is that of Miss P., 
a 13-year-old who attempted suicide by tak- 
ing three or four of her mother’s barbiturate 
capsules after she and her mother had quar- 
reled over her constant failure to do house- 
hold chores and her staying out late after 
school with delinquent classmates. Her father 
had deserted them when she was three years of 
age. The marriage had been stormy; his poor 
work record combined with alcoholism had 
created a dismal family relationship. Miss P.’s 
mother, a nurse, seemed protective of her 11- 
year-old son but angry toward her daughter, 
whom she had resented from early childhood. 

Miss P. had lived with her relatives and in a 
foster home on and off in her early years and 
had heard her mother express constant feelings 
of regret that she was burdened with ungrate- 
ful children. Following the suicide attempt, 
the mother still expressed bitter resentment of 
her daughter’s general behavior and clearly of- 
fered her little consolation. 

Family counseling and individual psycho- 
therapy for the patient were offered, with the 
probability of at least temporary foster home 
care for the girl. The mother’s inability to tol- 
erate her daughter precluded the daughter’s re- 
maining at home, at least initially. 


Case 2. Miss T. was a 15-year-old whose 
middle-class Negro parents were striving to 
conform to the morality of the Caucasian 
community about them, The mother, a nurse, 
felt her daughter was “very sick” in view of 
her promiscuous behavior and her extreme 
rebellion at home. The father played a minor 
role in the home, continually demeaned by his 
wife, who lived with him “just to keep the 
family together.” The mother sought to keep 
her daughter under control, threatened to take 
her own life, and then stated that her daugh- 
ter did not deserve to live in view of her be- 
havior, that she was “always a difficult child.” 
Miss T.’s attempted suicide by ingestion of 
drugs followed a quarrel with her mother 
edm her school attendance and her "back- 
talk." 


Other Precipitating Events 


Five of the 14 girls in the study whose 
family background generally agreed with 
that just described revealed a different, yet 
related, event as a precipitating cause: re- 
jection by a boyfriend or lover. At least 
two of the five were on bad terms with 
their parents at the time of the suicide 
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attempt. One recently had been forced to 
leave home to live with a boyfriend. Another 
alternated between home and boyfriend. For 
others, ties with the home were tenuous, and 
the boyfriend was already regarded as a 
partial substitute parent. 

In each instance the girl sought consola- 
tion from her isolation and acceptance by 
a male. Her ultimate rejection by him, often 
predicted by her mother, was compounded 
by the intense sexual guilt secondary to her 
involvement with a male and her return to 
the isolated state. (You're only a doormat 
and a whore, and someday he'll throw you 
out and walk away.") Three of the five 
mothers clearly depreciated femininity and 
deplored the status of the female but like- 
wise disparaged men and sexuality as a 
result of their own adverse experience with 
men, sexually and maritally. 

At the same time that she forewarned 
her daughter of the bad marital experience, 
she frequently implanted in her daughter 
the expectation of abandonment by the man 
and set the stage for her daughter's pro- 
miscuous venture by forcing her to move 
outside the home for companionship and 
affection. Furthermore, the daughter's re- 
lationship with boys sometimes partially 
represented an unconscious acting out of the 
mother’s own wish for acceptance and in- 
dulgence by a man. 

The mother frequently accused her daugh- 
ter of sexual promiscuity even prior to any 
sexual activity on the daughter's part, often 
thereby revealing the mother’s own sexual 
wishes and prohibitions with regard to her- 
self. One divorced mother, aged 50, after 
many sexual escapades, married a man in 
his early 30s who made sexual advances to 
his teenage stepdaughter in her mother's 
absence. When the girl revealed the ad- 
vances to her mother, the mother accused 
the daughter, not her husband, of unfaith- 
fulness. Another mother's constant inquiry 
about and condemnation of her daughter's 
sexual escapades easily revealed her own 
unconscious pleasure in them. This mother 
ultimately revealed her desire to “try it with 
a few men myself to see what it's like." 

These adolescents frequently flee home 
life as much as possible, sometimes to girl- 
friends, but more usually to boyfriends. 
Ultimately, to gratify her need for intimacy 
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and to retain the boy's interest, the girl 
guiltily involves herself in sexual relations, 
often with more than one boy. The relation- 
ship is doomed to failure from the onset 
because of the girl's guilt and expected re- 
jection, which occurs during the first serious 
quarrels that take place with her boyfriend. 
The history of a feeling of parental “rejec- 
tion" (which is more inclusive than simple 
rejection by the father as an oedipal defeat ) 
is repeated with sudden force and strength. 
Added to this is the intense sexual guilt re- 
lated to her latest "rejection." 

This final blow, associated with previous 
historical cues for suicide in a person with 
a disharmonious or disorganized ego struc- 
ture(6), causes the suicide attempt. (I em- 
phasize that individual dynamics govern each 
patient and that I am attempting to outline 
generalizations that apply only to a given 
group of young women. ) 

The suicide act itself is often accompanied 
by fantasies which are conscious or were 
previously conscious and now lie just below 
awareness, Among these are: attempts to 
“undo” the promiscuity symbolically by ex- 
piatory self-punishment; attempts to punish 
the superego; the wish to wield the powerful, 
threatening weapon of suicide in order to 
force reacceptance and concern for her(7); 
the ambivalent wish to die and 
"prove" her basic goodness and cleanliness 
and to be immortally enshrined in the 
Sorrow of parents and lover and, on the 
Other hand, to be rescued from death; a 
wish to be reunited with dead loved ones 
(often grandparents) who may have loved 
her; an eroticized view of death as the all- 
powerful lover. A 
isolation and despair apparent! 
smaller role in these patients Dua d 


Case Histories. . 


Case 3. A typical patient of this group 

Miss C., an only child who at the time of her 
attempt was 19. She was an at. 
tractive girl, had promise as an actress, 
had won an important Scholarship from a 
local theater group for her singing and danc- 
ing. She attempted to take an of 
drugs and stabbed herself in the abdomen 
when her sadistic boyfriend failed to heed her 
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suicide threats. He sensed her guilty nes] 
punishment and her intense jealousy and w 
them for his own needs. i 

She gravitated to men who were handse 
and had a “cruel look in their eyes" mh 
"cruel look" was mistaken for strength whig 
she sought in a man in contrast to her imp 
of her father, "a weak, fat, pompous perg 


floor and threatened to kill himself because 
wife had left him after a quarrel. He w 
subject to moods of anger and sadistic crudi 
especially when the patient quarreled, and} 
once choked the patient to near insensbiliy 
for disobedience. 
The patient recalled a chaotic childhow) 
with both parents leaving home for periods 
time. She herself ran away on several og 
sions as a child because of intense unhappinty 
or feared punishment. The mother was anik 
tractive but confused person who ultima 
found a young lover to replace the patien 
father, whom she divorced when the pil 
was 14. Both parents used the patient ai 
pawn between them, each one struggling 
win her over by seducing her to take JM 
parent's part against the other. At the sl 
time they took out their rages, angers i 
feelings of defeat upon her. : | 
The girl's mother intensified her daughlit 
guilt by accusing her of not believing iil 
loving God and later condemning her fort 
sexual involvements. The patient was f! 
caught by an intense need to be accept 
someone. When this included sexual desit 
her part and led to sexual relations Wilh 
boyfriend, she felt guilt-laden. When he? 
Paired over her ceaseless narcissistic nee 
be reassured of her beauty (one of the 
things about herself that she felt had vil 
and of his love for her (just as she had ct 
lessly asked her parents as a child for? 
surance of their love for her). she 
him of having other girlfriends. They 9 
Teled over this frequently, and he ul 
tired of her and threw her out of his 9 
ment. It was at this point that she attemp 
Suicide. “I'm not really dirty, and he'll V 
he loved me when I'm dead," she wept. | 


Case 4. Miss Z. was the 16-year-old d 
ler of a very prominent architect. Theft? 
clear-cut evidence of the mother's host, 
tacks upon her daughter, starting at 9^5 
cence when the daughter entered the 
of her heterosexual phase. * 

The mother, who felt that her own "i 
sexual impulses were condemnable and 
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women should be able to compete profession- 
ally with men (she was a prominent business 
executive), projected her own feelings upon 
her daughter whom she saw as potentially 
lewd and promiscuous. Although she criticized 
her daughter for her slovenliness, lack of in- 
dustry, lack of respect for her parents, and 
lack of concern for money, these were to a 
large degree rationalizations for her own dis- 
approval of her daughter’s growing sexual 
urges. She insisted that her daughter was 
“crazy and belonged in a state hospital” and 
tried to arrange for such hospitalization even 
before her daughter’s suicide attempt. The 
mother may have been motivated by her un- 
conscious striving to push her child to the 
brink of suicide and may have been trying to 
protect her child from the inevitable attempt 
to which she was driving her. 


Treatment Outline 


In no instance is the initial. relationship 
of the psychiatrist to the patient more criti- 
cal than in the treatment of the adolescent 
who attempts suicide. For the troubled, 
isolated, moody girl, insight therapy should 
be relegated initially to the promotion of 
a feeling that the psychiatrist is a person 
upon whom the adolescent can rely for 
understanding, concern, and support. Sim- 
plicity and candor are desirable in the 
relationship because adolescents are exqui- 
Sitely sensitive to pretense. 

Since a large number of the patients 
come from home situations where their 
rejection and isolation have been prominent, 
the ability of the therapist to gain a strong 
therapeutic alliance is paramount, though 
many times difficult in view of the poten- 
tially strong negative transference which 
the adolescent may feel toward the adult 
world. *How can you help?" and "You 
can't make them (parents) any different" 
are common expressions. 


The Initial Meeting: First-Aid Psychother- 
apy 


_ Initial meetings with nonhospitalized pa- 
tients, following initial phone calls from 
relatives, should include the entire family, 
if possible, with the adolescent being seen 
first alone so that she can “tell her side of 
the story first.” Then all family members 
should be seen, including younger children, 
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unless the patient objects to the latter or it 
is otherwise contraindicated. Important dy- 
namics of present and past significance can 
be revealed in the interaction of the family 
interview. The adolescent should then be 
seen again briefly to conclude the initial 
exam and to further the initial rapport. In 
some instances the parents can be seen ini- 
tially without the patient, but with her 
approval. They may reveal important in- 
formation not given in the conjoint inter- 
view. 

The immediate question to be answered 
is: Should the adolescent be hospitalized, 
remain at home, or leave the family home 
for a relative or a foster home? The decision 
depends upon the answers to a series of 
questions about the method and lethality 
of the suicide attempt (firearms are the 
most dangerous); the intensity of the pre- 
cipitating events involved in the suicide act 
(the more overwhelming and severe, the 
less likely they are to recur and precipitate 
another attempt, especially if the girl is in 
therapy); the degree of ambivalence toward 
living following the suicide attempt and the 
intensity and chronicity of the isolation and 
depression of the patient; and the resources 
available to the adolescent, including paren- 
tal attitudes toward the patient and toward 
psychotherapy. Factors such as sex, age, 
and gender identity are of importance 
(males, individuals with homosexual prob- 
lems, and older adolescents have a higher 
rate of successful suicide attempts), although 
each person must be individually considered. 
Chronically depressed, defeated, isolated, 
and humiliated patients who have poorly 
integrated ego structures, chaotic, stormy 
background histories, and whose parents 
are weary of them have the most serious 
prognosis. All of these aspects of the prob- 
lem are often best brought out in family 
interviews. 

Temporary hospitalization of two to six 
weeks may be necessary to insure that the 
precipitating events are under control and 
that the background history is adequately 
understood, to separate the patient from her 
family, allowing them and the patient to 
reorganize and begin to attempt to alter the 
pathological family constellations which 
were the original sources of the adolescent’s 
problems, and to introduce the patient to 
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preliminary insights into the conflicts. Thus 
treatment, while concentrated on the adoles- 
cent who has attempted suicide, must in- 
clude the entire family. 


Further Therapy 


In pursuing the goal of strengthening the 
girl's ego by usual psychotherapeutic meth- 
ods, the therapist must, to a greater extent 
than is customary with adults, remain cog- 
nizant of the ongoing environmental events 
as well as the unconscious structural com- 
ponents of the patient. 

First-aid psychotherapy attempts to offer 
hope, to allow the confused, highly de- 
pendent adolescent time to muster the forces 
of her ego strength to her own aid. The 
patient's feelings of isolation and helpless- 
ness tend to diminish when shared with 
the psychiatrist. Adolescent suicidal patients, 
often in contrast to older suicidal patients, 
have a greater underlying capacity for 
youthful expectation and resourcefulness, 
but occasionally display utter hopelessness. 
When the depression and anxiety are seen 
to be part of an already internalized con- 
flict, analytically oriented therapy can be 
utilized to advantage but, again, should 
never be given prime position over dealing 
with the day-to-day events, including fre- 
quent family meetings, guidance, environ- 
mental structuring where possible, and, 
when indicated, the use of tranquilizing 
antidepressant drugs. These tend to provide 
some answer to the question asked by the 
adolescent initially, “What can you do to 
help me?" Ultimately as with adults this 
must be modified to “What also can I do 
to help myself?" 1 


Summary 


Fourteen adolescent girls who attempted 
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suicide were seen to have some common 
elements in their symptomatology, dynamics, 
and family backgrounds. Generally in suh 
cases, there is a history of a chaotic ang 
excessively mobile family, in which com 
munication over differences and difficulties 
is minimal. The adolescent feels increasingly 
isolated and the suicide attempt itself iş 
frequently an act based upon a stimulation 
of a previous feeling of rejection. 

Those girls who become involved sexually 
with men and are then rejected have ad. 
ditional guilt accompanying their rejection, 
Such girls are often unconsciously promul 
gated into their sexual activity by the moth 
er's unconscious wishes. Because of the lack 
of familial constancy in the past, such girls 
often have a poorly organized ego structure, 
tolerate disappointment poorly, and reat 
to rejection by increasing isolation or by re- 
action to previous cues to suicide by making 
a suicide attempt which may have various 
meanings. 
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Teacher Response to School Mental Health Programs 


BY EMILY MUMFORD, PH.D. 


Interviews and field observations in seven 
secondary schools revealed patterned re- 
sponses to the introduction of psychiatric 
services in the schools. Three types of re- 
sponse appear to be related to teachers’ 
conceptions of their professional role; they 
are described here as the teacher-guide, the 
teacher-authority, and the teacher-friend. 
Each responds in his own way to psychiatric 
intervention and each may support or sub- 
vert the work of a psychiatrist in predictable 
ways. 


07 PROJECT is a five-year research ser- 
vice program of psychiatric consulta- 
tion in seven secondary schools, It includes a 
panel study of approximately 200 experi- 
mental and 200 control students. It was 
predicted, by means of a pretested rating 
scale, that these students—all ninth graders 
—would experience major difficulties in try- 
ing to stay in their respective schools. The 
prediction instrument was described previ- 
ously in this journal(2) and the over-all 
research design was described in Psychology 
in the Schools(1). " 

In brief, the research design calls for as- 
Signing these students with predicted prob- 
lems to either the experimental or control 
Category by random assortment. Experi- 
mental students are then singled out for 
Psychiatric help. Control students are not; 
their names are kept secret from everyone, 
including psychiatrists and school guidance 


— Read at th f the Ameri 
ead at the 123rd annual meeting of the Ameri- 
e Peychiatric Association, Detroit, Mich., May 


Si Dr. Mumford is research sociologist for the 
t. Luke's school mental health project and is 
currently, assistant professor of psychiatry (sociol- 
Ser» Mount Sinai School of Medicine, 1 
n ànd Fifth Avenue, New York, N. Y. 10029. 
Se his work was supported by Public Health 
Since grant MH-01625 from the National In- 
itute of Mental Health; Benjamin H. Balser, 
"75 IS project director. 
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people in their own schools. Yearly follow- 
up of control and experimental students 
will allow us to make some statements about 
the relative effectiveness of active psychiat- 
ric intervention with students who have a 
prognosis of serious school difficulty. 

We have recognized from the beginning 
that the context of each school would make 
some difference to the way the psychiatrist 
could perform in his individual institution, 
Therefore, in addition to follow-up informa- 
tion on students, the study includes a con- 
textual analysis of each school and its men- 
tal health program. This analysis is based on 
annual site visits by the sociologist and a 
research assistant, and detailed field reports 
of observations and annual interviews at 
the school with the psychiatrist and the 
people he works with there. 

Material from $chool admissions and rec- 
ords offices, published documents of the 
School, and interviews with headmasters or 
principals and people in administration as 
well as guidance were incorporated into a 
description of the formal structure of each 
school and its individual guidance program. 
Responses to a questionnaire which we sent 
to all ninth-grade teachers in all of our 
project schools supplement the extended in- 
terviews. We have kept detailed records 
from material in the weekly field reports 
sent by each psychiatrist to the project of- 
fice. Thus we have been able to watch the 
development of the seven guidance pro- 
grams, and the responses of teachers and 
others to the programs in their own schools. 

Before discussing any findings and the 
teacher typology which developed out of 
this study, we should acknowledge that we 
are describing teachers in comparatively ad- 
vantaged teaching situations. Even our pub- 
lic school and our parochial school, while 
they suffer from overcrowding, are a far 
cry from the schools of Up the Down Stair- 
case, Blackboard Jungle, etc. The fact that 
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each of our schools has a psychiatrist as- 
signed one-half day a week is also far from 
any norm in the country’s schools today. 
This program was designed to explore prob- 
lems, pitfalls, and benefits of psychiatric 
intervention under near optimum conditions 
so that we would then be able to move, and 
help others to move, with maximum effec- 
tiveness into more difficult school situations. 
Information on the development of seven 
different school mental health programs 
gives us a unique opportunity to compare 
approaches to the role of a psychiatrist in 
secondary schools—both public and private, 
parochial, day, and boarding schools, large 
and small. We have found a wide variation 
in the uses of the psychiatrist in different 
school settings. 


A Typology of Role Conceptions 


An unanticipated finding is a pattern of 
three distinct faculty reactions to a psychiat- 
ric guidance program. These different re- 
sponses seem closely related to three dif- 
ferent internally consistent concepts of the 
teacher role. There are characteristic de- 
sires for what ideally should and should not 
be done through a guidance program, and 
related ways that teachers use to support— 
or to sabotage—the work of the psychiatrist 
in a school. 

Our three patterns are developed here 
in the sense that Weber described and em- 
ployed “ideal types? (5, 11). They are not 
ideal in an ethical sense, not average in the 
Statistical sense, and no one individual 
should be expected to fit neatly or fully into 
one type. The types are simply logical con- 
structs which help to explain some remark- 
ably different behaviors and attitudes of 
teachers toward the introduction of a psy- 
chiatrist into the school and toward school 
guidance programs. 

As we became aware of these differences 
that appeared in each of the schools, we 
also began to realize that the differences 
were not satisfactorily or fully explained by 
differences in teaching ability, or by degree 
of mental health or pathology in the teacher, 


1 Goode's comment is 
with any typology: “The 
concept is to allow us t 
not to stop it"(6). 
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appropriate for working 
purpose of a theoretical 
‘© continue our analysis, 


There are superb teachers and poor ong i 
within each type—and various degrees of | 
health and illness. 

It is our impression that the psychiatrig 
can work with the three types effectively 
when he recognizes and respects the special 
framework of each, and that this is ultimate. 
ly desirable, for each of the types will have 
some students who identify with them, and 
teachers of each type are capable of offer 
ing special help to some students. Moreover, 
some diversity in orientation to teaching 
probably contributes much to the vitality of 
a school. We have designated these three 
types as teacher-guide, teacher-authority, 
and teacher-friend. 


The Teacher-Guide 


To the teacher-guide, the good teacher is 
the person who can lead the student toward 
the approach of a particular field and toward 
the student's own development in the school 
context. The teacher-guide may be less i - 
terested in whether the student answered ^ 
specific question correctly or whether he 
“won” in competition with other students 
than he is in student comprehension an 
attitudes. 

The teacher-guide appears to accept the 
fact that emotional problems might interfer 
with any student's academic performant, 
so that teaching and guidance are nece 
sarily related. One said: “I do not see how 
you could divorce teaching from some kin 
of guidance work." 

These teachers also indicate they are alert 
to some potential difficulties that could fol- 
low should a teacher become very invo J 
with a student. Teacher-guides differential 
rather clearly between advising and guidi" 
as a teacher on the one hand and on the? i 
er hand acting as a friend of the student 
One said: “Teachers should never oa 
their job is to teach... . A good teat A 
should know the student well within the c? 
text of the school... but... it WOU gr 
difficult for a teacher to carry both the ©, 
den of teaching and that of personal." 
volvement with a student." These ed 
define their responsibility to the stude , 
Ways similar to the "detached con, 
which Parsons, Fox, and others hav ” 
scribed as the responsibility relationship 
tween physician and patient(4, 8)- 
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The teacher-guides also see limits to their 
own knowledge and training in handling 
emotional problems of students. One of 
them said: “The deeper we go into the 
problem of a boy, the less qualified we would 
be to handle the situation.” These teachers 
seem not at all reluctant to suggest their 
own limitations in ability regarding some 
complexities of student behavior. They are 
the most likely, at times eager, faculty mem- 
bers to seek help from the psychiatrist as a 
technically competent expert. 

When the teacher-guide consults with the 
psychiatrist, he seems to expect active help 
and exchange. If the teacher-guide sees a dif- 
ference between what is currently done with 
specific problems of students and what he 
would like ideally, he tends to add more 
work and more exchange in this area—more 
time to devote to the work, more exchanges 
with the psychiatrist, more feedback from 
him, more specific answers to his queries. 

This desire for more exchange and ad- 
vice does not seem to be an escape from 
responsibility or concern for the student. One 
of these teachers explained he would not like 
to see any students “dumped” into guid- 
ance. Another teacher-guide indicated that 
guidance should not be simply for the “bad 
cases”: “I think a normal child is entitled to 
a good guidance program as well as the 
Special cases.” One said: “The fact that 
there is a recommendation to the psychiatrist 
means something. However, I would still 
want to work with the boy.” Another re- 
marked: “I think that every kid should be 
given consideration. It would be impossible 
to have a guidance department handle all of 
this. If you expand guidance, taking the 
Person away to there (the guidance depart- 
Ment), it would interfere with the good 
teachers,” 

From the perspective of the teacher-guide, 
confidences that students might divulge 
Come from the role expectations of student 
to teacher, or client to professional. They 
do not see confidences as given out of the 
More personal, diffuse, and implicitly mu- 
tual relationship of friends. Seeing student 
denfidences in the context of patient-to- 

Octor, not friend-to-friend, the teacher- 
Due are relatively comfortable in talking 
Psychiatrist about a student. 
nlike teachers with other concepts, the 
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teacher-guides seldom raise the issue of con- 
fidentiality as a problem that the psychiatrist 
brings into the school. The teacher-guide 
describes himself as a professional con- 
cerned with one aspect of the total develop- 
ment of the student, Therefore his exchange 
of information about a student with another 
specialist (the psychiatrist) is well within 
normal and acceptable performance of the 
good teacher as he defines it. It "is not an 
affront to his role," as one said. Consulta- 
tion does not indicate he has failed. Nor does 
he feel he is breaking faith with the stu- 
dent by relaying personal material to the 
psychiatrist. 

From the teacher-guide's perspective 
most students and most teachers could bene- 
fit through the process of consultation be- 
tween teacher and psychiatrist. One report- 
ed that the introduction of a psychiatrist in a 
school seemed to heighten awareness. 


The Teacher-Authority 


The second type of response to the guid- 
ance program comes from teachers who 
could be identified as teacher-authorities. 
Teacher-authorities sometimes raise the 
question of whether their schools should 
have any guidance program at all. Some ex- 
pressed fear that the presence of a psy- 
chiatrist in the school is a threat to its 
image—that it “will make people think it 
is a school for disturbed boys.” 

For the teacher-authority, lack of prob- 
lems in the classroom and productivity be- 
fore the class indicate the good teacher. The 
teacher-authorities may be more concerned 
than other teachers with the performance of 
their students in competitive examinations. 
For the teacher who has a large stake in 
such successful student performance, being 
asked to work with students whom he would 
define as “damaged” or ineffective poses a 
threat to self-esteem. Teacher-authorities 
also raise the question of whether the in- 
dividualistic concern of the psychiatrist 
might not be subversive to standards of 
performance—might encourage the student 
and faculty to be too relaxed about de- 
mands. 

One teacher-authority explained he would 
never have any need to discuss a student 
with a psychiatrist, adding “The boys are 
all intelligent. I do not think it would be any 
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help to send them to a psychiatrist. It would 
just mark them." Another said: "We all 
have problems, but we must learn to stand 
on our own feet and solve them." Teacher- 
authorities are contemptuous of teachers 
“who send every kid with a sniflle to the psy- 
chiatrist." 

Unlike the teacher-guides, the teacher- 
authorities are not apt to want more feed- 
back, more advice from the psychiatrist 
about how to handle a student. For them, 
the good teacher does not have such prob- 
lems. To suggest that he does challenges his 
approach to teaching. 

However, it is possible that guidance 
personnel and the psychatrist in a school 
may have an easier time working with the 
teacher-authority—as long as they do not 
attempt to force him to admit that he might 
have problems in the classroom and do not 
tell him his approach to teaching is wrong— 
than when they work with the teacher-friend. 


The Teacher-Friend 


The teacher-friend fits the notion of the 
“well-rounded” teacher who is interested 
in the student as well as the academic sub- 
ject, and he is like the teacher-guide in his 
belief that classroom performance may be 
influenced by social and emotional factors. 
But the teacher-friend is basically different 
in that he seems to derive some of his feeling 
that he is a good teacher from having stu- 
dents seek him out, confide in him, and 
want him as an advisor. For example, *They 
come into my office all the time. Last year 
there were four or five boys who would 
come in and just sit and talk together. 
These are not my advises, They ask for me, 
ie ipsis have too many." i 

_ The teacher-friend feels he h 
cial intuition about students, pif Ng 
Viction is important to him, With this feel- 
ing, he may feel he *knows better" than the 
Dsychiatrist—because he is a teacher who 
has known hundreds of students over a 
number of years and also because he knows 
the particular student personally, and the 
psychiatrist does not, Indeed, the teacher- 
friend often does have a fine grasp of prob- 
lems of his individual students, 

One teacher-friend explained why he had 

never discussed any student's problems with 
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the psychiatrist, adding "As long as it 
not excite the boy and create confusion 
all right to do guidance work. . . ." 3 

The teacher-friend's concept of hig 
as a good teacher includes the highly 
sonal and individual relation of friend f 
particular students. "Right or wrong 
will back them; he will go out of hi 
and give extra time for the individual 
dent who is his. He will intercede will 
family and with the administration; 
such a teacher may be a very imp 
source of support and help for some 
dents during times of stress. But witi 
particularistic approach to rules, the tei 
friend can at times be a problem to th 
ministration. He also presents a knotty] 
lem to the psychiatrist. 

Feeling that his special intuition am 
special relationship to the individual 
dent give him the best basis for km 
what the troubled student needs, this 
er is unlikely to seek professional help 
emerging problems. He may struggle 
he is forced to give up. Having thus € 
ed himself personally, having made 
ances and sometimes having "stud 
neck out" for the student, he is vuln 
to personal disappointment and frust 
as in a friendship. When the student 
not reciprocate by “straightening out” 
than one teacher-friend finally “had 
him over to guidance.” One said: “I 
tate to refer before I have enough evid 

From the teacher-friend’s perspecti 
referral to a psychiatrist may repre 
personal defeat and one which he ma 
to forget about. One teacher-friend 
ed, with a sigh: 


I turned one over to guidance this yeah 
may have referred him (elsewhere), 
not know. This was a case where he ™ 
gives me trouble but also others. I think 
the kind of student that might be refe 
just persists in trying to annoy. I Cam 
most of the problems most of the time 
think appropriately. But. where the S 
gets to be (one where) several teacă 
involved, then something should be ® 
find out the cause. 


For the teacher-friend the psy 
no resource for early consultation, 9 
for referral as a sort of last resort J 
only when the student is also a pr% 
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other teachers who thus legitimize his “turn- 
ing the student in.” 

Another element impedes the work of the 
psychiatrist when he attempts to engage 
the teacher-friend. The teacher-friend feels 
that a student has confided in him out of a 
personal relationship and mutual trust. In 
this context, relaying student confidences to 
the psychiatrist is more like betrayal of a 
personal exchange than the professional's 
move to help a student through consulta- 
tion with a fellow professional. Teacher- 
friends most often raised the issue of con- 
fidentiality. 

The attitude of teacher-friends toward 
guidance seems to be that it is necessary for 
the students who are disturbed—and they 
should be simply turned over to guidance. 
A related feeling is that the psychiatrist 
should work outside the school. 

But the teacher-friend, seldom seeking 
advice, possibly resenting it as an intrusion 
on his relationship and a challenge to his 
special mystique, feels competent to handle 
anything he defines as a “minor problem.” 
He is reluctant to believe that one of his 
own charges needs “that kind of help.” A 
Similar pattern was reported in one study 
of attitudes about mental illness where 
many respondents thought that if anyone 
was mentally ill, he should see a psychiatrist, 
but no one they knew or had known was 
mentally ill(9). 


Implications and Discussion 


These three orientations of teachers are 
relevant to recurring questions about best 
approaches for psychiatrists when they 
Work in schools. If the psychiatrist plans to 
offer seminars, should they be general, offer- 
ing didactic material, should they be case 
Presentations, or what? With whom should 
the psychiatrist attempt to work? Should 
guidance be a separate department? 

Each of our psychiatrists in our seven 
Project schools has worked out his own 
approach to solving some of these problems 
within the context of his own school. Con- 
Sequently, we can report responses from 
the three different types of teachers to these 
Various approaches, 

The teacher-authority is likely to be only 
mildly interested in seminars. If he goes to 
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them he wants general discussions and di- 
dactic material, especially if it includes ma- 
terial on group dynamics that can be trans- 
lated to the teaching situation. In one school 
where the psychiatrist had started with lec- 
tures, a teacher-authority said, “I liked the 
lecture part. I think teachers need this 
complete view. It is good to be impersonal, 
that way no one is threatened." 

The teacher-guide has an opposite reac- 
tion. He expresses impatience with lectures 
but can be enthusiastic about open discus- 
sion of individual student problems. Presen- 
tation of a series of lectures—and a separate 
guidance group—in one school was a con- 
tributing factor in stirring a few teacher- 
guides and teacher-friends to prepare a re- 
quest to the principal that the psychiatrist 
be removed from their school. He was not 
removed, and an active feedback system and 
a series of informal open discussion groups 
followed, which seemed to be enthusiasti- 
cally received by some of the formerly dis- 
affected teachers. 

The response of teacher-friends to sem- 
inars seems less patterned. They may object 
to seminars as being "stuff we already 
know" or *a lot of theory that is just one 
group's opinion." But the teacher-friends 
may be equally annoyed by discussions of 
individual students because of their special 
concern about confidentiality. 

The psychiatrist who attempts to set up a 
program that would be the least offensive 
from the standpoint of the teacher-authori- 
ties and the teacher-friends is likely to turn 
the high expectations of the teacher-guide 
into great resentment and disappointment. 
Three components of the teacher-guide's ap- 
proach to teaching and to guidance make 
him particularly impatient with any evi- 
dence of what he calls “lack of feedback": 
first, his conception that he is responsible 
for leading each of his assigned students to 
greater development of his intellectual ca- 
pacities; second, his belief that social and 
emotional factors play a role; third, his 
acknowledged awareness of the limits of 
his own knowledge and skills in areas of 
emotional disturbance and his related con- 
viction that he should properly consult with 
an expert in this area. 

One teacher-guide described his frustra- 
tion because a student was seeing a psychia- 
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trist outside the school and that the psy- 
chiatrist had given no information about 
how the boy might best be helped in the 
school. Another said: “You have to let peo- 
ple know what they’re up against if they 
are to do a good job. You shouldn’t broad- 
cast this kind of thing, but the team must be 
informed,” 

The teacher-authorities, in contrast, feel 
they do not need to know so much about a 
student and express some concern over the 
“harm” such talk could do. The teacher- 
friends feel they already know their own 
students—better than the psychiatrist—and 
they may not want to be reminded of one 
they have had to “refer.” 

For reasons we have already gone into, 
the teacher-friends and the teacher-authori- 
ties prefer a separate guidance department. 
For some, this should be totally separate, 
perhaps away from the school. In contrast, 
the teacher-guides see any tendency to- 
ward isolation of the guidance function into 
a department as most unfortunate and one 
that sets up an us-against-them situation, 

One teacher-guide, in a school where 
there was a clearly separate department in 
which the psychiatrist worked, urged: “The 
program should be brought more into the 
Open ~. . take away the voodoo aspects. 
Make the psychiatrist a part of the school.” 
Teacher guides want many teachers involved 
in guidance work, and they want many stu- 
dents involved in it. They resent anything 
like a small “elite” group, the guidance 
team. 

Collaboration and consultation with 
teachers seem to match the expectations of 
the teacher-guides most closely. They give 
the psychiatrist a chance to Strengthen the 
ready source of support for his school work 
that is there when he arrives, Indeed if he 
fails to meet some of the more urgent ex- 
pectations of the teacher-guides, he risks 
having them turn their disappointment into 
a determined opposition, Teacher-guides are 
prone to spend time discussing students and 
teaching problems with fellow faculty mem- 
bers, and they are likely to be capable of ef- 
fective group action. 

Psychiatric consultation with the teacher- 
Buides is consistent with the medical model 
of consultation between specialty colleagues 
as well as with the experience of residency 
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training where often a group of profes 
— social workers, physicians, nurse: 
sometimes teachers, where there is ah 
school)—meet to come to joint dẹ 
about next moves. This pattern avoid 
pitfall of psychiatric consultation i 
schools—the trap of the consultant 
the teacher as the patient(3). 

The teacher-friend may resent the 
ence, of the psychiatrist in his school 
ever, he tends to move individually 
the orbit of his own coterie of sf 
helping some measurably and occa 
rejecting one into guidance. He may ii 
in unflattering asides to students abo 
chiatry or sabotage the individual sti 
approach to the psychiatrist. Beca 
teacher-friends are oriented toward } 
ship and approval of students rathe 
faculty or administration, however, mi 
of this group are possibly the least li 
the three types to join in effective 
faculty action. 

Starkman, among others, has urge 
chiatrists to accept the fact that st 
seek out teachers onto whom they 
their troubles. Psychiatry misses an 
tant intervention resource if teache 
not effectively utilized(10). At the 
time, Whittington and others have 3 
that faculty may be threatened by thi 
duction of a psychiatrist in the scho 
ting(12). 


Summary 


This comparison of psychiatric ¢@ 
tion programs in seven different see 
schools revealed marked different 
teacher orientations to the work of 
chiatrist, Analysis of interviews with 
ers and field work in the schools 
typology of three concepts of the | 
role, each with its own consistent set 
titudes toward psychiatric consultaf 
the school. We have called these ty 
teacher-guide, the teacher-friend, 
teacher-authority. The typology is 
ed to clarify some of the bases for € 
Tesponses to school guidance program 

Teachers are an integral part of 
dent’s life. Teachers do become 
with student problems and can eff 
Support or subvert the psychiatrist 


Amer. J. Psychiat. 125: 1, Ji 


EMILY MUMFORD 


with students in this setting. The psychiatrist 
who is able to mobilize positive feelings of 
teachers can gain an extremely powerful 
and effective ally for his work with students. 
Indeed, if he fails to meet expectations of 
the teacher-guides, who are potential sup- 
porters of his work, he may unwittingly set 
the stage for effective opposition. 

Norman M. Janzer, in a thoughtful dis- 
cussion of this paper, submitted the follow- 
ing comment: “I would like to add a fourth 
type of teacher . . . the ‘no-teacher.’. . . The 
importance of recognizing the ‘no-teacher’ is 
to save time. He doesn't last long." Holt 
and others have also written about the “no- 
teachers." Certainly the psychiatrist in a 
school can expect little help but much frus- 
tration from the person who fills a teaching 
position ‘for a while but never develops an 
acceptable concept of the professional 
role(7). 

It may be that the psychiatrist's work 
moves most effectively where he establishes 
a program that fits the orientations of the 
teachers who are most likely to support his 
work in the beginning—the teacher-guides. 
Through them he may be able to first dem- 
onstrate his usefulness and then to approach 
work with teacher-authorities and teacher- 
friends without doing violence to their con- 
ceptions of themselves as good teachers. 
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Problems In Phasing Out a Large Public Psychiatric Hospital 


BY ALEX STEWART, M.B., CH.B., D.P.M., H. G. LAFAVE, M.D., C.M., 1 
F. GRUNBERG, M.D., D,P.M., AND M. HERJANIC, M.D. 


The four community mental health centers 
now providing comprehensive services in 
southern Saskatchewan have contributed to 
a dramatic decline in the patient population 
of the state hospital at Weyburn, and there 
are strong indications that the hospital will 
be phased out in coming years. Results 
from two follow-up studies indicate that 
many former long-term patients are being 
managed adequately in the community. 
Community concern about the economic con- 
sequences of the hospital's decline has been 
partially alleviated by the conversion of va- 
cated hospital facilities into a vocational 
training school serving former patients as 
well as the local population. 


qu CONCEPT OF community mental 
health centers providing total service on 
a regional basis has been widely advocated 
(3, 8). Hospital psychiatrists disagree, how- 
ever, on whether these centers can take up 
all the functions of the traditional mental 
hospital. As Vail(12) has said, a dispute 
exists between the "mental hospital busters" 
and the “mental hospital savers.” 

In this paper we shall attempt to answer 
some of the questions raised, based on our 
experience in southern Saskatchewan, With 
service provided on a regional basis, it ap- 
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pears that the need for the Saskatchewan 
Hospital, Weyburn, a state-operated met 
hospital, may no longer exist. It is hoped 
that it can be phased out within a few yea, 

The administrative principles of the com 
munity-based program first set down by 
Lawson in 1957(5, 6) under the title of the 
Saskatchewan Plan are: 

I. The mentally ill should have the sane 
standard of care as the physically ill. 

2. Care for the mentally ill should b 
equally as available as care for the physically 
ill. 

3. The same continuity of care as is pr 
vided for the physically ill should be avit | 
able to the mentally ill (at home, as ot 
patients, day patients, or inpatients). 

4. The same individual continuity d 
treatment as the physically ill receive sh 
be accorded the mentally ill (the same p 
fessional personnel should attend the p" 
tient in all phases of his illness). 

5. Integration of psychiatric care 
general medical and surgical care sh k 
provided in order that the patient may 
treated as a whole person. 

6. Comprehensive care in his home ant 
should be provided to the mentally ill p 
tient as it is to the physically ill (n0 
should have to go to a distant hosp! 
cause of the length or severity of P 
ness). 


wit 


is il 


Present Program in 
Southern Saskatchewan 


It has been estimated that five nt 
health centers with a total bed cap 
250 could provide total care for 
million inhabitants of southern — 
wan. At present (in early 1967) tW9 “ii 
are in full operation and two are 1M vi 
operation. In one area, although t 
wide range of community services ? 
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no inpatient unit has yet been built. An ad- 
mission ward in the Saskatchewan Hospital, 
Weyburn, serves as an overflow unit for the 
two partial centers and for the area which 
has no psychiatric beds. 

The two centers in full operation were 
opened in 1963 and 1965 respectively. One 
utilizes 50 beds to serve a population of 
93,000. Its average daily census in 1964 
was 32.4, in 1965, 38.8, and in 1966, 38.9. 
The other has 52 beds for its population of 
126,000. Its average daily census in 1965 
was 34.9 and in 1966, 40. The latter center 
is on the grounds of the Saskatchewan Hos- 
pital and serves the adjacent district, which 
has an area of 30,000 square miles. In the 
year before these centers opened, 300 pa- 
tients were admitted to the Saskatchewan 
Hospital, Weyburn, from the region now 
served by the centers. No transfers from 
these centers to the hospital occurred from 
the time they opened until the end of 1966. 
During the years 1963 to 1966, 332 chronic 
patients were discharged to these areas and 
became the local center’s responsibility. 

The two community mental health centers 
in partial operation provide a full range of 
services. One has 35 beds to serve a popula- 
tion of 160,000, while the other has 25 beds 
for a population of 55,000. On rare oc- 
casions, therefore, the Saskatchewan Hos- 
pital, Weyburn, is called upon to provide 
inpatient service. When the patient recovers 
he is sent back to the referring mental health 
center. More and more patients are treated 
in the community and requests for overflow 
admissions have dropped sharply. In 1963 
the number of patients sent to the Saskat- 
chewan Hospital, Weyburn, from these two 
centers was 289; in 1964, 181; in 1965, 113; 
and in 1966, 65. The decline in admissions is 
all the more striking as there had been no 
increase in the number of inpatient beds. In 
addition 248 long-term patients were dis- 
charged between 1963 and 1966 to the area 
Served by the centers and became their re- 
sponsibility. 

Patients requiring admission from the re- 
maining area, which has no inpatient beds, 
are also sent to this hospital. The Saskatche- 
wan plan calls for the establishment of inpa- 
tient services in this region for its population 
of 70,000. One hundred and twenty-seven 
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patients were admitted from this area in 
1966. 


Reduction of Patient Population 


A full description of the program of the 
Saskatchewan Hospital, Weyburn, was given 
at the APA annual meeting in May 1966 
(11). The reduction in the population of 
this hospital—from 1478 in 1963 to 443 in 
1966 (see figures 1, 2, and 3)—-resulted 
from strict adherence to two principles: 

1. Community mental health centers pro- 
vide a wide range of treatment services to 
patients from their areas. When inpatient 
care is required, it is intensive and brief. 
The same treatment team provides aftercare. 
No patient is transferred for custodial care. 

2. In the mental hospital no new admis- 
sions are transferred to long-term wards so 
that the chronic population of the hospital 
can only decrease over time. 

With the chronic population thus limited, 
an intensive rehabilitation program, com- 
bined with discharge of geriatric patients to 
homes for the aged, returned 719 long- 
term patients to the community in the pe- 
riod from 1963 to 1966. 


FIGURE 1 
In-Hospital Census, December 31, 1957-December 31, 1966 
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FIGURE 2 An examination of the 360 long-term pa. 

First Admissions and Readmissions, 1957 to 1966 tients remaining in the hospital was made 

at the end of 1966. One hundred and thirty 

patients were chronic schizophrenics under 

65. Approximately 100 are responding to 

- treatment and were expected to be able to 

& Transtors* return to sheltered living accommodation in 

" the community. As recently as October 1963 
the hospital had 580 such patients. 

One hundred and fifty of the remaining 
230 patients are over 65. At examination 
about half were suitable for nursing homes, 
The others have serious physical problems 
and their prognosis for life is poor. The 
remaining 80 patients have a severe degree 
of mental retardation. Although separate 
services for the retarded have been avail- 
able in Saskatchewan since 1954, this small 
group continues to be cared for here because 
of the availability of staff and a surplus of 
space. 

Thus, at the end of 1966, a complete 
psychiatric service, excluding mental retarda- 
tion, for southern Saskatchewan was using 
under 450 beds for a population of half a 
million. This included beds in community 
mental health centers and short- and long- 
term beds in this hospital. The bed ratio was 
under one per 1,000. 


a First admissions 


ni: Examination of the Results 

Deaths and Discharges, 1957 to 1968 segue Frogram 

Three separate groups evaluated the 
Costes program up to 1966, and their findings at 
reviewed here. A research team under Dt 
M. Herjanic ! has recently completed a tW 
year follow-up study of 338 chronic p* 
tents? discharged during 1963 and 196 
(2, 4). For comparison the sample of 
was divided into two groups, those Over 6 
and those under 65 years of age. The average 
length of hospitalization of the 164 patients 
Over 65 years of age was 25 years, W it 
the average hospital stay for the 174 patients 
under 65 years of age was 13 years. of the 
total number 140 (two-fifths) were wome) 
while 198 were men. Three-fourths of 


m s 
i 


NUMBER OF PATENTS 


1Dr. Herjanic is now with the department o 
pan at Washington University, St. L^ 


2 5 : H [a 
2A chronic patient is defined as one x 
spent two years or more continuously in this 


1957 '58 ‘s9 '60 '61 G2 '63 '&4 "65 '66 
NS pital. 
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patients were diagnosed as suffering from 
schizophrenia. The average age at the time 
of discharge was 61 years. 

Two patients could not be traced and a 
further 15 were living outside the province. 
Comprehensive replies to letters of inquiry 
were received from 13 of these 15 patients 
or relatives, or both. Their replies were 
included in the evaluation wherever it was 
appropriate. 

Thirty-seven patients (11 percent) had 
died during the 24-month follow-up period. 
None of the patients committed suicide. 
Fifty-four (31 percent) of the patients un- 
der 65 were readmitted during the 24-month 
follow-up period, and 20 (12 percent) of 
the over-65 group were sent back to the 
hospital; in general, the time they spent there 
was short. Three-fourths of the patients who 
required readmission were readmitted during 
the first 12 months after discharge. 

Dr. Herjanic and his team found that most 
patients appeared satisfied and expressed 
their satisfaction with the community ar- 
rangements. There were a considerable num- 
ber who voiced a strong desire never to 
return to the hospital again. Similarly, the 
people who had to deal with former patients 
in everyday life appeared pleased with the 
Situation. There was, in addition, a remark- 
able concurrence of opinion between the in- 
formants and investigators on this point. It 
was also noted that much progress had been 
made by many patients previously labelled 
"beyond recall." The cost of services uti- 
lized, such as outpatient clinics and sheltered 
Workshops, is extremely difficult to estimate. 
lt is felt, however, that the cost must be 
far below the cost of hospitalization. 

A separate study(7) reviewing all 115 
consecutive discharges to an area adjacent 
to the hospital in 1965 was undertaken one 
year later. Since it was not possible to trace 
15 patients, results were given on a sample 
9f 100. Fifty-one patients in the group were 
men and 49 women. The total length of 
Stay of these patients during multiple admis- 
sions was calculated. Twenty-five of the pa- 
tients had been in the hospital for a total 
time of less than one month, 34 had stayed 
for more than one month but less than two 
Yeats, and the remaining 41 patients had 

en in the hospital for a total time of more 


Amer. J. Psychiat. 125: 1, July 1968 


than two years. Twenty-three of this latter 
group had been hospitalized for a total of 
more than ten years. 

Of the 100 patients, 55 were employed 
and self-sufficient at follow-up, Sixteen were 
employed below the minimum wage level of 
$1.25 per hour, and 29 were considered not 
to be gainfully employed. In this latter group 
one was in school, one was in jail, two were 
working in a sheltered workshop, and two 
had been readmitted to the hospital. Ten 
had been employed and were in the process 
of changing jobs, five were unemployed be- 
cause of their residual psychiatric handicap, 
and five were unemployed because of gross 
physical disability, A further three had re- 
tired after becoming eligible for old-age 
assistance in 1965. Of the total cohort of 
100, two were readmitted within a year of 
discharge. These two patients were from the 
group who had been in hospital longer than 
two years. 

When the population of the hospital 
began to drop rapidly, a great deal of com- 
munity concern was expressed about its fu- 
ture. This concern centered around one par- 
ticular issue—the standard of the homes in 
which former patients were living, Eventual- 
ly a delegation from the city of Weyburn 
met with the minister of health. Asa result an 
ad hoc committee on the resettlement of 
mental patients was set up, consisting of 
four private citizens from Weyburn together 
with an associate professor of psychiatry, a 
general practitioner, a representative of the 
Provincial Department of Social Welfare, 
and one from the Canadian Mental Health 
Association. 

In their final report(9) the committee 
members supported the philosophy of the 
program but were critical of some of the 
details of its implementation. They con- 
cluded: 


In general we would say that we were im- 
pressed by the obvious interest in, and good 
care given by doctors, nurses, social workers 
and housemothers to the discharged and board- 
ed-out patients. We were also impressed by the 
exciting possibilities of caring for the men- 
tally ill with minimal custodial care, and by the 
considerable degree of community tolerance 
shown towards these discharged patients. The 
apparent appreciation of the majority of pa- 
tients at being out of hospital was similarly 
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striking, as was the reiteration, on the part 
of landladies, that many of these patients had 
improved to a large degree as a result of their 
new environment. On the other hand, we were 
distressed by the variety of standards of care 
for these patients. 


They were also critical of the fact that not 
enough emphasis had been laid on telling 
the public about the program: 


Most importantly we felt that no real job of 
public relations had been done. Exciting, and 
in many ways beneficial, changes had been 
made in the care of psychiatric patients, but 
these were changes which required a great 
deal of tolerance and understanding from the 
community and all those coming into contact 
with the patients. 


The first two recommendations of the 
committee were: 


1. We recommend that the Saskatchewan 
Plan, based on a complete regionalization of 
psychiatric care in order to make psychiatric 
attention available locally, be fully and en- 
thusiastically endorsed by the Government of 
Saskatchewan, and that the government pro- 
ceed immediately to establish the necessary 
facilities and staff for the implementation of 
the program on a province-wide basis. 

2. We recommend that those responsible for 
the care of the mentally ill in the Province 
of Saskatchewan be commended and encour- 
aged. We have been impressed by the concern 
and dedication of all professionals involved. In 
particular, the staff of the Saskatchewan Hos- 
pital, Weyburn, have tackled a very difficult 
problem with imagination, courage and initia- 
tive. On the whole, when the magnitude of 
the problem is considered, it is remarkable 
how smoothly the program has worked despite 
obvious problems of adjustment amongst staff, 
patients, relatives and the community at large. 


The committee also Suggested that clearly 
defined standards for foster homes and train- 
ing programs for foster home operators be 
established. New standards for foster homes 
were introduced in the latter part of 1966 
(10) and are now in effect, A home for 
up to three patients is assessed by the social 
worker of the local mental health center. 
If the home meets the new standards with 
regard to space, recreational facilities, ven- 
tilation, furniture, and plumbing it can then 
be approved by the director of psychiatric 
services. Homes for four to six patients can 
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only be approved by the director after aj : 
official of the department of welfare and the 
assistant to the fire commissioner have rec. 
ommended that approval be given. The 
home in addition must be inspected every 
year by the assistant fire commissioner and 
a representative from the psychiatric services ' 
branch. Homes for seven or more patients 
must comply with the strict Housing and 
Special-Care Homes Act. 

The other recommendations of the com- 
mittee related to aftercare of the patient in 
the community and further research to es 
tablish which patients benefit from com- 
munity placement. 


Problems and Prejudices 


Although a community approach to psy- 
chiatric care seems clinically feasible, and 
although the results up to the end of 1966 
appeared to bear this out, nonetheless it 
became apparent in 1967 that other consid- 
erations had to be taken into account m 
phasing out a large mental hospital such a 
the one at Weyburn. Among these the fol 
lowing seemed most important: 


1. Local Economic Considerations 


As mentioned earlier, there was à great 
deal of concern locally when the population 
of the hospital began to drop rapidly. The 
Weyburn Hospital, like many state hospitals, 
is located in a relatively small communi 
which is dependent upon the hospital be 
roll for its economic stability. Anxiety on". 
part of hospital employees and local M 
nessmen was quite understandable, espere 
ly as no alternative was offered to a 
community. A partial solution to the 
concerns was the opening of a Mae 
School in the space which had become ti 
cant as a result of the decline, of the pat 
population. 

This was, however, an expedient res 
which came about largely through efforts | 
the hospital staff and as a result of dd 
public pressure. Unfortunately, the PT 


s 
sional and administrative staff of o 
chiatric services branch and the E gor 


were not successful in conveying to ity fot 

ernment and public the urgent neoe d 

long-range planning, so this solutio a 
f 
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only a palliative effect. Some employees re- 
mained apprehensive in spite of the fact 
that the tradesmen from the hospital were 
absorbed by the vocational school. The pres- 
ence of the mental health center offered local 
employment opportunities for many of the 
professionals, especially the psychiatric nurs- 
es, since they were becoming more and 
more involved in community care. In addi- 
tion, many others voluntarily located in 
other mental health centers as these expand- 
ed and offered challenges and promotional 
opportunities. However, lack of any com- 
mitment to a long-range plan by the govern- 
ment resulted in such arrangements being 
left almost entirely to local initiative. As a 
result, at times there was a great deal of un- 
certainty on the part of both administration 
and employees. This added unnecessary 
strains to a rapidly changing system. 


2. General Community Concerns 


At the local level, concern on the part of 
the business community and a few employ- 
ees was specific; it had economic overtones. 
The general acceptance of the program by 
the community at large was quite hearten- 
ing, however. 

Not unexpectedly, a key interest group 
and some individuals responded negatively. 
For example, some general practitioners re- 
sented a new admission policy which in- 
sisted that alternatives to hospitalization be 
explored, Some volunteers who had visited 
patients in the mental hospital for many 
years found it difficult to reorient their ac- 
tivities to community work. As they were 
active in the mental health association, the 
latter began to focus on the shortcomings 
of the program in a hypercritical manner. 
A tragic incident in the northern part of the 
Province in August 1967 in which a former 
short-term patient from the Saskatchewan 
Hospital, North Battleford, murdered an 
entire family, again focused attention on 
Issues that had not been completely re- 
Solved and crystallized the opinion of those 
M. Were in opposition to the program. This 
io to yet another examination of the phi- 

Sophy of the program. 


3; Central Budgetary and 
Ministrative Problems 


In 1964 the rapidly evolving program was 
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caught in the middle of an administrative 
changeover in the provincial government. A 
shift in priorities led to a major budgetary 
retrenchment in the psychiatric services pro- 
gram, made possible by a rapidly declining 
hospital population. The professional admin- 
istrators were unable to convince the new 
government of the necessity to greatly ex- 
pand community services and to redeploy 
staff and resources from institutional to com- 
munity services. Under these circumstances 
attempts to maintain the momentum of the 
program faltered. At the same time, the 
professional salaries paid by the province 
did not keep pace with those in other prov- 
inces and in the United States, The Frazier 
Report(1) comments on this point as fol- 
lows: 


The quality of psychiatric treatment is di- 
rectly dependent on the staff who conduct 
the treatment program, their numbers, their 
experience and their human qualities. 

It was in this area that we found the most 
serious problem. In our opinion the psychiat- 
ric services branch is in the midst of a per- 
sonnel crisis. Many staff people have already 
left the program and others are considering 
leaving. This problem is the most severe with 
psychiatrists, psychologists, and social workers, 
but it also involves psychiatric nurses and 
other categories. It should be stressed that 
Saskatchewan’s current, hard-won psychiatric 
care program, with emphasis on home place- 
ment, depends on a certain irreducible num- 
ber of field personnel to carry out, direct and 
supervise the program. If the available staff 
drops below this number, the whole system 
will break down, patients will have to be re- 
turned to large institutions, etc. Unfortunately 
it is possible to operate a large institution with 
sub-standard staff; the resulting conditions may 
be terrible but the entire operation is out of 
sight and may therefore be tolerated. 


These and other factors combined re- 
sulted in an exodus of some of the profes- 
sionals. In spite of these difficulties the 
program has maintained itself with minor set- 
backs. For example, in 1967, as a result of 
staff shortages and insufficient expansion of 
community services, it did become necessary 
for one patient to be transferred on a 
short-term basis from the Yorkton Psychiat- 
ric Center, Nine patients from the Weyburn 
Psychiatric Center were transferred to the 
mental hospital during the same period. 
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Prior to this time these two programs, from 
their inception in 1963 and 1965, respec- 
tively, had been able to offer total services 
to their communities without any transfers. 

The authors are convinced of the feasi- 
bility and desirability of phasing out the large 
mental hospitals in Saskatchewan by full 
implementation of the Saskatchewan plan. 
This calls for the development of total care 
mental health services based on eight re- 
gional psychiatric centers. The lesson to be 
learned from the Saskatchewan experience is 
that although a good community program 
can be operated at a cost in dollars and per- 
sonnel comparable to a good institution pro- 
gram, there are no financial savings to be 
realized by a shift to community care. 

To illustrate, the Frazier Report(1) 
states: “The province has gradually drifted 
into a situation in which it is trying to run a 
first-grade program on a second-rate bud- 
get, and this simply will not work.” 

The shift from institutional to community 
care requires the development of long-range 
plans that go beyond the scope of the psy- 
chiatric program and its administration. 
Again, the lesson of the Saskatchewan expe- 
rience reveals that such a shift involves eco- 
nomic and political considerations that must 
be resolved by government and the people 
it serves in cooperation with the professional 
staff. This requires firm decisions and a com- 
mitment by government at all levels as a 
precondition for program development. This 
problem is further compounded in Saskatch- 
ewan as the director of psychiatric services 
does not report directly to the minister of 
public health. The Frazier Report(1), in 
identifying this problem, stated: 


At the present time the psychiatric services 
branch is but one section of the Department 
of Public Health. Even though 2,000 of the 
3,000 employees of the department work in 
the branch, the head of the psychiatric pro- 
gram is placed in a subordinate level in the 
Organization, without direct access to the min- 
ister or other government officials. 

Since Saskatchewan is attempting to run a 
coordinated province-wide psychiatric program, 
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replacing the former system of separate ay > 
independent institutions, there now needs t 
be a stronger central office. 


In conclusion, it would seem that profe. 
sionals must acquire an ability to inten 
their programs to the public and to interay 
with government, and must see to it that pr 
grams are adequately administered. Prof. 
sional competency and conviction in oper- 
ating programs is not enough. 
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Sexual Guilt and Culturally Sanctioned Delusions in 
Liberia, West Africa 


BY RONALD M. WINTROB, M.D. 


It has been observed that the symptomatol- 
ogy considered to be characteristic of de- 
pression in Western cultures is rarely seen 
among tribal Africans. The two cases dis- 
cussed here involve young women of tribal 
background who showed initial depressive 
symptomatology which shifted rapidly to 
extreme agitation and paranoia. Their delu- 
sional systems, focused on fantasies of snakes 
‘and genii, are interpreted as culturally sanc- 
tioned ways of dealing with feelings of 
worthlessness and guilt. 


«| (ia PAPER emanates from the author's 
recently completed two years’ experience 
as the only psychiatrist in the West African 
republic of Liberia and director of its only 
psychiatric unit, the Catherine Mills Reha- 
bilitation Center. The subject was selected 
because of its relationship to the observa- 
tions made by a number of investigators 
that depressive disorders among sub-Sahara 
tribal Africans rarely include symptoms of 
self-accusation, feelings of worthlessness, de- 
lusions of guilt, and suicidal rumination(4). 
Recent clinical observations in Liberia have 
shown that although a considerable number 
of patients present initial symptoms con- 
Sistent with depression, these symptoms rap- 
idly become obscured by the development 
9f agitation and paranoid thinking. 


—_—_— 

Read at the 123rd annual meeting of the Ameri- 
can Psychiatric Association, Detroit, Mich., May 
8-12, 1967. 

Dr. Wintrob is with the section of transcultural 
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Mental Illness and its president, Dr. N. S. Kline, 
in ose support and stimulation have contributed 
h a essential way to the development of mental 
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In this paper two case examples involv- 
ing young women of tribal background are 
described. In both cases initial depressive 
symptomatology was present, but the condi- 
tion changed rapidly from depressive to 
paranoid symptomatology, with the elabo- 
ration of a delusional system focused on fan- 
tasies of snakes and genii. These delusions 
are identified as being consistent with cul- 
turally shared beliefs in witchcraft and its 
relation to mental illness. For this reason 
they are regarded as “culturally sanctioned” 
delusions. 

Material is presented to illustrate the psy- 
chological trauma that brings to the surface 
previously repressed feelings of worthless- 
ness and guilt arising from earlier unaccept- 
able sexual promiscuity. Consideration is 
directed toward possible factors underlying 
the dynamic shift of symptomatology and 
its implications in relation to the structuring 
of social relationships in the community. 
Finally, attention is drawn to the cross-cul- 
tural comparability and significance of the 
findings. 


Liberia, Its People, and 
Their Belief System 


Liberia is a country of about one million 
people just north of the equator on the west 
coast of Africa, It was the location selected 
for settlement in the mid-19th century by 
some 10,000 American slaves and free Ne- 
groes. The "settler" families, who identify 
themselves as *Americo-Liberians," form a 
small but controlling minority of the total 
population(2). 

The majority is composed of some 20 
tribes, among the most important of which 
are the coastal Kru, Bassa, and Vai, and the 
interior Kpelle, Loma, Mano, and Krahn. 
The great majority of the tribal population 
retains traditional value orientations, kin- 
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ship patterns, and subsistence economic 
structure based on cooperative agriculture 
or fishing. However, there has been some 
loosening of the traditional system of values 
and institutions under the impact of ac- 
celerating acculturation during the past 15 
years. Tribal authority is divided between 
chiefs and officials of secret societies. Secret 
societies continue to exercise profound and 
anxiety-provoking authority in a number of 
Liberian tribes. 

Basic to the belief system of most Li- 
berian tribes is the conviction that magical 
intervention is directly responsible for suc- 
cess or failure, health or illness(9). Illness, 
misfortune, and death are usually attributed 
to the effects of witchcraft—witchcraft often 
believed to have been perpetrated by a 

. close relative jealous of the achievements of 

the "victim." Anyone may be suspected of 
"making medicine." Interpersonal relation- 
Ships are consequently characterized by a 
high level of anxiety and suspiciousness. 

Dramatic forms of mental illness are rou- 
tinely attributed to witchcraft. Thought dis- 
order is usually expressed in terms of per- 
secution by: 1) “country devils” resembling 
figures of secret society rituals; 2) spirits, 
such as “genii” or “mammy water”; and 3) 
agents of witchcraft such as snakes(7, 8). 
These three types of persecutory figures are 
interchangeable in many cases. 

Given the value orientations, authority 
structure, and belief system I have outlined, 
it seems to follow that compliance with cul- 
tural norms is largely a function of fear of 
retaliation, and the agents of retaliation are 
conceived of in terms of secret societies 
and witchcraft. 

Of central relevance to the theme of this 
paper is a description of sexual norms. 
There are, of course, significant variations 
among tribes, but it can be roughly general- 
ized that in Liberia Sexuality, both premari- 
tal and postmarital, is not rin ed with 
hibitions. Some i , Rid 
I ns. premarital sexual experience 
is considered normal and acceptable and the 
child of an unmarried girl will -usually be 
raised by the grandmother. Repeated preg- 

nancies and marked promiscuity are con. 
demned, however, especially if such behavior 
involves nonmembers of the tribe. 

There are effective taboos prohibiting 


father-daughter and mother-son intercourse, 
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but these taboos do not generally extend to 
uncle-niece or aunt-nephew relationships. 
Polygamy is practiced by most tribes. When 
a man dies, his brother will be expected to 
assume responsibility for his family and 
may justifiably take the deceased man’s 
wives and grown daughters as his own wives, 

Gibbs has pointed out(3) that among 
the Kpelle adultery per se is not condemned, 
but opprobrium is attached to a woman's 
marked promiscuity or her refusal to ritually 
confess her lovers' names at rice planting 
time, thereby provoking the risk of crop 
failure and endangering her family's health. 
The Kpelle also believe that a woman's con- 
tinued unfaithfulness will bring bad luck to 
her husband in the form of repeated acci- 
dents. 

From this description of Liberian tribal 
beliefs and practices, one can understand 
the reluctance of people in Liberia to reveal 
information that might be used by potential 
enemies to witch them or harm them in 
other ways. Interpersonal conflicts tend to 
be denied and detailed information relating 


to intrapsychic conflict may be difficult to 
obtain, 


Reports 


Case 1. A Bassa woman in her mid-20s 
was admitted to the center in a state of agita- 
tion, with severely disorganized thinking and 
overactive, aggressive behavior. 

She was the younger of two siblings. Her 
parents died when she was a small child, fol- 
lowing which she and her older brother were 
shifted about from one relative to another. She 
never attended school. This young woman eX- 
perienced repeated rejections during her early 
adult years, beginning with her relationship 
with a man who was involved in a number of 
thefts for which he was eventually jailed. The 
Patient had wanted to leave him for a long 
time before his arrest but her older brother 
persuaded her to persist in the relationship. 
After the man was arrested, the patient quar- 
Teled bitterly with her brother, accusing him 
of wanting to ruin her life. 

During the subsequent two years she spent 
her time “bar-cruising,” living briefly and un- 
happily with several men. Eventually she met 
her present “husband,” who treated her well. 
But they both became increasingly disturbed 
by the patient’s inability to become pregnant. 
The relationship became steadily more 
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strained, and the “husband” eventually accused 
the patient of carrying on affairs with other 
men and of bringing him bad luck. He threat- 
ened to throw her out. 

About four weeks prior to admission, she 
began to experience fugue-like confusional 
states and episodes of irritability in which she 
would “just cuss the people out” who lived in 
the surrounding houses. She suspected that 
someone had witched her by putting “medi- 
cine” in her food “to spoil my belly.” 

Three days prior to admission she had sud- 
denly wakened following a dream in which a 
huge black snake wound around her body 
and was suffocating her. The next morning she 
thought she saw the same snake in the river, 
with its tail sticking up out of the water. The 
snake wound around her and ordered her to 
bring a human sacrifice. She replied that she 
had nobody she could offer and ran home in 
a panic. Thereafter she was confused and rest- 
less, complained of her eyes turning, of head- 
ache, and of “open mole” (fontanelle). Agita- 
tion increased rapidly. She would shout: “My 
heart want to jump out. Everything be turn- 
ing before my eyes. Snake be coming all 
around me. The people make me plenty crazy, 
oh!” She slept poorly, overturned furniture, 
dumped food on the floor, tore her clothes, and 
fought with anyone who tried to restrain her. 

In the hospital, despite her very repetitive 
and disorganized speech, the themes of self- 
devaluation and guilt over her life as a prosti- 
tute were evident. For example, she would 
repeatedly shout: “I do plenty bad things, oh! 
I be sidewalk girl. But they spoil my belly.” 
Despite heavy doses of oral and intramuscular 
phenothiazines (chlorpromazine and levome- 
promazine), she continued to be very agitated 
for several weeks, sometimes smearing herself 
and her room with feces, throwing her food 
on the floor, fighting with anyone who ap- 
proached her. 

When her condition cleared she at first 
denied any sort of psychological problems 
which might have contributed to her becoming 
psychotic. She attributed her illness to a “genie 
going behind me” in the form of a black snake, 
causing her to feel “like pepper in my eyes, 
crawling all through my brain," and creating a 
similar sensation in her abdomen. 

However, she was eventually able to discuss 
her feelings of loneliness and remorse about 
her past life, She felt that her inability to con- 
ceive was responsible for her being unable to 
keep a boyfriend and consequently to get 
married, She described steadily increasing feel- 
ings of loneliness and emptiness for more than 
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a year prior to admission. She had often felt 
like crying but had been unable to do so. 


Case 2. The second patient was a 14-year- 
old physically precocious Kpelle girl, admitted 
after an episode of marked confusion and agi- 
tation occurring suddenly and dramatically 
while the patient was attending classes at a mis- 
sion school. 

Two months prior to admission this girl 
had undergone surgery for the first time in her 
life for acute appendicitis. She had felt that 
*When I saw the doctor all dressed up in that 
white gown and cap, and even his mouth 
covered, I said to myself, Lord, I know this is 
the end of my life." However, she made a 
good recovery and returned to the mission two 
weeks later. At the mission she was noted to 
be withdrawn and irritable; she would some- 
times break off conversation with friends for 
no apparent reason and run crying to her 
room. Three weeks prior to admission, she 
experienced a sudden "strange feeling" in her 
body. Then, she said: “My head hurt and my 
eyes turned in." She ran out of the classroom 
yelling that a man was calling her to go to the 
river. She struggled vigorously with several 
classmates who had followed her and tried to 
drag her out of the water. After this episode 
she stayed in her room for several days and 
then resumed classes. She seemed withdrawn 
and had little appetite but showed no other ab- 
normal behavior or speech. 

A few hours prior to admission she had an 
acute exacerbation of symptoms. She fell to 
the floor; then, flailing her arms and shouting, 
she burst out of the classroom and ran toward 
the river. She said that “A man was calling 
me, but it may have been a snake." 

During the admission interview she re- 
marked that when she had reached the river 
she saw a man there who began to fight with 
her. The next thing she remembered was that 
"everything went black." She described night- 
mares during the preceding week of strange- 
looking men following her and ordering her to 
throw herself in the river. 

She complained of headache and nausea, 
felt weak and tired. She moved and spoke slow- 
ly, with manneristic shrugging movements of 
the shoulders. As for the cause of her "spells," 
she said that “a genie is humbugging me too 
much and wants to make me crazy." 

In the hospital she slept poorly, was with- 
drawn, and had repeated nightmares and hyp- 
nogogic illusions. She seemed sad and cried at 
times. She described one hypnogogic experience 
as "something dark coming through the door- 
way toward me. It made me feel weak. The 
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thing came to my bed and it looked like it 
tugged at the bedspread. I didn’t talk to it. 
Then it moved away.” She was very frightened 
and felt that this “genie” was the spirit of a 
dead patient, but could not explain why it 
should be bothering her. 

The patient was the fifth child of one of the 
six wives of a town chief of the Kpelle tribe in 
central Liberia. Only one sibling is living. The 
two siblings born before her were twins who 
died in infancy. She spoke of a seven-year-old 
brother who had died several years earlier of 
“witchcraft.” “They gave him bad food in his 
dream and he died. Our mother did it.” 

When she was eight years old she was sent to 
a large town to attend school and stayed with 
a distant relative. She got along very well in 
school and made friends easily. At age 12 she 
began to associate with a group of girls who 
tended toward delinquent behavior. One night 
when she returned home very late, her guard- 
ian became furious and put her out. She 
stayed with a friend, became increasingly de- 
linquent, and was finally arrested along with 
seyen other young teen-age girls on charges of 
petty theft and prostitution. In reaction to the 
community outcry at the very young age of 
these girls, a committee of guardians was or- 

ganized. The committee arranged the pa- 
tient’s enrollment at the mission school. 


Discussion 


In order to clarify the sociocultural and 
psychodynamic significance of the clinical 
data, I will focus on three interrelated ques- 
tions: 1) What is meant by guilt and sexual 
guilt in Liberia? 2) What societal function 
is served by the elaboration of “culturally 
sanctioned” delusions? and 3) What might 


be the psychodynamic significance of those 
delusions? 


Guilt and Sexual Guilt in Liberia 


In an effort to synthesize anthropologi 
and psychoanalytic concepts A Nah 
shame and guilt, Weidman stated(6): “We 
now assume that cultural values must be in- 
ternalized to give coherence and meaning to 
social interaction and to provide motivation 
for role performance which insures the de- 
gree of stability necessary for maintenance 
of the social system.” Transgression of in- 
ternalized cultural values will provoke guilt, 
Drawing on material of “depressed” and 
“paranoidal” families in Boston and in Bur- 
ma, Weidman contended that the Burmese 


1130] 


SEXUAL GUILT AND DELUSIONS IN LIBEj 


as a cultural group, in common with “pay 
noidal" Bostonians, conceptualize the im 
vidual as the recipient of action rather th 
the initiator of action, and therefore dom 
feel responsible for events which aff 
them. In such a culture, guilt generated] 
transgression of cultural imperatives “my 
be denied in the immediate situation whi 
is fraught with potentialities for great phy 
cal harm to the self.” 

In Liberia, as in Burma, feelings of gi 
tend to be repressed and denied except. 
der circumstances of ritualized confessi 
such as Gibbs describes for the Kpelle. 

The patients under study identify then 
selves within the tribal framework. Throw 
their real or imagined indiscriminate pm 
miscuity they have transgressed the limits 
culturally approved sexual behavior. Q 
would expect, then, that sexual guilt wo 
become manifest in the sense of disappro 
of the self for failure to comply with int 
nalized norms or approved sexual behavk 
That sexual guilt and feelings of worthles 
ness are not consciously felt and expresst 
is explained by the operation of repressit 
and denial, given the cultural context 
external reality being conceived of as U 
predictable, nonsupportive, and potential 
dangerous to the individual. But these meg 
anisms are insufficient to maintain effecti! 
ego function in the patients cited when ti 
underlying conflict is reactivated—by 
threat of rejection by the “husband” in tl 
case of the Bassa woman, and by the fei 
of dying under surgery in the case of É 
Kpelle girl. 


The Function of Culturally Sanctioned Di 
lusions 


The sharp increase in anxiety associate 
with the threat of rejection and the feat) 
dying might lead one to expect that den 
and repression would be insufficient to BF 
the underlying conflict from consciousm 
and that sexual guilt and feelings of wort 
lessness would become manifest. What de 
in fact happen is an elaboration of a ne 
of delusions of persecution by malevole 
spirits called genii, which are attributed” 
the effects of witchcraft. The Bassa womé 


Amer. J. Psychiat. 125: 1, July 


RONALD M. WINTROB 


about persecution by witchcraft agents may 
be seen as “culturally sanctioned” delu- 
sions which serve two purposes. 

The first of these is projection of superego 
censures. In an environment conceived of as 
potentially dangerous, feelings of guilt will 
probably not be openly expressed. Instead, 
there will be a tendency to externalize puni- 
tive authority. From the individual’s point 
of view, this might be paraphrased as fol- 
lows: “It is not I who have done wrong, it 
is they who have done wrong to me, and 
they are responsible for what I have done.” 

The superego censure is at first framed in 
terms of other people. But in view of the 
danger of making accusations of witchcraft, 
it is rapidly transformed to reflect cultural- 
ly shared beliefs in possession by spirits 
activated by witchcraft practices. This in 
turn might be paraphrased as: “It is not I 
who have done wrong, it is the malevolent 
spirits some jealous people have caused to 
affect me which control my actions, and I 
am not responsible for what I have done.” 
This transformation is usually activated by 
a frightening dream of persecution by ma- 
levolent “genii,” which is acted upon as 
though it were external reality. 

The second purpose of "culturally sanc- 
tioned" delusions is the displacement of ag- 
gressive impulses, the open expression of 
which would severely jeopardize the indi- 
vidual’s acceptance by his community. All 
people attempt to "explain" disturbed men- 
tal functioning( 1). Witchcraft beliefs provide 
one type of explanation. The patients’ be- 
liefs that they have been witched and are 
possessed by malevolent spirits correspond 
with beliefs shared by the community. These 
shared beliefs have considerable value in 
restoring supportive interpersonal relation- 
ships around the witchcraft “victim,” whose 
disturbed mental functioning thereby as- 
sumes a clear meaning. 

In this sense, the culturally shared “ex- 
planation” of witchcraft represents a collec- 
tive mechanism for reducing anxiety(5). 
From the viewpoint of the patient, the 
witchcraft “explanation” can be concep- 
tualized as a culturally sanctioned delusional 
system. Support for the “witchcraft victim” 
is encouraged by the displacement of. ag- 
gressive impulses from the primary objects 
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of the emotional environment, such as par- 
ents or husband, onto culturally identifiable 
but impersonal witchcraft agents. As a re- 
sult, the “victim’s” accustomed roles in the 
community can be readily resumed once 
the offending spirits have been dealt with ac- 
cording to prescribed rituals. 


The Psychodynamic Significance of Cultur- 
ally Sanctioned Delusions 


I have attempted to outline the pertinent 
concepts relating to guilt and sexual guilt in 
Liberia, and the mechanisms of denial and 
repression in defending against superego 
pressures resulting from transgression of in- 
ternalized norms of sexual behavior. I have 
described the psychic stresses that reactivat- 
ed repressed conflicts over real or imagined 
sexual transgressions and brought into op- 
eration culturally sanctioned mechanisms 
for the projection of superego censures and 
the displacement of aggressive impulses 
which threaten the individual’s acceptance 
by his community. I have touched on the 
restorative function of culturally sanctioned 
delusions for the individual and his com- 
munity. In this concluding section, I will 
present some speculations about the sym- 
bolic significance of culturally sanctioned 
delusions. 

The Bassa patient freely admitted that 
she had been a “bar cruiser,” but denied 
any connection between her barrenness and 
her indiscriminate sexual promiscuity. Feel- 
ings of guilt about transgression of cultural 
norms of sexual behavior were likewise de- 
nied and repressed. But she was conscious 
of her imminent rejection by her "hus- 
band." Aggressive impulses toward the "hus- 
band” were aroused in response to her feel- 
ings of being rejected, and these aggressive 
impulses engendered feelings of guilt and the 
fear of retaliation. This complex of feelings 
in relation to the threat of rejection by her 
“husband” reactivated earlier feelings of 
guilt and fears of punishment related to 
sexual misconduct. 

Denial and repression were insufficient to 
cope with both the new and revived con- 
flicts, and feelings of guilt gave rise to de- 
pression, which she attempted to ward off 
by projection. Aggressive impulses and fears 
of retaliation were first projected onto her 
neighbors, whom she accused of trying “to 
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spoil her belly.” She then developed per- 
secutory ideas which focused her fears of 
retaliation on supernatural witchcraft agents 
rather than on husband and community. 
Then she felt that a snake was choking her 
into unconsciousness. She attempted to es- 
cape punishment by fantasied acts of repara- 
tion, such as sacrifice, but this failed and 
nonprojected aggressiveness was acted out 
in a confused way. Massive ego regression 
followed. The culturally sanctioned delu- 
sions in this case appeared to be primarily 
superego delusions. 

In the case of the young Kpelle girl, it 
seems possible that she had been delinquent 
but not necessarily sexually promiscuous, 
and that her contravention of cultural taboos 
of sexual behavior may have been fantasied 
rather than real. It is notable that her fears 
of dying under surgery related directly to 
her alarm about the surgeon’s appearance. 
Her description of him bears a striking re- 
semblance to the appearance of individuals 
involved in initiation rituals of the Sande se- 
cret society for women with which this girl 
was familiar, In these rituals, initiates and 
officials are completely covered with white 
chalk, 

The clinical picture in her case involved 
repeated attempts at “seduction” of the pa- 
tient by the interchangeable figures of 
snakes, genii, and men. They called her to 
the river and tried to overwhelm her, until 
finally "everything went black" or “some- 
thing dark" came over her. She felt that she 
had contravened sexual norms, which in 
turn aroused in her feelings of guilt and 
fears of retaliation. These were repressed 
and denied. The conflict was revived by 
the experience of Surgery, and it seems like- 
ly that her conceptualization of the experi- 
ence involved fantasies of sexual seduction 
às well as fears of punishment. The punish- 
ment for her unacceptable sexual impulses 
was expressed by her as the fear of death, 
Roues well include an accompanying 

y genital mutilation. She attempted 
to project feelings of self-accusation and 
fears of retaliation onto the supernatural 
assailants, but at the same time attempting 
to project her own sexual impulses. Thus 
the culturally sanctioned. delusions in this 
case can be seen as a fusion of Superego and 
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id delusions. This might be paraphrased as: 
“J have no sexual desires. It is the man, the 
snake, and the genie who are evil. They 
are after me and they have intentions on 
me." . 
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DISCUSSION 


ARI Kiev, M.D. (New York, N. Y.).—Dr- 
Wintrob's paper raises the issue of a lower mM- 
cidence and prevalence of depression in Africa 
and other developing societies and offers pos- 
sible explanations for this lower rate. He notes 
that depression is rare in Africa and suggests 
as an explanation for this the idea that indi- 
viduals deal with their sense of guilt through 
projection rather than through introjection an 
depression. ; 

In that culture there are strong beliefs 1 
Witchcraft and spirits; where anxiety and suse 
Piciousness characterize interpersonal relation” 
Ships, the early symptoms of depression, SUC 
as withdrawal, feelings of devaluation, and Til 
9f interest, are not identified with illness UP a 
anxiety dreams of hypochondriacal complai" 
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connected with fantasies of poisoning by 
witchcraft make their appearance. This pro- 
duces a picture of paranoid excitement rather 
than depression. The patient's use of culturally 
accepted projection models permits the group 
to accept him and reduces his feelings of being 
rejected. This calls to mind Linton's notion of 
patterns of misconduct(8) and Devereux’s 
idea of culturally defined ways of "going 
crazy" (3). 

Wintrob's observations of a low rate of de- 
pressive disorders in Africa are in accord with 
those of most other observers, although a num- 
ber of reports presented at the First Pan- 
African Psychiatric Conference in Abeokuta, 
Nigeria in 1961 (Gillis, Collis, Collomb, 
Zwingelstein and Asuni[5]) suggested that de- 
pression, while still uncommon, was more 
common than had previously been considered 
by Laubscher(6), Carothers(1), Tooth(9), 
and others who had worked in Africa at an 
earlier time. 

Regarding the infrequency of identified cases 
of depression, I am in complete agreement 
with Wintrob that this does not necessarily re- 
flect the incidence of this disorder in the 
Societies studied but is more reflective of a 
variety of cultural and situational factors 
which make psychiatry on that continent as 
difficult as it is. 

One factor is certainly diagnosis. The psy- 
chopathological picture of depression among 
Africans, as Wintrob’s own descriptions sug- 
gest, occurs without delusions of sinfulness, 
excessive guilt and self-castigation, and little 
inclination toward suicide. It may be, however, 
that these symptoms are secondary to the de- 
pressive symptoms of malaise and apathy and 
that they are more likely to occur in West- 
erners who are greatly troubled by reductions 
in work capacity. 

Another factor can be found among the 
Yoruba in Nigeria, who Leighton found did 
not even have a word for depression(7). When 
individual symptoms, such as crying spells, 
feeling blue, loss of appetite, and early morn- 
Ing awakening, were described and asked about 
in his recent survey there, they were recog- 
nized by the Yoruba. However, the whole 
constellation of symptoms which we group and 
label as depression do not form a syndrome in 
their minds. 

_ Further complicating matters is the fact that 
it is very difficult to differentiate those who 
are depressed from those who are undernour- 
ished or who are suffering from parasitic in- 
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festations, as has been shown by Collis in his 
recent study of physical health and psychiatric 
disorder in Nigeria(2). Another explanation 
for the seemingly low rate is simply that 
people who are depressed do not create as 
much difficulty for the community as those 
who are more disturbed, and in the absence of 
sufficient facilities are less likely to be brought 
for treatment. An interesting variation of this 
has been suggested by Field’s studies in 
Ghana(4). People who became depressed by 
and large did not seek treatment because they 
believed themselves to be witches. When the 
depressed believe they are bewitched—as in 
Liberia—they are also not likely to show up 
for treatment. 

I would be very much interested in knowing 
about the interplay of some of these factors in 
Liberia, particularly the problems of differen- 
tiating the physical disorders from psychiatric 
disorders and the utilization made of native 
treatment resources. 
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Further Training in Psychotherapy 


qu YEARS of residency certainly prepares the young physician 
for a psychiatric career. If he adds two more years of practice and 
study and passes the American Board, he is a qualified specialist. 
This is to the good, as far as a practice of general psychiatry is con- 
cerned. It implies an adequate knowledge of diagnosis, methods of 
disposal, and general treatment of psychiatric conditions. General 
treatment in psychiatry includes relieving symptoms with physical or 
psychological methods, helping to solve crises, and making sugges- 
tions about environmental improvements, in addition to being aware 
of the legal significance of certain situations. However, it is more than 
doubtful that training aimed at preparing for general psychiatry is 
adequate for certain specific areas of psychiatric work. Child psychi- 
atry is already recognized by the American Board of Psychiatry and 
Neurology as a subspecialty separate from general psychiatry. 
Psychotherapy (and I am including in this category all its forms, 
from direct psychotherapy to classic psychoanalysis) constitutes 
roughly 75 percent of the work of private psychiatrists in big urban 
centers and 50 percent in other locations. We must squarely face the 
fact that after three years of residency the young psychiatrist is not 
adequately prepared to cope with the complex problems of prolonged 
psychotherapy. Only a small minority of residents today continue 
their training after the three years are completed. It is inadvisable to 
suggest that the training of psychotherapy (or psychoanalytic ther- 
apy) be increased during the residency. The resident is already over- 
worked. He must enlarge the knowledge of neuroanatomy and neuro- 
physiology that he acquired in medical school, and he must be able 
to acquire the vast theoretical and clinical knowledge of psychiatry. 
Most probably he will have no opportunity to apply all of what he 
learns, The average psychiatrist, even if he has a busy private practice, 
may never see such conditions as Alzheimer's disease, Pick's disease 
or the Ganser syndrome, Nevertheless, it is mandatory that he know 
of their existence and that he be ready to recognize them. The clinical 
and didactic work of the resident cannot be cut. The complexities and 
puances of psychotherapy must be learned in addition and require 
additional time. Additional time is also necessary to enlarge the men- 
vee ies person with a typical medical background. 
in HG residents have had an adequate humanistic education 
In college. We generally find that at the end of the residency the ma- 
jority of our trainees, while up to date in their knowledge of the bio- 
logical nature of man, are quite unsophisticated about the humanistic 
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X and psychological aspects of being human—aspects which are of vital 
importance to the practice of psychotherapy. 

Organized medical education is not prepared now to shorten the 
medical training of the would-be psychiatrist or to change his curricu- 
lum. Perhaps easier to implement would be a reduction of the general 
internship of the future psychiatrist to a six-month period. 

3 Things being as they are, there is no doubt that the young psychia- 
| trist who has completed his residency must devote a few more years 
to the study of psychotherapy. This training today generally takes 
place in the few psychoanalytic institutes of various orientations and 
the even fewer schools of psychotherapy. More schools and better or- 
ganizations are needed. Also, the different theoretical orientations do 
not permit the establishment of standard training. 
" It is to be hoped that an American Board of Psychotherapy will be 
M organized and that candidates can be admitted to the examination two 
| years after having passed the more general American Board of Psy- 
chiatry and Neurology. The board of psychotherapy could be divided 
into three sections: an American Board in Classic Psychoanalysis, to 
be organized perhaps under the aegis of the American Psychoanalytic 
n Association; and American Board of Neo-Freudian Psychoanalysis, 
+ to be organized perhaps under the aegis of the American Academy of 
: Psychoanalysis; and an American Board of Eclectic Psychotherapy. 
The candidate should be allowed to take one of these three examina- 
tions in accordance with his training and preference. 

These proposals may meet the objection that too long a period of 
training would be required of the young psychiatrist. Many people 
today are of the opinion that physicians should be allowed to matricu- 
late in a psychotherapeutic or psychoanalytic school during the years 
of psychiatric residency. They would attend classes and supervision in 
the evening hours. This compromise would be regrettable, especially 
if it were not limited to the third year of residence. It is difficult to 
see how the already heavily burdened resident can assume the new 
responsibility of treatment for himself, supervision, classes, intense 
reading, and studying. 

Sitvano AniETI, M.D. 


Continuing Education for Psychiatrists 


N APA TASK FORCE which studied the area of postgraduate educa- 
tion of psychiatrists in 1966-67 carried out a survey of con- 
tinuing education courses for psychiatrists already in existence in this 
country. Of the 1,847 institutions which replied to the questionnaire, 
only 51 were found to be course sponsors, presenting à total of only 
73 courses, Further documentation of the = of uxo in this ir 
of education appeared in the AMA’s annual report of courses o! 
continuing end for psychiatrists for 1967-68. ot the 333 
courses listed. in psychiatry, only 66 were for "specialists" (pre- 
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sumably including psychiatrists), while 48 were for physicians in 
general and 215 were open to generalists and specialists. 

These results confirmed the paucity of programs of continuing 
education for graduate psychiatrists and emphasized the urgent need 
for courses and the importance of undertaking active work in en- 
couraging and helping to develop such programs. 

Consequently, upon recommendation of the APA task force, the 
Office of Continuing Education for Psychiatrists was established at 
APA headquarters on July 1, 1967, with the aid of a three-year 
grant from the National Institute of Mental Health. In September 
1967 I was appointed director of this office. The task force at its last 
meeting in November 1967 recommended that it be discharged as 
having completed its mission. It has since been replaced by a small 
group of consultants especially interested in continuing education. 
This group met with the director in February 1968 for discussion 
and planning of the activities of the office. 

Out of the consultants’ meeting came concurrence on recommend- 
ing two specific proposals for action. The first is that a psychiatric 
self-assessment program for psychiatrists be undertaken by the 
APA, following the recent example of the American College of 
Physicians’ medical knowledge self-assessment program. The second 
is that there be a survey of a representative APA district branch to 
gather information about the practice habits of the members of the 
branch and their expressed need for continuing education. Such a 
survey would follow the systematic approach made in the AMA's 
Utah study of medical practitioners’ view of continuing education. 

As part of my initial exploration of the projects, I have conferred 
with the executive director of the ACP, the director of the National 
Board of Medical Examiners, and the director of the Center for 
Study of Medical Education at the University of Illinois College of 
Medicine about developing a psychiatric knowledge self-assessment 
program. I have also visited the Illinois Psychiatric Society (the 
Illinois District Branch) and have received assurance of the branch's 
active interest and desire to collaborate, as evidenced by the appoint- 
ment of a special committee for the purpose. One of the consultants to 
the Office of Continuing Education for Psychiatrists is exploring the 
willingness of the Pittsburgh Psychiatric Society to collaborate in 
such a survey. 

M nem pus will enable each member of the APA 
duit Ret bc: s T to discover the areas in which he re- 
individual HIST IIR d m pan, Dwa i 
bathe ail knoe Hie! in complete privacy. No one 
there, will «o ie n and the Pittsburgh area psychiatrists, 

opment of continuing education programs 


in each of the APA districts desi 
WEE E igned to meet both felt and unrec- 
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BRIEF COMMUNICATIONS 


Forewarnings of Illness: Predictions and 
Premonitions in Cancer Patients 


BY JOHN R. LION, 


One hundred patients in a tumor clinic were 
asked if they had experienced forewarnings 
of their illness. Thirteen responded posi- 
tively. Two said they had been “cursed,” 
four had premonitions, and seven had 
been told by others they would develop 
this illness. Only five of the 13 considered 
the possibility of a direct relationship be- 
tween the forecast and the illness. 


m INVESTIGATION began as part of a 
study of factors accounting for patient 
delay in consulting a physician for the first 
sign or symptom of cancer. First, we were 
interested in determining the incidence of 
premonitions and predictions as part of the 
early symptomatology of cancer. Second, we 
wanted to learn if these forewarnings had 
any significance in the emotional reaction of 
the patient to his illness. A series of ques- 
tions was set up to gather data on these two 
points. 


Dr. Lion is a research fellow in psychiatry, 
Harvard Medical School, 25 Shattuck Street, Bos- 
ton, Mass. 02115, and Hall Mercer Hospital, Mas- 
sachusetts General Hospital Division, Boston. Dr. 
Hackett is clinical associate in psychiatry, Harvard 
Medical School, and associate psychiatrist, Hall 
Mercer Hospital. 


M.D., AND THOMAS P. HACKETT, M.D. 


Although our small survey yielded little 
to suggest that forecasts of any kind had 
direct bearing on the course of neoplastic 
disease, two unexpected findings encour- 
aged us to develop the data. The substantial 
number of patients who gave a history of 
predictive statements or premonitions came 
as a surprise. Also, the manner in which 
these patients responded to the forewarning 
was equally perplexing. 


Methods 


One hundred tumor clinic outpatients 
were interviewed by means of a question- 
naire which is reproduced in part below. 
Patients were selected on a random basis as 
they entered the clinic; inability to speak 
English was the only reason for excluding 
them. None was psychotic and none dis- 
played any bizarre behavior, Interviews were 
conducted in a vestibule which offered rea- 
sonable privacy. The interviewer presented 
himself as being interested in certain aspects 
of the patient's illness about which little was 
known. To exemplify this, we used the con- 
cept of "hunch" in the following way: 
“Sometimes people get an idea that some- 
thing is going to happen to them like good 
luck or bad luck. It occasionally turns out 
that this is correct. The same thing may hold 


This section includes articles which are usu 
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sponsibility), ts, historical notes, and othe 
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ally, although not always, less lengthy than the 
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true with illness.” We then asked a series of 
questions of which the following are repre- 
sentative: 


1. Did anything ever happen in the past, 
either recently or many years ago, to make 
you think someday you might be ill? 

2. Did you ever feel, before your illness, 
that bad luck was coming? 

3. Did you ever dream that you were ill? 

4. Did you ever have any strong hunch 
that you might get ill? 

5. Did anyone ever predict or tell you 
that you would get sick some day? 


Patients who responded positively were 
then interviewed more thoroughly. Vaguely 
remembered and nonspecific prophecies 
were excluded, To be included, the predic- 
tion had to apply to the patient's particular 
illness. 


Results 


Thirteen patients gave evidence that pre- 
dictions, premonitions, and “curses” had 
been part of the background of their ill- 
ness; data concerning these are presented in 
table 1. One patient had been cursed by a 
fortune teller, a second by his wife; both 
denied they were affected by this in any way. 
Four patients had a premonition of illness 
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that caused them to persist in seeking medi- 
cal help, in spite of their doctors’ objections, 
until a proper diagnosis was made. Three of 
the patients who had premonitions claimed 
to possess predictive power of a limited sort 
and felt there was nothing different about 
this hunch than others they had experienced. 
None of the four spoke of his premonition 
in a dramatic way but rather as a quiet 
conviction. All four believed the premoni- 
tion had something to do with the illness but 
did not specify the role. 

Seven patients reported that predictions 
had been made that they would develop 
their present illness. One (case 2) felt there 
might be a connection but described her 
attitude only as maintaining an “open mind.” 
The others attributed no significance to the 
prediction other than coincidence. Of the 
13, only five believed that a direct relation- 
ship might exist between the forecast and 
their illness, and none of them insisted that 
such was the case. 

Despite the lapse in time between the 
prediction or premonition and the onset of 
illness, and regardless of whether it was 
taken seriously, each of the 13 patients re- 
called the incident of forecast swiftly and 
with unusual clarity. 

Only two patients out of 100 admitted 
to having dreams, and these were entirely 


TABLE 1 
Data Concerning Evidence of Predictions, Premonitions, and Curses, 13 Patients 


INTERVAL BETWEEN BELIEF IN 


PATIENT AGE SEX SITE OF CANCER EVENT EVENT AND DISEASE RELATIONSHIP 
bs 5 : en node Curse by fortune teller 8 years None 
i sf : vedo Prediction by spiritualist 7 years Perhaps 
ii i Á yam and larynx — Prediction by fortune teller 30 years None 
ii is : i node Curse by wife 1 year None 
E i i iig Premonition 2 years” Perhaps 
be » s i Premonition 1 year Perhaps 
ur js à s: Prediction by father 1 year None 
ion T F * lon Premonition 1% years Perhaps 
i : i sab Prediction by friend 3 months None 
id " : "i e Prediction by friend 10 years None 
ir ts : $ Premonition 6 years Perhaps 
"n A : ae Prediction by friend 15 years None 
Prediction by nurse 5 years None 
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unrelated to their illness. There were no pa- 
tients who experienced the type of premor- 
bid anxiety described by Beigler(1). 


Case Reports 


Case 1. W. D. is an intelligent 29-year-old 
college graduate with Hodgkin’s disease. One 
summer ten years ago the patient had gone to 
Coney Island with a group of friends and 
watched a fortune teller make predictions to 
various people gathered around her. The pa- 
tient turned to his companions and in a rather 
loud voice stated that all this was nonsense. 
His remark was overheard by the woman, who 
summoned the patient to the stage. He refused 
and began to walk away. At this point the 
fortune teller angrily called after him: “Evil 
will befall you—you will see an illness that 
will change your ways and your life will be 
shot.” The patient further stated that he was 
told that the illness would occur in ten years. 

Although he joked about this incident with 
his friends on the day it occurred, the patient 


. denied ever thinking about it until some eight 


years later, when he discovered a swelling on 
his neck which proved to be an indication of 
Hodgkin’s disease. Since the diagnosis was 
made his life has drastically changed. He 
broke his engagement, began to gamble heav- 
ily, and lost all interest in athletics, which had 
previously been an important part of his life. 
Despite these major alterations, the patient 
denied any belief in superstition and attributed 
no significance to the fortune teller’s threat 
other than to find it humorous. 


Case 2. F. W. is a retired 65-year-old cus- 
todian who readily admitted to reading his 
own horoscope and attending spiritualist meet- 
ings. At one of the latter he was told by a 
woman “seer” that he would develop an ill- 
ness requiring medical attention within two 
years. About six months later he fractured his 
ankle and was in the hospital for 12 weeks. He 
remembered looking upon this illness as the 
fulfillment of her prediction. However, a year 
later he developed persistent hoarseness which 
was soon diagnosed as laryngeal cancer. He 
maintains an open mind now about whether 
the fracture or the carcinoma had been fore- 
told by the spiritualist, but recalls that when 
hospitalized for the fracture, he found it re- 
markable that she had been correct. É 

It is worth mentioning that he considers 
himself “lucky” and believes that he has 
gained more from augury than he has lost. For 
example, his marriage was predicted by a tea- 
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leaf reader, as was his success in business. 
Consequently, the fact that he had been told 
nothing of death or disability in the forecast 
was substantially reassuring in that it meant 
recovery to him, no matter how serious the 
health problem. / 


Case 3. L. B. is a 60-year-old woman with 
many medical problems. When she was 20 
years old a fortune teller. predicted she would 
not live past her 60th year. Around the age of 
50 in 1957, the patient began to experience 
weight loss and was subsequently found to 
have a cervical cancer. First she was treated 
with radiation but required a pelvic exentera- 
tion procedure which was carried out in 1959. 

That same year the patient underwent a 
nephrostomy, a sigmoid colostomy, and an 
ileal. loop colostomy and revision, A renal 
calculus was also discovered. In 1961 another 
colostomy revision was necessary due to ste- 
nosis. In 1962 she had a myocardial infarction 
with pneumonia as a complication. Next she 
was found to have cancer of the larynx. In 
1964 she developed cholelithiasis. This patient 
denies any belief in superstition, She decries 
the fortune teller’s statement as “nonsense.” 


Case 4, S. V. is a hostile 58-year-old dock 
worker with Hodgkin’s disease who was re- 
luctant at first to answer the interviewer's 
questions. For years he had to care for his in- 
valid wife and two teen-aged children while 
holding down his job. He often grew impatient 
at his wife’s demands and she in turn would 
threaten him. When asked if she had ever put 
a “curse” on him, he became embarrassed and 
hesitantly described occasions when she had 
told him that one day he would suffer just as 
she was suffering and die just as she would die. 

Although he did not at first describe his 
wife’s statements as a curse, he agreed that 
her words did indeed amount to one. Soon 
after her death he began to experience severe 
fatigue and pronounced malaise, symptoms 
closely mimicking those of his departed 
spouse. Two months later he was diagnosed as 
having Hodgkin's disease. He attached no 
importance to his wife's curse in the genesis of 


his illness. 


Case 5. A. W., a 58-year-old housewife, be- 
lieved that something bad was going to happen 
to her long before she noted a swelling in her 
cheek. She claimed to have predictive powers 
and gave this example: She once had the 
strong notion that her daughter would get 
sick; subsequently, the daughter developed a 
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uterine fibroid. When the patient first became 
“aware of an enlargement in her cheek, she 


consulted a physician who informed her it was 


an infection. Over the next two years she re- 


. turned to this physician many times only to be. 
. told the same thing. When a biopsy was. finally - 
taken, she was not surprised to learn that the. 


~ source of her trouble was a malignancy. 


Case 6. C. A., a 48-year-old teacher, con- 
sulted-'a physician. for swelling of his ankles, 
pain in his legs, and persistent cough. He was 
examined and given.a clean bill of health. The 
symptoms persisted so he visited another physi- 
cian who diagnosed his condition as arthritis. 
The patient was skeptical because he felt there 
was something more seriously wrong with him 
although he.could not say why. He went.to a 
third doctor who told’ him the trouble. ‘was 
with his heart. The patient asked to have a 
chest X-ray because he continued to trust his 
feeling that something was very wrong. The 
doctor told him that he had no symptoms to 
warrant an X-ray but that if he insisted on 
getting one he could do so at a walk-in clinic. 
The patient did so. When informed he had a 
coin lesion he felt relieved that it had finally 
been discovered. 


Discussion 


There is little that can be generalized 
from these data. The first finding is that 13 
percent of the sample readily admitted to 
having been the victims of “curses,” the re- 
cipients of predictions, or prey to morbid 
premonitions. This is of questionable sig- 
nificance because we have no control series 
from a normal population. The incidence of 
these happenings, however, is larger than we 
would have expected by chance, Further- 
more, the clarity and promptness of recall in 
cases of prediction and curse comprised an 
additional observation which is rendered 
even more perplexing by the failure of most 
of these patients to attach any special im- 
portance to their experiences, Why should a 
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patient remember such an incident at all if 
so little is made of it in his emotional life? 
If these patients are attempting to minimize 
or deny the importance of these paranormal 
events, we have no evidence to indicate that 
their denial is anything but effective. While 
this study indicates that a sizable portion of 
our tumor clinic population may have had 
unusual forewarnings in connection with their 
malignancies, there is nothing in our data to 
demonstrate any specific bearing these events 
have on the course of the illness or on the 


patient's emotional life. 


The role of the premonition or hunch is 
more difficult to assess because it may stem 
from physiological factors subliminal to or- 
dinary perception. Furthermore, it is reason- 
able to suppose that if a sample of the nor- 
mal population were surveyed, one would 
find a number of individuals with chronic 
premonitory concern of a hypochrondriacal 
nature. It is probably an artifact that all four 
patients with premonitions in this series were 
correct in their conviction. 

Previous authors have called attention to 
the importance of such factors as premoni- 
tory anxiety(1), hexes(3), and voodoo 
spells(2). While our data do nothing to 
invalidate this earlier work, they illustrate the 
fact that curses, forewarnings by others, and 
premonitions need not cause undue emo- 
tional distress. 
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The Two Camps in Child Psychiatry: 
A Report from a Psychiatrist-Father of an 
Autistic and Retarded Child 


BY JOHN E. KYSAR, M.D. 


The author's experience with his own son 
and with other seriously disturbed children 
has led him to the observation that there are 
two camps in child psychiatry: the psycho- 
genic-nonorganic group and the psychologic- 
organic group. He feels that the inability of 
the one camp to synthesize the genetic-organ- 
ic elements with the psychogenic-functional 
can be detrimental to the child, his family, 
and the schools and agencies which work 
with them. 


I T PROBABLY has rarely happened (particu- 

larly in psychiatry) that a physician 
would report on the diagnosis or therapy of 
a member of his own family. For obvious 
reasons, such as lack of objectivity, this 
should be avoided. However, it is a long- 
standing tradition in the medical profession 
that physicians should report to their col- 
leagues on cases which may advance some 
aspect of medical theory or practice. 

Because it is unlikely that the experiences 
recounted in this paper would otherwise be 
Teported in similar perspective, it seemed 
justified to break with the customary reti- 
cence about therapy in one's own family. It 
is the author's opinion, verified jn numerous 
discussions with mental health professionals 
and with parents, that the observations in- 
clüded here are not unique. Apparently such 
Sequences are commonplace because there 
are two camps in child psychiatry. 

Inevitably, this paper will be discounted 
by some as the biased account of an angry 
father. The latter adjective is entirely accu- 
Tate, but this does not reduce the need to 
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examine the events which are described. 
Even if the reader makes allowances for 
some bias on the part of the writer, the im- 
plications should be clear enough. 


Tom: Early Development |» 


Tom, our diagnostic-problem child, is the 
second of three sons. The gestation and child- 
birth were unremarkable except for some ques- 
tionably significant troubles in the last tri- 
mester and at delivery. The first two years of 
his development seemed normal, although in 
retrospect we can recall some signs of lack of 
affective response and relatedness. His feeding, 
walking, and general motor activity were with- 
in the normal range. Like most parents of such 
children, for some time we minimized and 
denied the seriousness of the deviations. 

Between the second and third years the dif- 
ficulties became evident. Toilet training was 
slow but was largely accomplished, except for 
nighttime bed-wetting, by age three. Language 
development at first seemed only moderately 
delayed. By two and one-half years of age, 
Tom could easily recite nursery rhymes, sing 
songs, and use a fairly wide vocabulary of 
single words and short phrases. However, his 
development in many areas.did not progress; 
in particular, his use of language remained 
static at the two-and-one-half to three-year- 
old level. His ability to play with and relate 
to other children was limited not only by his 
language deficiency but also by his generally 
low capacity for learning the patterns of play. 

Most disturbing of all was the gradually 
more prominent remoteness and aloneness in 
Tom. His inattentiveness to verbal and other 
stimuli and his self-isolation and self-absorp- 
tion became marked between three and four 
yéars of age. He played obsessively and repeti- 
tively with a few favorite toys while ignoring 
all others; certain compulsions (e.g., to turn 
light switches on and off endlessly) also de- 
veloped. His hyperactivity, aimless running 
about, and inability to sit still even for meals 
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became very disruptive to the household. He 
insisted on sameness in the environment, and 
there were catastrophic reactions when he was 
frustrated. His distractibility, poor eye con- 
tact, and short attention span, in addition to 
other factors, made it an arduous task to at- 
tempt to get Tom to learn or share anything. 
Meanwhile, although the number of words in 
his vocabulary slowly expanded, Tom rarely 
spoke more than a word or two for any 
communicative purpose. These were simple 
requests for food, toys, or activities (e.g., 
“ride bike"). He did not employ pronouns at 
all, and the names or designations for people 
generally eluded him. Frequently he showed 
the signs of difficulty in word-finding that are 
characteristic of expressive aphasia. Echolalia 
was also present. 


Initial Diagnosis 


Early in his fourth year Tom was evaluated 
in a clinic headed by a child psychiatrist of 
excellent reputation. After he was carefully ex- 
amined by members of the several disciplines 
and interviews with my wife and myself took 
place, a diagnosis of brain damage with re- 
tardation and autism was made. It was not 
possible to specify the exact cause, location, 
or extent of the brain damage. Several "soft" 
neurological signs were present (e.g. absence 
of handedness, general muscular atonia, poorly 
coordinated fine movements, an aphasic qual- 
ity to the language impairment, toe walking, 
foot drop, etc.). The autistic withdrawal was 
believed to be due in part to parental expecta- 
tions and pressures too high for Tom’s very 
limited Capacities, but the major part was 
ascribed to the direct effects of the brain dam- 
age. The developments over the next two 
years, as Tom's self-isolation continued in 
spite of reduced parental demands, tended to 
confirm the hypothesis that the organic im- 
pairment and marked retardation were the 
basic causes of his autistic barrier. 

From Tom’s fourth to sixth year, constant 
efforts were made by my wife and myself to 
provide the best possible therapeutic milieu 
for him in our home. Countless hours were 
devoted to giving him personal attention, try- 
ing with specially adapted techniques to help 
him to learn and develop (but with minimal 
pressure and with expectations adjusted to his 
limited capacities). There were reevaluations 
at the clinic with counseling about our man- 
agement of the many problems associated with 
the rearing of such a difficult child. Suitable 
nursery schools and day camps were found 
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to give Tom socializing experiences and- re- 
lationships outside the family. Several medi- 
cations were given a trial, but with little bene- 
ficial result. Play therapy was considered, but 
it was decided that this would not be signifi- 
cantly helpful at this stage. Residential treat- 
ment also was not recommended. In short, 
everything was done that could be done. 

All this produced very little change, i.e., 
Tom’s development was relatively static. There 
was a slow reduction in some of the compul- 
sions. Gross motor activity continued to de- 
velop, but capacity for skilled, purposeful 
movements remained very limited. Speech 
and communication remained at about the 
three-year level. Hyperactivity, self-isolation, 
and all the other characteristics enumerated 
continued—with some variations, but essential- 
ly unchanged. 

Earlier it had been impossible to predict 
accurately what level of functioning, intellec- 
tual and otherwise, could be anticipated. By 
his sixth year it was apparent that Tom was 
operating at a retarded level with an IQ of 
not more than 50. Up to this time, life had 
been stressful in the family with the daily 
strain of coping with this very disturbed and 
retarded child. But at least the situation was 
managed fairly realistically. The autism and 
the other emotional and behavioral abnormali- 
ties were regarded as derivatives of the brain 
damage which might improve a little with a 
favorable family, social, and educational milieu. 


New Diagnosis 


Near his sixth birthday, in order to secure 
appropriate placement for schooling the fol- 
lowing year, we had Tom evaluated by the 
special education center of the local public 
school district. The special education team af- 
rived at a different conception of the prob- 
lem and launched us into a series of events 
which were ultimately so destructive that they 
prompted the writing of this report. After onè 
testing session with the psychologist and only 
one play-interview with Tom by the con 
sultant in child psychiatry, they came forth 
with a diagnosis of childhood schizophrenia (bY 
this they meant a completely functional. ill- 
ness with no organic component). This diag- 
nosis was made after minimal history-taking 
and with no real effort to know and under 
stand Tom's parents. The clinical signs 9 
brain damage syndrome, the neurological fin s 
ings, and the retardation were brushed asic? 
as equivocal and of no real significance. 
Previous diagnosis was ignored. 
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'At the same time the special education 
team told us of this new diagnosis of schizo- 
phrenia, they offered to place Tom in a special 
class for emotionally disturbed children. Al- 
though I disagreed with the diagnosis and 
said so, I did not immediately make an issue 
of it. We badly needed a school placement for 
Tom and it seemed at the time that the diag- 
nosis would make relatively little difference in 
the kind of educational program prescribed, so 
I decided not to dispute the label. 


Transference and the “Omniscient” 
Therapist 


Within a few weeks, however, it became 
clear that the diagnosis could not be treated so 
lightly. As part of the special education pro- 
gram, my wife was to see the psychiatric so- 
cial worker. She willingly entered into a de- 
tailed exploration of Tom’s development and 
the entire family history. Through her com- 
ments and her repeated reviewing of the fam- 
ily movies and events in Tom’s early years; 
I realized that the interviews with the social 
worker were proceeding headlong on the basis 
of the following premises; Tom was diag- 
nosed as schizophrenic with an entirely func- 
tional, reversible disorder without any organic 
basis and with no permanent retardation. 
Therefore this disorder was environmentally 
induced, and the causes were to be found in 
the family. My wife was propelled by her own 
irrational, unjustified guilt about Tom's autis- 
tic withdrawal and by the social worker's atti- 
tude (backed by the consulting child psychia- 
trist) to search out "the sickness" in herself 
and in our family. 

Sensing the dangers in this and the vulner- 
ability of my wife to suggestions along these 
lines, I tried to intervene. Discussions with my 
Wife about the issue at this time proved fu- 
tile because she had seized upon the illusory 
hope that at last someone had the remedy for 
"Tom's behavior. Her transference to the social 
Worker and the consulting child psychiatrist 
as potential saviors of her sick child was very 
intense. She had never been able to completely 
accept the initial diagnosis of extensive brain 
damage and mental deficiency. The feeling of 
helplessness and the rather gloomy prognosis 
had been intolerable to her. Now her denial of 
the organic impairment was reinforced, and 
the schism between her attitude and my own 
toward Tom’s disturbed behavior was mag- 
nified. 

. Therefore I took Tom for another evalua- 
tion by a prominent neurologist who was 
experienced with this type of problem. He 
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unequivocally confirmed the previous diagno- 
sis of brain damage. One might think that this 
should have been sufficient to make the con- 
sulting psychiatrist reconsider his diagnosis of 
Tom as schizophrenic (with his definition of 
schizophrenia as nonorganic in origin). In- 
stead, I was regarded as "defensive" and 
“neurotically competing" with the child psy- 
chiatrist, and in an interview with him I was 
told that there should be no more evaluations 
of Tom by others! Furthermore, when I ques-. 
tioned why Tom was regarded with such cer- 
tainty as being non-brain-damaged and not 
retarded, I received such inadequate replies as: 
*He's not as apathetic and passive as a retarded 
child; he has more drive." 

Although I was alarmed about this situation, 
there was little that I could do for the time 
being. My wife's dogged determination to do 
everything possible to help Tom led her to 
place absolute trust in those who seemed .to 
know the cure. Furthermore, there was the 
powerful drive to become a successful mother, 
to overcome the overwhelming, irrational feel- 
ings that she had failed with Tom. With the 
encouragement of her therapist, she was con- 
stantly . overinterpreting in psychodynamic 
terms every aspect of Tom's activities. It ap- 
peared that I would only be viewed as the vil- 
lain in this plot if I adamantly removed Tom 
and my wife from this misguided therapy. So 
instead, I went back into analytic therapy my- 
self for a period to work through my distress 
about the situation. 2 

Several months later Tom's condition was 
essentially unchanged. The "therapeutic class- 
room," plus my wife's efforts to understand 
Tom's behavior psychodynamically and to ap- 
ply her own motherly “therapy” with the en- 
couragement of the social worker, were to no 
avail. Once again one might suppose that the 
consulting child psychiatrist would reevaluate 
the initial premises. Instead, play therapy was 
recommended as the next panacea, after much 
delay while arrangements were made, this was 
undertaken. The play therapist, being of a 
persuasion similar to that of the consulting 
child psychiatrist, was convinced that Tom 
would improve with prolonged play therapy, 
although no one could explain in any sensible 
terms how this could work with a hyperactive, 
autistic, nonverbal, and retarded boy like Tom. 

A period of play therapy also failed to bring 
any significant improvement, and Tom was 
becoming much more of a management prob- 
lem at home. The consulting child psychiatrist 
proceeded to the next step following from 
the premise that Tom's disorder was entirely 
functional: He should be placed for a period of 
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two to five years in a psychotherapeutically 
oriented residential treatment center. Once 
again the mystique of the “miracle workers” 
in this field and my wife’s desperate hope that 
someone would at last save our son led her to 
press ardently to accomplish this placement. 

Although I had grave misgivings, I went 
along with negotiations for such a placement 
because it was so crucial to my wife. To 
summarize: We eventually were led through a 
series of evaluations of Tom by directors and 
staff members of three different residential cen- 
ters. Each of them in turn confirmed the diag- 
nosis of schizophrenia and made statements 
such as: “Tom is potentially a very bright boy” 
and “Tom may not turn out to be entirely 
normal, but great improvement can be achieved 
with long-term residential therapy.” However, 
it was noteworthy that each of these institu- 
tions for various reasons would not consider 
Tom for admission, even in the future when 
an opening would be available. The reasons 
they gave for rejecting him always had to do 
with the operation of their particular residen- 
tial center and did not help to clarify my 
wife's confusion. 

My own views on this can be succinctly 
stated: It is quite possible that the diagnosis of 
schizophrenia by the referring child psychia- 
trist was accepted too unquestioningly. Still, 
some reservations must have lurked in the 
minds of the residential center psychiatrists 
about the severity of the case and its amena- 
bility to their therapy; otherwise, they would 
have accepted Tom for admission. Yet they 
did not hesitate to perpetuate the myth of the 
indications for residential treatment in this 
case; none of them said that treatment in a 


psychotherapeutic residential center was not 
indicated. 


Outcome 


The impact on my wife, who had pinned 
her faith on Tom's treatment in one of the 
residential centers, was thoroughly demoraliz- 
ing. The rejections of our son for admission 
resulted, for her, in a depressive reaction which 
was not of long duration but was severe. This 
created such a pressure on the family situa- 
tion that it became necessary to hospitalize 
Tom temporarily. During Tom's hospitaliza- 
tion opinions were rendered by two additional 
child psychiatrists that his illness was non- 
organic. Remarks such as “The home is where 
he got sick, so he should be removed from 
there and have residential therapy” continued 
the powerful current of opinion that we were 
schizophrenogenic parents. Signs of my 
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wife's distress (which had been generated by 
having to rear an autistic, hyperactive, retard- 
ed child and were compounded by the mis- 
guided therapy with the social worker) were 
taken as prima facie evidence that Tom's dis- 
turbed behavior was parentally induced. For- 
tunately, there were a few colleagues who 
staunchly held to their position in the other 
camp; this greatly aided us in keeping our bear- 
ings through all the conflict of opinion. 

Finally my wife became disenchanted with 
the social worker, the consulting psychiatrist, 
and ultimately, with the others in the string 
of authorities who insisted that Tom's illness 
was functional. First she expressed her moth- 
erly wrath that they claimed our son could 
respond to therapy but actually did very little 
about it (rejected him for residential treatment, 
terminated the play therapy, and later even 
dropped him from the "therapeutic class- 
room"). Gradually she became able to assess 
more skeptically the insinuations that Tom's 
disorder was family induced. A process (very 
painful to her) ensued of recognizing the ex- 
tent of the brain damage and accepting the 
limited possibilities for Tom's improvement 
without giving up all hope. 1 

We severed all connections with the social 
worker and the child psychiatrist who had 
misled us. My wife began sessions with an 
analyst based on a different set of premises, 
and we searched for a more appropriate day 
school for Tom. This search proved to be fruit- 
less and discouraging, since in our area there 
is a paucity of adequate schools or day care 
centers for seriously disturbed school-age chil- 
dren. After several months we mobilized tO 
face the task of establishing a private school 
for ourselves and for other parents who also 
were searching in vain for a suitable program 
for their children. 

One of the principles on which the new 
school was founded is that it is a debatable 
Proposition that residential treatment 1S es 
perior. The supposed superiority of residenti? 
treatment is unproven; it is based on the as- 
sumption that these serious disturbances i 
early childhood are nonorganic and parentally 
caused. We believe that these seriously handi- 
capped children will have a chance to d^ 
velop under more optimal conditions in à ye 
school, where they are not separated fro 
their homes. "m 

In the process of selecting children ke 
serious learning and behavior problems i 
various types for enrollment in our day bij 
we have repeatedly encountered comments hë 
other professionals who seemed to ignore 1 
organic factors and fix blame on either ' 
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child or his parents. For example: 1) with a 
very hyperactive, nonverbal, retarded boy, “The 
real problem here is the parents”; 2) with a boy. 
having severe problems in perception, integra- 
tion, and communication with abnormal EEG 
and other clinical signs of organicity, “The 
boy is not learning because he is covertly 
angry and withholding. He is a real provoca- 
teur." Such pejorative remarks seem nonsci- 
entific and antitherapeutic. 


Discussion 


The theory that serious learning and be- 
havior disorders of early childhood may 
often have an organic basis is not new to 
eclectic child psychiatrists. But our experi- 
ence has demonstrated that there are quite 
a few persons in the field who dogmatically 
look at only behavior and psychopathology 
while ignoring the impairment of the ner- 
vous system. To child psychiatrists in that 
camp, autism and childhood schizophrenia 
are invariably psychologically caused. Some 
mention of constitutional factors may be 
made, but this is quickly ignored. Real in- 
vestigation of the psychoneurological as- 
pects of the problem is not even considered. 
Treatment of the parents and prolonged play 
therapy or residential treatment for the 
child are unquestioningly indicated. Where 
does this misconception arise? Perhaps it 
stems from inadequate training programs 
which lack the breadth, depth, and balance 
provided by different points of view. 

Especially lacking is the necessary training 
and experience in evaluating neurological- 
ly impaired and retarded children with their 
wide variety of learning handicaps and be- 
havioral abnormalities. The denial by some 
child psychiatrists of organicity and mental 
deficiency is truly astonishing. One of the 
reasons behind this denial seems to be an 
overriding need to explain all deviations sole- 
ly in psychodynamic terms. Particularly, 
autistic manifestations are seen by that camp 
of child psychiatry as purely functional; this 
assumption is accompanied by the dubious 
notion that all other psychopathology in a 
child with autistic tendencies is also com- 
pletely functional. 

_ Schulman(6) in an article in this journal 
in 1963 spoke of the sustained interest in 
the syndrome of infantile autism. This in- 
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terest derives from the baffling behavior 
and early onset of the disorder. There has 
been considerable speculation about the eti- 
ology of autism, much of which may be 
summarized as a version of the nature-nur- 
ture controversy. Schulman’s experience has 
led him to the belief that there is an innate 
biologic disturbance of brain function in au- 
tistic children. He deplores the tendency to 
view as inadequate anything less than long- 
term, intensive, psychotherapeutically ori- 
ented residential treatment. He reviews oth- 
er follow-up studies and reports his own, 
all of which fail to support the position 
that infantile autism is a psychogenic illness 
and that psychotherapeutic residential treat- 
ment is imperative. 

There have been a number of other ex- 
cellent publications(1, 2, 3, 4, 5, 7) which 
take the position that although parent-child 
interaction may contribute to the psycho- 
pathology in the serious disorders of early 
childhood, biologic factors are of great im- 
portance in a major number of cases. As one 
of these authors said to, me: “There probably 
are some children with psychoses of early 
childhood with no organic impairment, but 
you would have to really brutalize a child 
to produce that degree of disturbance." We 
believe that our experience would tend to 
confirm the importance of the organic as- 
pects and to raise serious question about 
the theory and practice of the other camp. 

In spite of the questionable value of psy- 
chotherapy for the child, psychotherapy or 
casework with parents of disturbed and 
retarded children can be very helpful. The 
therapist or caseworker should bear in mind 
the possibility that im some cases the 
parent-child interaction may have been a 
major causative factor in the production of 
the psychopathology and impaired intellec- 
tual functioning in the child. But the thera- 
pist should also consider the vulnerability of 
these parents to irrational guilt which may 
lead to morbid self-accusations. The thera- 
pist should also be sufficiently aware of the 
organic causes of such childhood disorders 
and be alert to the possibility of counter- 
transference which might bias his perspec- 
tive. 

In discussing casework with parents of 
autistic children, L. Wing(8) states that the 
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worker should not have the preconceived 
notion that any disturbance in the home en- 
vironment has necessarily caused the original 
abnormality, even though the home environ- 
ment does obviously influence the behavior 
of the child. She points out that it may be 
hard for some therapists to accept that sad- 
ness and suffering strike without moral rea- 
son because it brings home one’s own vul- 
nerability. It may be easier to believe that 
the victims in some way deserve their fate. 

The fact that our misfortunes were com- 
pounded by the involvement with the spe- 
cial education program should be noted. 
New state and federal funds are being made 
available for education of all types of han- 
dicapped children, including those in the 
broad category of "learning disabilities." The 
possibility that a considerable number of 
other children and their parents may under- 
£o similar trials has been part of the reason 
for this report. The training of child psychia- 
trists and other mental health personnel 
who may be employed as consultants to 
special education departments and school 
systems is a matter of crucial importance for 
the welfare of the seriously disturbed child 
and his entire family. 

A few words should be said about the 
role of the new community mental health 
centers in relation. to children with severe 
learning and behavior disorders(not all of 
whom are psychotic in any sense, of course), 
The community mental health centers are 
intended to provide a broad Tange of services 
for children (including retarded children) 
as well as adults. In any metropolitan area 
there are likely to be hundreds of these chil- 
dren whose parents are unable to find any 
suitable care or school placement. Most of 
the day schools for retarded children offer 
little to children with combinations of learn- 
ing disability and disturbed behavior. 

Many parents do not want to institution- 
alize their children, We have found in the 
course of establishing our new school that 
there are many parents, especially those 
with some stability and warmth, who strug- 
gle for years with little help with the daily or- 
deals of a seriously disturbed child. We 
have also heard over and over again the 
stories of sincerely cooperative parents being 
bounced back and forth between the two 
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camps in child psychiatry, i.e., being told 
“there’s no evidence of organicity; it’s entire- 
ly emotional” by one group and then the 
opposite by another group. It is small won- 
der that these parents go shopping around 
for repeated evaluations. 

But it appears that even the new com- 
munity mental health services will offer them 
little. Most of these centers are not interest- 
ed in the long-term day care necessary for 
these youngsters. It may be that our society 
is temperamentally ill-suited to cope with 
chronic illness, particularly chronic mental 
illness in children. On the other hand, the 
interest of individuals and organizations 
making contributions and the eagerness of 
college youth and housewives to offer vol- 
unteer services to our school attest to the 
fact that there is a reservoir of human con- 
cern to be tapped in lay people in general as 
well as in the parents of such disturbed chil- 
dren. Perhaps this is an area that should 
be given more attention by the community 
mental health centers. 


Conclusion 


The author’s experience with his own son 
and with other children having serious learn- 
ing and behavior disorders beginning 1M 
early childhood has led to the observation 
that there are two camps in child psychiatry. 
One group tends to regard all psychopathol- 
ogy as psychogenic and to overlook or deny 
organic factors; the second group attempts 
to integrate the organic with the psychologic 
aspects in understanding the etiology and 
prescribing treatment for these multi-handi- 
capped children. 

The inability of the first group to synthe- 
Size the genetic-biologic-constitutional-or- 
ganic elements with the psychological 2 
typified in the following common statement: 
“This child is not retarded; he is an autistic 
child.” Members of this camp seem unable 
to say (even when it seems most accurate 
and appropriate): “This child is autistit 
and retarded.” The effects of this limite 
viewpoint on the child, his family, and the 
schools and agencies who work with them 
can be very destructive. 


Follow-up Note 


i 
In regard to the author's own son, 4 i. 
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Jow-up note should be added about his pres- 
ent condition. At eight and one-half years 
of age he has lost nearly all the earlier hyper- 
activity and autistic characteristics. What 
remains are clear signs of retardation and 
expressive aphasia, but nonverbal related- 
ness and willingness to try to learn within 
his capacity are evident. 
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Macroglobulin (S,,) in Families of Monozygotic 


Twins Discordant for Schizophrenia 


BY JAMES R. STABENAU, 


M.D., WILLIAM POLLIN, M.D., AND 


LOREN MOSHER, M.D. 


The authors studied 16 pairs of monozygotic 
iwins—12 pairs of twins discordant for 
schizophrenia and four pairs of nonschizo- 
phrenic control twins—and their parents to 
determine the relationship between serum 
macroglobulin level and schizophrenia. They 
found no significant relation between the 
two factors. Evidence from these and other 
data suggests that serum macroglobulin lev- 
els are more influenced by factors based on 
sex and genetic makeup than by environ- 
ment. i 


N A SERIES of reports, Fessel has related 

. elevation in serum macroglobulin (S19) 
with functional psychosis, especially schizo- 
phrenia(2, 3, 4, 5). Bishop and associates, 
in a well-controlled study of schizophrenics 
and normals, demonstrated no significant 
difference in S,) macroglobulin values for 
schizophrenics as compared to nonschizo- 
phrenic control subjects, but they did find 
that Sı, values were significantly higher 
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for females as compared to ‘males within 
the schizophrenic group(1). This report de- 
scribes a similar finding in families of mono- 
zygotic twins discordant for schizophrenia. 


Methods and Procedures 


As part of the NIMH study of families 
of monozygotic twins discordant for schizo- 
phrenia, serum samples were obtained from 
a series of 16 pairs of twins and their bio- 
logic parents (12 pairs of monozygotic 
twins discordant for schizophrenia; four pairs 
of monozygotic twins who served as non- 
schizophrenic "normal" controls). Detailed 
descriptions of the study and the methodol- 
ogy have been reported(6, 7, 8, 9). Identical 
blood group types for each member of a 
twin pair as well as similarity of fingerprints 
and anthropometric characteristics served 
as presumptive evidence of monozygosity. 
A panel of three staff psychiatrists and two 
independent psychiatric consultants inter- 
viewed each twin separately. 


cgi A is aa eer Ai the Unie 

tal Health, Bethesda, Md. 20014. At the time 
per was written, Dr. Mosher was with the 
same section; he is now assistant fessor of 
psychiatry, Yale University Medical School, New 
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TABLE 1 
S,, Macroglobulin in Families of Monozygotic Twins Discordant for Schizophrenia! 
TYPE CODE Re ute ges eiue c1 "m 
Monozygotic 
decadent male 2 .16 .25 33 29 
5 22 27 22 16 
8 26 18 17 .19 
9 .30 -30 21 .27 
Mean .235 .250 .233 .228 
SD +.053 +.045 +.057 +.053 
Monozygotic 
an female 1 ELI 34 27 27 
6 8 29 27 18 
7 15 24 31 .26 
10 4i 35 33 34 
13 38 29 43 43 
14 A3 35 .29 34 
y 23 19 33 37 
18 24 35 21 18 
Mean 253 -300 305 .296 
SD +.100 +.056 +.060 2-.084 
Monozygotic 
"contro" female 1 28 34 42 43 
12 24 29 Al 33 
12A 25 34 30 35 
19 A7 09 32 3l 
Mean .235 265 363 355 
sD 2-.039 +.102 +.049 +.045 


*Gm. per 100 ml. serum 3-1 standard deviation (SD). 
* Fc father. 


*** | — schizophrenic index. 
**** C — nonschizophrenic co-twin. 


Their diagnostic impressions, coupled 
with detailed hospital records of the schizo- 
phrenic index cases, were employed to de- 
cide on the presence and character of the 
schizophrenic symptoms for all twins. In 
this sample, each twin index had been hos- 
pitalized for schizophrenic symptoms and 
was felt to present evidence for the classifica- 
tion of schizophrenia. In each of the 12 pairs 
discordant for Schizophrenia, the co-twin 
had neither been hospitalized for psychiatric 
problems nor did the diagnostic panel feel 
there was evidence indicating a past or cur- 
rent schizophrenic reactive pattern(6). 

Control for age, sex, and genetic differ- 
ences in this sample was possible since each 
schizophrenic twin was studied with his non- 
schizophrenic co-twin. Serum samples from 
the twins and their parents were drawn one 
to two weeks after admission to the NIH 
Clinical Center where all four family mem- 
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bers stayed. During the study period all sub- 
jects received similar diets and were not re 
ceiving medications for at least three days 
prior to blood sampling. All serum ic 
frozen at —15? C. and stored until shippe 
as coded samples for ultracentrifugal anali 
sis by the Institute of Medical Physics, Ba 
mont, Calif., the same laboratory ba 
analyzed the serum in the studies by Fess¢ 
(4) and Bishop(1).! 


Results 


ired 

The data are shown in table 1. A pus 

comparison for the 12 pairs of MAE. - d 
twins discordant for schizophrenia reve 


m was 


1 Analysis of the coded samples of seru f Dr. 


initially made possible through the efforts © 
W. G. Fessel. 
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no significant difference (t= 0.55, d.f. = 
11, not significant). Mean Sig value was 
0.281 + 0.069 gm. percent for the schizo- 
phrenic twins and 0.273 + 0.082 gm. per- 
cent for the nonschizophrenic co-twins. 
When the entire sample of the subjects was 
subdivided according to sex and compared, 
the mean S19 macroglobulin value was 0.304 
+ 0.074 gm. percent for the 40 females and 
0.239 + 0.073 gm. percent for the 24 males 
(t = 3.32, d.f. = 62, p < 0.01). Within the 
schizophrenic group the mean for females 
was higher (but not significantly so) than 
that for males. However, for all nonschizo- 
phrenic subjects the mean value for females 
(0.303 + 0.078 gm. percent) was signifi- 
cantly higher than for males (0.241 = 0.076, 
p € 0.01). Since this study involved subjects 
in a wide range of age, this variable could be 
correlated with S, values for each subject. 
There was no significant correlation be- 
tween S1 value and age of the subject (N = 
64, r = —0.19, not significant). 

Thus higher Sı values appear to be re- 
lated to the sex of the subject rather than to 
age or psychiatric diagnosis of schizophrenia. 
This relationship has been true not only for 
the subjects in this study and those in the 
study by Bishop and associates(1), but can 
also be noted in the data of Fessel's original 
series(4), table 2. When the schizophrenic 
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subjects in that report are divided by sex, 
the mean value for the 11 male schizo- 
phrenic subjects is 0.315 + 0.112 gm. per- 
cent and 0.406 + 0.079 gm. percent for the 
four female schizophrenics. Although the 
means are not significantly different, they 
are in the predicted direction of elevation of 
values for female subjects. Thus these data 
and those of others suggest that individual 
S; macroglobulin level is, in part, sex deter- 
mined. 

In addition, the twin data indicate that 
genetic factors are more important tlan 
environmental factors in determining the in- 
dividual level of Sj) macroglobulin. For the 
twins in this study the intra-class correla- 
tion coefficient for standing height—known 
to be strongly genetically determined—was 
0.91. The intra-class correlation coefficient 
Sip values for each twin and his co-twin was 
0.84 (p < 0.001). Estimates of components 
of variance for S;) macroglobulin within the 
pairs of monozygotic twins was 0.00106 gm. 
percent, while between-pair variance was 
estimated as five times larger (0.0054 gm. 
percent). 
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TABLE 2 
$,, Macroglobulin in Schizophrenics and Nonschizophrenic Controls 1 
STABENAU 
TYPE FESSEL(4)* BISHOP(1) (10) 
Schi z 
Eus male a i i 
Mean 315.112 .2502-.071 .233:-.057 
Schizophreni 
" phrenic female j A t 
Mean 406+.079 321.084 305,060 
C 
Ng male bs » 
Mean .2912-.093 .2412-.076 
Ci 
Di E is PE 078 
Mean .295+.091 303.071 
t test ns p<.05** p<.0l 


,Gm. per 100 mi. serum 1 SD. 
Fessel(2): psychotics including schizophrenics, N=50, 
M 001. No data available as to sex of subjects. 
ud Chizophrenic males vs. schizophrenic females. 
Nonschizophrenic control males vs. females. 
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316 + 111 gm. percent; 48 controls, .234 + .083 gm. percent, 
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Electrophysiological Responses to Sensory 
Stimulation Under Hypnosis 


BY E. A. SERAFETINIDES, M.D., PH.D., D.P.M. 


EEG, EKG, respiratory rate, and galvanic 
skin response were recorded from a normal 
23-year-old male subject under photic and 
auditory stimulation during a hypnotic ses- 
sion and a control nonhypnotic period. No 
appreciable differences in responses between 
the two conditions were found. However, the 
results of the experiment raise the possi- 
bility that a certain type of cerebral activa- 
tion may characterize the hypnotic state. 


T HE DIFFERENTIATION between hypnosis 
and sleep has been greatly aided by com- 
parative electrophysiological studies which 
have given distinctly different patterns for 
these two types of phenomena (1). Further- 
more, electrophysiological studies have been 
used for the testing of various theories re- 
garding the neurophysiological basis of hyp- 
nosis. E 


A recent study by Halliday and Mason(2) 
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refuted the hypothesis that during hypnosis 
(e.g., hypnotic anesthesia) inhibitory corti- 
cal impulses block the transmission of soma 
tosensory stimuli at points along their vari 
ous centripetal pathways and especially at 
the level of relay nuclei. The responses 10 
peripheral sensory stimulation during hyp 
notic anesthesia were similar in amplitude 
and other averaged parameters to the 1 
sponses recorded in normal circumstances: 
The following report describes expem 
ments which were designed to provide a 
preliminary answer to the question of whetl- 
er the above hypothesis can be refuted 38 
regards the visual and auditory modalities) 
as well. Observations were also made atia 
time regarding other variables such as EK! 


respiration, and galvanic skin response 
(GSR). : 
Method 


The subject, a 23-year-old male nuts a 
was chosen because of his proven capac! / 
to develop a deep hypnotic trance quic EC 
The sessions took place in the EEG Je 
tory. After the various electrodes which a 
been placed on the subject and connect, 
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were checked and baseline recordings of 
EEG, EKG, respiration, and GSR obtained, 
hypnosis was induced. The latter was 
achieved by a psychiatrist, expert in hypno- 
sis, who was in the same cubicle with the 
subject. The author and the recordist ob- 
served through a screen-window from the 
recording room where the apparatus lay. 
The schedule was as follows: 

A. Photic stimulation (produced by an or- 
dinary stroboscope flashing at rapidly alter- 
nating frequencies of flashes per second) : 

One minute of continuous commands for 
the subject to "see" the lights (eyes closed 
throughout); one minute interval (no flash- 
es); one minute of continuous commands 
for the subject to ignore the flashes; and one 
minute of silence. 

B. Auditory stimulation (from a loud- 
speaker in the cubicle emitting fairly loud, 
randomly intermittent sounds of various 
audible frequencies) : 

As above, with the obvious difference 
that the subject was now commanded by 
the hypnotist to either “take notice" or “ig- 
nore” sounds instead of the previous flashes. 

C. Induction of visual imagery with 
1) eyes open and 2) eyes closed. In both in- 
stances the subject was asked to visualize 
concrete scenes, predominantly in terms of 
movement at first and then in terms of color. 

D. Finally, *deep sleep" of five minutes’ 
duration was induced, at the end of which 
the subject was dehypnotized. 

The same schedule was repeated two days 
later without hypnosis. 

Independent comparisons of the records 
were then made by the author and by the 
electroencephalographer in charge of the 
laboratory. The reports were visuomanual 
and followed the principles that guide ac- 
cepted EEG reporting practice. 


Results 


Because both reports were almost identical, 
they will be treated as one. The principal 
finding was the persistence of character- 
istic EEG responses during photic stimula- 
tion (the so-called “photic driving”) despite 
the hypnotic suggestion to the subject to 
ignore them. Similarly, no difference was de- 
tected in the EEG during auditory stimula- 
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tion, irrespective of hypnotic suggestions to 
the contrary. The only positive findings were 
the abolition of alpha activity during the 
imagery suggestions and the abundance of 
eye movements. In the control session the 
subject was asked to effect eye movements 
alone; no imagery was offered. No worth- 
while alpha decrease was seen on that oc- 
casion. However, since imagery was lacking, 
no definite conclusions can be made because 
it is well known that visualization on the 
part of a subject during EEG recording can 
usually abolish the alpha activity. Lastly, 
no sleep-EEG pattern appeared throughout 
the session, not even during the five min- 
utes of hypnotically induced “deep sleep.” 

, The subject's background EEG activity 
4s recorded during hypnosis did not differ 
from the one obtained under control cir- 
cumstances, with the possible exception that 
the alpha frequency was found to be, on an 
average, 1 cycle per second faster under 
hypnosis (i.e., 10 c.p.s. instead of the 9 
c.p.s. under control circumstances). The 
rates of respiration and of cardiac beat were 
also increased under hypnosis from 12 to 
15 per minute and from 60 to 90 per min- 
ute, respectively. GSRs occurred also more 
frequently under hypnosis. 

These results suggest that hypnotically in- 
duced blindness to flashes and deafness to 
sounds are not associated with any electro- 
physiological changes susceptible to routine 
methods of investigation. They also under- 
line the absence of sleep-EEG characteris- 
tics during hypnosis by showing that even 
during induced "deep sleep" the EEG pat- 
tern remained unaltered. On the contrary, 
considering such indices as the increase in 
frequency of the alpha rhythm in the EEG 
and the increased-breathing EKG and GSR 
rates under hypnosis, it seems that the 
brain, far from “slowing down,” actually 
functions at a level of considerable activa- 


tion. 
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LETTERS TO THE EDITOR 


Dr. Harms Comments on a Review 
of His Book 


Sir: I would like to refute the inaccuracies 
and distortions in the review by Dr. Garfield 
Tourney of my book Origins of Modern Psy- 
chiatry which appeared in the April issue of 
the Journal. 

I did not claim that Morton Prince’s concept 
of a dual personality is identical with Kraepe- 
lin’s and Bleuler’s thinking regarding schizo- 
phrenia. The pertinent part of the passage in 
question reads: ". . . cases of what Kraepeliq 
and Bleuler called dementia praecox, what 
Morton Prince called the split personality and 
what we today commonly call schizophre- 
nia . . ," (p. 87). Later I said: “This work 
places Prince next to Kraepelin and Bleuler in 
laying the ground for the study of schizo- 
phrenia" (p. 182). 

It is inaccurate to label me "a student of 
Jung"; I have always denied being a Jungian. 
On the first page of the chapter in question, 
which was originally published in Psychiatric 
Quarterly (vol. 20, April 1946), it is stated: 
"The author . . . is not, however, an adherent 
of either the Freudian or the Jungian school.” 
Wherever Dr, Tourney mentions the name of 
Carl Gustav Jung he denounces him. He 
doubtless does not understand Jung's concepts 
and therefore speaks of his “obscurantism” 
with the purpose of criticizing me, since I 
have expressed acceptance of certain of Jung’s 
concepts, 

Dr. Tourney calls J. C. A. Heinroth “a 
physician who largely derived his Psychology 
from the Bible. |. .” Next to Wilhelm von 
Humbolt and - Voltaire, Heinroth was the 
greatest scientific universalist of modern times, 
He was for years dean of the medical faculty 
of the University of Leipzig. He was a full 
Professor of medicine and Psychiatry and at 
the same time of theology and jurisprudence, 
He wrote 18 large volumes, among them text- 
books of psychiatry, anthropology, and crim- 
inal psychology. On various Occasions he clear- 
ly expressed the difference between pastoral 
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care and psychiatric treatment. One of his 
presentations appears in my book (pp. 126- 
130). The story of Heinroth's "Bible psychia- 
try" goes back to the distortions of Friedreich 
and has been repeated by all those who do not 
read original texts. 

My book does not deal principally with 
German psychiatrists; half of the psychiatrists 
presented are not German. 

Dr. Tourney uses half of my sentence. be- 
ginning "Being moonstruck is no longer a nur- 
sery tale, but is a serious psychopathology...” 
(p. 23) to make me look ridiculous. The com- 
plete paragraph explains the change from pre- 
Paracelsus folk concepts to scientific ones, and 
the sentence as it appears in the book con- 
tinues: “ . an hysterical supersensitivity, 
and is registered as such in most textbooks of 
psychiatry.” 

Dr. Tourney objects to my tracing modern 
Occupational therapy back to Pinel, Tuke, 
and Esquirol (none of them, incidentally, is 
German) (p. 93). Someone more knowledge- 
able about earlier periods in the history of psy- 
chiatry might have been able to point to an 
earlier period in the history of mental insti- 
tutions in this country; in Worcester and at 
the Hartford Retreat there was a clear con- 
sciousness of occupational therapy. Amariah 
Brigham's successes in Boston seem to have 
been due, to a considerable extent, to the in- 
troduction of intensive occupational therapy 
to the institutions he was rehabilitating. i 

Dr. Tourney complains that I have not use 
the method of bibliographical research. M 
he probably means is the historical critica 
method; however, it was not my intention d 
apply the historical critical method. The s 
was intended simply to present for genera 
consideration what the early history of m 
chiatry can offer to open-minded workers A 
are willing to learn from the past and not.only 
from the present. n 

Dr. Tourney does not like my attempt t9 £ 
beyond mere pragmatic considerations of 


development of psychiatry. He says: ps 
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speaks of a new approach . . . with a unifying 
line based on a humanitarian approach with 
an existential bias. This can only result in a 
certain constriction’ of ideas as far as a history 
of scientific psychiatry is concerned.” Doubt- 
less he has not understood what this is all 
about—namely, a new application of the very 
old contradictory and dialectic historical meth- 
ods, which were in use long before Hegel pre- 
sented the classical form of the dialectic 
method. 

The scholastics and Leibnitz, Herder, Schil- 
ler, and later, Herman Grimm, Burckhardt, 
Bachhofen, and Spengler used the dialectic 
method. Its use in psychiatry started with 
Friedreich's contradiction of the psychistic 
and somatic point of view. Later, Griesinger, 
Kirchoff, Maudsley, Janet, Jung, and Kretsch- 
mer applied the method. Among present-day 
psychiatric writers George Mora, leaning on 
my application, has presented a dialectic con- 
cept. 

According to Dr. Tourney I am not suf- 
ficiently educated to be able to write about the 
history of psychiatry. Here are my credentials: 
I am 724 years old. For many years I taught 
cultural anthropology, social psychology, so- 
cial psychiatry, and even psychology of reli- 
gion at distinguished academic institutions. I 
have published 18 books, edited four scientific 
journals and several dozen collective books 
and have had published nearly 300 scientific 
papers of which 100 are reviewed in Psycho- 
logical Abstracts, For five years I was director 
of the International Institut für Voelkspsy- 
chologie, and for 20 years director of child 
guidance clinics in New York City. 


ERNEST Harms, PH.D. 
New York, N. Y. 


Diphenylhydantoin: Inaccuracies 
in National Magazines 


Sir: I was appalled when I read the lengthy 
article in Life magazine entitled “10,000-to-1 
Payoff . . ."(2) which describes “miraculous” 
control of various types of behavioral aberra- 
tions (depressions, fears, anxieties, tension 
states, etc.) with diphenylhydantoin (DPH). 
This article was written by Albert Rosenfeld, 
a nonmedical person. He relates the opinions 
and findings of another nonmedical person, 
Tack Dreyfus, Jr., relative to the effectiveness 
of diphenylhydantoin in the treatment of be- 
havorial disorders and also quotes the latter's 
ae in regard to the toxicity of this drug. 
n the Life article there are many inaccu- 
ate statements, e.g., 1) Mr. Dreyfus asked his 
Personal physician, “Is it (DPH) a dangerous 
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drug?” His personal physician is quoted as 
having replied, “One of the safest. . . . There 
are occasional side effects, of course, but they 
are rare and generally minor and they go away 
if the medicine is stopped.” 2) Mr. Dreyfus 
comments: 


DPH simply makes you feel normal. It does 
not sedate or tranquilize you. It does not 
pep you up. We have yet to read or hear of 
anyone ever getting “hooked” on it in an 
addictive sense. The body does not build up 
a tolerance to it. The same dose remains 
effective without any necessity for increasing 
it. It has few side effects. 


3) Mr. Rosenfeld states, “Most of these side 
effects, according to literature on DPH, oc- 
cur with high, continued dosage, usually 400 to 
600 mg.” 

Based on my 30 years of experience in using 
diphenylhydantoin with approximately 15,000 
patients and a thorough study of the medical 
literature relating to this drug, I can state 
that the previously cited Life magazine state- 
ments relative to the toxicity of diphenylhy- 
dantoin are definitely not true. Untoward re- 
actions produced by diphenylhydantoin are 
not few in number, particularly in children 
and young adults, are not always reversible, 
and are not mostly related to high dosages(1). 

I am cognizant of at least nine deaths which 
occurred in association with diphenylhydantoin 
therapy, and I have recently been informed of 
11 additional fatalities by Dr. M. G. Peter- 
man. Dr. Peterman has worked with diphenyl- 
hydantoin for the past 30 years and is in com- 
plete agreement that the statements in the 
Life magazine article pertaining to the toxicity 
of diphenylhydantoin are unquestionably in- 
correct. 

It is exceedingly unfortunate that the in- 
accuracies presented in the Life article have 
been recently repeated in another widely cir- 
culated lay magazine, Reader's Digest(3) un- 
der the sensationalistic title “DPH: New Won- 
ders from an Old Drug." ji 

It is of interest to note that in the Life article 
it is stated: 


The FDA has not yet been officially re- 
quested to approve the new uses of DPH, 
and until such approval is both requested 
and granted, neither Parke-Davis nor other 
manufacturers may promote or advertise the 
drug for these purposes, but DPH has been 
in the pharmacopoeia since Dr. Houston 
H. Merritt and Dr. Tracy J. Putnam re- 
ported its merits as an anticonvulsant some 
30 years ago. That being the case, physi- 
cians who want to prescribe it for these 
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other purposes may do so. .. . 


It appears that the author of the Life article 
is granting physicians permission to employ 
diphenylhydantoin in the treatment of behav- 
ioral problems, despite the fact that FDA has 
not approved the use of diphenylhydantoin for 
these disorders. I would also like to call the 
general physician's attention to the fact that 
the diphenylhydantoin package insert supplied 
by the manufacturer (Parke, Davis & Co.) 
does not mention behavioral aberrations as an 
indication for usage and also to the fact that 
the greater portion of this insert is devoted to 
a presentation of the side reactions of diphenyl- 
hydantoin (marketed under the trade name of 
Dilantin). 

Although diphenylhydantoin has been pre- 
scribed for the treatment of convulsive dis- 
orders for the past 30 years, it is obvious to 
me (from referrals and medical discussions) 
that many physicians are still unaware of the 
numerous side reactions associated with this 
drug, and that the dosage of diphenylhydantoin 
must be precisely titrated for each patient, 
since there is a very fine line between the 
dosage which any given patient can tolerate 
and that which causes untoward reactions. 

The prime purpose of this writing is to con- 
tradict the statements which appear in both the 
Life and Reader's Digest articles relative to the 
toxicity of diphenylhydantoin, and to empha- 
size the fact that some of the most serious 
reactions have occurred in patients receiving 
small or conventional dosages of this drug. 
A significant example of this latter statement 
is the serious disorder, Stevens-Johnson syn- 
drome. I am cognizant of at least 15 patients 
in whom this disturbance occurred in associa- 
tion with diphenylhydantoin therapy. 

There is no doubt that diphenylhydantoin 
has proved to be one of our most effective 
agents for the control of epilepsy, and it has 
also been demonstrated to be of value in car- 
diac arrhythmias, tic douloureux, and migraine. 
As far as its efficacy in the treatment of non- 
Puit behavioral aberrations is concerned, 
it is this writer's opinion that n i: 
trolled studies have yet been dc E em 
a large enough number of Patients to warrant 
the widespread usage of diphenylhydantoin by 
general physicians for emotional problems, If 
future investigations establish its effectiveness 
in the treatment of these disorders, I believe 
that this information should appear initially 
in the medical literature and not in lay publi- 
cations. 


The references are: 
1. Livingston, S.: Drug Therapy for Epilepsy. 
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Springfield, Ili.: Charles C Thomas, 1966, 

2. Rosenfeld, A.: 10,000 to ! Payoff: A Wall 
Streeters Hunch Opens a Medical Frontier, 
Life magazine, September 29, 1967, pp, 121. 
128. 

3. Rosenfeld, A.: DPH: New Wonders From 
an Old Drug, Readers Digest, February 
1968, pp. 67-71. 


SAMUEL LIVINGSTON, M.D. 
Baltimore, Md. 


National Institute for the Study 
of Conflict Resolution Suggested 


Sır: I would like to propose the establish- 
ment of a National Institute for the Study of 
Conflict Resolution. This country, committed 
to freedom by its ideals but tyrannized by its 
actual situation, has no greater need than the 
scientific understanding of social man and a 
political mastery of peaceful change based on 
that understanding. 

There are now many behavioral scientists 
directly concerned with conflict resolution. 
Anatole Rapaport and the mathematics of so- 
cial strategy, Konrad Lorenz and instinctual 
aggression, Erik Erikson and crises of human 
development, John Spiegel and mass violence, 
and Bryant Wedge and the uses of psychiatry 
in international relations are a few examples 
that come to mind. 

Government officials at many levels are now 
attempting to share recently acquired experi- 
ences. However, it is all too clear that current 
efforts are too isolated, too meager, and pêr- 
haps too conventional to cope with the immen- 
sity of the task. 

Areas for research are legion. We have wide 
and successful experience in the resolution 0 
conflicts between individuals or within small 
groups, but we have little real knowledge of 
how to apply this to larger settings. Some 
multiracial and multi-ethnic societies have 
evolved solutions to social coordination, as 
these are not sufficiently studied and we i 
not know their relevance to American pro^ 
lems. Our communications systems are de 
Oped to the point where one person can ee 
Virtually the entire population, but we are only 
beginning to be aware of how to use them. 

Because of a vastly more sophisticated E 
nomic technology, we no longer accept as ! ^ 
evitable that depressions will from time to P 
Plague our economic system. We are now e 
à depression of a different sort. In this x 
Americans have witnessed a cruel pageant ati 
domestic hatred whose most current manie ii 
tions are the murder of Dr. Martin LU 
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King, Jr., and the subsequent explosions of fire 
and fear in our cities. 

It is true that we have learned from our 
troubles, and hopefully we have learned to give 
ourselves some breathing space, but it seems 
evident that our troubles still direct us more 
than the other way around. A National Insti- 
tute for the Study of Conflict Resolution, 
given the same kind of serious support as the 
National Institutes of Health and the military 
research institutions, would be a germinal cen- 
ter for new ideas and a coordinating center for 
a new technology which may well be the most 
critical science of the next decade. 

This proposal has been forwarded to several 
congressmen, and a positive response has been 
received. I would like to solicit from the psy- 
chiatric profession and from other behavioral 
scientists both support for this proposal and 
thoughts regarding it. 


Gary Jacosson, M.D. 
Bethesda, Md. 


The Need for Ethnic Identification 
of Jewish Nazi Victims 


Sir: I read with great interest the article 
“Life Adjustment After Severe Persecution” 
by Peter Ostwald, M.D., and Egon Bittner, 
Ph.D., in the April issue of the Journal. I am 
sure that the authors who examined the psy- 
chological effects of the Nazi persecution of 
Jews knew very well that the Jewish victims as 
compared with non-Jewish victims of the Nazi 
terror were persecuted not for what they did, 
but for what they were. 

The next question to be asked is to what 
extent were the Jews really what they were 
alleged to be? In other words, how much did 
the individuals described by the authors iden- 
tify. themselves with the Jewish people? As 
far as the Nazis were concerned all Jews 
were alike and the “final solution” (annihila- 
tion) that they planned for them was the same 
for all Jews regardless of their inner feelings. 
But if we are interested in the reactions of the 
Victims, we must know how much of the sub- 
stance for which they were persecuted was 
actually a part of their personality and iden- 
tity. Otherwise we will be operating in a vac- 
uum, 

It appears that this article, like many others 
e this kind, does not identify the victims with 
revert to their ethnicity. For instance, the 
orc was quite different for the assimilated 
MER Jews who until the advent of Hitler 
MM themselves to be German. On the 

er hand, the nonassimilated Polish Jews. 
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the majority of whom never considered them- 
selves to be Poles in the ethnic sense, remained 
ethnic Jews. The authors arrived at general 
conclusions which, in many instances, would 
apply only to one part of their group but not 
another. The authors’ statement about the 
“Jewish tradition” to be successful as small 
shopkeepers is a generalization which cer- 
tainly does not apply in the same way to dif- 
ferent groups. The countries of their origin 
allow me to make that assumption. 

To the authors it seems that to be Jewish is 
something that is a result of persecution rather 
than a heritage of moral and ethnic values or a 
living culture with a language of its own (East 
European Jews). The authors said, “Never 
before, however, was the Jewish community 
shattered and never before were the survivors 
of pogroms doomed to live solitary. lives.” 
This statement certainly does not apply to 
ethnic Jewish survivors. The authors are ob- 
viously unaware of all the organizations of 
survivors that have sprung up since liberation. 
They are certainly also unaware of all the cul- 
tural activities the survivors developed in the 
displaced persons camps in Germany while 
waiting to go to Israel (the majority) or other 
countries such as United States, Canada, or 
Australia, There is evidence that they carried 
their cultural heritage with them wherever they 
went. 

Catastrophes (on a smaller scale) are not 
new in Jewish history and the "remnants" were 
always able to gather again and start a new 
life. It happened again this time in spite of the 
unbelievable losses. Considering these facts, 
the success stories of so many survivors ac- 
quire a new dimension which the authors did 
not explore. à 

More material about the ethnic approach 
to this problem can be found in the following 
sources; Eitinger(1), Zborowski(4), and two 
of my own publications(2, 3). i 


The references are: i 

1. Eitinger, L.: Concentration Camp Survivors 
in Norway and Israel. Oslo: Universitetsfor- 
laget, 1964. 

2. Kanter, L: El Hombre y las Fabricas Aleman- 
as de la Muerte, Davke Yearbook, no. 2 (in 
Yiddish), Buenos Aires, 1951, p. 339. 

3. Kanter, I.: Extermination Camp Syndrome— 
The Delayed Type of Double-Bind, Excerpta 
Medica 117:249, 1966 (Int. J. Soc. Psychiat., 
to be published). aot 

4. Zborowski, M., and Herzog, E.: Life is with 
People; the Culture of the Shtetl. New York: 
Schocken Books, 1962. 


Isaac KANTER, M.D. 
Brooklyn, N. Y. 
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Drs. Ostwald and Bittner Reply 


Sir: We should like to address the several 
points contained in Dr. Kanter's letter in the 
order in which he raises them. 

We are aware that the Jews "were perse- 
cuted not for what they did but for what (sic!) 
they were." Dr. Kanter urges that this realiza- 
tion should have led us to consider whether the 
Jews were in fact what they were alleged to be. 
Our position in this matter is, and we take it to 
be abundantly warranted, that the Nazi por- 
trayal of the Jews was a vicious fabrication 
from beginning to end. To make it as clear as 
possible, the identity which Nazi doctrine as- 
signed to the Jews was lacking even in the 
proverbial kernel of truth(1). 

To be sure, the repudiation of the Nazi 
caricature still leaves the problem of the true 
Jewish identity open for scrutiny. But in our 
experience the persecution victims referred for 
psychiatric assistance have other pressing is- 
sues to discuss and almost without exception 
are not suitable for psychoanalytic exploration 
of unconscious determinants, without which an 
understanding of the pattern of their identifi- 
cations would remain fragmentary at best. 

It does of course matter whether a victim 
considers himself to be a member of a wan- 
tonly aggrieved community or considers him- 
self to have been merely mistakenly identified 
with this community. We take it that Dr. 
Kanter broaches this problem by reference to 
“ethnicity.” In explaining the meaning of the 
term he draws attention to the distinction 
between the “assimilated German Jew” and 
the “nonassimilated Polish Jew.” Dr. Kanter 
proceeds to assume that we were oblivious to 
this distinction: In point of fact, however, we 
were not—on page 1394 of our article we in- 
dicated the proportion of our population of 
subjects by place of origin. 

_ Our avoidance of the problem of subjective 
identification was not based on simple care- 
lessness. Because we view the problem as far 
more complex than Dr. Kanter’s remarks 
suggest it to be, we could not deal with it ade- 
quately within the framework of a brief re- 
search report. There is, for example, the diffi- 
cult matter of vicissitudes in the pattern of 
identifications, persisting or diffusing over 
time(2). A detailed treatment of this would 
lead far afield. Suffice it to say that we have 
found a range of degrees of identification 
that overlapped with place of origin; that we 
have found that identification could empha- 
size ethnic or religious elements and in some 
Cases the latter were stronger than the former; 
and that the problem of isolating the conse- 
quences of either origin or ethnic identification 
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was made difficult by the generational Bap. 
between subjects originating in Germany and 
Austria and those coming from Eastern Eu. 
rope. 

Insofar as we neglected to state our views 
clearly in this matter Dr. Kanter is justified in 
taking us to task. But he is no more than idly 
offensive when he attributes to us a vulgar con- 
ception of the nature of Jewish identity. Our 
remarks contain no grounds for assuming that 
we consider being Jewish merely a conse- 
quence of persecution. Nor is anyone entitled 
to conclude on the basis of what we have said 
that we are "obviously unaware" of the so- 
cially organized life of survivors, and that we 
are "certainly also unaware" of all sorts of cul- 
tural activities of former victims. It is absolute- 
ly impossible, either in the medicolegal evalua- 
tion or in the treatment of persecution victims, 
to remain unaware of the heroic efforts made 
by survivors themselves and by those interested 
in their survival to create a better life adjust- 
ment. i 

The purpose of our paper was to indicate 
how the hideous scars resulting from persecu- 
tion may be obscured by certain outward mani- 
festations of “success” in this effort. A com- 
plete study of the effects of persecution and 
of adjustment after persecution will certainly 
have to take this into consideration, in terms 
not only of the countries where people are 
persecuted, but also the countries where they 
survive. 


The references are: i 
1. Cohn, N.: Warrant for Genocide. New York: 
Harper & Row, 1967. * 

2. Koenig, W.: Chronic or Persisting Te 
Diffusion, Amer. J. Psychiat. 120:1081-1084, 

1964, 


PETER Osrwarp, M.D. 
Econ BITTNER, PH.D. 
San Francisco, Calif. 


Schools Should Not Be Community 
Mental Health Centers 


nd 
Sir: Like most parents, many teachers, @ 


not a few psychiatrists, I have felt that ae 
are primarily schools, so when Dr. sie 
gues that “Schools Are Our Community f the 
tal Health Centers,” in the April issue © ol 
Journal, 1 am disposed to examine his line 
reasoning with some care. 4 f the 
Dr. Stickney begins by reminding us % in 
high incidence of emotional disturbance re 
children and the paucity of treatment Ü 
Sources, a most familiar reality to expen 
clinicians. But is this really a valid aren re 
for the school's assumption of treatme? 
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sponsibilities? Is it not a much better argument 
for the expansion and vitalization of clinical 
services in the community? 

Dr. Stickney points out that the compulsory 
attendance laws have placed the disturbed 
children in the schools; he then interprets this 
situation as a mandate for the school to de- 
velop resources to treat the children. But the 
school’s mandate is to instruct, to educate, not 
to "care for" or "treat." While these chil- 
dren are surely problems to the school, they 
are not problems of the school. 

The competence of educators is to educate, 
of mental health professionals, to treat. When 
either moves outside his competence, as this is 
determined by his training, there is a very real 
danger that he will perform the assumed tasks 
poorly. And worse, for as education deflects 
its energies to treatment there is a consider- 
able danger that the instructional program, 
already under fire, will deteriorate rather than 
improve. 

Of course schools have always had a role in 
promoting the mental health of children, but 
they serve this end through the effective con- 
duct of their instructional program—by the 
teacher being a teacher to the child, not a ther- 
apist. As I have pointed out in several previous 
publications(3, 4, 5), effective psychiatric con- 
sultation with teachers depends upon the con- 
sultant’s really comprehending the teacher's 
tole as a teacher. If the consultant confuses 
teaching with therapy, not only will he em- 
barrass the teacher’s competence, but he will 
also undermine her instructional function. The 
effect upon the mental health of the children 
will be a negative one. 

Dr. Stickney suggests that clinic treatment 
has become ineffective and that the instinc- 
tual conflict model has been “mined out.” He 
is certainly not alone in this view. Indeed, a 
Major ferment in psychiatry today involves 
Moving toward a new conception of treatment 
based upon new theoretical models(2, 6, 7). 
That the old models have shortcomings is not 
In question, but that this is a valid argument 
Or education's assuming treatment responsi- 
bilities is open to grave doubt. 

Dr. Stickney's goodwill and manifest con- 
cern for children is evident in his paper, but 
as We all know, good intentions are not 
enough. What is needed is the wisdom to make 
difficult decisions, with less hard data than 
We would wish. For the need for change will 
not wait. And these decisions will have far- 
Teaching effects, 

General James M. Gavin, in his book Crisis 
Now, describes the situation with considerable 
Sloquence(1), E) and when we make 
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changes, these changes recoil on us in totally 
unforeseen ways. We spray pesticides, and the 
birds vanish; we build a superhighway and 
start a riot; we extend charity and break up 
families; we pass a law to renew our cities and 
spill slums over the land.” 

If ‘Dr. Stickney has his way, he will change 
our schools into community mental health 
centers. And what will be the unforeseen con- 
sequences of this change? What then will be- 
come of education? Will the effect upon chil- 
dren be positive? 

I think Dr. Stickney is wrong. I think schools 
can serve the mental health of children best 
by being and becoming good schools, not by 
undertaking to treat emotional disturbances in 
children. I find Dr, Stickney’s argument un- 
convincing and I urge others to examine his 
thesis with great care before giving it their 
support. 


The references are: 

1. Gavin, J. M.: Crisis Now. New York: Ran- 
dom House, 1968. 

2. Gladwin, T.: Social Competence and Clinical 
Practice, Psychiatry 30:30-42, 1967. 

3. Millar, T. P.: The School and the Mental 
Health of Children, Northwest Med. 61:585- 
587, 666-669, 758-761, 1962. 

4. Millar. T. P.: Home School Communication 
Concerning Nonadjusting Children, J. Amer. 
Acad. Child. Psychiat. 4:320-329, 1965. 

5. Millar, T. P.: Psychiatric Consultation with 
Classroom Teachers, J. Amer. Acad. Child 
Psychiat. 5:134-144, 1966. 

6. Millar, T. P.: The Child Who Does not Fin- 
ish His Work, Arch. Gen. Psychiat, 17:9-15, 
1967. 

7. Millar, T. P.: Limit Setting and Psychological 

- Maturation, Arch. Gen. Psychiat. 18:214-221, 
1968. 

T. P. MILLAR, M.D. 
Goshen, Conn. 


Dr. Stickney Replies 


I appreciate very much being given a careful 
critique by Dr. Millar, for whom I have high 
regard, and I am glad to reply to his questions. 

It is true, theoretically, that “schools are 
schools,” but if we look carefully at what 
schools are actually doing we will see that they 
are of necessity depending upon special ser- 
vices for "adjustment," e.g. school psycholo- 
gists, school social workers, guidance counsel- 
ors, and child development specialists. Many 
schools have been obliged also to provide the 
therapeutic milieu of adjustment classes. Lack- 
ing the special services, many principals and 
teachers must spend a great deal of their time 
with the learning problems of children, wheth- 


er they be emotional, social, academic, physi- 
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cal, or perceptual in character. Therefore I 
am not adding a new burden to the teachers 
already heavy ones but rather am trying to 
help teachers do better what they must do 
anyway. i P ines 

As for the "expansion and vitalization of 
clinical services in the community," I am cer- 
tainly in favor of that, but I do not see it hap- 
pening very soon—if ever. Two independent 

. surveys of new community mental health cen- 
ters, by Drs. Nicholas Hobbs and James Sus- 
sex, respectively, have discovered very little 
being done for children and even less being 
done for them that is novel. The most prom- 
ising approaches to mental health services for 
children have been developing in the field of 
primary education, viz, the Sumter, S. C., 
Child Study Project and the Re-Education 
Projects in Tennessee and North Carolina. 

Would that it were the case that children 
who are “problems to the school are not prob- 
lems of the school." I think my article made it 
clear that these children mostly remain prob- 
lems of the school if only because of the 
steadily declining adequacy of clinical, juvenile 
court, and child welfare facilities. A de facto 
mandate can be even more real and binding 
than the de jure variety, as we have learned 
with regard to segregation. It is at least cheer- 
ing to think that we will not need so many 
clinics and hospitals if our schools are success- 
ful in their therapeutic aspects. 

‘As to the instructional program in our 
schools, where can it go but up? Our schools 
do not lack good models and ideas for im- 
proving education—see the works of John 
Holt, Herbert Kohl, Joseph Featherstone, 
Jules Henry, Edgar Friedenberg, Sylvia Ashton- 
Warner, Stanton Leggett, A, S. Neill of Sum- 
merhill, and many earlier writers. What we lack 
is a public conscience and Bood will toward 
children that will demand the public funds to 
provide the best education for all children, 

I would agree with Dr. Millar that teachers 
Should not be therapists in the traditional 
Sense of making genetic and dynamic diag- 
noses, probing out intrapsychic conflict, de- 
fenses, and identifications, and making “deep” 
interpretations. I would not agree that an in- 
formed and purposeful blending of the thera- 
peutic and didactic role will “undermine her 
instructional function.” The efficacy of the 
teacher-counselor in helping and teaching dis- 
turbed children has been amply demonstrated 
by the Re-Ed Project, by Mrs, Frances Todd’s 

work in the schools of Allegheny County, Pa. 

and in the various school systems providing 
adjustment classes. 


Now is not the time to look with dismay 
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or view with alarm the unforseen conse. 
quences of innovative social action. The danger 
lies in inaction, which also has dire conse. 
quences. 

Given good consultation by mental health 
professionals, the schools can presently sur- 
pass any other child-caring agency in the 
crucial areas of basic casefinding, suicide pre- 
vention and other emergency or first aid ser- 
vices, milieu therapy, and prevention pro- 
grams. I earnestly hope that more excellent 
clinicians will, like Dr. Millar, emerge from 
their comfortable clinics and go where the 
children are—in the schools. 

STONEWALL B. STICKNEY, M.D. 
Pittsburgh, Pa. 


Question of Suitability of Term 
“Hysterical Psychosis” 


Sir: In his article “Hysterical Psychosis: The 
Cross-Cultural Evidence” in the August 1967 
issue of the Journal, Dr. Langness introduces 
the term “hysterical psychosis” for a multi- 
plicity of psychic disturbances such as acute 
aggressive states in New Guinea, frenzied anxi- 
ety in Africa, latah, amok, and pibloktoq. But 
it is not necessary to use the popular and dis- 
criminating word “hysterical,” because hysteri- 
cal traits do not constitute an essential com- 
mon factor in the cited conditions, as the 
author himself admits. 

Salisbury(7) has also remarked that the 
term “psychosis” does not seem as well suited 
for transient reactions as latah, pibloktod, 
etc., and should be more appropriately reserved 
for the major forms of mental illness. Perhaps 
the phrase “acute psychogenic reactions" OT 
something similar would be more suitable. 

There are other points in the article b 
require additional comments. Although amo 
may begin gradually, there are also cases © 
sudden onset; and there is no doubt that amok 
is of a transient nature(2, 5, 9) if it is merely 
Psychoreactive and not symptomatic of anoth- 
er pathological process. In latah, hysterie 
traits are rarely found, as is shown by va" 
Loon(4), van Wulfften Palthe(9), Yap (10 
and also in recent field studies. her 

There is still no agreement as to whet i 
acute confusional states such as frenzied anx 
ety constitute a nosological entity; this 7^ 
also be true of pibloktoq. Certainly vari? 
Causative factors—somatic, endogenous, i 
Psychogenic—can produce similar manife 
tions. More facts and detailed case StU S 
would be necessary before one could fit th id 
Conditions into the framework of psychi?! 
diagnosis, 
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It is rather difficult to agree with the state- 
ment, "The Malayans always have latah and 
amok, not the Puerto Rican syndrome or the 
Mohave variety." Even though latah is rather 
frequent in Eastern Java and perhaps in Ma- 
laya, it is rare or nonexistent in other parts of 
Indonesia; but very similar conditions are 
to be found in other parts of East Asia, in Si- 
beria, and in parts of Africa. 

Amok is definitely rare in Java but has been 


‘reported in other parts of the world. On the 


other hand, there are in Indonesia many cases 
of transitory confusional states(3, 6, 8) and of 
aggressive episodes (mata gelap) or infantile 
regressive behavior (sedjoendai[1]) which can 
be compared to the Puerto Rican and Mohave 
syndrome. Therefore it seems questionable 
that there is a cultural specificity in these dis- 
turbances, although certainly they are strongly 
influenced by the pattern of local culture and 
as such are particularly amenable to interdis- 
ciplinary research. 


The references are: 

1, Amir, M.: Note on the Topic Sedjoendai, 
Geneesk. T. Ned. Ind. 76:3055, 1936. 

2. Amir, M.: Over eenige gevallen van amok 
uit Noord-Sumatra, Geneesk. T. Ned. Ind. 
79:2786-2798, 1939. 

3. Loon, F. H. van: Acute verwardheid in 

Nederlandsch Indie, Med. Burg. Geneesk. 

Dienst Ned. Ind. 4:212-233, 1922. 

Loon, F. H. van.: Lattah, eene psycho-neu- 

rose der Maleise rassen, Psychiat. Neurol. Bl. 

28:155-174, 1924. 

Pfeiffer, W. M.: Versenkungs—und Trance- 

Zustünde bei indonesischen Volksstammen, 

Nervenarzt 37:7-18, 1966. 

6. Pfeiffer, W. M.: "Psychiatrische Besonder- 
heiten in Indonesien," in Petrilowitsch, N. 
ed.: Beiträge zur Vergleichenden Psychiatrie, 
part 1. Basel/New York: Karger, 1967, pp- 
102-142. 

7. Salisbury, R.: Reply to the rejoinder LSL. 

Langness regarding the article “Possession on 

the New Guinea Highlands,” Transcultural 

Psychiatric Research 4:130-134, 1967. 

Travaglino, P. H. M.: De psychose van den 

inlander in verband met zijn karakter, Gen- 

eesk. T. Ned. Ind. 60:99-111, 1920. 

9. Wulfften Palthe, P. M. van: Neurologie en 
Psychiatrie. Amsterdam: Wetensch. Uitgeverij, 
1948, pp. 265-288. 

10. Yap, P. M.: The Latah Reaction. Its patho- 
dynamics and nosological position, J. Ment. 
Sci, 98:515-564, 1952. 


W. M. PFEIFFER, M.D. 
Schwabachanlage, West Germany 
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Dr. Langness Replies 


Sir: Although Dr. Pfeiffer has misinterpreted 
Some of my remarks on “hysterical psychosis” 
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and attributed to them a degree of finality 
they were not intended to have, I do not think 
we are in substantial disagreement. 

I did not “introduce” the term “hysterical 
psychosis” but merely pointed out that: 1) con- 
trary to what Hollender and Hirsch(2) found, 
there were articles in which hysterical psycho- 
sis was considered as an entity; 2) there were 
some non-Western syndromes to which the 
term might be more adequately applied than 
those they mentioned; 3) the term might be 
useful in delineating a category of behavior 
to facilitate cross-cultural comparison; and 4) 
if this is so it will be necessary to investigate 
hysterical psychosis by using interdisciplinary 
techniques. Let me emphasize what might be 
used: 


. . . there may be a fairly distinct syndrome, 
hysterical psychosis. . . . It may or may not 
be characteristic of a particular personality 


type . . . the term hysterical psychosis may 
have a much greater utility . . .(4) [italics 
added]. 


I would like to further point out that the 
article was the text of an address I gave, 
based on “a modest review of the cross-cul- 
tural literature on psychopathology." It is clear- 
ly not the result of extensive research on the 
subject, nor do I make any claims to exper- 
tise. 

I do not agree, however, that the term “hys- 
terical psychosis” cannot, or necessarily should 
not, be used. There are obvious difficulties in 
that neither “hysteria” nor “psychosis” is a 
very well-defined term. As I originally used 
the term(3, 4), following Sinclair(10) and 
Hollender and Hirsch(2), it was defined by: 
1) its occurrence among otherwise “normal” 
individuals, 2) transiency and rapid full recov- 
ery, 3) severity of symptoms (on a neurotic 
to psychotic continuum), and 4) the presence 
of hysterical symptoms. 

The case I first described meets these cri- 
teria. The subject was otherwise "normal," the 
episode was transient, he was for a time “psy- 
chotic"—following any reasonable interpreta- 
tion of that term—and he showed “hysterical” 
symptoms (deafness). Other cases of which 
I have knowledge also qualify, as do, I be- 
lieve, at least some of the behaviors I men- 
tioned as occurring in a broader cross-cultural 
perspective. 

It could well be argued, and I would agree, 
that this is not a particularly good definition. 
But it is a definition, and it does in some sense 
serve to distinguish some forms of behavior 
from others. One can well ask what constitutes 
“normal,” what is “transiency,” what is "rapid" 
and “full” recovery, and where in fact does one 
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draw the line between “neurotic” and “psy- 
chotic,” as well as what constitutes “hysteri- 
cal” symptoms? E 

This is precisely the objection to most, if 
not all, psychiatric terminology, and I agree 
that existing psychiatric terms are most in- 
adequate. But apparently this is not what 
Pfeiffer or Salisbury(7, 8, 9) object to, nor 
does it prohibit them from using the terms 
“neurotic” and “psychotic” without defining 
them at all. 

As long as the term “psychotic” is used to 
specify severity in terms of extremes of be- 
havior or loss of contact with reality which, 
as nearly as I can determine, is how it is gener- 
ally used. I see no reason to restrict its usage 
in the way Pfeiffer and Salisbury suggest. Fur- 
thermore, there is a precedent in the literature 
for using it for transient reactions(1, 2, 6, 10, 
11). Perhaps Pfeiffer and Salisbury will some- 
day get together and tell the rest of us what 
psychosis really is? 

As far as the term "hysterical" is concerned, 
I do not recall saying that it does not consti- 
tute "an essential common factor in the cited 
conditions"; I again suggested it might. I do 
not believe that at the moment it is very defi- 
nitely established whether "hysterical traits" are 
present or not in many of the syndromes in 
question; and even if they are not present in 
some of the syndromes, that implies only that 
those particular entities would not fit the term. 
It would not imply that the term itself is neces- 
sarily useless. Since “hysteria” is not a well- 
defined term (although as Hollender and 
Hirsch(2) have shown, it is still in fairly 
common professional use), we are not very 
likely to find out. 

The term “hysterical Psychosis” as I have 
used it has the advantage of more narrowly 
defining a category of remarkably similar be- 
haviors than does the phrase "acute psycho- 
Benic reactions" or Salisbury's term “posses- 
sion.” The terms are not mutually exclusive in 
any case, the term “hysterical Psychosis” being 
merely a subclass of the more embracing term 
whether it be “acute psychogenic Teactions” or 
“possession.” The term “illness” does not pre- 
clude the subcategory “cancer.” Although I 
do not have space to go into it here, the above 
two categories include too wide a variety of 
behaviors to attempt to explain. For further 
comments on this see Langness(5). Quite 
frankly, I do not care whether we use the term 
"hysterical psychosis" or not—we can call it 
"behavior X," as long as it is a defined cate- 
gory and facilitates analysis, 

I fully agree that there is no agreement that 

such terms as "frenzied anxiety" constitute a 
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nosological category. I suggested they might 
fit into the category "hysterical psychosis^ 
Whether they do or not seems to me an Open 
question. I cannot see why it is difficult to 
agree that the behaviors in question are cul. 
turally specific, although latah and amok are 
probably not the best examples of what I 
had in mind. Clearly I did not mean they were 
culturally specific in the sense that such epi. 
sodes in their basic form occur only in spe- 
cific cultures, Indeed, the gist of my remarks 
was to show that the basic form is the same in 
a wide variety of cultures but that, as Dr. Pfeif- 
fer suggests, "they are strongly influenced by 
the pattern of local culture." I know of no 
Bena Bena native suffering from negi negi 
who has performed a cannibalistic act such as 
reported for windigo victims(11), no Mohave 
who spends long hours trying to keep his penis 
from withdrawing into his body as do victims 
of koro(1), and so on. 


The references are: 

1. Arieti, S, and Meth, J. M.: 
fiable, Collective and Exotic Psychotic Syn- 
dromes,” in Arieti, S, ed.: The American 
Handbook of Psychiatry. New York: Basic 
Books, 1959, pp. 543-563. 7 

2. Hollender, M. H., and Hirsch, S. J.: Hysteri- 
cal Psychosis, Amer. J. Psychiat. 120:1066- 
1074, 1964. : 

3. Langness, L. L.: Hysterical Psychosis in the 
New Guinea Highlands: A Bena Bena Exam- 
ple, Psychiatry 28:258-277, 1965. 

4. Langness, L. L.: Hysterical Psychosis: The 
Cross-Cultural Evidence, Amer. J. Psychiat. 
124:47-56, 1967. . 

5. Langness, L. L.: Native Possession: Investi- 
gator Hysteria, Transcultural Psychiatric Re- 
search, in press. 

6. Parker, S.: The Whitiko Psychosis in the Con- 
text of Ojibwa Personality, American An- 
thropologist 65:603-623, 1962. 4 

7. Salisbury, R.: Possession in the New Guinea 
Highlands: Review of Literature, Transcul- 
tural Psychiatric Research 3:103-108, 1966. 

8. Salisbury, R.: Possession Among the Siam 
(New Guinea), Transcultural Psychiatric Re 
search 3:108-116, 1966. $- 

9. Salisbury, R.: R. Salisbury Replies, po 
cultural Psychiatric Research 4:130-134, 1967 

10. Sinclair, A.: Field and Clinical Survey B 
of the Mental Health of the Indigenes 1 
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Moresby: W. S. Nichols, Government Prin 
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11. Teicher, M.: “Windigo Psychosis,” in eu 
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Society, Seattle, Wash., 1960. 


"Rare, Unclassi- 


L. L. LANGNESS, Pad. 
Evanston, ^^ 


68 
Amer. J. Psychiat. 125: 1, July 19 


123 


BOOK REVIEWS 


PREVENTION AND TREATMENT OF MENTAL RE- 
TARDATION. Edited by Irving Philips. New 
York: Basic Books, 1966, 444 pp., $12.50. 


This is a truly comprehensive book con- 
cerning the broad area of mental retardation. 
The authors of the various chapters number 
about 25. The book itself is divided into five 
parts which deal, in turn, with the diagnosis 
of mental retardation, the emotional impact 
of the disorder, prevention, comprehensive care 
of the mentally retarded, and the community 
aspects of this disorder. The authors are well 
chosen and are authorities on the various as- 
pects of mental retardation. 

The chapters deal with history, neurologic 
aspects, neuropathology, early diagnosis, the 
family of the retardate, sociological aspects, 
genetic counseling, and eugenics. Further chap- 
ters deal with such aspects as medical treat- 
ment, psychotherapy, preschool programs, 
school years, special education, vocational re- 
habilitation, the adult retardate, residential 
care, and finally, in the community area, chang- 
ing concepts for programs for the mentally re- 
tarded and legal aspects of mental retardation. 

This book both gains and loses by its multi- 
authorship. There is, by necessity, some repe- 
tition. Certain syndromes are dealt with in 
several chapters in a somewhat repetitive man- 
ner. Nevertheless, each author presents his own 
distinctive view of his particular area. As 
might be expected, certain chapters are re- 
markably informative while others seem to lack 
luster. Some readers might find certain portions 
of the book especially informative, while other 
Teaders may turn to other sections. In essence, 
this book is a compendium of mental retarda- 
tion and covers—and perhaps re-covers—many 
areas past, present, and future. It deals with 
everything from genetics to biochemistry. from 
Psychology to family counseling. 

The editor, who has participated in the 
Writing of some of the chapters, is to be con- 
gratulated for bringing together so many 
knowledgeable people to contribute to this 
type of book. This reviewer would recom- 
ded it to any mental health professional who 
kou a reference book on mental retarda- 
ib Few, if any, areas concerning this broad 
pun of disorders are left untouched. Not 
ii Y reader will find every chapter of similar 

€rest. Nevertheless, the book is representa- 
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tive of our current views in mental retardation 
in almost every area of endeavor. Therefore, 
it is to be recommended. 


Stuart M. Finca, M.D. 
Ann Arbor, Mich. 


INDICATIONS FOR PSYCHOANALYSIS: THE PLACE 
or THE DREAM IN CLINICAL PSYCHOANAL- 
ysis. By Herbert F. Waldhorn, M.D. Mono- 
graph Series of the Kris Study Group of the 
New York Psychoanalytic Institute, 2. New 
York: International Universities Press, 
1967, 106 pp., $3. 


This monograph contains the reports of two 
Kris Study Group panel sections which were 
organized to pursue in depth the study of two 
specific topics, “Indications for Psychoanaly- 
sis” and “The Place of the Dream in Psycho- 
analysis." 

Twenty-six psychoanalysts, with special in- 
terests in the chosen areas, met over a one- 
year period to discuss “Indications for Psycho- 
analysis” as a treatment. The summary of those 
meetings comprises the first half of this mono- 
graph. The outlines of three clinical problems 
are presented in brief, followed by concise 
discussions. The participants then draw cer- 
tain theoretical and technical generalizations 
from these examples. Relying on the structural 
theory of the psychic apparatus, they discuss 
various factors affecting the ego, superego, 
id, and the external environment that play 
some role in the clinical recommendation for 
or against analysis. 4 

The analyst should assess a prospective pa- 
tient in terms of the intactness of his various 
ego functions, such as the capacity to tolerate 
frustration, anxiety, passivity, to develop ob- 
ject relationships, test reality, introspect, and 
to apply insight gained to the problems at 
hand in an adaptive manner. The patient's 
motivation regarding his illness and the analy- 
sis must be evaluated. The nature of the 
patient’s anxiety and resistances should be con- 
sidered. The analyst should be alert to the man- 
agement of the patient’s guilt feelings in the 
effort to understand the superego. From the 
standpoint of the id, the course of the matu- 
ration and development of the patient’s drives 
should be noted. Finally, the various practical 
considerations demanded by the patient's cur- 
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rent living situation should be taken into ac- 
count, : 

A number of patients will remain question- 
ably analyzable after initial evaluation. The 
participants caution here against undue pessi- 
mism. They remind us that the intrapsychic 
energy balances are intricately dependent and 
advise us that frequently an ongoing assess- 
ment during initial exploratory psychother- 
apy or trial of analysis is the most fruitful way 
to answer the clinical doubts. 

The discussion of these many issues is rather 
highly condensed, and one can feel the strain 
of the reporter in his efforts to pull together 
the wide-ranging discussions into a highly or- 
ganized presentation. The reader should be 
impressed with the complexities of the assess- 
ment of "analyzability" and should be stimu- 
lated to examine more closely his own clinical 
practices of psychotherapy or psychoanalysis. 

The second topic, “The Place of the Dream 
in Psychoanalysis," occupied a study section 
for two years. Group members present six ex- 
amples of dream analysis with discussions high- 
lighting the rationale for the particular analytic 
approach in each situation. Sections dealing 
with the structural view of dreams and the 
psychophysiology of sleep and dreaming sum- 
marize the current thinking in these areas. Two 
general theories of the place of dreams in 
analysis are clearly explicated. 

One maintains that dreams are special pro- 
ductions, the reflections of altered states of 
consciousness which provide unique and rela- 
tively' direct access to the unconscious, Since 
this is the case, they demand particular atten- 
tion in the analysis. The other view maintains 
that dreams as Teported are really only first 
associations to latent dream thoughts and thus 
should be treated as any other associations. 
However one may view this, the group mem- 
bers emphasize that the reported dream is only 
part of the analysis and that the approach to 
the analysis of the dream must be held within 
the context most appropriate to the particular 
stage of the analysis in which it occurs. It is 
the patient that needs analysis, not the dream. 

Again, the reader is impressed with the 
succinct presentation of the discussion material. 
Such careful reporting of such conscientious 
and thoughtful groups is the best counter- 
balance to the loud and uninformed attacks 
on psychoanalysis as a body of theory, a re- 
search method, or a clinical treatment. 


EbwiN C. Woon, M.D, 
Hartford, Conn. 
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INTRODUCTION TO SCIENTIFIC PSYCHIATRY: 4 
BEHAVIORISTIC APPROACH TO DIAGNOSIS 
AND TREATMENT. By H. A. Storrow, 
M.D. New York: Appleton-Century-Crofts 
(Meredith Publishing Co.), 1967, 247 pp. 
$6.95. 


There is much to be said for a happy 
marriage between the meticulousness of learn- 
ing theory and the rich insights of dynamic 
psychiatry. Introduction to Scientific Psychiatry 
is the latest of many attempts by several authors 
to negotiate the marriage contract. 

The subtitle summarizes the contents beauti- 
fully. The book is divided into three parts; 
foundations, diagnosis, and treatment. In the 
first part Dr. Storrow discusses the criteria for 
a clinically workable theory of human behavior 
and suggests that behaviorism comes closer 
than psychoanalysis to meeting them. He then 
gives a clear, brief introduction to the concepts 
of learning theory used in behaviorism. Utiliz- 
ing these concepts he describes a model with 
which to study how abnormal human behavior 
develops and is sustained, despite its self-de- 
feating qualities. 

At the heart of behaviorism is the tenet 
that, in order to predict or control someone's 
future behavior, one must know what situations 
the person has been in in the past, what he did 
there, and what the results of his actions were. 
Consequently, the book's second part on 
"diagnosis" is written with loving care. To 
help the patient give plenty of reliable, valid, 
and representative diagnostic information, Dr. 
Storrow describes a host of strategies and 
tactics for the clinician to use. They are good 
Ones. In discussing how to organize this in- 
formation he adheres well to his behavioristic 
model of abnormal behavior. Thirty pages iñ 
the appendix illustrate exactly how Dr. Storrow 
organizes diagnostic information about his own 
patients. 

In the discussion of treatment the author 
introduces the phrase “verbal behavior thera- 
Py” to label what he is advocating. As he 
Puts it, "verbal behavior therapy differs from 
Other forms of psychotherapy not in the 
amount of manipulation involved but in the 
fact that the manipulation is made explicit. 
At a practical level it differs from the tradition- 
al dynamic therapies in placing less stress 0" 
insight as a necessary prerequisite for adaptive 
change. The focus is upon observable S 
reportable behavior rather than hypothetica 
inner dynamics—upon the present rather p 
the past. Transference phenomena consequently 
Teceive comparatively little attention. In a 
cussing treatment, Dr. Storrow follows t 
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now traditional format of the "opening," 
“middle,” and “closing” phases of treatment. 
He presents the major issues typical of each 
phase, the strategies needed to deal with each 
issue, and—with typical thoroughness—the 
variety of tactics available for each strategy. 

Happily, Dr. Storrow's style is clear, read- 
able, and informative. His occasional borrow- 
ings from the patter of Games People Play(1) 
can be forgiven as a well meant effort to 
lighten some otherwise heavy fare. 

I recommend this book to students and 
their teachers in psychiatry, psychology, social 
work, and psychiatric nursing—and to prac- 
titionérs who can still take a fresh look at 
their craft. 


The reference is: 
1. Berne, E.: Games People Play, New York: 
Grove Press, 1964. 


PauL T. WiLsoN, M.D. 
Washington, D. C. 


Tue Unouier Minn. By William Sargant, M.B., 
D.P.M. Boston: Little, Brown and Co., 
1967, 232 pp., $5.95. 


Some emotional disorders are caused by 
biochemical or structural changes and some 
are precipitated (and possibly caused) by 
emotional experiences. That is so obvious that 
one wonders why this truism has become 
a battlefield. Yet the arena resounds with 
epithets as the adherents of essentially emotion- 
al explanations (especially psychologists) dub 
the organically oriented M.D. as a “mere urine 
boiler.” And the “urine boilers” hurl their own 
Pejorations at those who offer symbolic or 
“psychodynamic” explanations for anxiety or 
depression. Dr. Sargant is definitely in the 

Organic” camp, and he makes cheerful claims 
here for the effectiveness of shock treatment, 
drugs, and lobotomy. 

Here are some examples of this buoyant opti- 
mism. Describing medication, the author tells 
Us that “84 per cent of patients with schizo- 
Phrenia . . . were discharged after only six 
Weeks of treatment and found to be relatively 
well and happy. No psychotherapy beyond a 
few common-sense talks was needed to obtain 
these results." Again, “Nowadays we need only 
to prescribe five electric shock treatments or 
Some new antidepressant drugs, whereupon the 
Patient is himself again without any need for 
an elaborate case history.” Describing Largactil 
(the British trade name for chlorpromazine), 
Sargant writes that “Largactil really deserves 
the name of the ‘wonder drug." He is happy 
With lobotomy, too, explaining that its “bene- 
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ficial effects can be obtained in all suitable 
patients.” Here, the operating adjective is 
“suitable.” Sargant has had good results not 
only with psychotics but also with psycho- 
neurotics: “Patients who had been ill for 20 
years with phobias of travelling, closed spaces, 
even going out of the house, suddenly started 
to get better with Nardil, Marplan, Parnate and 
the like.” 

The author’s easy assurance about organic 
treatment is matched by his conviction that 
electrical changes in the brain often accom- 
pany aggressive psychopathy or criminal 
irresponsibility. He also sees persecution of 
those psychiatrists who believe in organic fac- 
tors. Thus he tells us that, because he advocated 
convulsive treatment, “Meduna was ridiculed 
and forced to emigrate.” And he insists that at 
the APA meeting in St. Louis, "Walter Free- 
man was cut by his colleagues because of his 
advocacy of leucotomy." Apart from the poet- 
ic justice of Walter Freeman being "cut" is the 
fact that Freeman is liked and respected by 
most American psychiatrists. It seems unlikely 
that he was ever ignored. 

When the VA banned the ice pick procedure, 
this was characterized as dictation of VA pro- 
cedures from Washington. “Even now," Sar- 
gant says, "VA Hospitals sometimes depend 
on orders from Washington as to exactly what 
treatments are permitted." And Sargant him- 
self was so victimized in Britain. He tells us 
that his colleagues’ professional activities 
“might well be counted against us . . . We 
were obviously not going to be subservient 
enough to the psychiatric bureaucracy." 

The author describes symptoms in himself 
which most of us would have to call psycho- 
somatic. Angry at being denied recognition 
for his pioneering subinsulin work, he says: 
*They made me so furious that a physical 
pain shot through my chest!" Sargant insists 
that this was a physical pain, though he ascribes 
it to his emotional state. The next day, "re- 
pressed anger at something else caused the 
same acute pain which was succeeded by 
influenza with a temperature." 

The book is an autobiography with details 
of the author's personal life thoroughly mixed 
with .giant steps in the world history of 
psychiatry. We learn that he played football 
at St. Mary's, made a thousand-mile journey 
in the United States for $25, was taken to 
“the most entertaining strip tease joint in 
America," sat next to Franklin D. Roosevelt’s 
mother, saw Eleanor Roosevelt slip and fall 
onto a ballroom floor (“she continued smiling 
as though nothing had happened"), was 
charged ten cents extra for coming back at 
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5 a.m. to the YMCA in Chicago, met a “well 
known killer” in East St. Louis, ate a hot dog 
at a roadside stand near Tuxedo Park, and so 
'on—and on—with the details, some colorful, 
some not. 

Of course, psychiatric practice in Britain is 
different in some respects from practice in the 
United States. In our country, the large public 
mental hospitals too seldom attract top-notch 
psychiatrists, and we know why. But in Britain, 
as the author says, “It is fortunate that our 
mental hospitals contain so many of the 
country’s leading psychiatrists.” 

The book is graced by a brief and stimulating 
preface written by the late and affectionately 
remembered Ewen Cameron. Cameron sug- 
gests that “men like Sargant with their willing- 
ness to challenge authority and dogma to 
bring in new methods . . . have earned the 
gratitude of their fellow men." And indeed, 
whatever else one may say about the life here 
portrayed, it certainly has been, in Cameron's 
phrase, lived "with the joy and zest for life." 


HENRY A, DavipsoN, M.D. 
Cedar Grove, N. J. 


Tue HarLucmocENs. By A. Hoffer and H. 
Osmond. New York: Academic Press, 1967, 
594 pp., $25. 


This volume is a studious attempt to describe 
the drugs called hallucinogens. The primary 
focus is on the chemical and pharmaco- 
logical aspects of this interesting group. How- 
ever, considerable clinical information is in- 
cluded, and it is heavily referenced. Mescaline, 
LSD, „Psilocybin, dimethyltryptamine (DMT), 
morning glory seeds, and many of the lesser 
hallucinogens are described. In addition, con- 
siderable space is allotted to adrenochrome; in 
fact, the 165 pages devoted to this substance 
may be a bit overbalanced. 

Despite the thoroughness of many of the 
chapters, one is struck by certain important 
omissions. No:reference is made to cannabis, 
which is regarded as a hallucinogenic sub- 
stance by most Psychopharmacologists. In view 
of the growing nationwide debate about mari- 
huana, this is a regrettable exclusion. 

In addition, the problems of the non- 
medical use and abuse of LSD are not pre- 
sented. The complications of the uncontrolled 
ingestion of LSD are of great current interest, 
and it would have been a service to the reader 

to have included them. Some valuable re- 
cent references are not included in the section 
on the therapeutic applications of LSD. For 
example, the books by Leuner, Abramson, and 
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Smart on LSD psychotherapy are not consid. 
ered. 

Despite these evident omissions, The Hallu. 
cinogens is recommended as a source of much 
detailed information. The authors' well-known 
views on adrenochrome and malvaria are vig. 
orously presented. Many narrative reports of 
subjective experiences with the various psy- 
chotomimetic drugs are included. Hoffer and 
Osmond are pioneers in the area in which they 
have written, and their story is well worth 
recording. 


Stoney Conen, M.D. 
Los Angeles, Calif. 


EXPERIMENT IN Cuance. By Jane A. Schmahl, 
R.N. New York: Macmillan Co., 1966, 
448 pp., no price listed. 


This book, an account of a five-year project 
conducted by the department of nursing of 
Skidmore College, is a well-documented de- 
scription of an effort to integrate psychiatric 
concepts into the nursing curriculum, Tne ex- 
perience is presented in such a thorough and 
pedagogically sophisticated fashion that the 
book will be of inestimable value to anyone 
interested in the educational process as well as 
medical education. It should be fascinating 
reading to those concerned with the funda- 
mental problems of improving the teaching 
and learning of the knowledge, attitudes, and 
skills that are essential to providing patient 
care in a more effective, efficient, communi- 
cable, and meaningfully human fashion. : 

The author, who directed the project (with 
the part-time collaboration of a psychiatrist), 
integrates her experience as a psychiatric nurse 
with her training in sociology and philosophy 
in a most impressive manner. For example, in 
the introductory chapters, which define the 
concepts and principles underlying her educa- 
tional efforts, the author explains why ks 
chose to call her highly integrated educationa 
approach “psychiatric”: 


The choice of "psychiatric" for use in the 
Skidmore project was based on the concept 
of psychiatry as a scientific discipline that 
is concerned not only with psychopatho 
Ogy and the care and treatment of " 
tients with serious emotional disorders. hi 
with all the psychological and social aspect 
of human experience and with the fostering 
of personality growth and the prevention © 
developmental misfortunes. 

n of both 
result 
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There are numerous examples give 
the advantages and the difficulties that 
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from defining psychiatry so broadly. Clear de- 
scription of what was done and the rationale 
for doing so coupled with a most literate and 
lucid account of the effects—both favorable 
and otherwise—on students, faculty, and the 
project leader is a consistent characteristic of 
the book. While one may not always agree 
with the. author’s interpretations of the par- 
ticipants’ various reactions as the project 
evolved, the material upon which these anal- 
yses are made is presented in such a detailed 
and honest fashion that the reader is both 
stimulated and able to make useful interpreta- 
tions of his own. If the reader has had ex- 
perience in the type of difficult teaching experi- 
ment described, he will not only be reminded 
of similar interactions, conflicts, and responses 
on the part of students and faculty, but will 
undoubtedly obtain the added bonus of hav- 
ing some of these inevitable and often painful 
interactions clarified. 

In the descriptions of the various responses 
and interactions of the students and faculty 
with the project leader and her collaborator, 
the reviewer was struck by two features which 
seem worth discussion. First, as the author 
makes quite clear, anger responses (largely 
inhibitory) were not uncommon in most of the 
participants. This reviewer could not help but 
wonder if the tendency to deal with the pre- 
sumed or actual causes of the anger on the 
intellectual level, rather than identifying and 
dealing with it more directly, did not actually 
prolong the angry frustration of the partici- 
pants. 

Secondly, it was quite striking that there 
was almost no explicit mention of interaction 
with the various physicians—medical students, 
house staff, or attending physicians—with 
whom the students and their faculty must have 
had considerable contact in their clinical ac- 
tivity. Perhaps geographical factors or the fact 
that Skidmore students seem less hospital-bound 
than many schools of nursing is the explana- 
lon. 

Somewhat more distressing explanations, 
however, are that the physician is becoming 
increasingly less involved in patient care, the 
Schism between nurses and physicians is in- 
creasing, with each pursuing his independent 
Way clinically and educationally, or, perhaps. 
as this book demonstrates, colleges and de- 
Partments of nursing simply devote more time 
and interest to teaching patient care than do 
Most medical schools, It has always seemed 
more than paradoxical that the student nurse 
Su Student physician, who spend so much 
me together both before and after graduation 
and will be cooperating, after a fashion, with 
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each other the rest of their professional lives, 
share so little in their formal undergraduate 
educational experience. 

As has already been more than implied, 
there is little doubt that many members of 
medical school faculties could learn a great 
deal about teaching and students from this 
book. It is to be hoped the author follows up 
on her experiment. 


ROBERT A. SENESCU, M.D. 
Albuquerque, N. Mex. 


Rorscuacn’s Test, vol. 2, a Variety of Person- 
ality Pictures, 2nd ed., revised. By Samuel 
J. Beck, Ph.D., and Herman B. Molish, 
Ph.D. New York: Grune & Stratton, 1967, 
433 pp., $9.75. 


The first and longer part of this book, 
written by Beck, is a complete revision of the 
1945 edition. In the second part Molish sum- 
marizes research studies, the majority of which 
have appeared in the last 15 years. Clinical 
psychologists experienced in using the Ror- 
schach test will appreciate and benefit from 
both sections. The research survey and the de- 
tailed analyses of the 29 Rorschach test rec- 
ords (of which only 16 were included in the 
1945 edition) also provide an excellent op- 
portunity for the novice to acquaint himself 
with the nature of the empirical evidence and 
the logical analysis of this evidence that leads to 
the test conclusions. This is not meant to imply 
that there exist universally accepted and sat- 
isfactorily validated systems for interpreting 
Rorschach test responses, but Beck’s approach 
is one that requires careful consideration. 

Beck, trained in Hermann Rorschach’s na- 
tive Switzerland, adheres closely to the latter’s 
interpretive rules but also employs many which 
were unknown to Rorschach. He relies both 
on the “formal” aspects of responses (whole, 
detail, form quality, movement, color, etc.) 
and on the verbal content (e.g. *secret oath," 
“diseased body part"). Utilizing both, Beck 
has a broader basis for his conclusions. “Blind” 
analyses, the best criterion of the test and its 
user, are limited in scope when based exclu- 
sively on content (and rarely add anything 
beyond what is accessible to direct clinical 
observation). Content analysis alone cannot 
properly evaluate the significance of a deviant 
or bizarre response; good examples are the 
test records of most psychoanalyzed neurotics. 
These records, as well as those of graphic art- 
ists, are frequently and mistakenly believed to 
disclose severe pathology by those who prac- 


tice only content analysis. 
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When compared with the original edition, 
the 1967 version shows an advance in tech- 
nique. For example, formal aspects are treated 
with greater refinement, and a much more ef- 
fective use is made of content. These advances 
are associated with a much greater thorough- 
ness in exposition. Beck gives a specific reason 


for each of his conclusions. He points out what . 


factors in the test record caused him to say 
what he has said about the subject. He calls 
these interpretive rules his hypotheses, rather 
than well-established "truths." In fact, Beck 
advocates caution and makes modest claims 
for the test, seeing its main function in open- 
ing up "questions for . . . clinical exploring to 
answer." He concludes: 


Rorschach did not discover anything which 
the psychological sciences did not know. 
He found a method and devised an instru- 
ment for detecting psychological processes. 
a method that goes deep and works with a 
definiteness that is not characteristic of the 
clinical interview (p. 409). 


This appears to mean that Rorschach made 
no contribution to the theory of personality, 
ie. to an explanation of how individuals be- 
come what they are, but that he made an 
original and significant methodological contri- 
bution, providing a new empirical method of 
ascertaining the presence or absence of psy- 
chological processes "with a definiteness that 
is not characteristic of the clinical interview." 
Indeed, the Rorschach technique is not rele- 
vant to personality theories, and its validity as 
a personality-detecting device does not de- 
pend on the validity (or lack of it) of any 
personality theory. After all, the microscope 
did more for biology than biology did for the 
microscope. 

The test, however, needs a theory of its 
own, an explanation of how and why it can 
detect the psychological processes as well as it 
does. The greatest needs of psychology and 
psychiatry are devices which reliably and val- 
idly detect (measure) relevant personality at- 
tributes, Without such devices we shall remain 

_ bogged down in subjectivism. The Rorschach 
technique constitutes a great advance toward 
objectivity. 

s Not everyone thinks so, however. Academi- 
cians concerned with group averages rather 
than individuals are wary of the Rorschach. 
Their distrust is understandable. The value of 
the test is apparent to clinical psychologists 
who work regularly with disturbed persons 
and who need to say something significant 
about individuals. The Rorschach test is the 
most frequently chosen diagnostic aid and 
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prognostic indicator. Since the test components 
and the interpretive rules are numerous (as this 
book illustrates), the process of satisfactory 
validation is an extremely complex one. Never- 
theless, it has not been abandoned. 

Molish’s review of the large body of Ror- 
schach literature is based on a wide sample, 
selected with careful discrimination. He pre- 
sents a comprehensive and sympathetic survey 
of research results. Sensitivity to the prob- 
lems is combined with an evaluation of issues 
from many sides without advocating any in 
particular. Disagreements as well as agreements 
are noted. Molish is fair and open-minded, 
permitting the reader to draw his own con- 
clusions. 

Together, the two sections of this volume 
provide an excellent text for both beginners 
and experienced practitioners. 


ZYGMUNT A. PIOTROWSKI, PH.D. 
Philadelphia, Pa. 


PSYCHIATRIC DISORDERS IN OBSTETRICS. By 
A. A. Baker, M.D., D.P.M. Philadelphia: 
F. A. Davis Co., 1967, 138 pp., $5.50. 


This slender volume encompasses the field 
of psychiatric reactions occurring during preg- 
nancy and the puerperium. First, the author 
discusses pregnancy in all its stages from the 
viewpoint of the psychological and physiologi- 
cal changes in the woman. Wise emphasis 18 
placed on obtaining the patient's comprehen- 
sive history, not merely her medical history. 
The author points out the usefulness of the 
entire medical team and strongly urges explora: 
tion of the total environment of the gravid 
woman. Thus psychiatric awareness and in- 
sight are to be used from the moment of con- 
ception. i 

Secondly, Dr. Baker discusses the usua 
broadly delineated divisions of psychiatric o 
orders, namely schizophrenia, manic-depresm 
disorders, neurosis, organic psychosis, porum 
pathic personality, and subnormality, as t e 
are impinged upon by the experience of preg 
nancy and the puerperium. out- 

The observations and the recommended ious 
lines of treatment bespeak long and M 
clinical experience on the part of the al 
although one or another clinician might ne 
handle certain problems differently. Muc the 
phasis in all treatment plans is placed o int 
“love affair” between mother and baby, ? Pith 
too often neglected by those dealing 
postpartum psychiatric illness. 

The chapter on “Termination of 
and Sterilization” is excellent, espec 
cause of the stress placed on the nont 
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value of abortion and the emphasis that treat- 
ment, psychiatrically speaking, only begins af- 
ter that event. An important point made by the 
author is the lack of scientific and statistical 
studies of patients who have had abortions for 
psychiatric indications. > 

All obstetricians, psychiatric residents, medi- 
cal students, nurses, and midwives should use 
this book as a text. Unfortunately, there is no 
bibliography, but the index is adequate. 


JANE E. OLTMAN, M.D. 
Newtown, Conn. 


Tue CumicaL Psycuorocist. Edited by Ber- 
nard Lubin and Eugene E. Levitt. Chicago: 
Aldine Publishing Co., 1967, 353 pp. 
$11.75. 


This volume gives the reader a thorough 
introduction to the clinical psychologist. The 
editors suitably discuss, in detail, the training 
of this professional group and the goals that 
are the object of that training and of the pro- 
fession itself, Since the role of the clinical psy- 
chologist has changed with the passing years 
and has served many and varied functions, one 
finds the training period not only trying to 
catch up with the actual function but, in some 
ways, attempting to determine it. 

Clinical psychologists comprise the largest 
subgroup within the American Psychological 
Association, for they number about 37 per- 
cent of the nearly 27,000 members. About 39 
percent of the clinical psychologists are em- 
ployed by the government; about 20 percent 
work in centers of higher learning; and 13 per- 
cent (a total of about 1,300) are self-em- 
ployed. ? 

. The historical origins of clinical psychology 
in psychometry are outlined. From this dis- 
tinctively limited background one finds the 
clinical psychologist branching out gradually 
into the child guidance clinic; the mental hos- 
Pital, the institution for the mentally retarded, 
and finally, to the stature of independent prac- 
titioner. With this professional advancement it 
Would seem that his focus of interest has shift- 
td from psychometrics to psychotherapy. 
Careful reading of this volume reveals evi- 
dence of the difficulties encountered in this 
Process and some of the conflicts surrounding 
the end result. 

E During World War II, clinical psychologists 
ide a strong impression on people working 
iud mental health field because of their 
du d which could be used for selection, 
5 because of their general knowledge of re- 
‘earch methods” (p. 24). Many of these clini- 
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cians have discarded those same techniques 
and are avoiding research work, Some recog- 
nition of this abandonment is apparent here. 
World War II did much to transfer the clinical 
psychologist from his earlier clinical role to 


_ the new role of therapist. Training programs 


have followed this shift of function. 

The ultimate in achieving professional sta- 
tus seems to depend upon being trained by 
one’s own kind. The report of a conference on 
the professional preparation of clinical psychol- 
ogists (p. 107) and the chapter by George 
Albee point out the need to have psychology 
trainees supervised by psychologists, as is done 
by “the powerful independent professions” 
(p. 136). Albee proposes to “bring clinical 
psychological training back into psychology 
and reestablish the valid principle that the es- 
sential functions of the clinical psychologist 
are diagnosis, therapy and research" (p. 139). 

There is an interesting chapter by Ayllon on 
operant conditioning which suggests the spe- 
cial kind of role the psychologist might assume 
in the team approach to hospitalized psychi- 
atric patients. Behavioral rehabilitation must 
often be emphasized to keep psychiatry in 
touch with the requirements society places on 
its “adjusted” members. 

Dr. Brody has written a chapter on inter- 
professional relations between psychologists and 
psychiatrists which is a highlight of the book. 

This is indeed a book which introduces the 
reader to the clinical psychologist, but unlike 
the usual introduction, it searches deeply into 
the confusion and conflicts which continue to 
surround the clinical psychologist, and does so 
from within rather than from without. 


Ropert J. MCALLISTER, PH.D., M.D. 
Sparks, Nev. 


INTRODUCTION TO PSYCHOTHERAPY: Irs His- 
rory AND MopEeRN SCHOOLS. By J. A. 
Hadfield. New York: Humanities Press, 


1968, 360 pp., $10. 


Dr. Hadfield has been actively practicing 
psychiatry and psychotherapy for over 50 
years. This work represents à distillation of 
his clinical experience, his contact since the 
early 1900s with many well known  psychiatrists 
and psychologists, and his extensive acquain- 
tance with the psychiatric literature. Here is a 
man still writing who developed his interest in 
psychology while attending McDougall’s lec- 
tures at Oxford in 1900, shortly after McDou- 
gall was named Wilde Reader in Psychology. 
Hadfield’s admiration and indebtedness to Mc- 
Dougall are expressed repeatedly; he believes 
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McDougall to be the most systematic exponent 
of the dynamic view in psychiatry. 

The book is directed to the intelligent lay 
reader, and so it necessarily has limited value 
to the psychiatrist, either as a history of psy- 
chotherapy or a manual of therapeutic tech- 
nique. However, it takes some critical 
knowledge of psychotherapy and its accepted 
principles to be able to evaluate the work fully, 
as its presentation would by no means be 
acceptable to many psychiatrists—but, alas, 
this would probably ring true for any work on 
psychotherapy. 

In addition to McDougall, Hadfield had per- 
sonal contact over the years with Janet, Adler, 
Jung, Stekel, Coué, Myers, Rivers, Gesell, and 
Groddeck. For 13 years he was director of 
studies at Tavistock Clinic. Hadfield’s recollec- 
tions of these experiences, often anecdotal in 
presentation, in many ways form the highlight 
of the work and will be of interest to anyone 
concerned with the developments in psycho- 
therapy since 1900. The author’s review of the 
earlier history of psychotherapy depends 
largely on Janet’s monumental treatise, Psycho- 
logical Healing(1), from which Hadfield 
derives a general review of primitive psycho- 
therapy, hypnosis, suggestion, Christian Sci- 
ence, and various religious and cultish therapeu- 
tic movements, He then describes dynamic 
psychology with a review of the work of Freud 

and others. 

The final section is devoted to Hadfield’s 
own system of psychotherapy, which he calls 
"direct reductive analysis." This is largely de- 
pendent on the methods of Janet and Freud, 
with an attempt at some reconciliation of 
their diverse viewpoints, Hadfield focuses on 
the symptom and, with hypnosis or free asso- 
ciation, aims at the discovery of the traumatic 
situations which originally gave rise to it. 
Abreaction is encouraged, bringing the affects 
into conscious control of the will, with a resolu- 
tion of the problem through reason and com- 
mon sense. 

Of course, these are features of psycho- 
therapy as it has been practiced for many 
years, but the author has had a flexible ap- 
proach, and one gathers from his reports that 
he has been a very successful psychotherapist. 
A number of his theoretical positions raise 
questions, particularly his belief that through 
his technique one can recapture traumatic 
events dating back to the first few weeks of in- 
fancy. He concludes the work by describing 
preventive methods for the neuroses, which 
depend largely on what he terms “right parent- 
hood." Such generalizations may have some 
amount of cogency for psychiatry but need 
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more elaboration before they can be very mean. 
ingful; they can easily confuse an uninformed 
public. 

More recent developments in psychotherapy 
such as behavior therapy, group therapy, and 
family therapy are largely neglected. Also, 
there is no discussion of the more critical 
studies aimed at the examination of the thera- 
peutic process and the results of psychotherapy, 
References are sparse, and a bibliography is 
lacking. 


The reference is: 

1. Janet, P.: Psychological Healing, trans. by Paul, 
E. and Paul, C. New York: Macmillan Co. 
1925. 


GARFIELD TOURNEY, M.D. 
lowa City, lowa 


ManrrAL CounseE ine. Edited by Hirsch Lazaar 
Silverman, Ph.D., Sc.D., L.H.D., LL.D. 
Springfield, Ill.: Charles C Thomas, 1967, 
515 pp., $18.75. 


This volume, edited by a clinical psycholo- 
gist, is a compilation of essays by 36 contribu- 
tors on the nature of marital problems. It is à 
large, pretentious-looking volume. The subtitle, 
Psychology, Ideology, Science, stirs great ex- 
pectations; unfortunately, in considerable mea- 
sure they remain unfulfilled. Of science, in 
the rigorous traditional sense, there is little. In 
the sphere of psychology, there are several 
interesting and provocative contributions; the 
value of a number of others, however, may be 
questioned. Of ideology, with a tinge of au- 
thoritarianism, there is too much. 

The range of subject matter is almost 
global: love and sex, religion and morality, 
role relationships, extramarital relations, vite 
conflicts, legal problems, etc. The caliber © 
the many essays is strikingly uneven. A few o! 
the contributions are, in truth, excellente 
example, the foreword by David Mace, pas 
president of the American Association of Mar- 
riage Counselors, and the chapter on "proa 
sional Training of Marital Counselors y 
William R. Rees. jds 

Taken together, this series of essays hol à 
some educational value. It is a useful onena 
tion to the controversies which abound a 
plentifully in the area of study and treatme 
of marital disorders. i ific 

Some of the contributions refer in ae 
terms to the activities of the American 5 
sociation of Marriage Counselors. For et 
years of pioneering work, this associa a 
merits a warm accolade. Its contributions Y 
by year, toward the understanding and 


68 
Amer. J. Psychiat, 125: 1, July 12 


BOOK REVIEWS 


ing of marriage problems and, particularly, 
toward the establishment of professional stan- 
dards, have been substantial. 

For the medical and psychiatric community, 
it is interesting to discover that of the 36 con- 
tributors, there are only six M.D.s: four psy- 
chiatrists and two gynecologists. This roughly 
approximates the percentage of M.D.s (12 
percent) in the American Association of Mar- 
riage Counselors. With the mounting impor- 
tance of family psychiatry and family psycho- 
therapy, one is impelled to wonder as to the 
reasons for the poor presentation of the psy- 
chiatric profession in this volume. Looking 
backward, it is surely because psychiatrists 
chose to leave this field and social workers, 
educators, and psychologists moved in to fill 
the vacuum. Looking ahead, I feel that the 
mental health problems of family relationships 
offer a dramatic challenge to an interested and 
motivated segment of the psychiatric profes- 
sion. 


NATHAN W. ACKERMAN, M.D. 
New York, N. Y. 


OPPORTUNITIES AND LIMITATIONS IN THE 
Treatment or ALrcomoLics. Edited by 
Joseph Hirsh. Springfield, Ill; Charles C 
Thomas, 1967, 103 pp., $5.75. 


This is a timely book. The recent impact of 
community psychiatry has caused the alcohol- 
ism problem to have increasing social and 
medical implications to the community; a 
team approach is necessary if significant in- 
roads are to be made in treating this illness. 

This stimulating volume was conceived from 
a symposium on alcoholism with the intent 
of imparting knowledge to physicians and 
various allied professional personnel. It is di- 
Vided into six sections representing a CTOSS 
Section of the health professions; à behavioral 
Scientist with interests in preventive medicine, 
à sociologist, internist, psychiatrist, nurse, and 
Social worker are represented. 

Although the book is brief, it supplies an 
abundance of meaningful material for careful 
thought and consideration. Many of the view- 
Points are contradictory; however, this does 
Not detract from each of the authors produc- 
ing a significant contribution from his own 
Specialty, which provides an excellent global 
Presentation. Of special interest is an extremely 
thorough review of the various psychother- 
apeutic techniques which have been used in 
treatment of alcoholic patients. 

In summary, this concise volume will be 
an excellent acquisition for both novice and 
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expert in the field of alcoholism, furnishing the 
reader with practical and theoretical aspects of 
treatment. 


THEODORE F. Muca, M.D. 
Hartford, Conn. 


A FUNCTIONAL APPROACH TO NEUROANATOMY, 
2nd ed, By Earl Lawrence House, Ph.D., 
and Ben Pansky, Ph.D. New York: Mc- 
Graw-Hill Book Co., 1967, 530 pp., $13.50. 


This book is the second edition of a text 
which first appeared in 1960. It was written 
primarily with the medical student in mind 
and was designed to meet the basic needs of 
courses in neuroanatomy. The authors state 
that their approach is functional, but above 
all systematic, strictly adhering to the func- 
tional systems once the fundamental consider- 
ations of evolution, development, and anat- 
omy have been covered. 

Specific chapters consider the functional 
classifications of systems and reflexes, afferent 
and efferent systems, proprioception, functional 
components of the peripheral nerves, the cere- 
bellum, extrapyramidal and pyramidal control 
of muscular activity, the hypothalamic control 
of visceral function, the thalamus, and the 
cerebrum. 

At the end of each chapter there is a short 
section on clinical considerations, with a sum- 
mary of the methods for testing the functions 
of the various systems and a brief consider- 
ation of the clinical disorders which may result 
from disturbed structure and function, One of 
the concluding chapters is devoted entirely to 
clinical cases which further illustrate the cor- 
relation of anatomic and physiologic principles 
to the localization of lesions. 

The book is profusely and almost exclusively 
illustrated by line drawings and diagrams, 
which are exceptionally well done; many of the 
drawings have been adapted from previously 
published neuroanatomical works. These illus- 
trations are clear and not encumbered with 
so many irrelevant labels that the reader’s 
attention is wearied by obscure and irrelevant 
minutiae. Appended is a short atlas of sections | 
of the brain (adapted from Villiger). The 
paucity of photographic illustrations perhaps 
may be pardoned in a text designed for the 
beginner, who is unskilled in distinguishing 
the part from the whole, but the mature stu- 
dent will soon recognize that actual nervous 
tissue appears Very different when compared to 
a diagram. 

The text is clearly written. The book, how- 
ever, has a number of serious shortcomings. 
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The index is at times inaccurate; one looks in 
vain for any mention of the limbic system on 
the page referred to. The pertinacious reader 
will eventually find it 100 pages further on. 
One might mention other similar errors. In 
the nine-page general bibliography there is 
only a handful of references citing publica- 
tions which have appeared since 1960. For a 
text which emphasizes the functional approach, 
its discussion of the physiology of such im- 
portant structures as the limbic system, the 
reticular activating system, and the parietal 
lobe is sketchy and inadequate. 

In its present form the book is, at best, 
barely satisfactory as a first-year introductory 
text. It cannot be recommended for candidates 
preparing for their board examinations or for 
the psychiatrist seeking reacquaintance with 
some long-forgotten structure of the nervous 
system. 

CHARLES Rupp, M.D. 
Philadelphia, Pa. 


Coenrrive Psycuotocy, By Ulric Neisser. New 
York: Appleton-Century-Crofts (Meredith 
Publishing Co.), 1967, 333 pp., $7.50. 


This is an unusual book—unusual because 
within its covers is included a more than 
adequate critical evaluation of itself. Neisser 
is so clear in conceptualizing what a book 
of this type might reasonably attempt that he 
thereby provides the framework for a critique. 

The opening chapter sets the double pur- 
pose: that of supplying a current account of 
Cognitive processes as discussed in professional 
literature. and of supplying the beginnings of 
an integration by drawing support for Neis- 
ser’s own particular theory from the evidence 
of recent studies. The core of his theory views 
Cognitive processes as acts of "construction," 
consisting of two stages. “, . the first is fast, 
crude, wholistic, and parallel while the second 
is deliberate, attentive, detailed, and sequen- 
tial." In successive chapters Neisser spells out 
the basis for his two-stage constructive cog- 
nitive process theory. Nine thorough chapters 
have a cumulative effect of establishing the 
rationale for the theory. 

One of the strongest features of the book 
is Neisser’s demonstrated ability to take the 
experimental evidence tending to support many 
competing theories and showing how it need 
not be incompatible with his own theory. From 
page to page throughout the text he builds a 
strong case for his views. At times he issues 
a direct challenge to interpretations given to 
research literature. Neisser cites so much ex- 
perimental research in his account of the 
current status of . cognitive psychology that 
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the text seems at times heavy, though excep. 
tionally rich as a review of the field. Yet he 
does not encumber his presentation with jp. 
relevant material. Experimental studies are 
cited because they support some position in 
his analysis. 

The scope of the treatment has been care- 
fully defined and Neisser has wisely chosen 
to bypass the fields of physiological mecha- 
nisms, information measurement, and develop- 
mental psychology. Yet he ventures astutely 
into the fields of psychiatry, clinical psychol- 
ogy, linguistics, and the study of reading for 
evidence that will focus on the cognitive 
processes. Twenty-five pages of references 
attest to the scope of the integration sought 
and rather remarkably achieved. There is no 
theory of cognitive process or perception which 
escapes Neisser's critical acumen. Because he 
is so definite in the positions he takes, the 
boundaries of agreement and disagreement 
are patently drawn; the issues are clear. Pro- 
ductive argument and counterargument can 
be expected to follow upon a wide circulation 
of this work. Directed research may happily 
result, 

Theoreticians in psychology may not agree 
with Neisser, but they will surely understand 
his position. It is difficult to see how this work 
would escape the interest of the psychiatrist; 
it is not without implications for this profes- 


sion. The academician would find this Work . 


to be a valuable synthesis. He 

Neisser anticipates the most pointed criti- 
cism of his theoretical position—namely, the 
failure to include the influence and opet i 
of motivation, He admits that his theoretica 
formulation concerning higher mental p. 
cesses is incomplete and will remain s0 bp 
Psychology has theories of motivation, re 
sonality, and social interaction to be inti 1 
into his broader theoretical framework. y 
namic psychology, which more properly ie 
dresses itself to the issue of motivation, di 
as much need of cognitive psychology 3$ A 
latter needs the former. Neither can hio 
alone. Neisser has abundantly elucidated 
cognitive side. pi that 

To dispute the theoretical position E 
Neisser advocates would require as perd 
a synthesis of existing data as he demons ii 
in this work. It seems to this reviewer eri- 
it would also demand additional fresh Er 
mental evidence. For the present. At abe 
Neisser has what appears to be ? 
researchable position. 

AusriN DonpeEro, FSC, pube 
Philadelphia 


, 1968 
Amer. J. Psychiat. 125: 1. July 


TT 


BOOK REVIEWS 


PSYCHOLOGICAL ASPECTS oF SURGERY. Inter- 
national Psychiatry Clinics, vol. 4, no. 2. 
Edited by Harry S. Abram, M.D. Boston: 
Little, Brown and Co., 1967, 204 pp., 
$8.50. 


In the preface to this book, a collection of 
papers from the International Psychiatry Clin- 
ics series, Dr. Abram states: 


The reader of this symposium will become 
aware of the scope of some of the areas 
covered by psychiatrists, surgeons and anes- 
thesiologists in their relation to the psycho- 
logical aspects of surgery. The surgeon and 
anesthesiologist will likewise learn what the 
psychiatrist can contribute to the under- 
standing and treatment of their patients. 


How well does the collection fulfill this goal? 

Of the 12 papers presented, only two are 
written by nonpsychiatrists. The first four 
articles deal with general topics such as emo- 
tional problems in surgery and the doctor- 
patient relationship; the rest explore special- 
ized areas of particular interest: the cancer 
patient, problems of pain, sterilization, cardiac 
surgery (two papers), and renal transplanta- 
tion. Two papers deal with the highly restrict- 
ed topics of “psychiatric problems of hypo- 
physical stalk section for diabetic retinopathy” 
and “psychiatric consideration of certain neu- 
rological diseases treated neurosurgically.” 

Selected references are appended at the end 
of each paper. Because of the widely varying 
background of the contributors (surgeons, 
anesthetists, psychiatrists, and psychoanalysts) , 
multiple points of view are presented; the 
Clinical vignettes included in. most papers afford 
the best expression of the contributors" differ- 
ent approaches, their special emphasis, and 
varying depth of psychological analysis. 

I will select some papers from each group 
and comment as seems appropriate. In a sensi- 
live study of the doctor-patient relationship, 
Meyer reminds us that the nonverbal aspects 
of communication between surgeon and pa- 
tient can be more crucial than what is said. 
The problem of what to tell surgical patients 
I$ succinctly summarized: 


It is with the surgeon, not the psychiatrist, 
that the patient should discuss the nature 
and significance of his illness, the chances 
for survival . . . and so on; what makes the 
discussion of such matters particularly vex- 
ing is that they concern questions of per- 
Sonality as much as questions of fact. The 
Physician, . . . unwilling to be the bearer of 
bad tidings, may assume a policy of conceal- 
Ment or evasion, 
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The crux of the problem is defined: “What 
does the patient really want to know? What 
admixture of truth and untruth may be dis- 
pensed that will enable him to be an informed 
participant in the battle against his disease 
without robbing him of hope?” 

Nowhere is this more crucial than in the pa- 
tient afflicted with cancer, a problem which is 
studied by Sutherland. He states: 


When the treating surgeon is perceived as a 
protective and friendly figure rather than an 
unknown and potentially damaging one, anx- 
iety lessens and the physician is in a posi- 
tion to correct misconceptions and to pre- 
sent surgery as therapeutic rather than 
destructive. Time spent in establishing good 
relationships in the preoperative period is 
insurance against the development of in- 
capacitating beliefs of injury after surgery. 


The two chapters on cardiac surgery high- 
light the necessity of developing a more sophis- 
ticated approach to postcardiotomy psycho- 
logic complications. Delirium is correlated with 
multiple variables (sleep deprivation, monot- 
onous sensory input, severity of preoperative 
heart disease, extent of surgical stress, etc.). 
Blachy reminds us of the often overlooked 
pitfalls and ambiguities of many psychiatric 
studies: 


If one relies on data from study of charts, 
one will find a much lower incidence of 
psychiatric disturbance than if one examines 
each patient directly since the person who 
makes the notes is untrained in detecting 
subtle changes in mental functioning . . - 
and prefers not to label the patient with ob- 
servations on their mental state. 


In a paper on renal transplant, Colomb and 
Hamburger comment on the necessity of eval- 
uating psychologically not only the recipient 
but also the donor in terms of motivation. 
They raise the interesting question of whether 
it is psychologically more injurious to use a 
graft from a cadaver than from a living per- 
son. The patient’s psychological tolerance of 
the graft is, on the whole, definitely superior 
to that of periodic dialysis, which often gives 
rise to depressive reactions. i 

Liaison services will require specialized train- 
ing for the psychiatrist if he is to fulfill this 
multiple role of consultant, teacher, research- 
er, and therapist. 1 

This collection serves as à good introduc- 
tion to the problem, allowing each reader to 
pursue his interest as he wishes. It acquaints 
him with the growing complexity of the field. 
As more radical procedures are being devised. 
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the most spectacular being the recent series of 
cardiac transplants, a host of issues—ethical, 
philosophical, and psychological—are raised. 
The psychiatrist will become an essential mem- 
ber of the surgical team. One questions wheth- 
er this volume could be of much help to the 
busy surgeon or anesthetist. The gulf between 
psychiatry and surgery remains wide, and it 
will require long and painstaking labor to 
breach it. 


Francis Baupry, M.D. 
Bronx, N. Y. 


Tue WonLp or Nicer Hunt: Tae Diary or 
a Moncotow Yourtn. By Nigel Hunt. New 
York: Garrett Publications (Taplinger Pub- 
lishing Co.), 1967, 126 pp., $3. 


This autobiography was written by a young 
adult who, Dr. L. S. Penrose assures the reader 
in the foreword, has Down’s syndrome, Since 
this is apparently only the second published 
autobiography of such an individual, it is a 
rarity. The major interest to the psychiatrist 
reader is the opportunity it affords for viewing 
the inner reflections of this young man—a view 
which soon convinces the reader that this book 
is not the product of the stereotyped simple- 
minded and carefree retardate. 

The preface is written by Mr. Hunt's father, 
a retired schoolmaster in England. It well 
details both the parental response to previous 
professional advice to institutionalize Nigel 
early in life and the remarkable—and persis- 
tent—training efforts of both of his parents. 
Mrs. Hunt's early emphasis on phonetic spell- 
ing apparently was a major contributing factor 
to Nigel’s astonishing vocabulary usage. 

In his autobiography Nigel reviews some of 
his travels (with his parents) in Europe. His 
ability to understand and utilize elements of 
the French and German languages during these 
travels is quite remarkable. The topics which 
he shares with the reader range from Pop music 
to his views concerning the United States, The 
grammatical level of writing is that of a fourth 
grade student—except for the previously noted 
exceptional word fluency. His writing also 
represents a classic example of concrete think- 
ing. The concreteness of his thinking is well 
illustrated by his inability to handle abstractions 

—though he tends to “cover” this with his 
word fluency and obvious joy in having the 
opportunity to share his life experiences with 
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the reader. Unlike the other previously noted 
autobiography, Nigel's work—as evidenced by 
a sample page of the original manuscript—ha; 
been only minimally edited. These and similar 
considerations convince this reviewer that this 
is an authentic autobiography. $ 

An interesting vignette was Nigel’s narrative 
concerning his trip to Montreux in 1959, He 
States that a doctor "came to my room and 
gave me six whacking injections . . . " (p. 70), | 
The entire episode appears to this reviewer to 
be highly suggestive of a course of sicca cell 
therapy. (In cases of mental retardation this 
therapy involved an injection of healthy donor 
organ cells in an effort to enhance central 
nervous system function.) Knowing that his 
parents wanted him to have this treatment, 
Nigel even thanked the doctor! It would appear 
that hope does seem to spring eternal—wheth- 
er in the breasts of dedicated parents, such as 
Nigel’s, or in all who read this book and 
continue to wonder how we can better help 
similar young people who so obviously love 
the world around them. 

The traditional image of the individual with 
Down's syndrome has been of a person who 
will never grow beyond a level of infantile 
development. This image has probably con- 
tributed to the trend in past years toward early 
institutionalization of infants with Downs 
syndrome, since their perceived lack of devel- 
opmental expectations was equated with a nee 
for lifelong custodial care. This conception 
has persisted even though there have been no 
definitive studies to ascertain the asymptote of 
their social-adaptive development. This is not, 
by any means, the only account of relatively 
high attainments by such individuals. Accord- 
ingly, it is not as unique as some may purport 
it to be. 

This book forcefully documents what 9? 
adult with Down's syndrome can attain W! 
attention, education, and parental dedicato 
It is not a “European travelogue” by a EU 
ing and stupid" individual who never t 
"Endsville." Indeed, it is an eloquent gesti 
al of what can be accomplished with and 
these handicapped individuals. 

I heartily recommend this book 
colleagues who deal directly or indirec! 
the mentally retarded. 
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« Epwin C. Woop, M.D., is associate director of psychiatric education, Institute of 
Living, Hartford, Conn. 


PauL T. Wilson, M.D., is principal investigator, American Psychiatric Association 
information processing project, Washington, D. C. 

Henry A. Davipson, M.D., is superintendent, Essex County Overbrook Hospital, 
Cedar Grove, N. J. 

SipNEY Conen, M.D., is chief, psychosomatic medicine, Veterans Administration 
Hospital, Los Angeles, Calif. 

Rosert A, SENESCU, M.D., is professor and chairman, department of psychiatry, 
University of New Mexico School of Medicine, Albuquerque, N. Mex. 

ZyGMUNT R. ProTROwsKI, PH.D., is professor of psychiatry (psychology), Jefferson 
Medical College of Philadelphia, Pa. 

JANE E. OLTMAN, M.D., is chief, professional services, Fairfield Hills Hospital, New- 
town, Conn. 

Rosert J. MCALLISTER, PH.D., M.D., is superintendent, Nevada State Hospital, 
Sparks, Nev. 

GARFIELD TourNEY, M.D., is professor of psychiatry, University of Iowa College 
of Medicine, Iowa City, Iowa. 

NATHAN W. ACKERMAN, M.D., is director, professional program, The Family In- 
stitute, New York, N. Y. 

THEOporE F. MucHa, M.D., is chief resident in psychiatry, Institute of Living, 
Hartford, Conn. 

CuanLEs Rupp, M.D., is chief, department of neurology and psychiatry, Lankenau 
Hospital, Philadelphia, Pa. 

Austin Donpero, FSC, PH.D., is chairman, department of psychology, La Salle 
College, Philadelphia, Pa. 


| Francis BaupRy, M.D., 
Bronx, N. Y. 
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: Briere CORRESPONDANCE, 
Books Received cerns Hen by Hans H. Walser. 
The following books have been received; Bern, Switz.: Verlag Hans Huber, 1967, 
the courtesy of the sender is acknowledged by 551 pp., DM 49.80. 
this listing. Books of particular interest to the 
readers of this journal will be reviewed as 


Space permit; 
S. 
Essays ON MEDICAL ANTHROPOLOCY. Southern 


Anthropological Society Proceedings, no. 1. 
Edited by Thomas Weaver, Athens, Ga.: 
University of Georgia Press, 1968, 98 pp. 
no price listed. 


Psycurarric Sicws anp SxMProMs DUE TO 
MenicaL Prosiems. By Sydney Walker III, 
M.D. Springfield, Ill.: Charles C Thomas, 


1967, 242 pp., $11.50. 
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Tue SocioLocy or MENTAL DISORDERS. Edited 
by S. Kirson Weinberg. Chicago: Aldine 
Publishing Co., 1968, 356 pp., $12.50. 


Home TREATMENT: SPEARHEAD OF COMMU- 
nity PsvcurarRy. By Leonard Weiner, Al- 
vin Becker, and Tobias T. Friedman. Pitts- 
burgh: University of Pittsburgh Press, 1968, 
228 pp., $2.95 (paper). 


Nurses, Patients, AND SocraL Systems. Edit- 
ed by James M. A. Weiss. Columbia, Mo.: 
University of Missouri Press, 1968, 203 pp., 
$4.50, 


Invustry In THE HosprraL: MENTAL REHA- 
BILITATION THROUGH Work. By William 
Winick, M.D. Springfield, Ill.: Charles C 
Thomas, 1967, 76 pp., $5.75. 


Hearta or Mankin. CIBA Foundation Sym- 
posium. Edited by Gordon Wolstenholme 
and Maeve O'Connor. Boston: Little, 
Brown and Co., 1967, 274 pp., $12. 


PSYCHIATRIC DISORDERS IN THE AGED. Report 
on the 1965 symposium held by the World 
Psychiatric Association. Manchester, Eng.: 
ee no date listed, 335 pp., no price 
listed. 


RECENT ADVANCES IN BIOLOGICAL PSYCHIATRY, 
vol. X. Edited by Joseph Wortis, M.D. New 
York: Plenum Press, 1968, 322 pp., $19.50. 


THE VOLUNTEER IN Lonc-Term CARE. By the 
American Hospital Association. Chicago: 
American Hospital Association, 1968, 52 
PP., $1.75 (paper). 


Unperstanpinc Your Sexuat Nkkps. By Mel- 
vin Anchell, M.D. New York: Frederick 
Fell, 1968, 277 pp., $5.95. 


THe ApDICTIVE STATES. Research Publications 
series, vol. XLVI. By the Association for 
Research in Nervous and Mental Disease. 


Baltimore: Williams & Wilkins Ci 
477 pp., $24. MT 


PE E PAIN, & SACRIFICE. By David Bakan 
icago: University of Chi j 
1968, 128 pp., $5.95. ridi 


Furure or NeuroLocy. Edited by Prof. Dr. 
Hans Georg Bammer. Stuttgart: Georg 
Thieme Verlag, 1967, 258 PP. DM 48,— 


INTERPRETATION OF THE 1961 Irrmor Test 
OF PsvcHoLiNGUISTIC ABILITIES, By Bar- 
bara D. Bateman. Seattle: Special Child 
Publications, 1968, 108 pp., $3 (paper). 
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Nesraska Symposium on MorrvaTIO 
By D. E. Berlyne, J. P. Scott, Iry 
Harold H. Kelley, and Thomas. 
grew, edited by David Levine, 
Neb.: University of Nebraska Pre 
315 pp., $3.25 (paper). 


Oncanismic PsvcHoLocv AND SYSTE 
ory. By Ludwig von Bertalan 
Mass.: Clark University Press 
Publishers, 1968, 76 pp., $3.75. 


BIOGRAPHICAL DIRECTORY OF THE A 
PSYCHIATRIC — ASSOCIATION, 
York: R. R. Bowker Co., 1968,28 
$27.50. T 


EVALUATION AND EDUCATION OF 
with Brain DaMacr. Edited 
Bortner, Ph.D. Springfield, Ill.: 
Thomas, 1967, 260 pp., $8.50, 


Minority Grovur ADOLESC NTS IN 
States. By Eugene B. Brody, M; 
more: Williams & Wilkins Co., 
pp., $8.25. 


+. AND A Time to Dance. By Nor 
photographed by Harriet Klebai 
ton: Beacon Press, 1968, $5.95. 


Tue Construction AND Gover 
Lunatic ÁSYLUMS AND HOSPITALS 
Insane (1847). By John Conol 
London: Dawsons of Pall Mall, 
pp. £4.4. 


Tur Mino: BroLocicAL APPROACHES 
Functions. Edited by William Cy 
and Martin W. Balaban. New Yi 
Wiley & Sons, 1968, 310 pp., $1 i 

Tur Work AND TRAINING OF TECH 
VOCATIONAL PERSONNEL IN 
Nursinc. By Annie Laurie Cra 
lanta: Southern Regional Education 
1967, 53 pp., no price listed. 


Tue Psycnoric. By Andrew Crowcroj 
more: Penguin Books, 1967, 200 P 
-cents (paper). 3 


TnANscuLTURAL Psycmatry. CIBA_] 
tion Symposium. Edited by 4. 
Reuck, M.Sc., and Ruth Porter. 
Little, Brown and Co., 1965, 384 


Cert Dirrerentiation. CIBA 
Symposium. Edited by A. V. 5 
and Julie Knight. Boston: Li 
and Co., 1967, 247 pp., $12. 
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OFFICIAL ACTIONS 


Highlights of the 124th Annual Meeting 


The 124th annual meeting of the American 
Psychiatric Association was held in Boston, 
Mass., May 13-17, 1968, in the War Memorial 
Auditorium and Sheraton Boston Hotel in the 
new Prudential Center. Total registration was 
9,654, including 3,999 members, 3,342 non- 
members, 1,683 family members, 528 exhibi- 
tors, and 102 members of the press. 

The opening session on Monday morning, 
May 13, was brought to order by Dr. Henry 
W. Brosin, 96th President of the Association, 
and the invocation was given by the Rev. Dr. 
Dana McLean Greeley, president of the Uni- 
tarian-Universalist Association. The member- 
ship was officially welcomed by Dr. Herman 
LaMark, Deputy Commissioner of Administra- 
tion and Finance, representing the Governor 
of Massachusetts. The officers of the Royal 
Medico-Psychological Association were intro- 
duced. Their president, Dr. H. V. Dicks, 
opened the joint sessions between the two as- 
Sociations and presented a presidential medal- 
lion to Dr. Brosin on behalf of the RMPA. Dr. 
Francis J, Braceland, a past president, gave a 
memorial for the recently deceased D. Ewen 
Cameron, another past president. Drs. James 
W. Dykens and Shervert H. Frazier reported 
On behalf of the Arrangements and Program 
Committees. 

, The Association welcomed 284 new Asso- 
ciate Members, bringing the total membership 
to 16,194, Also, 271 members were promoted 
to fellowship and 281 to general membership. 

Council reported the election of three new 
Honorary Fellows—Mr. Philip Sapir, Cur- 
rently assistant dean, Albert Einstein College 
of Medicine, for his distinguished work and as- 
sistance to the field of mental health in his 
Previous capacity as chief of the behavioral 
AE research branch of the National Insti- 
Ped of Mental Health; Mrs. Winthrop Rocke- 

A : Wife of the governor of Arkansas, who 
WC two terms as president of the Na- 
best Association for Mental Health and has 
iei Quaimently instrumental in the field of 
Sod ealth through national committees and 

Dtary associations and in her own state of 
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Arkansas; and Dr. Lawrence Kelso Frank, now 
in retirement, for his activities in furthering 
the study of human development, establishing 
child research centers, and promoting multi- 
disciplinary endeavors and research in child 
psychiatry. 

Six new Distinguished Fellows were hon- 
ored—Dr. Henry V. Dicks, president of the 
Royal Medico-Psychological Association; Dr. 
John Gwilym Howells, founder and secretary of 
the Committee of Clinical Psychiatrists in 
Great Britain; Dr. W. Linford L. Rees, profes- 
sor of psychiatry, University of London, St. 
Bartholomew’s Hospital; Dr. Eliot T. O. Slater, 
director, genetics research unit, Medical Re- 
search Council, and Editor-in-Chief of the 
British Journal of Psychiatry; Dr. Wilfrid War- 
ren, consultant child psychiatrist and physician, 
childrens and adolescents department, Beth- 
lem Royal Hospital and Maudsley Hospital, 
London; and Dr. Michael Herbert Beaubrun, 
professor and head, department of psychiatry, 
University of West Indies. 

Dr. Brosin delivered his presidential address, 
“Adaptation to the Unknown,” in abbreviated 
form. (The full text is available in the special 
section of this month’s Journal, along with Dr. 
Lawrence C. Kolb’s response, and Dr. C. H. 
Hardin Branch's biography of Dr. Brosin:) 

The meeting was closed with a benediction 
delivered by the Right Rev. John F. Lawler, 
chaplain of Boston State Hospital, A “Boston 
Tea Party” reception followed. 

On Monday afternoon the scientific sessions, 
comprising 308 papers, 20 breakfast seminars, 
and 38 evening panels commenced. Two change 
clinics were scheduled. Of particular. impor- 
tance were the joint sessions held with the 
RMPA, as well as other sessions devoted to 
international concerns—the *Cross-National 
Study of Diagnosis of the Mental Disorders," 
"Law Reform Relating to Abortion and Ho- 
mosexuality," “Impact of the National. Health 
Service on Psychiatry,” “International Seminar 
on Problems of Youth,” and “Impressions of 
Soviet Psychiatry: A Report from the Mission 
on Mental Health.” Refresher courses. in clin- 
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ical electroencephalography and in epilepsy 
were presented. Members were introduced to 
the new diagnostic nomenclature by means of 
the sale of the new edition, and papers dis- 
cussing its implications and usage. The Benja- 
min Rush lecture, “The Dreams of Benjamin 
Rush,” was given by Dr. Carl Binger. Sir Denis 
Hill of the RMPA gave the Adolph Meyer lec- 
ture, “Depression: Disease, Reaction, or Pos- 
ture?” 

The Arts and Humanities Session, "The Art 
of the Ballet, Motion and Emotion,” by the 
Boston Ballet Company, was presented in 
Boston’s Back Bay Theatre, and featured a 
demonstration and four numbers: “The Road 
of the Phoebe Snow,” “The Four Seasons,” 
“Don Quixote,” and “Swan Lake.” 


Convocation 


The Convocation of Fellows was held in the 
Sheraton Boston Hotel on the evening of Mon- 
day, May 13, After the processional march, the 
invocation was given by Rabbi Maurice L. 
Zigmond of the Hillel Foundation in Boston. 
The Life Fellows and newly elected Fellows 
were sworn in by the President-Elect, Dr. Kolb, 
and the annual awards were presented. 

Dr. Brosin made the presentation of the 
Distinguished Service Award for 1968 to the 
Hon. Lister Hill, United States Senator, who 
has supported and fostered community men- 
tal health centers and community general hos- 
pitals through national legislation, has support- 
ed the work of the Joint Commission on Mental 
Illness and Health, and the programs of the 
National Institute of Mental Health. A memor- 
ial tribute was paid to the late Hon. John E. 
Fogarty, former member of the House of Rep- 
Tesentatives, for his legislative support of the 
mental health cause during his 26 years of 
service. 

The Robert T. Morse Writers Awar - 
sented by Dr. J. Martin Myers, went " Mr 
Arthur J. Snider, science editor of the Chicago 
Daily News, for his "sustained and exceptional 
vas oe a in furthering the public’s 
understanding of psychi 
ee 8 of psychiatry for more than two 

Dr. Henry A. Davidson resen 
heimer Prize for Research to Dr. Robot oe 
in recognition of his work, Children of Crisis, 
a study of the “emotional impact of discrimi- 
nation and segregation on children.” Honor- 
able mentions went to Dr. Joseph J. Schildkraut 
who has directed and Promoted pioneer re- 
search in the biochemistry of Psychiatry; and 
Dr. Lee H. Robins, for her thirty-year follow- 
up study, Deviant Children Grown Up, cited as 
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a remarkable accomplishment in having lo. 


cated 90 percent of the original population, and 
in making original contributions to the study 
of “family structure in the matrix of poverty 
and... the dynamics of the development of 
antisocial behavior.” 

The Isaac Ray Award, presented by Dr. 
Richard G. Lonsdorf, went to Dr. Bernard L, 
Diamond, professor of criminology and of 
law at the University of California at Berkeley 
for his contributions to better understanding 
between psychiatry and law. The three Isaac 
Ray lectures, to be given by the recipient of 
this award, are being arranged for Dr. Dia- 
mond to deliver in England at Cambridge 
University this coming fall. 

Dr. Othilda Krug presented the annual 
Agnes Purcell McGavin Award for contribu- 
tions in the field of child psychiatry to Dr. 
George E. Gardner. Dr. Gardner has been di- 
rector of the Judge Baker Guidance Center in 
Boston, and psychiatrist-in-chief at Boston Chil- 
dren’s Hospital Medical Center. He has pro- 
moted a multi-disciplinary approach to child- 
hood mental health disorders, assisted in the 
founding of the American Association of Psy- 
chiatric Clinics for Children, and has helped 
considerably in developing standards for child 
psychiatry training and in establishing sub- 
specialty certification in child psychiatry by the 
American Board of Psychiatry and Neurology. 

The Convocation address was given by Dr. 
Edwin O. Reischauer, professor of Japanese 
history, Harvard University, on “The United 
States and Asia in 1968." Following the ad- 
dress, the convocation was dismissed by Dr 
Brosin. 


Business Meeting 


Tuesday afternoon’s business meeting was wel 
attended. The Secretary of the Association pre- 
sented his report by means of slides, followe 
by Dr. Dale C. Cameron, who gave his 20 
Treasurer’s report. Dr. Samuel G. Hibbs E 
sented the final draft of the proposed Coe 
tution and By-Laws, which was approved e 
Presented, and will be voted on by final pe o 
next spring. Dr. Robert B. Neu, chairman o 
the Board of Tellers, reported the results 
the election. The new President-Elect is i 
the Vice-Presidents. 


a 
Drs. Paul Lemkau and Philip B. Reed; De 


lors are Drs. Jack B. Lomas, Louis dical 
West, and Duncan Whitehead. The Me ide 
Director, Dr, Walter E. Barton, gave 4 a 


s s to 
Presentation to introduce the members 
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view of the new museum building, dedicated 
last fall. $ 

Dr. John R. Adams, Speaker of the Assem- 
bly of District Branches, gave his report to the 
members, and Dr. Malcolm J. Farrell, the 
Speaker-Elect, gave his response. The new 
members were officially voted in, and the re- 
ports of the officers were approved as given. 


Annual Banquet 


The Grand Ballroom of the Sheraton Boston 
Hotel was the scene of the annual banquet and 
dance. Dr. Henry W. Brosin introduced the 
distinguished guests from the Royal Medico- 
Psychological Association, and others from a 
variety of nations who came to participate in 
the seminars on problems of youth. The Past 
President’s badge was presented to Dr. Brosin 
by Dr. William Malamud, also a Past President. 

Guests and members danced to the music of 
Peter Duchin’s band. 


Closed-Circuit Television Program 


For the third year, those attending the an- 
nual meeting were able to watch closed-circuit 
programs in the early mornings, the pre-dinner 
hours, and late at night in some of the Boston 
hotels. Programs ranged from 15 to 30 min- 
utes and consisted of panels, interviews, and 
film presentations. A series of interviews with 
“Proper Bostonian Psychiatrists” included Drs. 
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Harry C. Solomon, Grete L. Bibring, Helene 
Deutsch, Ives Hendrick, John M. Murray, and 
a reminiscence of Dr. Stanley Cobb. Other 
programs included “The Amazing Growth 
of Prepayment Plans Covering the Mental 
Illnesses,” "Community Psychiatry in New 
England," *Home Movie Corroboration of 
Psychoanalytic Reconstructions of Early Life," 
"New Directions in Mental Retardation," and 
a showing of “Warrendale,” a film presenting 
aspects of a residential treatment center for 
emotionally disturbed children. 


Entertainment 


Thursday night, May 16, was APA. night 
at the Boston Pops. Arthur Fiedler conducted a 
program of light opera selections and popular 
music to an enthusiastic audience. 

Friday afternoon saw a New England Clam- 
bake with a tour through Cape Cod's cranberry 
bogs on an old steam locomotive. 

The ladies’ program included a tea at the 
Gardner Museum, a champagne luncheon and 
fashion show honoring Mrs. Henry W. Brosin 
and Mrs. Lawrence C. Kolb, brief tours of 
many of the cultural and scenic highpoints of 
Boston and its surrounds, and an Old-New 
Boston tour which took in Lexington and 
Concord. 


ROBERT S. GARBER, M.D. 
Secretary, American Psychiatric Association 
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." American Board of Psychiatry and Neurology Announces 
; Certification in Neurology with Special Competence 
in Child Neurology 


-As a result of rapidly growing activity and 
interest in child neurology (there are about 
80 child neurologists at present and about 60 

' jn training), a pattern of training for compe- 
tent practice in the field has been developed. 
‘To assure the orderly development of this field, 
the special skills of its practitioners are being 
appropriately recognized by the establishment 
of a new type of certificate. 

The American Board of Psychiatry and Neu- 
rology M d that proper preparation for the 
practice of child neurology requires that the 
practitioner be a competent neurologist who 
has had additional training in pediatrics and 
child neurology. The same diploma will con- 
tinue to be used but instead of certifying com- 
petence in neurology it will certify competence 
in neurology with special competence in child 
neurology. It is expected that a diplomate will 

» bea general neurologist with special knowledge 
of neurological disorders of children. 

The requirements for eligibility for admis- 
sion to the examination for certification in this 
field are listed below. Further inquiries should 
be directed to: David A, Boyd, Jr, M.D., 
Executive Secretary-Treasurer, American Board 
of Psychiatry and Neurology, Inc., P. O. Box 
1157, Rochester, Minn. 55901. 


A. General Qualifications 


l, The degree of Doctor of Medicine from 
an acceptable medical school. 

2. A valid and unlimited license to practice 
medicine in the United States or Canada. 

3. Membership in a county medical society. 
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4. Satisfactory references concerning moral 
character and ethical practice. 

5. One year of AMA-approved internship, 
Straight pediatric internship is not an absolute 
requirement but is strongly urged. 


B. Special Qualifications 


1. One year of general pediatric residency. 

2. Two years of general neurological resi- 
dency. 

3. Either of the following: a) two years of 
neurological residency devoted to child neu- 
rology, or b) one year of neurological residency 
devoted to child neurology plus two years of 
experience in child neurology. 

4. During the period of neurological resi- 
dency, the candidate must have satisfactory 
training in the sciences basic to neurology and 
in psychiatry and neurological surgery as out- 
lined in the “Essentials of Approved Resi- 
dencies" as they apply to neurology. 


C. Examination 


Successful completion of the Part I (written) 
examination is required before admission to the 
oral examination. 3 

Just as the training for this certificate will 
differ from the regular pattern, so will the ex- 
amination. In the regular neurological certify- 
ing examination, the candidate examines and 
discusses the neurological problems presented 
by two adults and one child. For the new cer- 
tificate the candidate will be required to pass 
all other parts of the regular examination but 
will instead examine two children and om 
adult. 
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Psychiatric Practice and Public Policy 


BY BERTRAM S. BROWN, M.D. 


- As men seek the answers to the major 
public policy questions of our time, they 
increasingly turn to psychiatry. The author 
cites several major areas where he feels 
psychiatry has a potential contribution, in- 
cluding health economics, antisocial disor- 
ders, and family planning. The author asks 
psychiatrists to respond to today's chal- 
lenges with a combination of responsibility 
and humility. 


T THE PAST YEAR those of us who either 

sing on request or listen by demand on 
the speech-making circuit have noticed a 
Phenomenon that needs explanation. Cur- 
tently at the top of the Hit Parade are titles 
Such as "Mental Health March of 1975," 
the "Psychiatric Blues of 1984," and the 
Social Science Symphony of the Year Two 
"Thousand." 

What is behind this obessive, ruminative, 
and anxious concern with the future? In 
great measure the answer is clear—namely, 
the rapid rate of social change pulling the 
firm, familiar ground from under our feet 
and making us cast our eyes heavenward 
as if one could hold tight to the fixed stars 
in the heavens. 

The rate of social change is accelerating 
SO fast that scientists concerned with the 
rapid growth of our planet's population have 
selected doomsday as Friday, the 13th of 


Based on a E 
a paper presented at the 20th anni- 
ur meeting of the Group for the Advance- 
IL, 19ce, Psychiatry, Philadelphia, Pa. November 
National Institute 
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Ki M. Brown is deputy director, ls 
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November, 2026. At that time, both the 
complexity of life and the number of lives 
will be doubling in less time than it takes 
to grow from birth to puberty. Between 
1960 and 1970 the mid-age of the United 
States will have moved from the mid-30s 
to the mid-20s—the sharpest such age drop 
in recorded history. 

Some, with Pollyannish glee, call it 
challenge; others, with dour fatigue, call it 
chaos. It is neither and both. The power 
centers of social change may be corrupted— 
from proper concern with basic trust to 
narcissistic gratification with misguided basic 
thrust. But the power centers are not only 
there; they are also here. And it is this 
tension between here and there that is the 
subject of my address. 

As men seek for answers to the problems 
of our times, they increasingly turn. to 
psychiatry. In the Senate debating war and 
peace a psychiatrist is there; in the court 
considering guilt and innocence à psychia- 
trist is there; in the mayor's committee 
room holding a post mortem of the urban 
riot a psychiatrist is there. This list could 
be expanded until someone cries, "Stop, 
enough! We are neither high priest nor 
prophet, but physicians and citizens." 

But all too often, as public policy that 
has significance for medical practice and 
social justice is formulated, the psychiatrist 
as citizen is not there. This is not to say the 
psychiatrist is never there. There are many 
examples where he has been and has molded 
much. But this relationship between policy 
formulation and psychiatric practice neces- 
sitates a searching examination if we are to 
avoid responding to social policy with pas- 
“sive complacency or aggressive mistakes. 
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Psychiatrists are often accused of talking 
in jargon not understandable to the lay 
citizen. Perhaps so, but the law of parity, 
be it symmetrical or asymmetrical, prevails. 
The psychiatrist must also learn to listen 
to other people’s jargon, which may seem as 
esoteric as any he himself uses. 

Fiscal intermediary, law, regulations, 
rules, cost accounting, tax base, regional 
economic development, Title XIX, and on 
and on. Strange phrases, bureaucratic bel- 
lowing, esoteric legal trivia—what do they 
have to do with psychiatry? 

But when the fiscal intermediary, often an 
insurance company, decides to pay for 
electroshock therapy and not for outpatient 
care—for psychotherapy maybe and psy- 
choanalysis never— policy is leading practice 
by a ring through the psychiatrist’s nose, 
or, as cynical observers point out, by a 
financial carrot attached to the psychiatrist’s 
pocketbook. We should not follow, but pick- 
et and protest until the policy is changed. 
Practice is our product—the best practice 
we know how to deliver for our patients. 
Let us protect it. 

When regulations recognize and support 
the day and night hospital as an essential 
element of a comprehensive mental health 
program, the pioneers of this new psy- 
chiatric practice have created public policy 
where none existed before. And if new 
practice cannot ‘deliver on its promise, poli- 
cy must change. 


Rules Must Be Rewritten 


The rules of the hospital or clinic billing 
office, in order to determine the proper fee. 
may ask what part of the psychiatrist’s time 
was spent with an individual patient. But 
if a person was helped by a course of family 
therapy where the children came in crisis 
the father in body but not in spirit. the 
mother infrequently due to a recent child- 
birth, it is the accountant who must learn 
that life is more than a neat double-entry 
on an IBM punch card to be fed to a 
computer. Psychiatrist and administrator 
must rewrite the rules. 

When the law includes nursing home cov- 
erage and home health services for the 
physically ill and excludes psychiatric pa- 
tients from receiving care in their homes or 


s 
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in nursing facilities dedicated predominantly 
to the care of the mentally ill, public policy 
continues its archaic prejudice. By this legal 
declaration of nonsupport for development 
of new treatment territory, the psychiatric 
patient remains a second-class citizen and 
the psychiatrist a second-class doctor. The 
walls of prejudice against the mentally ill 
must come tumbling down: the law must 
change, and we must help to change it. 

The law broadly conceived influences us; 
even as members of a democracy we make 
the law. We must combine a reverence for 
our codes with a fearlessness for revision. 
The law, like life, is based on the past, 
reflects the present, and on occasion antici- 
pates and molds the future. It is a major 
arena in which practice and policy interact. 

There are many more. A key publication 
may influence institutional leaders, as wit- 
ness the impact of the GAP reports. Means 
and modes of mutual influence may be as 
direct as legislative testimony or as in- 
direct as the doctor's unpublicized personal 
and private contribution to political parties. 
The physician has an impact as an influential 
community leader and is encouraged by 
some components of organized medicine to 
directly mold his patients’ attitudes and be- 
havior in certain key areas of medical care 
policy. 


Standards in Psychiatry 


Surrounded by the newest law on one 
side and the most ancient ethics on m 
other, a new offspring of public policy an 
professional practice will now come front 
and center—standards. h 

Standards of psychiatric practice are n 
end result of a multitude of variables. T 
quality of the doctor is considered by ? 
to be essential. But it is not enough. in 
quality of the professional environment 3 
which he carries out his work is more E 
directly examined by those concerned bs 
the setting and judging of standards. ; 
that is not enough. We are undergoing as 
change so profound that its implicat? 
escape us—namely, that the law as pu d 
policy is moving clearly toward 4 n 
standard. -that 

Concisely stated, the standard iS a 
every individual has a right to treatment 


blic 
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right to good treatment, a right to the best 
treatment. This means that just as the poor 
person has a presumed right to a lawyer at 
all stages of criminal adjudication—the same 
right as does the middle-class or wealthy 
person—so does the poor person have the 
right to the same quality of care as those 
who can pay. Thus, we must move from 
concern not only with the quality of psy- 
chiatrists but the quantity—not only with 
the good institutions but the bad ones, not 
only with those that exist but with those 
that must be created. 

In this revolution of rising expectations 
we are in danger of seeing quick, massive 
demands made by public policy that cannot 
be met by the current system. For example, 
we are on the verge of laws demanding that 
every person charged with a crime have at 
least a full-fledged psychiatric examination 
and in many instances comprehensive psy- 
chiatric treatment. 

To carry this out there must either be a 
vast decrease in the number of crimes or a 
vast increase in the number of psychiatrists. 
Both are difficult to achieve, and one of the 
alternatives is clearly the more desirable. 

Even more dramatically, judicial opinions 
are rapidly moving toward the demand that 
those committed to hospitals for treatment 
be treated, really treated. The traditional 
excuse that all those in an institution receive 
at least the therapeutic atmosphere of 
milieu therapy will be carefully scrutinized. 
We will be gradually forced toward the de- 
velopment of public standards in areas of 
Practice that are at present private profes- 
Sional property. 

The area of psychiatric standards en- 
compasses matters ranging from the sacred 
One-to-one relationship to sophisticated con- 
cepts of the ecological backdrop of systems 
development, It is an area for psychiatrists 
and their associations to pursue, not with 
the folly of the medieval artisan’s guild or 
the passion of a trade union, but with that 
Combination of substance and compassion 
that will earn us respect as responsible lead- 
€rs in today’s and tomorrow’s society. 

One strong source of pressure for stan- 
dards stems from the increasing role of 
government and industry in the provision 
of medical care, The ever-increasing scope 
9f this involvement is considered by some 
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to violate the boundaries of propriety and 
constitutionality. The boundary problem is 
clearly a generic issue. It includes concerns 
with territoriality ranging from the borders 
of nations to the proper domain of a pro- 
fession. For psychiatry the boundaries of - 
our territorial responsibility definitely in- 
clude the overtly mentally ill. But as one 
moves out from the clearly delineated pro- 
grams that address themselves predominant- 
ly to the sick, the border of the boundaries 
becomes increasingly vague. 

For example, in many crucial areas, 
public policy stemming from the Social 
Security Amendments is now developing 
and not yet fixed. Even when we start on 
target with problems arising from concern 
with illness, we find ourselves moving out 
in concentric circles to encompass broader 
and broader concepts of illness and even- 
tually find ourselves in the no-man's-land 
of social problems. 

Bureaucrats’ in-boxes and out-boxes are 
filled with a fast-moving stream of memo- 
randa. Rivers of ink on reams of paper 
address questions such as: 

*Are the mentally retarded to be con- 
sidered mentally ill?” 

“Is alcoholism a mental disease?” 

“Is the psychiatric service in the prison 
a mental health program?” 

Any one of these questions would be 
worthy of extensive discussion. But more 
important, perhaps, and rarely discussed, is 
the question common to all of them, What 
is psychiatry’s proper role in the determina- 
tion of public policy on matters that directly 
concern the issue of psychiatry's boundaries, 
domain, and responsibility? 

What can psychiatry do now, what should 
it do soon, what must it do in the future? 
While it is blatantly grandiose to presume 
that psychiatry will make the poor rich, the 
bad good, the intoxicated sober, the un- 
happy happy, it is fair to ask what we can 
contribute to these compelling human hopes. 
For while the demands are insatiable, and 
the crescendo call cannot be met in its 
totality, we must look in turn at each of 
these areas and see what we can or cannot 
do. We must not pull our heads back into 
the turtle shell of the medical model. 

It is not only the delineated area of 
mental illness that concerns us, nor even the 
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amorphous matter of mental health, but an 
evanescent and evolutionary concept that 
encompasses both illness and health—the 
quality of life. This shift in focus was clearly 
expressed by Dr. Alan Gregg on the 100th 
anniversary of the American Psychiatric 
Association in 1944, when he predicted 
“You will be concerned with the optimum 
performance of human beings as civilized 
creatures”(1). 

The concept of quality of life lends itself 
easily to extremes. Historically, psychiatry 
has been commanded by public policy to 
care for men where the quality of life was 
at its lowest ebb, the lunatic and the sub- 
normal. 


Problem of Prisons 


Let us for a moment focus on the least 
civilized, the social offender, and the coun- 
terpart of the state hospital, the state 
prison. This is a small part of a large 
problem, for there are a half million people 
in all sorts of jails on any given day. Of the 
18,000 psychiatrists, only 40 work full-time 
in a correctional setting. There are several 
hundred psychologists, a few with doctor- 
ates, and several thousand social workers, 
only a few with master’s degrees. Do we or 
do we not take on this task of psychiatric 
leadership and service in the prison system? 
Do we take on major responsibility in pa- 
role, in probation? Concern with crime is 
mounting. The President’s Commission on 
Law Enforcement and the Administration of 
Justice has issued its report to the nation. 
Crime is a major issue in our political 
campaigns. 

What will be the role of psychiatry in 
this forthcoming ferm i i 
pages g ent of public policy 

It has been my observation 
1950s saw the flowering of Omas : A 
cern, and service to the mentally ill; the 
1960s saw a similar development for the 
mentally retarded; and,. as my one clear 
prediction of things to come, that the 1970s 
will see an analogous burst of public pres- 
sure and demand for programs concerned 
with the antisocial disorders. Will we be 
there to lead? Or is it not our domain in the 
first place? Will we repeat our abnegation 

of responsibility that characterizes psychia- 
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try's response to date in the field of mental 
retardation? 

Perhaps one approach is to ask what we 
know from psychiatric practice about per- 
sonality and character disorders that should 
be vigorously fed into the policy-making 
process. 

Psychiatry often assumes a pseudo humili- 
ty and announces that it knows nothing. In 
truth, we know some things and are vig- 
orously working to learn more. Between 
the Scylla of doing nothing and the 
Charybdis of promising all, the middle path 
of participation is a clear choice. 

Based on current activities, an equally 
compelling case can be made with respect 
to one impending critical period of decision- 
making for psychiatry in the field of 
alcoholism, narcotic addiction, and drug 
abuse. 

The music is complex, and we must learn 
to listen not to the romantic symphony of 
the 1800s with its clear, dominant melody, 
but more aptly to the polyphonic multi- 
themed sound of an earlier era. But to 
listen, even with discretion and skill, is not 
enough. We must compose and conduct 
There are themes and programs that are 
not yet developed. 


Family Planning 


Let me play for you one such duet—fami- 
ly planning and mental health, or population 
and psychiatry. Both areas of concern have 
much in common—from the public's stereo- 
type of psychiatry obsession with sex to 
the professional population planners con- 
cern with all aspects of family planning 
except the vital sexual act. i 

To date, programs in family planning 
have moved in a separate stream from the 
development of mental health services: In 
preparing for a recent conference In these 
fields we found almost no program linkai 
and only a handful of psychiatrists who hav 
paid serious attention to these matter. . 

Yet family planning is a delicate busines 
involving the most crucial decisions E 
touching on the most intimate dimensi 
of our lives. Interviewing techniques, uti 
ing a combination of scientific understan ing 
and sensitive warmth, are a hallmar on 
Psychiatric practice and experience. 1 
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skills have much to offer in the family 
planning field. While we search for probable 
places where prevention of mental disorder 
is possible, the chances are promising that 
being wanted by parents is a critical in- 

gredient for the healthy development of a 
child. One of my colleagues has forthrightly 
stated: “Endowing a child with loving 
parents, adequately prepared to nurture and 
lead him, is the best we can do toward 
prevention of mental illness and promotion 
of mental health—and family planning is the 
most powerful tool at our disposal to achieve 
this ideal” (2). 

To be or not to be, to have or not to 
have: these decisions are a private matter, 
with vast public consequences, but for a 
large part of our population they cannot be 
made for want of knowledge and services 
capable of enhancing individual and family 
self-determination. 

There are other more pressing problems 
related to psychiatric practice and family 
planning that are with us now and will 
increase in the future. Couples who in the 
past were physically separated by long-term 
institutionalization now live together in the 
community. The sexual needs and behavior 
of mentally retarded adolescents present 
problems that must be dealt with. Questions 
so obvious that they are never discussed are 
legion. What is the pregnancy rate of women 
on drugs in day hospital programs? Do 
Psychiatrists and others give counsel on 
these matters? Advances in the technology 
Of contraception offer us new and useful 
tools to deal witli these problems. 

. The need for development of family plan- 
ning information and services within the 
context of a comprehensive mental health 
Program is clear to some observers, not 
thought of by others, and vigorously Op- 
posed by some. 

Public policy development in the field of 
Population is about to undergo vast changes. 

he President's State of the Union mes- 

Sage two years ago mentioned the subject 
Once; one year ago it was mentioned 
twice—all in the international context. The 
domestic dimension, by which I mean both 
ihe United States and the marital state, Will 
Soon emerge into public view. The begin- 
Tings are there. Some government agencies 
Support safe research in reproductive physi- 
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ology while others give money directly for 
family planning services. 

Population and family planning involve 
public policy matters ranging from the real 
politik of international power to laws speci- 
fying the permissible sexual behavior of in- 
dividuals. Psychiatry may have much to 
offer, it may have very little, but not to 
participate in the determination of public 
policy in this area is an abnegation of 
responsibility on all levels: as citizen, as 
physician, and as specialist in human rela- 
tions. 

It is more than coincidence that the 
psychiatrist stands in the eye of the hurricane 
of controversy around abortion. He knows 
the problem at the practice level but has 
done little to translate this knowledge into 
enlightened public policy. He treats the 
mother with postpartum psychosis and the 
injured child who has been abused, but 
leaves the shaping of laws that deal with 
these problems to others, The man in the 
house is a passionate concern of the welfare 
mother and the congressional father, and un- 
fortunately, a peripheral interest of the 
psychiatric profession. 

This one example of family planning and 
psychiatry is but a prelude to the fugue 
that society asks us to compose. It is a 
major addition to the list of social problems, 
diverse and kaleidoscopic: inadequate 
housing and clogged transportation, auto- 
mation and drug abuse, civil rights and urban 
ghettos. They come to the house of psychia- 
try and like the classical wolf, they thunder, 
“Knock, knock, knock, let me in, or rii 
blow your house down." 


The Psychiatrist’s Responsibility 


It seems fair game to all comers—from 
pulp magazine journalists to Nobel prize 
philosophers—to interpret and prescribe for 
these problems. More seriously, from the 
vantage point of the collective wisdom of 
our profession, it is our responsibility to 
interpret these matters. This interpretation 
must be made with a realization of both our 
power and our powerlessness, with aware- 
ness of the danger of both authoritarian 
blindness and irresponsible lack of concern. 
As we deal with these matters, the special 
position of psychiatry becomes clear, for 
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we are marginal men who live between our 
roots in the mechanisms of biology and our 
branches in the flowering of the intellect 
and emotion. We are trained to hear the 
thump of the human heart through a stetho- 
scope in our ears. We move on to listen 
to the cry of the human soul with our 
third ear. Now we are being asked to move 
on again: to listen to the collective cry of 
mass malfunction and misery; from the 
strident scream of the urban riot to the 
distant wail from the migrant labor camp, 
and above all to the millions and billions 
who are hungry. 

The pace and nature of social change is 
complex and awe-inspiring. But insofar as 
man can control his own destiny he must 
try. One arena for hope in the creative con- 
trol of social change is the making of public 
policy. And public policy must move from 
an over-riding concern with power and 
matters material, to a dominant concern 
with the quality of life. 

My point is that social problems interact 
with public policy formulation, and it is the 
mechanisms of this interaction that we must 
understand and influence. Problems beget 
policy as surely as policies created the prob- 
lems in the first place. It is in this axis 
between problem and policy that we must 
work. 

A significant dimension of psychiatric 
practice in the future will be in the realm 
of public policy process. I refer not to the 
psychoanalyses of kings and Presidents, but 
to newly defined areas of endeavor such as 
mental health planning, psychiatric stan- 
dards, health economics, and program and 
policy development. 

Planning activities are pervasive at na- 
tional, state, and local levels, They range in 
significance from glorified Madison Avenue 
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public relations extravaganzas to serious 
endeavors to anticipate, allocate, and control 
our resources and research directions. Lead- 
ing thinkers are developing a system of 
“national social accounts." The ingredients 
of these attempts to come to grips with 
complexity and diversity include items such 
as cultural and psychological satisfactions. 
Whether they are called "planning," "pro- 
gramming," or "policy making," these ac- 
tivities represent our society's attempt to 
develop the tools and concepts of systems 
guidance, or, to return to the early theme of 
this paper, our attempt to creatively and 
constructively control social change. The 
prime purpose of planning is to make things 
happen that might not otherwise occur. Yet 
nowhere in sight is an institution of learning 
tooling up to train psychiatric planners, or 
carrying out research on mental health plan- 
ning. 

It will come. 

As to public policy, ask not what it 
does to you. Ask not what you do to it. 
Let us at least have the conviction of our 
platitudes, cast our eyes heavenward at the 
ancient star of physician tradition, and ask 
what it does to our patients and their 
families. 

But that is not enough. Let us have the 
courage of our dreams. Let us ask, above 
all, how in the latter part of this century 
the influential dynamism of psychiatric prac 
tice and public policy will affect the quality 
of life, our total world, our children, and 
generations as yet unborn. 
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Prospects and Perspectives: Implications of 
Social Change for Psychiatry 


BY WALTER E. 


The author assumes that psychiatrists wish 
to participate in the social evolution and 
revolution that are today's reality. However, 
he cautions against over-enthusiasm for the 
new fashions in psychiatry and stresses the 
need for careful evaluation and for the con- 
tinuing pursuit of excellence. He also cites a 
number of areas and issues needing thought- 
ful study by psychiatrists. 


MAJOR challenge to American psychia- 
try is the preparation of psychiatrists 
for the new responsibilities they must bear 
in a society undergoing accelerated change. 
We have been comfortable working in a 
free enterprise system in medicine—select- 
ing the patients we wish to treat, carrying 
out our diagnostic-therapeutic function in a 
medical setting of our own design, and en- 
joying the exclusive doctor-patient relation- 
Ship. 
Aligned to medicine by heritage, we would 
Move ahead closely with it. But like the 
Circus performer who stands with one foot 
on each of two trotting horses, We find that 
our position becomes uneasy when the 
horses" are not pacing in unison. The 
Psychiatrist’s balance on the “horse” repre- 
senting a society that is speeding up is the 
concern, Psychiatry has chosen the liaison 
Position between medicine and society. It 
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must acquire the skill and poise to ride both 
horses. 

Our society has grown strong and rich 
under the free enterprise system, with the 
help of the independent frontiersman philos- 
ophy. But gradually, attitudes have changed. 
Privacy has been replaced with together- 
ness, free enterprise with shared wealth; 
individualism has given way to socialism. It 
is not too difficult to imagine that the 
world’s finest medical practice may be 
sacrificed to distribute mediocrity evenly to 
all. There is encouragement to abandon the 
medical system approach in favor of the 
social system approach. Personal diagnosis 
may give way to the computer; the psy- 
chiatrist-psychotherapist may give way to 
the “discount” therapist and to the friendly 
nonprofessional health visitor. 

Before the report of the Joint Commis- 
sion on Mental Illness and Health was re- 
ceived, an eminent medical sociologist, Leo 
Simmons, told a convention of the American 
Psychiatric Association that the natives were 
getting restless about morbidity and mortali- 
ty(4). He observed an increasing discontent, 
particularly among members of the lower 
socioeconomic classes, over their relative in- 
accessibility to the widely publicized ad- 
vances in medical knowledge and practice. 
Speaking for these medically underprivi- 
leged, he said: “We mean to have it!” 

Thirty-five years earlier, Ortega y Gassett 
warned of the inexorable “Revolt of the 
Masses” from rule by a “superior minority” 
(3). Hence, the consumer of mental health 
services may well be Everyman, and de- 
cisions governing our professional fate more 
his than ours. : 

Leo Srole, another medical sociologist, 
has characterized psychiatry as the public's 
court of last resort in many psychosocial 
dilemmas(5). He suggests that when ordi- 
nary common sense measures fail to solve 
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certain social problems, increasing segments 
of the population turn for help to the mental 
health professions, the experts in “uncom- 
mon sense.” When the minister’s counseling 
does not save the marriage, when the traffic 
court judge’s fines and jail sentences do not 
deter the speeders, when the school princi- 
pal’s persuasion and discipline do not stem 
unruly student behavior, psychiatrists are 
called to give advice. Should we respond to 
these calls? The pressure to do so is mount- 
ing. 

i we to become social scientists on 
the one hand or assembly-line marriage 
counselors on the other? Many of our 
colleagues are adamantly trying to stay with 
the familiar in the face of multiple, diverse, 
and novel demands on their time and talents. 

Assuming that we wish to participate in 
the varieties of social evolution and revolu- 
tion which seem to be today's reality, what 
kinds of products and services shall we 
deliver to a vaguely specified *consumer"? 
Brevity would become me here since I have 
few convincing conclusions. The lightness 
with which this subject is touched on in the 
literature suggests that others share my 
diffidence in tackling the ubiquitous, usually 
unarticulated question: “Isn’t community 
Prycuiey of necessity second-rate psychia- 
try?" 

From one point of view, instant therapy 
for the masses seems called for. If we re- 
spond and spread ourselves tissue-paper 
thin, we may be faced with renouncing the 
50-minute hour for the 15-minute exhorta- 
tion, with closing the hospital ward in favor 
of life at home with a neurotic spouse and 
group therapy membership, with viewing an 
exclusively private practitioner of psychiatry 
as irresponsible, if not immoral, 

An obvious rejoinder to the accusation 
of “second-rate” as to what is evolving in 
medicine is that some help is better than 
none at all. First aid can stop the bleeding, 
splint the broken leg, and counteract shock. 
This truth does not reassure those engaged 
in the pursuit of excellence, nor should it. 

The community mental health movement 
is at present handicapped by over-enthusi- 
asm, partly because of childishly gullible 

fascination with the new and adolescent re- 
jection of the old. We have been through 
these phases many times before. In the be- 
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ginning, two-thirds of schizophrenic patients 
were said to be “cured” by insulin coma; 
60 percent of paranoid schizophrenics were 
allegedly improved by convulsive therapy; 
and similarly rosy results were initially at- 
tributed to psychoanalysis, lobotomy, tran- 
quilizers, and the therapeutic community. 
This enthusiasm is not necessarily all bad: 
the new must be tested, applied with con- 
sidered indiscrimination, and evaluated after 
a period of time in order to find the truth, 
This is the obligation of science. 


Some Current Issues Awaiting Study 
Abortion 


In most jurisdictions therapeutic abor- 
tions may be performed to save the life of 
the mother. There are few psychiatric ill- 
nesses that endanger life. There is little solid 
evidence, for example, that pregnant women 
commit suicide more frequently than non- 
gravid women; in fact, the opposite may be 
true. Yet psychiatrists sign from 50 to 80 
percent of the authorizations for therapeutic 
abortions. 

Until recently the profession has been 
silent on this extremely important current 
problem. A recent opinion poll taken by a 
special interest group highlighted the con- 
tradictory behavior of psychiatrists. The 
medical, moral, and ethical issues in abor- 
tion deserve study. 


Conception Control 


There are tremendous mental health im- 
plications in the new ethic concerning the 
female’s sovereignty over her own body in 
reproductive service to the species. Popula- 
tion control for the affluent and poor, by 
means of oral contraceptives and the Lippes 
loop, is widely accepted. The morality of 
prescribing pills to college students and the 
unmarried is a vital concern. 

Have psychiatrists no wisdom to con- 
tribute? 


Pornography 


Some psychologists have linked sex with 


NO 1 
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violence and with a disturbance in mental 
health. In the dissent in the Ginsburg case, 
the Supreme Court indicated that it be- 
lieved there was no relationship. 

Would psychiatrists agree with the fol- 
lowing statement made by a leader of the 
Group for the Advancement of Psychiatry? 


With the onset of adolescence and the emer- 
gency of adult sexual drives, many individuals, 
if not all, go through a period of relative 
emotional turmoil, created in part by conflicts 
arising out of these drives and the concepts of 
behavior laid down in the past and in the pres- 
ent. Many adolescents, therefore, have to cope 
with drives including both sexual and aggres- 
sive impulses, which are not yet controlled and 
the strength of which may easily overcome 
superego control. 

The turmoil of the adolescent may be in- 
tensified by the apparent conflict between the 
prohibition of certain behavior derived from 
the rules previously established by parental and 
related authority figures on the one hand, and 
the acceptance of this behavior by others who 
have particular influence because the adoles- 
cent is at a stage of developing independence 
from the parents. Public acceptance of such 
behavior as represented by the free display, ex- 
hibition, and sale of pornographic material 
constitutes justification for and reinforces such 
behavior since its ready availability is evidence 
that it is socially acceptable. 

Many adolescents exposed to pornographic 
material are less influenced because their stan- 
dards of acceptable behavior are more firmly 
'embedded having been derived from parents 
who have laid down definite standards of taste 
and behavior(1). 


We have let others in medicine speak for 
Us on adoption, the battered child, moral 
issues in prolonging life with mechanical 
devices, the use of nonhuman organs, the 
matter of artificial insemination, and the 
implantation of a fertilized ovum in a non- 
relative, The Group for the Advancement 
of Psychiatry has been helpful in speaking 
Out on one problem area, the sexual be- 
havior of college students(2). 


Other Areas of Concern 


There is no reason to detail the long list 
Of topics that clamor for attention and study 
by psychiatrists, I shall list only a few to 
demonstrate the range: computers to assist 
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in prediction of illness; programmed learn- 
ing in psychiatry; continuing education of 
the psychiatrist; storage of information and 
its availability on demand for decision-mak- 
ing; experimentation in transmission of in- 
formation needed by psychiatrists; operant 
conditioning in the change of behavior; 
adaptation of educational programs to fit 
the learning requirements of students; new 
kinds of subprofessionals to relieve the man- 
power shortage; the right of individuals to 
violate the law; levels of confidentiality and 
the right to privacy; legal issues in informal 
admissions to community mental health pro- 
grams; management and evaluation of pro- 
grams for defective delinquents and criminal 
offenders; the management of the alcoholic 
patient following the DeWitt Easter and 
Driver court decisions; confinement to jails 
of psychiatric patients awaiting treatment; 
evaluation of pre-school child development 
programs and programs for the school drop- 
out and employment of the unskilled; educa- 
tion of the culturally disadvantaged child; 
the importance to mental health of noise, 
pollution, and overconcentration of people 
in the environment; the human equation in 
accidents; the commitment to peace and in- 
ternational cooperation; the significance of 
early correction of defects; health education 
and health maintenance; the hazards of 
addictive drugs; the therapeutic requirements 
for the psychiatric patient over 65; psychiat- 
ric services for the mentally retarded; the 
consequences of the extension of insurance 
coverage for mental disorders; the impact 
upon family life, child rearing, and com- 
munity of the discharge of unrecovered 
mental patients; determination of quality in 
the care of mental patients; the improvement 
of quality in research and reduction of the 
lag in application of new knowledge; the 
right to treatment and the adequacy of treat- 
ment in mental hospitals; the development 
of scholars in international relations. 

It is equally important that we not shoot 
from the hip at all kinds of targets but 
rather that we give thoughtful study and 
issue authoritative opinions following a peri- 
od of study. 

There is a unique opportunity for proj- 
ect-oriented groups of psychiatrists to work 
together and seriously study these and simi- 
lar problems, with continuity of representa- 
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tion in the group until the task is completed. 
The new committee structure of the Ameri- 
can Psychiatric Association has provided a 
mechanism for multidisciplinary study by 
qualified experts in the area. But have we a 
developed mechanism for identifying the 
most qualified experts to study a given prob- 
lem? Are we making maximum use of con- 
sultants and the opportunities for collabora- 
tion? Are there better systems for data collec- 
tion than those now in use? Are we taking 
advantage of the advances in communication 
that have occurred in the last 20 years? What 
changes could we make in the development 
of techniques for dissemination of the find- 
ings of task forces? 

An unusual opportunity exists now within 
the reorganized committee structure of the 
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American Psychiatric Association to seek 
solutions to the challenges of today. 
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Willing Victims: The Husbands of Paranoid Women 


BY ROBERT L. DUPONT, JR., M.D., AND HENRY GRUNEBAUM, M.D. 


The authors describe a marital syndrome 
associated with the diagnosis of paranoid 
state in nine married women. These women 
had chosen husbands who were passive, 
socially isolated, and unable to directly ex- 
press angry or sexual feelings; they were 
likely to be active participants in the bizarre 
behavior of their wives. The authors con- 
clude that this diagnosis in a married woman 
may relate not only to her psychological 
state but to specific characteristics of her 
husband and marriage as well. 


E as have recognized for decades 
that disturbed people have troubled 
marriages, However, there have been few 
attempts to describe specific marital patterns 
and to relate these to psychiatric diagnoses 
or psychodynamic formulations. This study 
of 16 psychotic paranoid women and their 
husbands describes a specific form of indi- 
vidual psychopathology and relates it to 
the interpersonal environment in which it oc- 
curs. 

The unusual quality of the marriages of 
paranoid women came to our attention when 
such a patient and her husband were inter- 
viewed jointly on one of the inpatient ser- 
vices of the Massachusetts Mental Health 
Center, We were surprised by the husband’s 
eagerness to have his vitriolic wife home 
with him, Our initial impression was that 
this man was passive, inadequate, and maso- 
chistic. If he were not, why would he so 
willingly tolerate her verbal and physical 
abuses? We were also impressed by the fact 
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that the only relationships the patient had 
been able to maintain in her adult life were 
with her husband and her son, who was 20 
years old. Was there a pattern of relation- 
ships characteristic of families in which the 
wife was paranoid? 


Method 


Case selection. In order to pursue this 
question further we included in our study 
all married women seen at the Massachu- 
setts Mental Health Center who had para- 
noid delusions. Cases were obtained from 
inpatients admitted between July 1, 1965, 
and June 1, 1966 (N =9); outpatients being 
seen in psychotherapy during the same peri- 
od (N =2); and discharged inpatients who 
had maintained some contact with their resi- 
dent psychiatrists (N = 5). 

Diagnosis. The sample of 16 couples was 
divided into three subgroups on the basis of 
the wife's diagnosis, as follows: 

Group I (nine couples) —paranoid state, 
characterized by definite paranoid delusions 
without hallucinations and by preservation 
of the personality and intelligence despite 
the psychosis. 

Group II (four couples) —paranoid 
schizophrenia, characterized by paranoid de- 
lusions (with or without hallucinations ) 
which were more amorphous than those in 
group I and by a general deterioration of 
the personality. 

Group III (three couples)—other diag- 
nostic categories. Two of these women were 
borderline psychotic with transient paranoid 
delusions; the third was a young woman 
who suffered an acute psychotic episode 
with turmoil and shifting mental status, in- 
cluding delusions of persecution and jeal- 
ousy. 

The 13 wives in groups I and II could be 
rated on a continuum of social functioning 
and psychological organization. At one end 
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were women whose paranoid delusions inter- 
fered minimally with their social functioning 
and whose delusions usually were concealed 
from the outside observer (paranoid state). 
At the other end were those women who 
consistently failed to care adequately for 
their families and who were so obviously 
disorganized that they appeared bizarre 
even to the casual observer (paranoid 
schizophrenia). 

It was relatively easy to assign each 
woman to one or the other of these two 
diagnostic groups. This assignment was 
made by the patient’s resident psychiatrist 
and was discussed with us. In each case we 
read together the appropriate section of the 
APA diagnostic manual before agreeing on 
a final diagnosis(1). The diagnosis was not 
clear in two cases. In each of these the 
woman's mental state on interview reflected 
good personality organization despite a his- 
tory of grossly disorganized social function- 
ing. Both of these women were given the 
diagnosis of paranoid state. 

The husbands and marriages of women 
given the diagnosis of paranoid state (group 
I) were the primary focus of this study. The 
women given the diagnosis of paranoid 
schizophrenia (group II) were a compari- 
son group and served to point out the 
specific relationship of the psychiatric diag- 
nosis to family patterns. 

The three women in group III were much 
less disabled than any of the other women 
in the study. We did not see a pattern of 
relationships in these families, but they were 
retained in the study because they were ob- 
viously different from the other two groups 
and highlighted some of their unique fea- 
tures. 

Procedure. Three hour-long interviews 
were held with each couple: one with the 
wife, one with the husband, and one with 
both together, All interviews focused pri- 
marily on the marital relationship and the 
history of the individual's interpersonal rela- 
tionships. A complete psychiatric history 
was obtained from each husband. Both 
husbands and wives completed the Min- 
nesota Multiphasic Personality Inventory 
(MMPI) and the Interpersonal Checklist 
(ICL). The eight husbands who were con- 

tacted early in the course of the study year 
were encouraged to join a. psychotherapy. 
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group formed especially for them. This 
group of husbands met once a week for one 
hour from September 1965 until May 1966, 

In view of their suspiciousness and social 
isolation, we were surprised that 14 of the 
16 husbands and 12 of 16 wives participated 
fully in our investigation. Despite the lack 
of full cooperation by the remaining two 
husbands and four wives, we were able to 
gather data about them from other sources, 
such as the wives’ resident psychiatrists and 
the husbands’ social workers. We found 
that the earlier in the hospitalization the 
couples were contacted, the more readily 
they agreed to participate. If several weeks 
had elapsed since admission, their resistance 
to the study was increased markedly. 

The course of the wives’ hospitalization 
and response to the various treatments used 
will be described only as it sheds light on 
the nature of these marriages. The history 
of these couples’ treatment experiences and 
follow-up data will be described in another 


paper. 


Results 
Group I 


The husbands of the women in this group 
(paranoid state) were hard-working, mid- 
dle-aged men who were bewildered and 
overwhelmed by their wives’ psychotic be- 
havior, They described their childhoods 
(and virtually everything else about them- 
selves) in conventional terms emphasizing 
normality. 

Their fathers had been generally unavail- 
able, usually because they worked very long 
hours. In one case a father deserted the 
family when his son was three years old. 
two other cases the fathers died before the 
boys were ten years old. Mothers were n 
central figures in these men's childhoo! n 
They were viewed in positive terms as En 
only loving but also as strong-willed. x 
example, one man said, “She was a Ms 
ful woman, a very good woman. She i 
religious person who was in no way Strict 
cruel. She'd wait up for me at any age n 
never showed anger or resentment. 
told you what to do, you did it! S 
more or less like my wife before $ 
Sick." 


he was 
he got 
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In school these men were compliant, aloof 
children who did average scholastic work 
and who seemed remote from siblings and 
peers. They repeatedly stressed their inabil- 
ity to accept help from others and their need 
to be independent. Many started to work, 
supporting themselves financially, in mid- 
adolescence or earlier. One man described 
his grade-school years saying, “I liked 
school. I was very cooperative but I didn’t 
have much time for sports or friends. I sold 
newspapers. I got up at 4 a.m. to work be- 
fore school and I worked in a grocery store 
during the evenings and on Saturday.” 

As adults all were reliable, diligent work- 
ers with stable job histories. Four were en- 
gineers. The occupations of the other five 
were: probation officer, power plant oper- 
ator, hospital laundry manager, advertising 
manager, and truck driver. Three were self- 
employed at the time of the interview and 
two others had made financially unsuccessful 
attempts at being self-employed. Without 
exception they reported difficulty in super- 
vising subordinates, which limited their ad- 
vancement at work. 

Characteristically they were unable to ex- 
press angry or aggressive feelings directly 
to others. One husband who routinely had 
worked from 8 a.m. until 11 p.m. in his self- 
owned business said he never made money 
because “I had no desire to say ‘no.’ I tried 
to be helpful. Even in my family, anyone 
who needed help T'd give it. I worked for 
nothing for friends. Perhaps I was too shy 
and easily led.” 

Another man said, “I’m not a particularly 
good leader—I'm too soft. I’ve been in 
charge before, but I don’t like people not 
to like me. You can’t be close to people if 
you rise above a certain level. I just don’t 
like people to dislike me. I guess I’m just in- 
troverted.” 

None of these nine men had sought psy- 
chiatric help for himself at any time during 
his life. None gave a history of psychosis 
or depression and none suffered from any 
diagnosable psychiatric illness or personality 
disorder. None reported a criminal record 
or a history of alcoholism. 

Their average age at marriage was 37 and 
their wives’ was 29. Prior to marriage both 
the men and the women had had few friends 
and had done little dating. Their court- 
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ships were not unusually short. Many re- 
ported that their spouse was the first person 
of the opposite sex with whom they had had 
a prolonged relationship. The wives’ de- 
scriptions of their courtships focused on 
their husbands’ reliability and lack of anger 
or meanness. 

Before the wives’ psychoses the role per- 
formances of both partners appeared to be 
conventional. Many of these women had 
had stable and successful job histories prior 
to marriage, usually doing work in which 
compulsive character traits were strongly 
adaptive. Seven were judged by their resi- 
dent psychiatrists to have been “superior” 
workers prior to marriage, Two were judged 
to have been “average” workers and none 
was considered a “poor” worker. Their 
premorbid character diagnoses, as judged by 
their resident psychiatrists, were: obsessive- 
compulsive—three; paranoid—three; pas- 
sive-aggressive—two; and  "none"—one. 
None was judged to have been hysterical, 
depressive, schizoid, or borderline. 

These women had completed between 11 
and 15 years of schooling, averaging 13 
years. One was judged to have been a "su- 
perior" student, one to have been a "poor" 
student, and the remaining seven were 
"average" students, Following their mar- 
riages the women did not work outside the 
home. They were responsible homemakers 
who managed the budget, cared for the chil- 
dren, and made most major decisions, such 
as where the family would live and where 
the children would go to school. 

Neither husbands nor wives had main- 
tained active relationships with their parents 
or siblings. In most families the husband's 
job was the only contact the couple had with 
the community. Although only one couple 
was childless, none reported social relation- 
ships with the parents of their children's 
friends. Prior to the psychosis there were 
few arguments between the husbands and 
the wives and there was little evidence that 
the wives abused their husbands, although 
they often criticized and found fault with 
them. On the other hand, the husbands rare- 
ly criticized their wives and most considered 
their wives to be perfect. The prepsychotic 
years of these marriages seemed empty and 
isolated to us. 


149] 


154 
The wife’s first psychotic episode occurred 
an average of ten years after marriage. Al- 
though this was the first psychiatric hos- 
pitalization for seven of these women, the 
psychosis had persisted an average of over 
two years prior to admission. Two changes 
in the husband-wife relationship occurred 
immediately prior to the onset of the psy- 
chosis. First, the husband became less avail- 
able to his wife for a variety of reasons such 
as spending more time at his work or on 
some project at home. The second change 
occurred when the couple stopped having 
sexual intercourse, usually because the wife 
refused her husband’s advances. (In four 
cases the cessation of intercourse and the 
husband’s acquiescence to this occurred just 
before his wife developed delusions of 
jealousy.) 

The following are examples of precipitat- 
ing events. They illustrate the husband's 
withdrawal, which often coincided with 
some stress the wife was undergoing. 


Case 1. Mr. B. E. decided, on the basis of 
several medical opinions, that his wife's chron- 
ic physical complaints were “all in her head” 
and at the same time began to build a new 
house for his family and to spend much time 
away from his wife. He had long planned the 
house but had not gone ahead with the con- 
struction (he was building it with his own 
hands) because of his wife's many illnesses. 


Case 2. Mr. B. U. became impotent. 


Case 3. Mr. S. T. spent even more time 
away from home driving his truck at the same 


time that his wife's parents obtained a di- 
vorce, 


Case 4. Mrs. S. O. had a miscarri 
. O. age fol- 
lowed by a hysterectomy. Just before these 
events she and her husband had moved into a 
new home they intended to “fill with children." 


Mr. S. O. spent much of his time working on 
the new house. 


Case 5. Mr. B. R. worked 
usually late into the ni 
business. 


ked longer hours, 
ght, in his engineering 


i Once the psychosis developed, six of the 
nine wives became brutally hostile to their 
husbands, accusing them of being sexually 
unfaithful and generally irresponsible. In 
five of these cases the husband was the cen- 
tral “persecutor” in his wife’s delusional 
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system. (The three women who were not 
hostile to their husbands demonstrated more 
depressive symptoms than the other wom- 
en.) All nine husbands denied that they had 
ever had an extramarital sexual affair. 

Even when their wives were flagrantly 
psychotic, the husbands characteristically 
did whatever their wives told them in order 
to “keep the peace.” None of them was able 
to set firm limits on his wife’s bizarre be- 
havior or support her contact with reality. 


+ 


For example, one woman demanded that | 


her husband double-bolt all the doors and 
nail shut all the windows in the apartment 
to protect her from her “persecutors.” He 
did this despite the fact that she regarded 
him as her principal "persecutor"! Another 
man locked himself alone in his bedroom at 
night to prevent his wife's “murdering” him 
in his sleep. (None of the men was physical- 
ly injured.) 

Despite their psychoses, all but two of 
these women continued to manage their 
homes and care for their children. In several 
cases, however, the wives specifically re- 
fused to cook or care for their husbands. 

The husbands generally sought psychiatric 
help for their wives only after their illnesses 
came to the attention of someone outside 
the family, such as a neighbor, school teach- 
er, or family doctor. The lack of therapeutic 
relationships formed during hospitalization 
confirmed our impression that these couples 
had remarkably stable marriages which ac- 
tively excluded others. Both husbands and 
wives terminated contact with the psychi 
trists and social workers as soon as possible. 
Only one husband formed a sustained rela- 
tionship with anyone connected with the 
hospital. 3E 

Each husband's eagerness to reunite W 
his wife and to exclude others was relied) 
in his failure to support her therapeutic, P 
liance with her psychiatrist and his fai P. 
to consider divorce. Although many of 
wives talked about divorce, none took m 
effective action in this regard. The vie 
turned to adequate social functioning ° 
though most remained delusional. 

The husbands were very reluctan 
tend our psychotherapy group pes 4 
However, only one man failed to come | 
least one session. In the group they den 
strated exaggerated humility and the 
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ward appearance of conventionality. This 
was coupled with an underlying suspicious- 
ness. While they acted as if they were 
sincerely interested in the other group mem- 
bers, they often left the group abruptly with- 
out warning or explanation. None came to 
even one meeting once his wife was dis- 
charged from the hospital. There was thus 
a surprising disparity between their apparent 
involvement with the leader and other group 
members when they came to meetings and 
their lack of consideration on quitting the 
group. None ever said “no” directly to the 
group leader when pressed to attend. 

Of the 15 children born to eight of the 
nine couples in group I, only one child 
showed any apparent psychological disor- 
der, She was a seven-year-old girl who had 
been referred to a psychiatrist by her first- 
grade teacher for “bizarre behavior” in 
school. This girl’s mother was one of the two 
women in group I who was significantly 
unable to care for the day-to-day needs of 
her family. Although we had direct contact 
with only four of these 15 children, in gen- 
eral we had the impression that they were 
Stable and responsible but also somewhat 
cold and aloof. 


Group II 


The husbands of the paranoid schizo- 
phrenic women clearly were different from 
the men whose paranoid wives were not 
schizophrenic. These men did not describe 
their early lives as either happy or normal 
and often bitterly criticized their parents as 
depriving, angry, and unreliable. As chil- 
dren they had more friends, had dated more, 
and were less stable in school, showing con- 
siderable fluctuations in achievement. 

They had not worked early in their lives 
and as adults they considered work a neces- 
sary drudgery. They reported many job 
changes and one man had been unemployed 
for long periods. Nevertheless, all were am- 
bitious and thought they were worth more 
money than they were being paid. The oc- 
Cupations of these men were: quality con- 
trol technician, comptroller, meat cutter, 
and field representative for an electrical 
company. Their average annual income of 
$9,000 was $1,000 more than the group I 
average. 

These men seemed less stable psycholog- 
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ically than the group I husbands and they 
were relatively eager to admit their own 
need for help. One man had been hospital- 
ized and had received electroconvulsive 
treatments for depression several years pri- 
or to his wife’s psychotic deterioration. An- 
other man went to a psychiatric clinic be- 
cause of anxiety and depressive symptoms. 

It was striking that their average age of 
24 at marriage was 13 years younger than 
that of the group I husbands. Their mar- 
riages seemed to represent unsuccessful at- 
tempts to meet dependency needs on the 
part of both the husbands and wives, The 
average age of the women at the onset of 
their first psychotic episode was 29, an 
average of six years after their marriages. 
There was a clear precipitant in only one of 
the four cases and in no case did we ob- 
serve the husband's withdrawal from his 
wife before the psychosis began. However, 
the two-year duration of both the psychosis 
and cessation of sexual intercourse prior to 
hospitalization was almost identical with 
the findings for group I. 

Many of the most apparent differences 
between these marriages and those of group 
I stemmed from the fact that the schizo- 
phrenic women performed much less ade- 
quately as wives and mothers. They often 
neglected their children and failed to clean 
their homes or prepare meals, These fam- 
ilies were not closed units functioning ef- 
ficiently—they involved social agencies, 
neighbors, parents, and siblings. These men 
had often considered divorce although none 
had taken any action to that end, 

The group II husbands seemed to support 
their wives’ therapeutic alliance with their 
doctors. Two of these husbands were con- 
tacted early in the study year and were 
asked to join the psychotherapy group for 
husbands. Both joined and participated ac- 
tively throughout the eight months the group 
met. They often complained about their 
wives’ terrible performances as homemak- 
ers. In both these cases the wives’ con- 
tinued illnesses were used by their husbands 
to excuse their own unstable and often un- 
successful performances as parents and 
breadwinners. 

One of these four couples was childless. 
The remaining three families contained a 
total of eight children. In each of these 
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families at least one child showed some psy- 
chological disability. In one family a ten- 
year-old boy had been referred by his teach- 
er for psychiatric help because of serious 
underachievement and impulsive behavior 
at school. The seven-year-old son of another 
family was "picked on" by his peers and 
was often afraid to go outside his home. In 
a third family a 12-year-old boy was re- 
ported to be “withdrawn and moody” and 
his five-year-old brother was “doing poorly” 
in kindergarten. 

It should be emphasized, however, that 
none of the children of any of the 16 couples 
in the study was so disturbed that he was 
not pursuing his expected role in school or 
work. In all cases (including the one noted 
above in group I) in which psychological 
disability was reported in a child, there 
was also a history of grossly inadequate ma- 
ternal performance in such basic matters as 
cooking meals, cleaning the house, and dis- 
ciplining the children. 


Group III 


Each of these three couples was so dif- 
ferent from the others that it was impossible 
to generalize about them as a group. They 
all seemed healthier than those in the pre- 
ceding groups. Two of the husbands were 
young professional men (an attorney and 
an engineer), while the third was a pur- 
chasing agent. Their average annual income 
was $8,000. None of these men was asked 
to participate in the psychotherapy group for 
husbands, because in each case the couple 
had been contacted late in the study year. 

These men had married at an average age 
of 25 and chosen wives who averaged one 
year younger than themselves. It was in- 
teresting that sexual intercourse did not stop 
in any of these marriages during or pre- 
ceding the wives' psychoses. Two of these 
women were treated as outpatients not re- 
quiring hospitalization. All of these couples 
had children and none of their nine children 
was emotionally disturbed. 


MMPI and ICL Results for the Three 
Groups 


There were no striking differences be- 
tween any of the three groups of couples in 
terms of education, income, religion, or 
ethnic background. All individuals were 
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white and were born in the United States, 

The MMPI results for all 16 couples w 
remarkable primarily because they fail 
demonstrate significant psychopatholo 
the husbands or paranoia in the wives, 
three of the eight group I husbands j 
completed the MMPI showed any s« 
outside the 30-70 percentile range. Tw 
the three group II husbands who took 
test and none of the group III husba 
had scores outside this range. 

Although the husbands’ scores gener 
were not outside the 30-70 percentile ram 
a pattern did appear when the highest th 
scores of each man were recorded. 
eight group I husbands who took the 
seven had one of their highest three set 
on the hysteria scale, seven on the psych 
pathic deviate scale, three on the d 
sion scale, and two on the mascu 
femininity scale. All three group II husba 
who completed the MMPI had oi 
their highest three scores on depress 
two on psychopathic deviate, and nong 
hysteria. Three of the seven group I 
who completed the MMPI had no 
outside the 30-70 percentile range. Onl: q 
of the 14 wives who completed the Mj 
had a paranoia scale score outside 
range! x 

The ICL was a list of 128 adjectives W 
were checked by the subject as “truci 
“false” in reference to important peopl 
his life. It was scored to reveal the subjé 
view of himself and others along two axe 
dominance-submission and love-hate( 
The ICL data confirmed our clinical 
pression that group I husbands sawd 
mothers not only as unusually loving” 
more significantly, as unusually dO 
This was in contrast to group II hus 
who saw their mothers as very loving 
not particularly dominant. Other ICL A 
ings generally supported our clinic? 
pressions as described above. 


Discussion 

Although paranoia is believed to bea 
order of interpersonal relationships 
are remarkably few studies of the inte 
sonal environment of the paranoi 
Earlier studies reported that as T? 
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90 percent of patients diagnosed as para- 
noid state were married, while a smaller per- 
centage of paranoid schizophrenics were 
married(5, 9). In these studies the patients’ 
records were reviewed and many of their 
marriages were found to be characterized 
by “marital conflict.” However, no direct 
observations were made of either the pa- 
tients or their spouses. 

We observed that paranoid reaction in a 
married woman usually evolved in a socially 
isolated family which functioned reasonably 
well for a number of years until the wife 
experienced some psychological stress and 
her husband withdrew from her. The with- 
drawal of the husbands of similar patients 
was described by Modlin(11) and by Samp- 
son, Messinger, and Towne(12). 

In Modlin’s group, as well as in our own, 
cessation of sexual intercourse played a 
prominent part in the marital breakdown 
associated with the wife’s psychosis. We 
found that one manifestation of the wife's 
angry response to her husband's withdraw- 
al from her was her refusal to have sexual 
intercourse with him. His acceptance of this 
refusal then confirmed her fears that he did 
not care for her as a woman and thereby 
threatened her sexual identity. This often 
led to delusions of jealousy. When one hus- 
band, then in psychiatric treatment, insisted 
on his marital prerogatives to intercourse 
despite his wife's violent protests, she 
showed clinical improvement. 

The husbands of the paranoid women in 
our study shared many personality char- 
acteristics, They were hard-working, soft- 
spoken men whose ability to directly ex- 
press angry or sexual feelings was strikingly 
inhibited. Modlin(11) and Carter(7) also 
commented on these aspects of the hus- 
bands of paranoid women. A similar marital 
constellation was described by Bird and 
Martin(3) in women who were less dis- 
turbed than those in our study. They ob- 
served similar characteristics in the hus- 
bands, labeling the marital syndrome “the 
lovesick wife and the cold, sick husband.” 
However, they saw the husband’s behavior 
as positively adaptive to the wife's psychiat- 
ric disturbance. This differed - markedly 
from our formulation, in which it appeared 
that the husband was an active participant 
fostering his wife's psychosis. 
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Our clinical description of the character 
styles of the husbands of paranoid women 
was supported by the MMPI data. The 
composite MMPI profile of the husbands 
in group I revealed a pattern in which the 
highest ranked T score was on the hysteria 
scale and the next highest score was psy- 
chopathic deviate. Although it was hazard- 
ous to read too much into our composite 
profile, we were impressed by the descrip- 
tion of this pattern as reported by Dahlstrom 
and Welsh(8). They described this pattern 
as associated with passive-aggressive, pas- 
sive type patients and wrote, furthermore, 
that: 


[The] aggressions these persons would other- 
wise be expected to show intensely are kept 
from direct expression, appearing only oblique- 
ly, ineffectually, or sporadically. When ag- 
gressive actions toward others do appear, 
these persons often deny hostile intent, show- 
ing lack of insight into either the origins or 
the manifestations of their behavior. . . . They 
seemed particularly to be sexually maladjust- 
ed. Marital difficulties were numerous and di- 
vorces appeared more frequently in this code 
group than was typical of the population un- 
der study. 


We chose the phrase "willing victim" to 
describe the husband of the paranoid wom- 
an because it suggested that he “willingly” 
participated in his own victimization in his 
marriage. Joint interviews with the couples 
demonstrated that the husbands often were 
active participants in their wives’ bizarre 
behavior. This was confirmed by Bishop's 
observations made during the course of one 
year of family psychotherapy with a couple 
similar to our group I couples(4). She 
wrote: 


To my surprise the paranoid wife turned out 
to be a person more easily modifiable, or at 
least more willing to acknowledge this, than 
her husband, although the latter was definitely 
involved affectively in the treatment process 
with me. It looks as though he commenced 
treatment as a “willing victim," emerged as an 
active participant, and departed definitely bene- 
fitted by therapy, without ever having ac- 
knowledged at least in my presence, or to his 
family, that he was anything but a passive by- 
stander. 
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Bishop described the husband’s participa- 
tion in the psychotherapy: 


What emerged in the following months was, 
briefly, that the pleasant, “nice guy,” husband 
had a tremendous need for affective denial, as 
with the husbands in your series, and as much 
need as his more volatile wife to deny his con- 
tribution to family conflicts and to project 
blame upon his spouse. Repeatedly, during the 
hour were sequences in which he would de- 
fend himself against discussion of an area 
about which he was sensitive by saying some- 
thing which would trigger off his wife. She 
would then launch into one of her tirades and 
he would sit back without anxiety, shaking his 
head and saying such things as "Isn't it aw- 
ful?” and “Do you see what I mean now, 
doctor," etc. 


Stated most simply, our study described 
a marital syndrome associated with paranoia 
in married women in which the wife ex- 
pressed the anger and dissatisfaction in the 
marriage while her husband manifested pas- 
sivity and apparent reasonableness. Perhaps 
this split was the interpersonal equivalent of 
the intrapsychic duality noted by Bak, who 
described the paranoiac as a disguised mas- 
ochist(2). 

The pattern appeared with striking regu- 
larity and stability in our study group, in- 
dicating that this marital system was related 
to the wife’s manifest psychosis and met 
important psychological needs of both the 
husband and the wife. We were not able to 
determine how common this pattern was in 
marriage in general, or in the marriages of 
psychotic women in particular, although the 
fact that we found much less evidence of it 
in paranoid schizophrenics or in other para- 
noid women suggested that it was related to 


the specific diagnosis of paranoid state in 
women. 


Summary 


Sixteen married paranoid i 
en, their husbands, Pad prb uctus 
the subject of this clinical study of the inter- 
personal environment of paranoia. Observa- 
tions were made on the history of each in- 
dividual and the nature of the marriage 
including the unique events from which the 
paranoid psychosis emerged. From these 
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observations we have described the distinc- 
tive marital syndrome associated with the 
diagnosis of paranoid state in the wife. This 
marital syndrome is contrasted with the mar- | 
riages of paranoid schizophrenic women, 

It is clear that the diagnosis of paranoid 
state in married women describes not only 
their psychological state but also their 
unique interpersonal situation. These wom- 
en choose husbands who are older men, so- 
cially isolated from their own families and 
from friends, reliable breadwinners, deeply 
committed to maintaining the outward ap- 
pearance of conventional marital role per- 
formance, and virtually unable to express 
directly their angry or sexual feelings. They 
are unable to assert themselves in super- 
visory positions at work. Their marriages are 
stable and isolated from outsiders. 

The wife becomes psychotic in the setting 
of her husband's withdrawal, often at a time 
when she is under some psychological stress. 
Sexual intercourse ceases. The husband's in- 
ability to express his anger or his sexual 
feelings and to set firm limits on her bizarre 
behavior aggravates her disturbance until 
someone outside the family becomes 1M- 
volved and she is hospitalized. In rebellion 
against the hospital's intrusion into theif 
lives, both husband and wife act to reunite 
their relationship and to exclude the new 
outsiders despite continued disturbance m 
the family. 

One way to organize clinically useful ob- 
servations in the burgeoning field of family 
dynamics is to relate specific psychiatric 
syndromes to the descriptive and dynamic 
characteristics of the families in which e 
occur, This has been done to a considerate 
extent, particularly in schizophrenia, we 
regard to the patients family of OD? 
However, the married patient's present e 
vironment has been studied far less. 

We have found that the wife's SPY 
psychiatric diagnosis relates to specific ¢ D 
acteristics in her husband and in hef Ed. 
riage which can be seen both before and à j| 
her psychosis develops. The unique "n 
sonality characteristics of each partner the 
Teflected in the choice of mate a 
Structuring of the marital relationship» 
well as in overt psychopathology- 


pecific 
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The following quotation was taken from the American Journal of Insanity 


(51:108, 1894). 


DELAY IN APPEARANCE OF JULY ISSUE OF THE JoURNAL.—Some delay has 
been encountered in the issue of the present number of the JoURNAL, due to 


new place of publication, and 


the fact that the paper ordered from a distance, 


upon which the JOURNAL Was to be printed, burned up in the freight-house, 


and a new supply had to bi 


were obliged to do their work over again on 
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ATTITUDES ON NARCOTIC ADDICTION 


Changes in Public Attitudes on Narcotic Addiction 


BY E. MANSELL PATTISON, M.D., LYALL A. BISHOP, 


AND ARNOLD S. 


By sampling articles on narcotic addiction 
from the popular magazines over the past 
seven decades, the authors investigated 
trends in public attitudes toward the narcotic 
addict. In comparison with the public view 
in 1900, the addict is now seen as less re- 
sponsible for his behavior, and the social 
milieu is given greater significance. Public 
recommendations about coping with the 
problem of addiction have shifted in empha- 
sis from punitive methods to medical treat- 
ment and social rehabilitation. These findings 
are consistent with concurrent changes in 
the popular view of the nature of man. 


F SOCIAL AND community psychiatry are to 

succeed in implementing therapeutic pro- 
grams, we must take public attitudes into 
account, and more specifically the public 
images of the nature of man and his be- 
havior, These images of man can determine 
public responses toward social problems, 
which in turn may hinder or support social 
action programs(16, 17). 

Social scientists, such as Charles 
Glock(6), for example, suggest that the 
public image of man has been changing from 
a free will, morally oriented image to a more 
deterministic, nonmoral image. Glock cites 
our present concern with the conditions of 
Negroes and the poor as reflections of this 
change in the image of man—from that of 
master of his fate, responsible for his life 


Rec a the Ram annual meeting of the Ameri- 
can Psychiatric Association, Detroit, Mich. 
$12, 1967. ug ied 
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situation, to that of man as a victim of condi- 
tions over which he has only limited control 
and therefore is not as responsible or subject 
to the same degree of moral blame as was 
previously thought. 

In certain problematic behavior syn- 
dromes such as alcoholism, homosexuality, 
and drug addiction the issue of moral re- 
sponsibility and blame appears to hinge on 
the degree to which the deviant individual 
is assumed to determine his deviant behavior. 
If the individual himself is seen as the causal 
agent and as able to control his behavior, 
he is held responsible and morally blame- 
able, and society supports punitive responses 
with little concern for rehabilitation. If, how- 
ever, the causal agent is scen as external 
factors, the individual is assumed to have 
little control over his behavior, is not held 
responsible or morally blameable, and society 
supports psychiatric rehabilitative measures. 

Several empirical studies have supported 
this hypothesis. Nettler(10) showed. case 

titudes 
toward criminally deviant behavior. The sub- 
jects themselves were then scored on à scale 
to measure their beliefs about the deviant 
individual's behavior as determined by kn 
vironmental forces or by his own free Wr 
The subjects who held indeterminist attitu ji 
recommended punishment, while subjec j 
who held determinist attitudes recomme® 
ed rehabilitation measures. Fletcher): 
using similar methods, also found ¢ t 
when the individual is regarded as the en 
cause of deviant behavior, punitive soci 
control is likely to be recommended. 

The focus of this research i e addit 
in public attitudes concerning narcotic a 
tion which have taken place during the 
ent century. If the above interpretations iji- 
correct, we would expect that public 
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would support, would have changed as the 
public image of man has changed. Further, 
we anticipated that by assessing changes in 
public attitudes we might obtain indications 
about the public support that might be ex- 
pected for social action programs to rehabili- 
tate the narcotic addict. 


Method 


An indirect measure of public opinion had 
to be used since there are no continuous 
public opinion polls which go back more 
than a decade or two. Of the possible indirect 
indicators of public opinion (such as pro- 
fessional journals, church documents, laws, 
court decisions) the content of popular 
magazines was selected because it was felt 
that this would be closer to general public 
Opinion and because a continuous universe 
of articles is available for analysis. 

The Reader’s Guide to Periodical Litera- 
ture was used as a source for popular 
magazine articles dealing with narcotic ad- 
diction. Altogether 922 articles on the sub- 
= ject of narcotics problems were listed in the 
Guide for the seven decades extending from 
1900-1909 to 1960-1969. For the last de- 
cade only the year 1965 was used: we felt 
that this would approach a midpoint in pub- 
lic attitude for the whole decade. Articles in 
professional and scientific journals were 
omitted because of their specialized reader- 
Ship. Twenty articles were randomly se- 
lected for each decade using a table of ran- 
dom numbers. In this manner a sample of 
140 articles was selected. 

The same articles were placed in groups 
Of seven, one from each decade. The ar- 
ticles were then evaluated in a random or- 
der at different times during the day so that 
the rater would not be consistently biased by 
his immediate prior experience with material 
from any one decade. j 

To test for reliability, 20 ratings were 1n- 
dependently made by a second judge. Iden- 
tical ratings were obtained on 16 out of 20 


E 

lHeadings consulted were: addiction, cocaine, 
rug habit, heroin, morphine, narcotics, and opium. 

2 Journals omitted were: American Journal of 
Sociology, National Education Association Jour- 
nal, Popular Science, Science Digest, Science News 
ee” Scientific American, United Nations Bul- 
etin, and United Nations World. 
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ratings. The remaining four differed by only 
one point on the five-point scale. This gave a 
correlation coefficient of 0.93. 

Implicit in the use of popular magazines 
is the assumption that magazine content is 
related to, although not identical with, gen- 
eral public attitudes of the period in ques- 
tion. Positions expressed, however, would 
have to be basically acceptable to the read- 
ership because of the dependence of these 
popular magazines on wide circulation. 

Popular literature may not, at any par- 
ticular time, reflect an attitude identical to 
that of the general public. The mass media 
might in fact be a force for change and 
therefore somewhat in advance of general 
public opinion. It seems reasonable to as- 
sume, however, that long-term changes in 
magazine content should reflect changes in 
public opinion. Since this study is primarily 
concerned with changes in attitudes over a 
long period, the trend in popular literature 
should serve as a valid index. 

The articles were analyzed for content in 
two main areas: 1) attitudes and beliefs 
about narcotic addiction and 2) recommen- 
dations for coping with narcotic addiction. 


Attitudes and Beliefs About Addiction 


Attitudes toward the addiction problem 
were rated on three separate dimensions: a) 
the moral blame ascribed to the addict for 
his addiction; b) the moral blame ascribed 
to drug suppliers for the addiction problem; 
and c) the locus of causal factors in the 
etiology of drug addiction. Articles were 
rated on a bipolar scale from one to five on 
each of these dimensions. 

On the moral blame of the addict, a rat- 
ing of one was given to articles that held the 
individual addict to be morally blameable 
for his addiction. Typical statements de- 
scribed the addict as "evil" or "morally de- 
praved." A rating of five indicated that the 
addict was absolved of any moral blame for 
his addiction; typical statements described 
the addict as "helpless victim," "ill," and 
“unfortunate.” 

On the moral blame of the drug supplier, 
a rating of one was given to articles that 
ascribed moral blame to suppliers of drugs: 
typical statements were “the evil traffic," “vi- 
cious criminal pushers,” “vice and moral cor- 
ruption of the smugglers.” A rating of five 
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ascribed no moral blame to supplying nar- 
cotics per se; a typical statement was “a doc- 
tor’s prescription of drugs for the chronically 
ill.” 

On the locus of causal factors, a rating of 
one was given when the cause of addiction 
was ascribed entirely to the individual drug 
addict: typical statements were “personality 
disorder," "consumption for kicks,” “pain 
requiring narcotics.” A rating of five was 
given when the cause of addiction was 
ascribed to social factors or relations: typical 
statements were “addiction is caused by 
drug pushers,” “the narcotic laws are re- 
sponsible for drug addiction,” “bad associa- 
tions.” 


Recommendations for Coping with 
Narcotic Addiction 


Individual or social measures recommend- 
ed for coping with narcotic addiction were 
classified on a nominal scale of seven cate- 
gories: medical treatment, psychological and 
psychiatric help, individual restraint or will 
power, international legal restrictions, nation- 
al legal restrictions, public education, and 
social reform. 


Results 


The Reader's Guide to Periodical Litera- 
ture revealed a marked long-term increase 
in number of articles devoted to addiction 
per decade. But the trend has not been linear. 
Two separate cycles of interest are evident, 
one beginning at or before 1900-1909 which 
reached a high point in the decade 1920- 
1929, and a second cycle beginning with a 
low of 42 articles in the decade 1940-1949 
and increasing to a high point of 320 (esti- 
mated) for 1960-1969. This increase is great- 
er than would be expected from the over-all 
increase in magazines and articles indexed 
during the same period. The early cycle 
of articles corresponds to the period which 
culminated in Prohibition. The subsequent 
decline in interest in the drug problem corre- 
sponds to the decade of the great depres- 
sion and World War II, which temporarily 
dominated public concern. 

Figure 1 shows, on the basis of 20 articles 
analyzed for each decade, the average scores 
reflecting the degree of moral blame ascribed 
to the individual addict. An initial shift from 
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FIGURE 1 
Moral Blame of the Addict 


LOW MORAL BLAME 


HIGH MORAL BLAME 


1900.09 1910-19 1920-29 193039 194049 195059 1965 
DECADE 


high moral blame to low moral blame (2.4 
to 4.1) is seen in the first three decades. The 
trend then levels off on low moral blame 
for the last four decades. This indicates that 
a definite shift from a high moral blame atti- 
tude to a low moral blame attitude occurred 
during the early decades of the present cem 
tury. In accordance with the assumed shift 
from a free will image (high moral blame) 
to a more deterministic image (low moral 
blame) of man by the public, this trend was 
in the direction anticipated. 


FIGURE 2 
Moral Blame of Drug Suppliers 
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In figure 2 the average scores reflecting th 


degree of moral blame ascribed to the ae 
plier of drugs are shown, based on añ e 

sis of 20 articles for each decade. Fo one 
first six decades the attitude is primarily o 5 
of high moral blame toward drug SUE ee 
with little change over the period. Hon. ai 
the last decade shows a marked shift nb 
low moral blame (to 2.7). This pro 
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FIGURE 3 
Locus of Causal Factors in Drug Addiction 
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FIGURE 4 
Trends in Recommendations for Coping with 
Narcotic Addiction 
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reflects a shift in emphasis from control of 
the drug traffic as the answer to the addic- 
tion problem to an emphasis on rehabilita- 
tion of addicts and social reforms. The im- 
portance of controlling the drug traffic and 
moral condemnation of it is deemphasized 
in such statements as “the demand is so high 
that there will always be a supply.” 

Figure 3 shows the average weight given 
in each decade to individual etiology in com- 
parison with social etiology of addiction. 
There is a curvilinear trend with a peak of 
social etiology (4.7) in the 1920-1929 de- 
cade, The trend since then has been toward a 
mixture of both individual and social factors 
(as shown by a 2.8 rating in 1965). During 
the earlier decades when the ratings were 
predominantly toward social etiology, the 
social factors emphasized were the drug traf- 
fic and supply as the causes of addiction. In 
the later decades the emphasis has shifted 
toward an individual etiology, such as "per- 
sonality factors” or “taking drugs for kicks.” 
But in addition, the social factors named in 
the later decades emphasize social relation- 
ships which influence the individual, such as 
“social conditions" or "bad associations.” 

A. comparison of figures 1 and 3 reveals, 
interestingly, that public attitude ascribes less 
moral blame to the individual addict in the 
last several decades even though the cause 
of the addiction is more frequently attributed 
to the individual addict. In part this may Te- 
flect public acceptance of the concept of sick 
behavior, in which the individual is seen as 
Personally choosing deviant behavior but is 
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not held morally blameable because his 
choice results from a sick mind. 

In figure 4 the various recommendations 
for coping with addiction are compared, 
Legal restrictions include both national and 
international restrictions, and medical treat- 
ment includes both hiatric and other 
medical help, while social help represents 
only social reform, The legalistic emphasis 
has markedly decreased in the last several 
decades while the emphasis on medical mea- 
sures has markedly increased. The emphasis 
on social reform as an answer to the addic- 
tion problem appears to be lagging behind 
the emphasis in the medical areas, 

The decrease in emphasis upon punitive 
and legalistic measures and the concomitant 
increase in emphasis upon medical measures 
and social reform lend support to the postu- 
lated change in the public image of man 
from a free will moralistic view to a deter- 
ministic nonmoral view. According to the 
free will view, a person is responsible for 
choosing his behavior and is therefore subject 
to moral blame and subsequent punishment. 
If, on the other hand, the person has not 
chosen his behavior or if his choice is dis- 
torted by other factors, then he is not held 
subject to blame for his behavior, and non- 
punitive rehabilitative measures would be 
stressed. The changes seen in methods rec- 
ommended for coping with narcotic addiction 
since 1900 support our postulated changes 
in the public image of man and his behavior. 


Discussion 
The over-all picture of trends in public 
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FIGURE 5 f 
Trends in Recommendations for Coping with Alcoholism 
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attitudes toward narcotic addicts is similar 
to what we have demonstrated in a prior 
study on public attitudes toward alcoholics 
(1). For example, in figure 5 we have chart- 
ed the trends in recommendations for coping 
with alcoholism. In comparing figures 4 and 
5 we can see that the public recommenda- 
tions for coping with narcotic addiction lag 
at least a decade behind the recommenda- 
tions for coping with alcoholism and, we 
may estimate, perhaps two decades behind 
public recommendations about mental ill- 
ness in general. It is pertinent to note that 
for both narcotic addiction and alcoholism 
there is reasonable public support for med- 
ical and psychiatric treatment but little sup- 
port for socially oriented treatment(13). 

Public views about behavior seem to lag 
several decades behind changes in profes- 
Sional views produced by research. Thus, 
psychodynamic explorations into the mean- 
ing of mental illness conducted in the 1930s 
resulted in changes in public attitudes in the 
1940s. Research on alcoholism in the 1940s 
led to changes in public attitude in the 
1950s. With research on addiction leading 
to meaningful explanations of addictive be- 
havior in the 1960s we may anticipate 
changes in the public view of the narcotic 
addict in the 1970s(3, 20).* 

Yet the fact that there has been a fair 
degree of public support for the medical- 


3 The lag in public views behind professional 
views is documented in a variety of studies on 
community attitudes. See the bibliography com- 
piled by Blizard(2). 


[60] 


ATTITUDES ON NARCOTIC ADDICTION 


psychiatric treatment of addicts while there 
has been little public support for socially 
oriented modes of treatment may indicate 
continuing “moralistic” attitudes in both 
public and professional attitudes. Sociologists 
like Goffman(7) and Fletcher(5) and psy- 
chiatrists like Szasz(19) and  Leifer(8) 
have pointed out that medical-psychiatric 
treatment recommendations may not actual- 
ly reflect a basic change in moral attitudes 
but merely the cloaking of social rejection 
and punishment under the guise of medical- 
psychiatric treatment. 

Psychiatrists have given up moralistic 
judgmental attitudes toward most psychotic 
and neurotic behavior. But when we look at 
the character disorders, such as the socio- 
path, homosexual, alcoholic, and drug ad- 
dict, we find that psychiatrists, no less 
than the general public, have retained à 
much more judgmental moralistic attitude 
(14). It is not uncommon to hear psychia- 
trists speak of “worthless sociopaths,” “filthy 
alcoholics,” and “no-account addicts." As 
David Shapiro(18) has recently noted in 
his book, Neurotic Styles, the moralistic 
attitudes of psychotherapists have profound- 
ly influenced their interpretation of charac- 
terological behavior. , 

It is paradoxical that psychotherapists, 
along with the general public, ascribe a e 
capacity of choice and self-determination 0 
character disorders. Yet such persons p 
exactly those who often feel most ane 
to their behavior—the alcoholic who w^ 
stop," the sociopath who "just felt like it, 
the addict who “had to have a fix.’ ho 

Predictably, then, we find that psy® x 
therapists tend to ascribe moral b E 
persons with character disorders and ree ie 
mend their isolation or punishment er 
than recommending rehabilitative measa 
Public attitudes can be seen to foin 5 
images which psychiatry has pre ately, 
the public. Or perhaps more acc s 
public views of the character dion Ba 
not change until psychiatry changes " 
fessional view. : jant 

Indeed, it is in this area of socially a 
behavior that psychiatry has had its Z ptual 
difficulty in developing adequate con social 
izations of responsibility, morality, b. noted 
action(11, 15). Leifer(8) has rece? y 
that: 
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... there is such a high degree of resistance to 
attempts to redefine mental illness in psycho- 
social terms as problems in living. The ramifi- 
cations of such a redefinition extend not only 
to the profession of psychiatry which would 
have to renegotiate its relationships with med- 
icine, psychology and sociology; more impor- 
tant, it would mean that an important social 
function, the disguised para-legal control of 
certain kinds of deviant behaviour, would be 
exposed as contrary to our professed ideals. 


Freud observed that our behavior is more 
determined than we are willing to admit and 
yet we have more responsibility for our be- 
havior than we are willing to accept. Social 
psychiatry has shown us that individual de- 
viant behavior is more determined by the 
sociocultural milieu than we had realized. 
On the other hand, we have become aware 
of the dangers in applying the medical sick 
role model too rigorously—the therapeutic 
value of fostering individual responsibility 
for one's behavior has been demonstrated in 
our clinical experience with the concept of 
the therapeutic community and with com- 
munity-based programs of rehabilitation. 
This has been especially true for problems 
of the character disorders. 

Psychiatry can get caught in the concep- 
tual trap of misinterpreting the concept of 
responsibility and confusing it with blame- 
ability(12). In the past we have tried to 
assess responsibility in order to make a 
determination of moral blameability or pun- 
ishability. An alternative is to focus on in- 
creasing the capacity of the person to assume 
responsibility for himself. Lewy(9) com- 
ménts: *A person must be able to take the 
consequences of and be willing and able to 
answer for what he thinks, feels, or does; 
to acknowledge and feel that this is a part 
of himself.” To the extent that the character 
disordered person is limited in such capac- 
ities he is unable to assume responsibility. 
Again, Shapiro(18) notes: “What these 
People really cannot help is their inclination, 
under certain circumstances of motivation, 
to feel, ‘I can't help it, an attenuation of 
Normal experience of volition that is an 
aspect of the general impulsive style.” — 

As psychiatry is able to reformulate its 
own concepts of responsibility and blame- 
ability in regard to socially deviant charac- 
ter disorders, we will be able to provide the 
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public with a different understanding of such 
deviant behavior, and only then can we 
reasonably expect to garner public sanction 
and support for socially based programs of 
prevention and rehabilitation. A 1959 World 
Health Organization technical report(21) 
observed: “If society is to reap the full ben- 
efit of advances in psychiatry, it must learn 
to collaborate in the prevention of mental 
disorder, in therapy and in rehabilitation of 
the mentally ill. In other words, further 
progress now largely depends on the atti- 
tudes of the community toward mental pa- 
tients and toward social psychiatry itself.” 
Our findings suggest that social action pro- 
grams in social and community psychiatry 
cannot assume uniform public attitudes. If 
we propose social action programs which 
do not take into account current social atti- 
tudes we may find our programs a failure 
(cf. the Closed Ranks experiment[4]). 
Rather, we shall have to assess public atti- 
tudes toward specific psychiatric problems 
and frame our program recommendations 
accordingly. We shall have to keep in step 
with our public, and inform and involve them 
so that we can obtain the social sanctions 
and support that are necessary to make com- 
munity-based rehabilitation a success. 


Summary 


Social scientists have suggested that sig- 
nificant changes in the public image of man 
have occurred in this century due to the im- 
pact of behavioral science. It is suggested 
that man is no longer seen as possessing free 
will, and therefore responsible and morally 
blameable for his behavior; rather, man is 
seen as determined by his milieu and there- 
fore is not as responsible or subject to the 
same degree of moral blame. It was antici- 
pated that the public response to the prob- 
lem of narcotic addiction would have shifted 
from punitive social action to rehabilitative 
social action if such changes in public atti- 
tudes had occurred. 

Three major statements can be made 
from the present study: 

1. The past seven decades have seen a 
shift from a high moral blame attitude toward 
the narcotic addict to a low moral blame 
attitude. The most marked shift occurred 
between 1900 and 1929. If moral blame 
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reflects the degree of free choice ascribed to 
man, these research data support the con- 
tention that people now view narcotic addic- 
tion less as a behavior that the addict 
chooses than they did in 1900. 

2. Public opinion on the locus of etiologi- 
cal factors in addiction has shifted from a 
focus on the source and on drug traffic to a 
focus on the addict and his social milieu. 

3. The solutions recommended for the 
addiction problem have shifted in emphasis 
from legalistic and punitive measures to 
medical help and social reforms. These data 
support the postulated shift in the public 
image of man and the social attitudes that 
would be expected from such a shift. 

It was noted that psychiatry has not yet 
resolved its own conflicts over its profession- 
al view of the nature of the narcotic addict 
and other character disorders. “Moralistic” 
images of the character disorders still persist 
in psychiatry, hampering treatment programs. 
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DISCUSSION 


GronGE E. VAILLANT, M.D. (Boston, Mass). 
— What I think is so valuable and satisfying 
about this paper is its illustration that public 
attitudes do not just mirror changing fads an 
fashions but that such attitudes reflect the wi 
going maturation of human attitudes towal 


; e 
man. Freud was the first to articulate that V 
ive them 


ing infantile wishes within theme Mer 
that they hitherto had perceive? pe 900, i 
tion was an indul- 
* The addict chose 


i omeone 
to be an addict, but he was always $ nal 


conceptions of the chan 
ploying more classical projection. 2 
came something external that happened, caus 
addict. Like influenza today, oT the 


Amer. J. Psychiat. 125: 2, Augus 


PATTISON, BISHOP, AND LINSKY 


ing medieval insanity, addiction came from 
outside. Addiction was caused by physiological 
dependence, by bad associates, by seductive 
pushers, and by incompetent physicians. What 
the addict needed was treatment, something 
further to be done to him. The federal hospi- 
tals were built at Lexington and Fort Worth to 
absorb the convicted addicts from Leaven- 
worth, Like devils, addiction was cast out of 
people and for 20 years the public looked the 
other way, so that the 90 percent relapse rate 
would not come into public consciousness. 

Today the authors rightly state that we are in 
a new era, Addiction is seen as predetermined, 
not an indulgence and not a foreign body. The 
heroin market is a seller’s market, and the de- 
mand creates the supply. We perceive that the 
individual has the responsibility, if not the 
blame, for his addiction and that neither edu- 
cation nor laws will remove this responsibility. 
In short, the popular press now accepts that 
“our behavior is more determined than we 
are willing to admit and yet we have more re- 
sponsibility for our behavior than we are will- 
ing to accept.” The authors make a very im- 
portant point when they apply this statement 
to character disorders in general. 

But this kind of responsibility that the au- 
thors describe is subject to two definitions. If 
a man discovers himself to be angry, he can 
acknowledge it either by saying “You are mak- 
ing me mad” or “When I see you, I get angry.” 
If he says “You make me mad,” he admits re- 
sponsibility, but also becomes a victim. Is the 
addict an addict because we have made him 
an addict? If so, should we take responsibility 
for his treatment? The failure of most recent 
treatment programs for addicts suggests that 
blaming ourselves is not an adequate answer. 

Only in recent years have doctors been taught 
to write legible prescriptions, to put the name 
of the medicine on the bottle, and to make the 
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patient a participating member of the health 
team. The results have been salutary. So, too, 
the addict, although he did not wish to be a 
victim and much that is not his fault has hap- 
pened to him, must still be asked to be respon- 
sible for his cure. However bad society may 
be, it is still the addict’s responsibility that he 
cannot stand the sight of it. 

Several treatment methods (parole, Synanon, 
and probably methadone maintenance) allow 
the addict to remain responsible for his treat- 
ment; but apparently they are still too novel to 
be included in the authors’ summary of public 
opinion, All three are more successful in re- 
habilitating addicts than are psychiatrists, nar- 
cotics agents, or social workers, per se. All 
three come as a privilege, not as a right or as 
a punishment. And all demand that the addict 
perform useful work. Both parole and Synanon 
work with the addict; they do not treat him. 
Built into both systems are provisions that 
make the addict experience the consequences 
of his behavior in a meaningful way. In short, 
these methods allow the addict to become con- 
scious of rather than to project his responsi- 
bility. 

To conclude, public opinion matures as the 
individuals who make up that public mature. 
The authors charted the course of public opin- 
ion from “It’s not me, it’s him” in 1900 to 
"It's not them, it's us, the bad society” in 1965. 
Like guilty mothers, if we blame ourselves for 
the addict’s plight and push treatment at him, 
we only prolong the addict's use of child- 
like projection. The next step may be to say “Tt 
is you. It’s not your fault; but what do you 
want to do about it? We'll offer what help we 
can; it may be only to help you take responsi- 
bility.” We may hope that in the year 2000 the 
public press will make this formulation sound 
as old-fashioned as all the rest. 


to have an emotion that is unbecoming. 
—Oscar WILDE 
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A Study of Normal Bereavement 


BY PAULA CLAYTON, M.D., LYNN DESMARAIS, M.D., 
AND GEORGE WINOKUR, M.D. 


By systematically interviewing relatives of a 
series of hospital patients who died, the au- 
thors have delineated the symptoms of nor- 
mal bereavement. Only three symptoms— 
depressed mood, sleep disturbance, and 
crying—occurred in more than one-half of 
the subjects. At follow-up two to four 
months later 81 percent were improved and 
only four percent were worse. Those im- 
proved dated their improvement to six to 
ten weeks after the death. Ninety-eight per- 
cent of these relatives did not seek psychiat- 
ric assistance during the bereavement period. 


OST ARTICLES about bereavement refer 

to “pathologic grief” without discussing 

or considering “uncomplicated grief.” Be- 

reavement is a universal human experience. 

Physicians probably see only the most seri- 
ously affected bereaved. 

This report is an attempt to study the 
symptoms of bereavement in a group of 
people who were selected by means other 
than their consulting a physician and there- 
fore may represent a normal reaction to 
bereavement. 

Lindemann(8), whose papers on acute 
grief are widely recognized, studied bereaved 
subjects available to the psychiatrist under 
widely varying circumstances. He included 
in his study as subjects four major groups: 
1) psychoneurotic patients who lost a rela- 
tive during the course of treatment; 2) rela- 
tives of patients who died in the hospital; 
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3) bereaved disaster victims (in the 
coanut Grove fire) and their close relat 
and 4) relatives of members of the Ar 
Forces. It seems reasonable to assume 
psychoneurotics in therapy cann 
grouped with hospitalized disaster viel 
and relatives of deceased in elucidatin 
syndrome—-"acute grief." His investigat 
consisted of a series of recorded psychi 
interviews which were subsequently; 
lyzed. No statistical analysis of the 9€ 
rence of symptoms was done. 

In another study Marris(9) conduct 
retrospective study on young, London) 
ows. (In a retrospective study distorti¢ 
always a problem when measuring sub 
tive symptoms.) He interviewed 72 wid 
an average of two years (range from tel 
46 months) after the death of their | 
bands. He recorded five reactions thi 
curred in most of the widows: lasti 
terioration in health, difficulty in sl 
loss of contact with reality, withdraw: 
hostility. The interviews were not s$ 
atic, but nine widows mentioned react 
from all five groups and “the majority,“ 
actions from at least three groups. 99 
quiry into how long these reactions persi 
was made, although 14 considered th 
selves recovered at interview—these ] 
ently did not have lasting deterioratio 
health. In Marris' study, as in Lindemal 
a nonsystematic interview makes statem 
about the prevalence of symptoms 
reavement difficult to evaluate. 4 

The present study is a prospective’ 
conducted by psychiatrists using à syste 
interview with an unselected populatiol 
relatives of patients who died at Barnes. 
pital. 3 


Methods and Subjects 


: th p 
During a two-and-one-half-mon i 
from July 1 to September 15, 1963, b 
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casian people from St. Louis and St. Louis 
County died in Barnes and allied hospitals. 
Two of these 48 had no relatives. To the 46 
remaining, the first four children to die in 
St. Louis Children’s Hospital were added, 
giving a total of 50 deaths. Of these 50 
deaths, relatives of 30 were interviewed. 
There were, however, 40 initial interviews 
because in some families more than one per- 
son was interviewed. Two of the 40 inter- 
views were lost and the symptom review 
was partially filled in from memory. 

Some comment should be made about the 
relatives who were not interviewed. In five 
cases the private doctor of the deceased re- 
fused permission to call the relatives. In 
this day of claimed aloofness of physicians 
it was interesting to note the concern of these 
physicians, all specialists, in almost every 
case. In eight cases the relatives themselves 
refused to be interviewed, with such com- 
ments as: "Call up next week," "I don't 
want any interview," “I’ve been through 
enough, pick on somebody else,” “I’m too 
busy, call up next week.” In six cases the 
telatives could not be located because they 
had either disconnected their telephones or 
closed their homes. In one case the de- 
ceased was the wife of a staff doctor and it 
was decided not to interview him. Thus, 76 
percent (30/38) of all relatives contacted 
were seen. 

All relatives who participated in the study 
were systematically interviewed. The in- 
terviews were conducted for the most part 
in their homes and lasted from 45 to 75 
minutes. In only two cases were the inter- 
views conducted in the presence of a second 
Person. In one case the second person was 
Necessary because the widow spoke only 
Croatian and in the other case the daughter 
of the widow insisted upon being present. 
The time that elapsed between the death and 
the interview varied from two to 26 days, 
with 22 of the interviews being completed 
within the first ten days and only four after 
the 16th day, 

We used a symptom inventory taken from 
the paper by Cassidy and associates(2), 
choosing those symptoms which occurred 
Significantly more frequently in their de- 
Pressed patients than in the controls. This 
symptom inventory was chosen because we 
felt that bereavement was a well-circum- 
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scribed model for a reactive depression and 
that depressive symptoms should be sys- 
tematically recorded. 

The relative was asked about symptoms 
and feeling for three different time periods— 
"ever before (excluding terminal illness)" 
“during the terminal illness,” and “since the 
death.” Although the interview dealt mainly 
with depressive symptoms, there were also 
systematic questions relating to the diagno- 
sis of anxiety neurosis, alcoholism, schizo- 
phrenia, and acute brain syndrome. The in- 
terview was expanded to include items for 
ruling in or out diagnoses of hysteria and 
sociopathy when it seemed indicated, Infor- 
mation about previous mental illness and 
family history was elicited in each interview, 

The diagnostic categories used were those 
of the standard nomenclature of the Ameri- 
can Psychiatric Association(1). Specific 
symptom criteria for manic-depressive dis- 
ease are those of Cassidy and associates(2) ; 
for schizophrenia those of Eitinger and asso- 
ciates(3); for the neuroses those of Purley 
and Guze(14), Wheeler and associates( 16), 
and Lewis(7); for alcoholism those of Jel- 
linek(6); for addictions those of Isbell and 
White(5); for sociopathic personality those 
of O'Neal and associates( 12) ; and for acute 
and chronic brain syndromes those of 
Roth(15). 

Of the 40 people originally interviewed, 
27 were interviewed again one to four 
months after the death, all but one of these 
within the first three-month period. Of the 
13 missed, one was not interviewed because 
her internist felt it would be detrimental to 
her depressed condition. Two refused a sec- 
ond interview, one on the advice of the hos- 
pital chaplain and one because she spoke 
only Croatian and her relatives refused to 
make a trip to her house to help us. The re- 
maining ten were not interviewed because 
they had left town to visit or live with other 
relatives, returned to other places (the Ar- 
my, their home, etc.), or because they were 
an additional subject in the family and were 
not available when the follow-up was done. 
All the information about the last 12 peo- 
ple, from conversations with them by phone 
or with their relatives, made us believe that 
they were experiencing very few symptoms. - 
In contrast, we assumed that the first wom- 
an was not symptom free. 
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The age range of the 40 subjects was from 
20 to 89 years, with the mode—ten persons 
—being 50 to 59. There were 21 Protestants, 
13 Catholics, three Jews, one Ethical So- 
ciety member, and two with no religious 
affiliation. There were 24 women and 16 
men. The subjects were asked to estimate 
their income as $0-$2,500, $2,501-$5,000, 
$5,001-$7,500, $7,501-$10,000, or more 
than $10,000; there were two modes—ten 
persons each—at $0-$2,500 and $7,501- 
$10,000. 

The relation of the subject to the de- 
ceased was wife in 14 cases, husband in five, 
mother in six, father in three, grandparent in 
two, daughter in two, and son in eight. The 
length of the illness of the deceased varied 
from less than three months to five to ten 
years, with the mode—16 persons—being 
less than three months. The follow-up in- 
terview was done in one month or less in 
one case, in one to two months in 19 cases, 
two to three months in six cases, and in 
four months in one case. The statistical 
method used is the standard error of the 
difference between proportions. If the differ- 
ence between proportions (percentages) is 
.two times the standard error it is significant 
at the .05 level of confidence. 


Results 


The Symptoms of Bereavement as Elicited at 
the First Interview with 40 Subjects 


d analyzing the data each ‘symptom for 


arrive at eight 
ms for each 


FIGUR 


E 1 
Example of a Chronological Pattern for a Symptom— 
Depressed Mood 
(Numbers represent numi 


ber i 
totaling 39) "E people in each pattern, 


Ever before T 
6 


0 
33 
+ 0 +, o 
During the terminal illness 2 4 E 
19 
At first interview after the death 2 
3 
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Table 1 shows the symptoms at the first 
interview after the death as they appeared in 
these subjects. The table is composed of 
groups as described in figure 1. The column 
for group G refers to those subjects who 
developed the symptom for the first time in 
the bereavement period. The column for 
groups A, C, and E refers to those subjects 
who had the symptom during the bereave- 
ment period, but who also had the symptom 
before or during the terminal illness or both. 
The column for groups B, D, F, and H re- 
fers to those subjects who did not have the 
symptom during the bereavement period 
(they may or may not have had the symp- 
tom before or during the terminal illness or 
both). 

Using the example of “depressed mood,” 
41 percent of the subjects developed a de- 
pressed mood for the first time during the 
bereavement period, 46 percent reported 
depressed mood during the bereavement pe- 
tiod but had had such a mood before the 
terminal illness or during the terminal illness 
or during both periods, and 13 percent of 
the subjects denied depressed mood.! The 
13 percent who denied a depressed mood 
during the bereavement showed no similari- 
ties in length of the deceased's illness, sex. 
relationship to the deceased, etc. In two sub- 
jects, their lack of depressed mood was 
readily understandable when taking the total 
Picture into account, but in the other three 
the reason could only be supposed. 

It can be seen from the data in table 1 for 
group G that during bereavement, symptoms 
such as depressed mood, sleep disturbance, 
crying, difficulty in concentrating, loss of 
interest in TV, newspapers, and friends, an 
anxiety attacks occurred for the first time 
frequently, and symptoms such as self-con- 
demnation, suicidal thoughts, feeling tired. 
diurnal variation, hallucinations, deperso™ 
alization, derealization, multiple somatie 
symptoms, use of medicines, loss of interest 
in church or job, and fear of losing one’ 
mind occurred infrequently. In the colum" 
for groups A, C, and E, except for use ° 
Medicines and drinking, those percenta£? 


"ZOE the total subj ing "yes 1O er 
al subjects answering Lr 
Pressed mood during the bereavement (87 PY 


id. 
Cent), 62 percent i id they felt 9^ 
EDU meiically said 
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TABLE 1 
Symptoms Elicited at the First Interview After the Death 


PERCENT OF SUBJECTS 
WHO DENIED 
THE SYMPTOM 


PERCENT OF SUBJECTS WHO GAVE 
POSITIVE ANSWERS TO THE SYMPTOM 


SYMPTOMS N GROUPG* GROUPS A, C, E > TOTAL GROUPS B, D, F, He 
Depressed mood 39 4 46 87 13 
Sleep disturbance 39 3l 54 85 15 
Crying 39 28 51 79 21 
Difficulty concentrating 38 26 21 47 53 
Loss of interest in TV, news 38 24 18 42 58 
Anxiety attacksd 39 21 15 36 64 
Irritability 39 18 18 36 64 
Anorexia and/or weight loss 39 13 36 49 51 
Self-condemnation 39 8 5 13 87 
Suicidal thoughts 40 8 5 13 88 
Tired 38 d 24 29 71 
Diurnal variation 39 3 18 21 79 
Hallucinations 40 3 0 3 97 
Depersonalization, derealization 40 3 3 6 95 
Somatic symptoms (three or more)e 38 3 16 19 82 
Use of drugs (sleep or nerve) 39 3 33 36 64 
Loss of interest in job or church 38 3 8 11 89 
Fear of losing mind 39 0 3 3 97 
Drinking 38 0 55 55 45 


"Group G—those subjects who developed the symptom for the first time in the bereavement period. 
» Groups A, C, E—those subjects who had the symptom during the bereavement period, but who also had the symptom before 


or during the terminal illness or both. 


* Groups B, D, F, H—those subjects who did not have the symptom during the bereavement period. 5 
d Anxiety attacks—defined as shortness of breath, palpitations, weakness, trembling, apprehension, and fear of impending death, 


* Somatic symptoms—headaches, blurred vision, dyspnea, abdominal pain, constipation, urinary frequency, 


body pains. 


that are high, for example, depressed mood 
(46 percent), are made up of all groups, but 
more than one-half come from group E— 
those who developed a symptom for the first 
time during the terminal illness and retained 
it in the bereavement period. Group E, 
then, looks most like group G. When.a symp- 
tom has a low percent of positive occur- 
Tence, for example, self-condemnation (five 
Percent), it is equally distributed throughout 
the groups. In the column for groups B, D, 
F, and H those percentages that are high 
(for example, 97 percent report a negative 
answer for fear of losing mind) are made up 
largely by group H, those who have never 
had the symptom at any time. When there 
IS a low percentage of negative answers, 
for example, depressed mood (13 percent), 
the subjects may come from all four groups 
described, 

As can be seen from table 1, only three 
percent of subjects began using medications 
for the first time during the bereavement 
Period. In the column for groups A, C, and 
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dysmenorrhea, other 


E the high percentage of positive answers to 
use of medicines is largely accounted for by 
group A, those who frequently use medi- 
cines, and group C, those who had used 
them before the terminal illness, not during 
the terminal illness, but then again during the 
bereavement period. 

Drinking deserves special attention. If a 
subject never drank, he did not begin drink- 
ing for the first time during the terminal ill- 
ness or the bereavement period. There were 
16 social drinkers. Of these, three drank at 
some period in their lives previously, but 
had stopped before the terminal illness and 
the bereavement period. Thirteen continued 
to drink socially throughout, although one 
felt he had increased his drinking during his 
wife’s terminal illness and the bereavement 
but not to the point of being classified as a 
“heavy drinker.” 

There were three heavy drinkers (defined 
as someone who drinks daily, approximately 
three drinks per day) and two alcoholics 
(criteria were those of Jellinek). All five 
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TABLE 2 E 
Sex Differences in Bereavement Symptoms at First 
Interview After the Death 


PERCENT GIVING 


A STUDY OF NORMAL BEREAVEMEN 


TABLE 3 
Age and Bereavement Symptoms 


PERCENT GIVING 
POSITIVE ANSWER 


POSITIVE ANSWER SUBJECTS SUBJECTS 
MEN WOMEN UNDER 60 OR 0 
SYMPTOM (N = 18) (N = 24) SYMPTOM (N = 27) (N = 13) 
Sleep disturbance 88 83 Sleep disturbance 81 92 
Anorexia and/or Anorexia and/or 
weight loss 38 57 weight loss 50 46 
Irritability 25 43 Irritability 46 ER 
Difficulty concentrating 38 52 Difficulty concentrating 35 75*3 
Loss of interest in TV, Loss of interest in TV, 
news, friends 25 55 news, friends 38 50. 
Loss of interest in Loss of interest in 
job or church 6 14 job or church 15 0 
Depressed mood 81 91 Depressed mood 85 9 - 
Crying 56* 96* Crying 77 85. 
Self-condemnation 6 17 Self-condemnation 12 15 : 
Suicidal thoughts 0 21 Suicidal thoughts 15 0. 
Somatic symptoms Somatic symptoms 
(two or less) 94 72 (two or less) 7 92 
Feeling tired 13 41 Feeling tired 27 33. 
Use of medicines (sleep Use of medicines 
or nerve or both) 13* 52* (sleep or nerve or both) 37 25 


* Significant at the .05 level. 


had increased their drinking either during 
the terminal illness or the bereavement pe- 
riod. Thus it seems that heavy drinkers and 
alcoholics respond to a stressful situation 
with an increase in their alcoholic consump- 
tion. 


Sex Differences in Bereavement Symptoms 
at First Interview After the Death 


Table 2 shows the symptoms of bereave- 
ment when comparing men and women. As 
can be seen, most symptoms occur more fre- 
quently in women than in men, but only 
crying and use of medicines attain statistical 
significance. 


Age and Bereavement Symptoms at 
First Interview After the Death 


Table 3 shows the same symptoms when 
the groups are divided by age. Although 
some differences are apparent, only difficulty 
concentrating, which was more frequent in 
the older age group, is of statistical signifi- 
cance. Difficulty concentrating included such 
questions as: Do you have difficulty concen- 
trating? Do you feel you are thinking more 
slowly? Do you feel your memory is poor? 
Since the distinction was not made, as it 
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* Significant at the .05 level. 


was in Table 1, between those who devi 
oped the symptom for the first time d E 
the bereavement period and those who i 
developed it at another time, the statistic 
significance of this symptom may be m 
leading. That is, older people may ha 
had memory difficulty before bereaveme 
and during bereavement and therefore Wa 
scored as positive. This illustrates the nece 
sity for knowing the chronological patté 
of a symptom in analyzing the data. 


Length of Deceased's Illness and 
Bereavement Symptoms 


The subjects were divided according 
the length of the deceased’s illness $ 
compared for symptoms in the bereavem 
period; table 4 shows these results. The on 
symptom that attains statistical significan 
is anorexia and/or weight loss, which ; 
curred more frequently in those SURI 
whose relatives had short terminal illness 
Perhaps this is because with a short tee 
illness relatives’ schedules for meals, © 
cially if the patient is in the hospit2* 
disrupted and no routine is developed. 
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TABLE 4 
Bereavement Symptoms in Subjects Divided According to 
Length of Illness of the Deceased 
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TABLE 5 
Relationship to Deceased and Bereavement Symptoms 
at First Interview After the Death 


PERCENT OF SUBJECTS 
GIVING POSITIVE ANSWER 


ILLNESS ILLNESS 
LESS THAN MORE THAN 
SIX MONTHS SIX MONTHS 
SYMPTOM (N = 24) (N = 16) 

Sleep disturbance 83 88 
Anorexia and/or 

weight loss 65* 25h 
Irritability 43 25 
Difficulty concentrating 50 44 
Loss of interest in TV, 

news, friends 45 38 
Loss of interest in 

job or church 9 13 
Depressed mood 83 94 
Crying 87 69 
Self-condemnation 9 19 
Suicidal thoughts 13 13 
Somatic symptoms 

(two or less) 7 88 
Feeling tired 36 19 
Use of medicines 

(sleep or nerve) 43 25 


* Significant at the .05 level. 


Relationship to Deceased and 
Bereavement Symptoms 


Table 5 shows these same symptoms when 
the group is divided according to their rela- 
tionship to the deceased. When spouse and 
nonspouse are compared no significant dif- 
ferences are found. For the nine parents 
these symptoms are as follows: sleep dis- 
turbance—87 percent; anorexia and weight 
loss—66 percent; irritability—66 percent; 
difficulty concentrating—66 percent; loss of 
Interest in TV, newspaper, and friends— 
66 percent; loss of interest in church or job 
—11 percent; depressed mood—100 per- 
cent; crying—100 percent; self-condemna- 
tion—33 percent; suicidal thoughts—11 per- 
Cent; somatic symptoms (two or less)—78 
Percent; feeling tired—33 percent; and use 
of medicines—56 percent. Irritability and 
self-condemnation are considerably more 
frequent in parents than spouses although 
NO statistical analysis was done because the 
numbers were too small. 


Follow-Up 
In table 6 positive symptoms at follow-up 
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PERCENT GIVING 
POSITIVE ANSWER 


SPOUSE  NONSPOUSE * 
SYMPTOM (N = 19) (N = 19) 

Sleep disturbance 89 79 
Anorexia and/or 

weight loss 50 47 
Irritability 28 42 
Difficulty concentrating 59 37 
Loss of interest in TV, 

news, friends 47 37 
Loss of interest in 

job or church 18 5 
Depressed mood 84 84 
Crying 84 68 
Self-condemnation 6 21 
Suicidal thoughts 16 11 
Somatic symptoms 

(two or less) 82 79 
Feeling tired 35 26 
Use of medicines 

(sleep or nerve or both) 33 42 


* includes ten children and nine parents; two grandparents 
excluded. 


are compared with positive symptoms re- 
corded at the first interview regardless of 
prior symptom history. Depressed mood, 
sleep disturbance, and crying had signifi- 
cantly improved, and almost all symptoms 
were less frequent at follow-up. 

In general, subjects who reported a symp- 
tom as negative at first interview did not 
gain that symptom at follow-up: for exam- 
ple, only one person who denied self-con- 
demnation at the first interview reported it 
as positive at follow-up. The most frequent 
occurrence of a symptom changing from 
negative to positive was 15 percent (four 
out of 27) for anxiety attacks. In three cases 
subjects reported an anxiety attack occur- 
ring for the first time under very particular 
circumstances, for example, reviewing the 
will with the lawyer. In the fourth case, the 
patient was a chronic anxiety neurotic who 
denied anxiety attacks during the immediate 
bereavement period but who had returned 
to her usual state at follow-up. 

Twenty-two of the 27 (81 percent) re- 
ported feeling better since the last interview, 
four were not improved according to symp- 
tom inventory although they felt better, and 
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TABLE 6 
Follow-Up Symptoms Compared with Symptoms at First 
Interview 
AT FIRST 
INTERVIEW * AT FOLLOW-UP 
N=40 N=27 
SYMPTOM % % 
Depressed mood 87* 12*> 
Sleep disturbance 85* 27* 
Crying 79* 12*» 
Difficulty concentrating 47 27 
Loss of interest in TV, 
news, friends 42 19 
Anxiety attacks 36 37 
Irritability 36 19 
Anorexia and/or 
weight loss 49 27° 
Self-condemnation 13 12 
Suicidal thoughts 13 15 
Feeling tired 29 27 
Diurnal variation 21 8 
Hallucinations 3 7 
Depersonalization, 
derealization 6 7 
Somatic symptoms 
(three or more) 19 30 
Use of medicine 36 27 
Loss of interest 
in job or church 11 12 
Fear of losing mind 3 4 


* Significant at .05 level. 

a Analysis of the data for those subjects in groups G and 
A, C, and E from table 1 showed there was little difference 
at follow-up in these two groups. Three items—sleep dis- 

“turbance, more than three somatic symptoms, and use of 
medicines—greatly improved in group G but remained pres- 
ent in groups A, C, and E. It seems probable that these 
three symptoms are chronic problems for some people and 
are unrelated to the immediate problem of bereavement. 

» Fifty percent more reported very momentary depressed mood 
or crying or both under particular circumstances or at 
particular times, i.e., visiting the grave or occasionally in 
the evening when alone. 

c Percent who had not regained their weight, None continued 
to lose weight. 


one was definitely worse. Six of the 22 who 
were improved made an effort to date their 
improvement and this varied from six to ten 
weeks after the death. 

A few of the statements made about grief 
at follow-up were: "I look at other widows 
in church and see that they made it" (a wid- 
ow in her 70s). “I’ve forgotten the unpleas- 
ant things about her death and now remem- 
ber the good things we did together" (a 
widower whose wife committed suicide). “I 
was okay the first month after his death, I 
rearranged the house, but I can't eat the 
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foods my husband enjoyed" (a 75-year-old 
widow who was worse at follow-up). “I felt 
affected by my mother's death, more than I 
expected, but all of the symptoms have 
cleared in the last two weeks" ( a 37-year- 
old married son). “I’m trying to remember 
but the memories are fading too fast" (a 
56-year-old-widow who had learned to drive 
and reactivated her interest in the Eastern 
Star since the first visit). "I can accept my 
grandson's death. At my husband's death 
three years ago I wasn't depressed. I could 
visit the grave and all. I’ve noticed though 
that a lot of women lose weight during this 
period" (a 60-year-old grandmother). “I 
think I’ve accepted it, I wish though when 
it rains on her grave that I had had the 
body cremated. I keep her clothes. I won- 
der if I want to make myself depressed” (a 
27-year-old mother of a little girl who died). 
As indicated in table 6 there was no sig 
nificant increase in the number of subjects 
experiencing three or more somatic symp- 
toms. The major portion of the symptoms 
reported were accounted for by those with 
chronic symptoms. In general the symptoms 
subjects reported were not new ones, nor 
were they worse than they had been. One 
exception was an attorney who had a strong 
family history of mental illness. At the first 
interview he was worried about the heredi- 
tary aspect of arteriosclerosis and myocar 
dial infarct (the cause of his mother's death). 
At follow-up four months later, he E. d 
any of the specific somatic symptoms as e 
about and had made no visits to physician 
He did report for the first time palpitation 
with overeating, and mentioned with Me. 
a soft tissue injury to his chest wal ii 
previous week. He said he thought P 
may develop symptoms of their deca 
relatives, was still wondering about myo “a 
dial disease, and said he anticipated ™ 


Only one other subject reporte! 
tom similar to that of the decease 
married woman with gue : 
learning of the sudden death O 
from li cesebral vascular accident deve 
severe neck and head pain for @ oe 
riod. At follow-up, she still complan ones 
headaches but felt they were like the = 


being 
she had always had. She remembers, deaths 
“hysterical” at the time of her fathe N 
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but did not remember the very specific head- 
ache she had described at the time. 

Only two subjects displayed hostility. One 
widow showed hostility toward her doctors, 
suspecting them of having experimented on 
her husband. At follow-up this had shifted 
to the in-laws. She felt “they stayed away 
from her for some reason.” One family, after 
the death of a six-year-old daughter, was ex- 
tremely critical of the hospital but felt the 
doctor had done all he could. 

Twenty-five percent of the subjects in this 
series reported a serious medical illness such 
as cancer, Hodgkins disease, high blood pres- 
sure, or heart disease. At follow-up 12 (44 
percent) subjects had visited their physi- 
cians. Six (22 percent) felt their symptoms 
were related to grief—four had gone be- 
cause of depression, nervousness, weight 
loss, etc., and two had gone because of pre- 
vious symptoms—stomach pain and leg pain 
—that flared up “because of nerves.” Only 
one patient, on the insistence of one of the 
authors of this paper, sought psychiatric 
help, Through telephone conversations, in- 
terviews with relatives, and conversations 
with their private internists, it was possible 
to get information about all 40 subjects re- 
garding psychiatric consultation after the 
initial interview. Thirty-nine (98 percent) 
of the 40 subjects did not consult psychia- 
trists, The only patient who did probably 
did so as a direct result of this research, al- 
though she had had psychiatric help pre- 
viously. 

The following is a history of a woman 
Who had a previous depression and who was 
depressed at the first interview but was well 
at follow-up. 


Case Report 


This woman gave a history of having had a 
Nervous breakdown previously, at age 31, with 
symptoms of feeling depressed, crying without 
reason, a weight gain, a loss of interest in her 
husband, children, house, and church, and sui- 
cidal thoughts even to the point of taking a gun 
in her hand, She had seen a psychiatrist and 
Was treated at home. In her own words she 

hibernated for three months.” 

Her husband died in August 1963, when 
she was 35, leaving her with many debts and 
three young children. He had had rheumatic 
heart disease, was hospitalized many times, had 
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had cardiac surgery in 1956, and was never 
completely without symptoms. He had gone 
downhill rapidly since April 1963. 

During his terminal illness he was irritable 
and difficult to live with, and most of the pa- 
tient’s depressive symptoms started then, When 
first seen five days after his death she answered 
“yes” to almost the entire symptom inven- 
tory. She denied early morning awakening, 
but she had all the other vegetative symptoms 
of depression plus the psychological ones. She 
admitted to auditory and visual hallucinations, 
seeing him (literally) walk down the hall and 
hearing his voice. At the funeral she had told 
a relative, “Take him to breakfast and give 
him salt-free foods!” 

During the interview, which took almost 
two hours, she was talkative, dramatic, and 
demanding to those around her. She had diffi- 
culty concentrating and her conversation was 
disconnected in that she would forget the place 
when interrupted. She appeared depressed and 
cried many times. She was somewhat self- 
depreciatory: "People are tired of hearing my 
complaints," She also talked to her children as 
if her husband were alive: "Your father won't 
like that." 

She had been placed on chlorpromazine by a 
physician. The interviewer recommended that 
she come to the clinic for further help. She 
did this seven days later. She was seen by a 
screening psychiatrist and treated with imipra- 
mine and meprobamate and given a return 
appointment for one week later, At the first 
interview depressive symptoms were still pres- 
ent, but her hallucinations and suicidal ideas 
were gone. 

She returned to the clinic several times in 
two months, She had returned to beauty school 
because she felt compelled to train herself for 
a job. She admitted that she had some diffi- 
culty concentrating. She had taken out a life 
insurance policy and planned a will. She ad- 
mitted that she had felt depressed and tearful 
several days before her husband's birthday. 
She also had kept her husband's complete 
wardrobe arranged as if he would be back, but 
denied that she was waiting for him to return. 

She was seen for a follow-up interview ap- 
proximately three months after his death. Her 
last visit to the clinic had been three weeks 
before and she had been off medicine for that 
time. She said she felt good. She still had initial 
insomnia and poor quality to her sleep but 
all other somatic symptoms had cleared and 
she was gaining weight. She said that until very 
recently she had occasionally in the evening felt 
depressed and cried, but even this was clearing. 
Her only other complaints were of an occa- 
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sional migraine headache and occasional back- 
ache. 

When asked how her recent bereavement 
compared to her previous nervous breakdown, 
she said: “They are not the same at all. With 
the present situation I had a fear of being un- 
able to carry on. I didn’t think I could carry on 
my responsibilities. Before I didn't care if I 
carried them on or even if I lived. Hell couldn't 
have been any worse than that." She concluded 
by saying, "I can't mourn forever." 


Discussion 


In normal bereavement there are only three 
symptoms—depressed mood, sleep distur- 
bance, and crying—that more than one-half 
the subjects experience. Three other symp- 
toms—difficulty concentrating, loss of in- 
terest in TV and news, and anorexia and/or 
weight loss—occur frequently, but even so 
were found in less than half the subjects 
interviewed. Even if the eight subjects who 
refused to allow us to interview them (24 
percent) are considered the most severely 
affected (and there is no reason to absolute- 
ly assume that was the case), it is clear that 
in an unselected population bereavement is 
a relatively mild reaction for most subjects. 

When bereavement symptoms were ana- 
lyzed in relation to sex, age, length of the 
deceased's illness, and relationship to the 
deceased, no striking differences were noted. 

At follow-up 81 percent were improved 
and only 4 percent were worse. Those who 
were improved dated their improvement to 
six to ten weeks after the death. At the first 
interview after the death it was impossible 
to assess the subjects' disabilities, apart from 
Symptoms, since their life patterns were 
greatly interrupted by funeral arrangements, 
visitors, financial problems, etc. However. 
at the second interview, aside from the 81 
percent improved by symptom inventory, 
an additional 15 percent reported feeling 
better although they had no improvement in 
their symptoms. 

In his monograph “Mourning and Melan- 
cholia"(4), Freud stated that although 
mourning was a grave departure from the 
normal attitude of life, it never occurred 
to him to regard it as a pathological condi- 

tion or refer it for medical treatment. He 
listed five characteristics of mourning: 1) 
painful dejection; 2) loss of interest in the 
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outside world; 3) loss of capacity to adopt 
any new object of love; 4) turning away 
from activities not connected with thoughts 
of “him”; and 5) absence of disturbances of 
self-regard (as compared to melancholia), 
He felt that normal grief was self-limiting, 
was resolved by reality, and that interference 
with it was useless and may even be harm- 
ful. 

These findings corroborate some of Freud’s 
statements. Symptoms such as low mood, 
sleep change, crying, difficulty concentrat- 
ing, loss of interest in TV, the newspaper, 
and friends are present in normal mourn- 
ing; disturbances of self-regard, self-con- 
demnation and suicidal thoughts, are ab- 
sent. 

Lindemann(8) considers uncomplicated 
grief to be a definite syndrome with pathog- 
nomonic symptoms and a predictable course. 
He listed five points which he considered 
pathognomonic for grief: 1) somatic dis- 
tress; 2) preoccupation with the image of 
the deceased; 3) guilt; 4) hostile reactions; 
and 5) loss of patterns of conduct. A sixth, 
appearance of traits of the deceased in the 
person of the bereaved, is shown by patients 
whose reactions border on pathologic. 

The symptoms of somatic distress to which 
he refers are waves lasting from 20 minutes 
to an hour, when the bereaved experiences 
a feeling of tightness in his throat, choking 
with shortness of breath, need for sighing, 
an empty feeling in the abdomen, lack 9 
muscular power, and an intense subjective 
distress described as tension or mental pal: 
Anxiety attacks (defined as attacks with 
some of the following symptoms: shortness 
of breath, palpitation, weakness, trembling, 
apprehension, and fear of impending death) 
occurred in 36 percent of our patients, bu 
none described somatic symptoms as ne 
or prolonged as those described by um 
mann. Preoccupation with the image of e 
deceased, guilt, and hostile reaction ie 
also uncommon in this group. Subi 
were still involved with the funeral, ee 
town relatives, and the estate at the e. 
terview, so it was difficult to evaluate i 
of patterns of conduct." However, 4 bs 
tioned, our subjects did experience loss 
interest. j and 

There were three heavy drinkers op- 
two alcoholics in the study. All five, ae 
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posed to the nondrinkers and social drinkers, 
increased their drinking during either the 
terminal illness or the bereavement period. 
Murphy and Robbins, reporting on social 
factors in suicide, found that among alco- 
holics who committed suicide 48 per cent 
had experienced object loss (defined as an 
obvious loss of an affectional relationship by 
marital separation or divorce or by bereave- 
ment) within one year of their suicide and 
that in two-thirds of the cases those events 
occurred within six weeks or less of the 
suicide(10). Perhaps those alcoholics who 
committed suicide increased their drinking 
prior to suicide. 

Parkes(13) compared consultations, symp- 
toms, and treatment in women before and 
after the deaths of their husbands. 
He showed that in widows under the age of 
65 consultation rates for psychiatric symp- 
toms (anxiety, depression, insomnia, tired- 
ness, “run down" feeling, attendance for 
tonics and sedation) more than trebled dur- 
ing the first six months after bereavement, 
and that the amount of sedation for this 
same group was seven times greater during 
the bereavement period. Consultation for 
nonpsychiatric symptoms in widows over 
65 increased in the bereavement period, 
but Parkes did not take into account that 
these women may have fallen ill during 
their husbands’ illnesses and, perhaps only 
in the first six-month period after bereave- 
ment did they have time to attend to their 
own complaints. There were 24 women, not 
necessarily widows, in this study. Fifteen 
Were under 60 and nine were 60 or older. 
Most symptoms were slightly more frequent 
among the younger women, but the only 
Striking difference was in “irritability,” with 
64 percent of the younger women reporting 
it as compared to 11 percent of the older 
women. 

Natterson(11), in studying mothers of fa- 
tally ill children, found that when a child 
died within four months after a fatal prog- 
nosis had been given alarge number of moth- 
ers showed a disturbed or “intermediate” 
Teaction, whereas most mothers whose chil- 
dren lived longer than four months showed 
à calm acceptance of death when it came. 
Although the studies are very dissimilar, OUT 
subjects whose relatives died in less than SIX 
Months showed significantly more anorexia 
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and weight loss, but all other symptoms 
failed to achieve significance. 

We believe we have succeeded in defin- 
ing normal bereavement in an unselected 
population. By so doing, we believe that a 
specific, carefully defined model for a reac- 
tive depression can be delineated. The fact 
that 98 percent of these subjects did not 
seek psychiatric assistance in the bereave- 
ment period shows that this is a psychologi- 
cal reaction rarely handled by the psychia- 
trist. It seems implicit, then, from these 
findings that there is such an entity as “re- 
active depression,” but that it is seldom seen 
by the psychiatrist. It is conceivable that 
there are situations other than bereavement 
—caused by financial problems, problems 
with children, the death of a President, etc. 
—which precipitate a similar reaction with 
similar mild symptoms and course; these too 
never come to the attention of the psychia- 
trist. It also leads us to conclude that those 
people who voluntarily seek psychiatric help 
after bereavement (and perhaps any other 
distressing situation) are already different 
from the norm. 


Summary 


In normal bereavement there are only 
three symptoms—depressed mood, sleep 
disturbance, and crying—that more than 
one-half the subjects experience. Three other 
symptoms—difficulty concentrating, loss of 
interest in TV and news, and anorexia and/ 
or weight loss—occur frequently, but still 
in less than half the subjects interviewed. 

When bereavement symptoms were ana- 
lyzed in relation to sex, age, length of the 
deceased’s illness, and relation to the de- 
ceased, no striking differences were noted. 

At follow-up 81 percent were improved 
and only four percent were worse. Those who 
were improved dated their improvement to 
six to ten weeks after the death. 

Ninety-eight percent of these subjects did 
not seek psychiatric assistance during the 
bereavement period, and we conclude that 
this is a psychological reaction rarely han- 
dled by the psychiatrist. 
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The Group Treatment of Male Exhibitionists 


BY JAMES S. WITZIG, M.S. 


The author describes the results of group 
therapy for male genital exhibitionists in a 
community mental health clinic. Group treat- 
ment in an open setting was found to be an 
efficient and effective program if certain 
diagnostic considerations were observed. On 
the basis of his own experience as well as 
reports in the literature, the author identi- 
fies the majority of male exhibitionists as 
obsessive-compulsive neurotics rather than 
true sexual deviates. 


HE PROBLEM of male genital exhibition- 

ism, or “indecent exposure,” has been 
a baffling though not a major problem 
encountered in public mental health clinics. 
Incarceration is the consequence for those 
offenders apprehended, because public in- 
dignation requires action on the part of the 
police and courts. Our own community of 
75,000 is no exception to this general rule 
of reaction to a crime associated in the pub- 
_ lic view with rape and sexual sadism. 

In our local courts, judges frequently 
noted that men convicted of indecent ex- 
posure were otherwise law-abiding citizens, 
often married, and with good work records. 
With the increasing psychological sophisti- 
cation of the times, more and more defense 
attorneys have managed to have their ex- 
hibitionist clients placed on probation under 
the stipulation that the person seek psy- 
chiatric treatment. 


Development of Program 


Many clinicians feel that court-ordered 
Psychotherapy has a dubious outcome be- 
Cause of the questionable motivation of the 
client. It was with reservations, therefore, 
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yet in good faith and with respect for the 
courts that the Lane County Mental Health 
Clinic began accepting the male genital ex- 
hibitionists referred for treatment by the 
courts in 1962. The earlier cases referred 
to the clinic were handled by a traditional 
approach. 

Contrary to initial expectations, these 
court-ordered treatment candidates proved 
to be conscientious patients. In spite of 
obvious discomfort with therapy, they 
were unusually regular in keeping their ap- 
pointments and displayed enough anxiety 
to promote the therapeutic process. 

All of these patients later agreed that it 
took the heavy hand of the law to propel 
them into treatment, but they were able to 
recognize that they had a problem and 
seemed to welcome the opportunity to get 
some help with it. Both Rickles(10) and 
Turner(13) confirmed this finding that ex- 
hibitionists usually require some pressure 
from the law or other authoritarian source 
to motivate them into active treatment. Once 
they become involved, however, they tend 
to be good patients. 

At the time the Lane County Mental 
Health Clinic began working with male geni- 
tal exhibitionists, Mohr’s(9) work on Pedo- 
philia and Exhibitionism had not yet been 
published. Turner’s(13) work on the “Group 
Treatment of Sexual Deviation” was also 
unknown to this writer. Nevertheless, the 
clinic was suddenly confronted in the sum- 
mer of 1964 with court referral of eight 
exhibitionists for treatment. Our usual meth- 
od of individual therapy was out of the 
question in terms of staff and time. 

In spite of the general opinion among 
clinicians that psychotherapy groups should 
not be homogeneous in composition, I de- 
cided there was not much choice other than 
to attempt treating these eight referrals in a 
group setting. We rationalized that the emo- 
tional isolation frequently found among sex- 
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ual deviates could be ameliorated by the 
social contact and that there might be a 
chance for gaining some understanding of 
the problem in depth. 

Some support for this arrangement was 
found in Berne(2), but the literature for 
the most part advises against homogeneity 
in groups and most experts emphatically rec- 
ommend avoiding the treatment of the so- 
ciopath in an open clinic setting. Our own 
experience in the group treatment of the ex- 
hibitionists has confirmed that there are 
some who respond like the typical socio- 
path to group treatment, but there are more 
who respond in a way similar to that of the 
obsessive-compulsive neurotic. We have 
found it imperative, therefore, to make a 
differential diagnosis prior to placement in 
the group treatment program. Differentiation 
is easy; it will be discussed in detail later. 

All eight of our initial group of male 
genital exhibitionists were forced to seek 
treatment by the court. At the time of the 
first few group sessions, three of the men 
were still in jail and were brought to the 
meetings by deputy sheriffs. The remaining 
five members of the group had already 
served time in jail. All of the men were in 
their 20s; seven were semiskilled workers 
and one was a successful university stu- 
dent. At the onset of treatment, five men 
were married and living in what they de- 
scribed as stable states of matrimony, One 
man was separated from his wife and in- 
tended to divorce her at the earliest oppor- 
tunity. Another man was engaged and was 
married within six months. The eighth mem- 
ber of the group had no Prospects of mar- 


m and lived with his mother when not in 
jail. 


Differential Diagnosis 


Mohr and associates(9) assert that first 
offenders need not necessarily be required 
to enter treatment since only about ten per- 
cent can be expected to repeat the act. In 
the Toronto clinic where they initiated group 
treatment for male genital exhibitionists, they 
found that the repeaters could be expected 
to commit further offenses and were there- 
fore proper candidates for the group. Rather 
than recommending enforced treatment for 
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first offenders, the Toronto clinic advises 
the availability of treatment and suggests | 
monetary fines rather than incarceration ag 
a deterrent to further offenses. F 
Although in our own experience first of | 
fenders do not tend to repeat the offense, 
they are nevertheless interested in some | 
treatment program because they are fright 
ened. In fact, many of these men have ex 
pressed relief that they were finally caught 
because apprehension gives them a chance] 
to learn some control for their behavior 
All exhibitionists no doubt need some form 
of therapy. Group treatment is applicable 
to about 60 percent, or more, of these of 
fenders. The following types, however, 
quire other treatment: : 
1. Those with neurological impairment, 
including the mentally retarded, the brainy) 
damaged, and the presenile. This group re 
quires medical and environmental control. | 
2. The psychotic or prepsychotic individ 
uals whose exhibitionism is probably seconds 
ary to a more basic psychopathology. It 18 
interesting to note that the only female ar 
rested in our community for exhibitionism 
during the period of this study was a womi 
an whose exposure of herself typically pre 
ceded a full-blown psychotic episode: f 
3. The offender whose neurotic use Ob 
denial is so encompassing as to preclude 
his admission of guilt in the face of ovet 
whelming evidence to the contrary. Ev n 
after conviction in court, these men typical 
ly maintain the excuse that they were mer! 
urinating in a secluded but perhaps ind 
propriate place or else had forgotten to 7 
up their trousers. Y 
4. The “pervert” who cannot achieve sei 
ual satisfaction in any other way than ? 
exposing himself in a lewd manner. A 
term is perhaps disagreeable to the pros” 
sional worker but is the only way I know 7 
distinguish this type of exhibitionist from 
the majority who can and most frequen 
do achieve orgasm in the “normal” manner 
In my opinion, the pervert in this sense 
the only- exhibitionist who should i 
classified as sociopathic character disor’ 
sexual deviant. There may be some n 
from group treatment in an open n A 
these men if they display no other top 
of antisocial or dyssocial behavior. 
Johnson(6) and Berne(2) both point 
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this benefit does not seem to extend beyond 
better personal and social adjustment. 

5. Finally, there are some exhibitionists 
whose over-all impulse control is so weak 
that they display a number of other forms of 
antisocial behavior as well as that of inde- 
cent exposure. In contrast to the more typical 
exhibitionist, these men have histories of poor 
school adjustment, erratic work records, un- 
stable marriages, and usually an unsatisfac- 
tory military history. They appear to be tru- 
ly sociopathic. The exhibitionistic act is just 
one more form of antisocial activity which 
demands institutionalization if any control 
is to be expected. The group worker must 
be especially alert to this type of exhibition- 
ist because they are very skillful in maneu- 
vering themselves into a treatment program 
in order to avoid prison. Once they have 
gained this end, they drop out of treat- 
ment, and their subsequent behavior con- 
tinues to support the notion that all exhibi- 
tionists should be locked up. 

In my experience the majority of men 

who exhibit their genitals publicly and ad- 
mit their guilt are good candidates for group 
therapy in an open clinic setting. It is un- 
fortunate, to my way of thinking, as well as 
diagnostically inaccurate, to categorize these 
men who display no other form of impul- 
siveness than their exhibitionism as socio- 
pathic character disorders or even sexual 
deviants. Psychologically speaking, their act 
is generally ego-alien, and the rest of 
their personal habits are more typical of 
the compulsive personality than of the so- 
ciopathic character disorder. 
. More frequently than not, the exhibition- 
ists referred to our clinic have good work 
habits, stable marriages, and slightly above 
average educational backgrounds. Their mil- 
itary histories, if they have them, are usu- 
ally honorable even though there may have 
been some minor problems with authority. 
Arief(1), Henninger(4), and Rickles(10) 
reflect similar findings. 


Meanings of the Disorder 


Rather than going into the deeper psycho- 
dynamics of male genital exhibitionism and 
theories of the disorder, which are ade- 
quately described by Karpman(7), Lor- 
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and(8), and Scott(11), it seems appropri- 
ate in this paper to describe some of the 
clinical features of the act that appear to 
be subconscious to the offender and are fair- 
ly easily brought out in group treatment. 
Once the precipitating event is recognized 
and the unconscious aspect is realized by 
the man, he can achieve effective control. 

Many exhibitionists do not obtain genital 
gratification by exposing themselves. Usual- 
ly they expose themselves in a situation 
that precludes the possibility of direct sexual 
contact with the female victim. Frequently 
the exhibitionist of this type will take little 
or no precaution to avoid arrest. After a 
moment of exaltation when the female recip- 
ient expresses shock, disgust, or merely rec- 
ognition, the exhibitionist will feel stupid, 
guilty, or depressed, and will then go to 
some convenient place waiting to be ar- 
rested. 

In almost every instance of indecent 
exposure by the genitally unaroused exhibi- 
tionist, the act follows a period of intense 
conflict over some problem, often with au- 
thority figures, which the offender feels help- 
less to resolve on his own. For example, a 
Marine who wanted to make a career of the 
service was having an experience with a 
superior that made it impossible for him to 
reenlist. He could not admit to himself that 
he could be hostile to either the corps or 
the superior. For the first time in his life, he 
exposed himself to a girl on the beach. Ar- 
rested, he was merely reprimanded and 
returned to the scene of conflict, A short 
time later he displayed his genitals to a 
girl on a parking lot. This time he was placed 
on probation with the stipulation that he 
seek treatment, and his enlistment was al- 
lowed to terminate in natural sequence. He 
never repeated the act. He was happily mar- 
ried and seemed to be acting out in this in- 
stance a vulgar expression of contempt. 

Other examples of the genital un- 
aroused exhibitionists seem to reflect more 
pointedly the basic narcissism of these of- 
fenders, as described by Christoffel(3) and 
Karpman(7). In one instance of this kind, 
a bright but immature university student, 
whose wife was putting him through school, 
exposed himself from his living room win- 
dow whenever he felt the curriculum de- 
mands went beyond the point of reason. By 
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exhibiting himself, he not only expressed his 
contempt for the “system” but also ob- 
tained surcease from the dilemma by having 
himself incarcerated. In treatment, he recog- 
nized what was going on and learned mote 
socially acceptable ways of dealing with his 
feelings. Sa 

For the genitally aroused exhibitionist 
who also has orgasm through normal coitus, 
the act seems to reflect a partial regression 
to adolescent practices of masturbation. Men 
of this type will state that their exhibitionism 

is “more fun than pictures of nude women, 
but not as dangerous as an affair.” Most 
generally, they are married and are reacting 
to some minor stress with their wives at the 
time of exposure. Along this vein, but slight- 
ly different, is the case of a semicryptor- 
chid who obsessively had to have a sexual 
experience every day in order to assure 
himself he was potent in spite of his defi- 
ciency. When in the normal course of events 
his wife failed to cooperate, he would seek 
out some woman to reassure himself that 
the lack of one testicle made no difference. 
Group treatment of the exhibitionist does 
not reveal the more deeply ingrained uncon- 
scious aspects of the disorder. It requires 
the microscopic probings of a depth analysis 
to determine the dynamics of the ques- 
tion: “Why expose your genitals when you 
are caught in a frustrating conflict?” How- 
ever, every exhibitionist in our group has 
been able to confront this question when he 
became aware of the precipitating dilemma 
leading to his indecent exposure and realized 
he had had other choices for action. 
j Rickles(10) asserted that the exhibition- 
istic act is a result of conflicting drives, a 
desire to relive the infantile pleasure of be- 
ing viewed and admired, a defiance of the 
mother’s possessiveness, and an effort to 
assert masculinity as well as expressing a 
wish to be helped. Our patients are usually 
unable to perceive the specific dynamics 
pointed out by Rickles, but they are able 
in the group experience, to resolve the needs 
he pointed out and to take more socially 
acceptable action in handling future con- 
flicts. 

A point raised by Turner(13) about the 
embarrassment over sexual matters that ex- 
hibitionists typically display readily demon- 
strates the ego-alien nature of their of- 
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fense. These men almost never like to dis- 
cuss sexual matters with their wives and fre- 
quently avoid undressing before them. The 
idea of living in a nudist colony is a repul- 
sive thought to most exhibitionists, although 
they are periodically willing to show off 
their genitals in quite public places. Con- 
frontation of this discrepancy within them- 
selves is frequently the easiest approach to 
helping them realize how inconsistent their 
exhibitionistic act is with the rest of their 
personality, and it is a great stimulus to 
helping them accept treatment. 

Silverman(12) made a point, which re- 
curs in the literature but is not recognized 
by the courts and the public, regarding the 
difficulty that exhibitionists have with ag- 
gressiveness. A study of the various cir- 
cumstances of the act shows that it invari- 
ably occurs in a place or manner that would 
definitely preclude sexual union. Sensing his 
impotence but denying it at the same time, 
the exhibitionist elicits a reaction from a fe- 
male, according to Hirning(5), “that con- 
firms to him his possession of a penis which 
is still effective in getting a response out of 
a woman, but does not run the dangers in- 
volved in the act of penetration." 

Also along this line of thinking, it must 
be pointed out that the forceful nature of 
the exhibitionism is a^necessary part of the 
act, somewhat like assault is a necessary part 
of rape, and is an integral part of the plea- 
sure derived from the act by the offender. 
The lack of consent necessary on the part of 
the recipient for the satisfaction of the ex 
hibitionist is no doubt the major element of 
immorality with indecent exposure and d 
termines in part the way the public respon 
to the exhibitionist. 3 d 

But as for any physical danger inve 
to the recipient, nothing could be furto 
from the truth. The exhibitionist is trying D 
prove to himself that he is more aggressi? 
than he really is, and the act is a Way of Pa 
tecting his ego from the fact that he b 
well prove to be impotent in the E tis 
physical involvement with a woman = 
is why the act invariably occurs under 7 
cumstances where direct sexual contact e 
the recipient would be impossible. It ri 3 


be remembered that the group We a a 
ing about are men of average intellig ble 


and strength who are physically oM 
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and intellectually able to plan either a seduc- 
tion or a rape if this is what they wanted. 


Clinic Procedures 


If a clinic or therapist follows the criteria 
of differential diagnosis described earlier, 
very little risk to the community is involved 
in permitting 60 to 70 percent of the ex- 
hibitionists apprehended to remain free in 
society so long as they are receiving some 
form of treatment. For this reason, our fa- 
cility operates a continuing group for male 
genital exhibitionists. A referral of this 
nature is given immediate attention: the of- 
fender receives a screening appointment 
within two weeks and is admitted to the 
group if appropriate. Generally, a social 
history is adequate to make the differential 
diagnosis. Psychological testing or psychiat- 
ric evaluation is advisable to ascertain more 
specific information with suspected pre- 
psychotics or sociopathic character disor- 
ders. 

It has been my experience on several oc- 
casions to appear in court at a hearing for a 
man charged with indecent exposure to 
help the judge decide disposition of the case. 
By using the criteria heretofore described, 
we have experienced a fair degree of suc- 
cess in Lane County in determining whether 
Or not a man shoud be placed on proba- 
tionary status rather than being imprisoned. 
There is no question that pressure from the 
law in one form or another is a necessary 
adjunct to therapy. Sometimes it takes a 
Short experience in jail to convince a man 
that he has to do something about his prob- 
lem, but long-term imprisonment for the av- 
erage offender merely convinces him of his 
worthlessness. 

1 Occasionally, exhibitionists serving short 
jail sentences who appear to be good treat- 
ment candidates are brought to the therapy 
Sessions by sheriff's deputies for treatment 
While still serving their time. We have found 
fhat this has been beneficial for both the 
Prisoner and the other men in the group. In 
all but the profoundly sociopathic cases, 
the prisoners will follow through with ther- 
apy on their release. At no time does the 
therapist threaten the men with reporting 
them if they do not attend group therapy ses- 
sions, but it is explained to them that if 
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their probation officer should ask for this 
information it would have to be revealed. 
In most instances, the termination of treat- 
ment follows along the lines of most group 
therapies. In some cases, the men stay on 
after satisfactory adjustment has been at- 
tained because they feel a sense of security 
in maintaining contact with the group. A few 
men are referred to other types of groups 
operated by the clinic for reasons differing 
from their initial problem. 

Turner(13) described simultaneous group 
treatment for the wives of exhibitionists. No 
doubt this is a very beneficial program, but 
we have found that we are getting positive 
results from weekly sessions with just the 
men, On several occasions, a wife has been 
seen by the therapist for a few sessions of 
counseling. However, this has only been done 
at the request of the male patient. 


Results 


In the two and one-half years since the 
inception of the group, 25 men have been 
referred to the clinic for treatment. All but 
two were referred by the courts, and these 
two were under pressure from other author- 
itarian sources. During the time of this 
study, only one man exposed himself 
while under active group treatment. This 
occurred, perhaps significantly, during the 
afternoon when the regular meeting had been 
cancelled by the therapist for emergency 
reasons, The patient had also had diffi- 
culties with his fiancée over the previous 
weekend and was one of the men diagnosed 
as sociopathic prior to treatment. 

Two other men in regular attendance at 
group meetings were under suspicion for 
indecent exposure, but no charges were 
pressed for lack of evidence. They both 
emphatically denied the charges and felt they 
were being harrassed because of their past 
record. 

Of the 25 men in this study, two exposed 
themselves after leaving a very short treat- 
ment experience. One of these men, after six 
sessions attended while in jail, engaged in 
further episodes of indecent exposure upon 
his release and bolted from both treatment 
and the community. His background and 
psychological test results indicated profound 


sociopathy. 
[79] 


———————————— 


|84 


The other man also had attended only six 
sessions when he moved to another com- 
munity for quite legitimate reasons. He was 
advised to seek continued psychotherapeu- 
tic contact but failed to do so. During a sub- 
sequent period of occupational stress, he ex- 
posed himself, was arrested, and returned 
to his original county for sentencing. He was 
offered a suspended jail sentence and an 
opportunity to resume group therapy on the 
basis that he appeared to be an obsessive- 
compulsive personality type rather than a 
sociopathic character disorder. He faithfully 
attended sessions thereafter, has been gain- 
fully employed, and has maintained his fam- 
ily without further incident. 

About one-fourth of the men referred by 
the court attend fewer than eight sessions, 
and we have heard nothing further of their 
exposing themselves. Very likely the one 
legal scrape was enough to help them con- 
trol their exhibitionism. The typical client 
referred to the group will attend 20 to 30 ses- 
sions, but several have participated in as 
many as 60 sessions before gaining a feeling 
of security for controlling their problem. 

At least half of the men in this study 
were known repeaters at the time they were 
referred for treatment. Aside from the cases 
just described, there have been no other 
recidivists among our group. It is significant 
to note that the only men referred for treat- 
ment in the last year who were known re- 
peaters have been probationers from out- 
side the county. We can justifiably conclude 
that our availability to first offenders has 
had some effect in controlling behavior that 
frequently leads to a disastrous habit, and 
that the exhibitionistic recidivist is a declin- 
ing element within our own population. 

Economically our program for male geni- 

tal exhibitionists more than pays for itself. 
For the three years prior to the development 
of our group, there was a continuous average 
jail population in the community of about 
2.5 men serving sentences for indecent ex- 
posure. The current rate is less than 0.5 pris- 
oners committed for this reason. Jailing 
costs for two men and welfare costs for their 
families can easily amount to $10,000 per 
year. Their earnings as working men aver- 
age another $10,000 per year. 


[80] 


GROUP TREATMENT OF MALE EXHIBITIONISTS 


Summary 


A two-and-one-half-year experience in a 
public mental health center has indicated 
that a homogeneous group therapy program 
is an effective form of treatment for the male 
genital exhibitionist if the following types 
are avoided: the neurologically impaired, the 
psychotic, the neurotic denier, the “true 
pervert,” and the profoundly sociopathic. 

The literature and our own experience 
indicate that at least 60 percent of male 
exhibitionists have an obsessive-compulsive 
personality makeup, are amenable to treat- 
ment if under some pressure from authori- 
tarian sources, and pose no more threat to 
the community than being nuisances. Ex- 
hibitionists generally are passive men who 
at the time of their offense are facing a con- 
flict which they feel “impotent” to resolve, 

Group therapy aids the exhibitionist in 
defining his conflicts and finding more so 
cially acceptable and effective means to deal 
with personal problems. Deeper unconscious 
aspects of exhibitionism are probably not 
revealed by group therapy. A continuing 
group therapy program for exhibitionists can 
easily and effectively be operated within à 
public mental health clinic with significant 
economic saving to the community as well 
as to the offender. 
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Trials and Tribulations in Establishing a Community Hospital 
Psychiatric Unit 


BY ROBERT A. MOORE, M.D., AND ROBERT A. HENRY, M.D. 


Descriptions of the general hospital psychiat- 
ric unit are often based upon facilities in 
large university centers and teaching hospi- 
tals. The psychiatric unit in a small com- 
munity hospital faces very different prob- 
lems. The authors review the steps they took 
in organizing and operating such a unit. 
Mistakes that might have been avoided are 
discussed, as well as those strong points that 
anyone planning a general hospital unit 
might wish to consider. Highly recommend- 
ed is a "strong" director arrangement, allow- 
ing ample time for training, supervision, and 
administration. 


T GENERAL HOSPITAL psychiatric unit is 
by now such an accepted part of the psy- 
chiatric scene as to need no further justifica- 
tion. An estimated 500 such units exist, 
admitting annually (1963 figures) approxi- 
mately 370,000 patients, as compared with 
285,000 admitted to state and county mental 
hospitals(3). 

Surprisingly, the literature on this area 
of care is sparse: a recent survey shows 115 
items(1). Nowhere else do psychiatry and 
general medicine have such intimate contact, 
to the benefit or harm of our profession. The 
literature rather naturally comes from the 
large teaching hospitals, such as Mount 
Sinai Hospital(5, 6) in New York and Beth 
Israel Hospital(7) in Boston. 

The services provided in such hospitals are 
of a high degree of sophistication, providing 
various liaison and consultation services as 
well as direct patient services. Staff ratios are 


At the time this report was prepared Dr. Moore 
was director of the department of psychiatry, 
Swedish-American Hospital, Rockford, Ill. He is 
now Clinical director of Mesa Vista Hospital, 7850 
Vista Hill Ave., San Diego, Calif. 92123. Dr. 
Henry is now director of the department in Rock- 
ord. 
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high, residents provide both stimulation and 
salaried services, attending staff donate teach- 
ing and supervisory time, research personnel 
have grant support, and medical school affili- 
ation provides an over-all air of excellence. 
How does this compare with the much 
more typical voluntary community hospital 
psychiatric service, where there are no house 
staff, no salaried psychiatrists, no medical 
school affiliations, etc.? Unfortunately, this is 
the much more typical arena for our subject. 
The psychiatric staff in such hospitals are 
all attending and have at best a part-time 
investment in the unit; they are much more 
oriented to their offices, located some dis- 
tance from the hospital. The position of chief 
of service is rotated among the attending, 
and for this temporary “leader” there is nO 
remuneration so that he can provide only 
the most perfunctory supervision. : 
The attending man rushes through his 
morning rounds, imparts almost no informa- 
tion to the nursing staff, and disappears to 
his office, not to be seen until the next day. 
The result is to place the major responsibility 
for patient care on the nurses, while giving 
them little support, information, or training. 
Half the units have no occupational therapist, 
two-thirds have no social worker, less than 
a tenth a full-time psychologist (3). TE 
physical unit is often only a slightly modifie 
medical section, and only about half b 
units have occupational therapy areas © 
separate dining facilities(3 ). x 
With such administrative and staffing E 
itations, the functional value of the psy 
chiatric unit—other than as a temp 
(and often not too pleasant) haven 9W : 
from the responsibilities of living— maY oe 
open to some question. This is unfor ? 
since the general hospital unit is such an ! 2 
location for an intensive treatment wee 
located close to family and job, in the $ 
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place where babies are born and appendixes 
removed. 

The purpose of this paper is to describe 
our experiences in setting up a general hos- 
pital psychiatric service. Although we were 
awkward at times and made glaring blun- 
ders, we feel our over-all experiences would 
be of value to others in the same situation. 


Planning Stage 


The Swedish-American Hospital of Rock- 
ford decided in early 1964 to establish a 
psychiatric service after considerable discus- 
sion with the seven psychiatrists in the com- 
munity. There were no psychiatric inpatient 
facilities in an area about 100 by 150 miles, 
containing well over one million population. 
Rockford itself is a prosperous industrial 
city of 140,000 with a metropolitan area of 
about a quarter of a million and is the larg- 
est urban center in the area. 

The hospital itself had been organized in 
1915 by a group of Swedish immigrants, 
very anxious to contribute to their new land. 
It had slowly grown over the years; a new 
building program completed in 1962 gave 
the hospital an eventual capacity of 500 
beds, although only 350 beds are in opera- 
tion as yet. The trustees were cautious and 
uncertain about what a psychiatric service 
should consist of, but after the decision was 


. made they determined to develop a good 


one, 

The senior author (R.A.M.) was invited 
from another state to plan, organize, and 
administer the unit, since none of the local 
Psychiatrists chose to do so. The new direc- 
tor commuted by plane an average of once 
à month for almost a year while various pre- 
liminary issues were met, such as design of 
the physical plant, and then came to the hos- 
Pital full-time about 3 months prior to open- 
Ing to hire and train the staff. 

Two major considerations had to be met 
before plans were finalized. The director had 
to be guaranteed an adequate income in the 
Period before patient fees would be received 
and, afterwards, a reasonable income inde- 
Pendent of patient medical charges to cover 
time spent in administration, supervision, 
and in-service training. This is crucial if the 
amount of time required for these activities 
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is to be provided: after a year of operation 
this averages about 20 hours a week. It 
would be unreasonable to expect a private 
practitioner to provide this time without re- 
muneration. 

The second consideration was the need 
to find associates for a group psychiatric 
practice because the local psychiatrists did 
not wish to participate extensively in inpa- 
tient psychiatry. The second author 
(R.A.H.) arrived shortly before the unit 
opened, and the third member joined the 
group at the end of the first year. 

A unique arrangement was made with the 
hospital so that offices and a waiting room 
suite for three psychiatrists, a psychologist, 
and social worker were built within the unit 
itself. These were to be the only offices of 
each of these people so that they were 
available at all times to patients and staff. 
This, we felt and still feel, is a major advan- 
tage to all and should be considered as highly 
desirable in any new unit. 

Although some compromises were neces- 
sary, the unit that resulted was quite an 
attractive one. The unit was T-shaped with 
the office suite, lounge, and occupational 
therapy in one arm and patient rooms and a 
dining-multiple purpose area in the stem and 
other arm. A large and pleasant nursing sta- 
tion was at the cross of the T. The capacity 
was 36 beds in two-bed rooms with two 
seclusion rooms. The rooms were cheerful, 
utilizing day beds, and were protected with 
safety glass rather than security screens, Each 
room had its own shower and toilet as well 
as closet space. The unit was semiclosed in 
that all end doors were locked; however, the 
main bank of elevators opened freely into 
the unit. 


Organization Phase 


A kindly star shone down upon us. Ex- 
perienced and very capable professional peo- 
ple, including a social worker, psychologist, 
occupational therapist, and nurse adminis- 
trator, heard of the plans for a new unit and 
came to join us. Without this good fortune, 
our first year would have been most difficult. 
We also were quite fortunate in finding ten 
very capable staff nurses and 16 nonprofes- 
sional nursing personnel. 
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We had excellent cooperation from the 
board of trustees and the hospital adminis- 
trator as exemplified by their agreeing to 
our assembling a full staff one month prior 
to opening for full-time training, a very un- 
usual step in a voluntary private hospital 
that has to pay its own way. This had the 
effect of making us overanxious to hire our 
full complement of nurses and technicians in 
time to start the program, and a few unfor- 
tunate choices were made, including one 
technician arrested for armed robbery the 
first week of training. However, we were de- 
lighted over-all by the intelligent young 
people who joined the staff, several of them 
college graduates as yet unsettled on a career 
choice. Recruiting was aided by word of 
mouth and local television, radio, and news- 
paper coverage of our plans. 

The month of preliminary training con- 
sisted of lectures, seminars, role-playing, and 
general floor exposure to basic nursing pro- 
cedures. The hospital in-service training de- 
partment was most cooperative in this latter 
phase. Since the nonprofessional nursing per- 
sonnel were entirely inexperienced, it was 
vital to give them a feeling of familiarity 
with the environment of a hospital. We 
tried very hard to make them, as well as the 
staff nurses, feel a part of the hospital in gen- 
eral, an effort in which we eventually failed, 
however. 

During this organization phase, much time 
was spent explaining what we could offer to 
the medical community and social agencies, 
Despite our tendency to be defensive (some- 
times talking more about what we could not 
do than what we could do), we were re- 
ceived with courtesy and interest at all times. 
especially by the attending doctors in our 
hospital. Unfortunately our rapport with the 
growing community of psychiatrists (seven 
before we came and 16 at the end of the first 
year) was fluctuating and uneven, as is 

explained later in this paper. i 


First Year of Operation 


The unit was opened on August 17, 1965 
We will report on our services for that year 
in summary form. The two authors saw 767 
referrals; 18 percent of them were referrals 
from other inpatient services and 82 percent 
were outpatient referrals. Sixty-five per- 
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cent were referred by nonpsychiatric physi- 
cians, six percent by psychiatrists, 13 per- 
cent by social agencies, courts, clergy, etc., 
and 16 percent by self and family. Of these, 
349 patients were admitted, for a total of 
402 admissions. 

While in general these patients were acute- 
ly ill, 39 percent had been hospitalized pre- 
viously in another facility, confirming the 
point made by Friedman and associates(2) 
that a first admission to a hospital may not 
really be a “fresh” case. Two-thirds of the 
patients were women, as expected(6), all 
but one were white, 72 percent were mar- 
ried, and 73 percent were Protestant. As to 
social class(4), six percent were class |, 
14 percent, class II, 20 percent, class III, 
50 percent, class IV, and ten percent, class 
V. 

That 60 percent were in the lowest two 
classes was surprising, considering that all 
patients were private patients and the total 
cost—hospital and medical—was rather high 
(about $50 a day). Obviously, this is a re- 
sult of the vastly improved insurance cov 
erage for mental illness. It should be added 
that the concern about lack of rapport be- 
tween psychiatrists and blue collar workers 
seems unfounded to us. 

The average and median age was 42 and 
the range was from 12 to 81 years, with 
about half the patients between 30 and 50. 
The number of adolescents was on the Ur 
crease toward the end of the year as We be- 
came more confident that we could handle 
them. There was also an increase in the 
elderly, although not a dramatic one, when 
Medicare commenced. The average stay was 
16 days and the median, 14. This varied with 
diagnosis: the psychotic patients remain? 
longer and the character disorders, shorter 
periods. Since the unit was not used as à 
receiving and diagnostic center, the dum 
tion of stay reflects the length of time E i 
quired to help the patients overcome by 
temporary breakdown in adaptive behaVio" 

Diagnostic categories are listed in table 
Various categories of depression account 
for 41 percent of the admissions, tyPic? "i 
an acute treatment facility. Thirty perc 
of the total group were psychotic. 

Admission rates were surprising! 
through the year, averaging 33.5 per ™ 
The daily census averaged 18.5 for the 
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TABLE 1 
Diagnostic Categories for 402 Admissions 


DIAGNOSIS NUMBER PERCENT 
Psychoneurosis, depressive reaction 112 28 
Chronic alcoholism 74 18 
Schizophrenia 50 12 
Character disorder 49 12 
Psychotic depression 35 9 
Psychoneurosis, nondepressed 26 6 
Involutional psychosis 18 4 
Chronic brain syndrome 11 3 
Manic-depressive psychosis 9 2 
Psychosis, other 8 2 
Acute brain syndrome 7 2 
Psychophysiologic disorder 3 1 


held down by our decision to limit the num- 
ber of patients admitted under the care of 
the authors to 25 as a maximum at any one 
time. Since other psychiatrists did not hos- 
pitalize patients (only two of 402 admis- 
sions), this amounted to an actual census 


limitation. Four beds were not opened so 


that the physical capacity was limited to 32 
beds and two seclusion rooms. Only rarely 
was the 25-patient limit reached, so that 
waiting lists did not have to be maintained. 

The treatment program was primarily psy- 
chotherapeutic. Patients were seen daily for 
brief periods individually, and two or more 
times a week they attended resocialization 
group therapy conducted by nurses under 
the supervision of the clinical psychologist. 
A one-hour staff meeting was held each 
Morning to allow an interchange between 
the psychiatrists and other staff. The prox- 
imity of the psychiatrists allowed easy con- 
tact at any time a serious issue arose. 

The majority of patients received psycho- 
active drugs and 14 percent were given elec- 
troshock therapy, although by the end of 
the first year this was being replaced by flu- 
fothyl (Indoklon) inhalation therapy. Day 
Care was provided for a few patients as a 
Means of making their return home more 
gradual. Wherever indicated the social work- 
Sr involved the family in casework, some- 
times conjointly with the patient. He was not 
Used for routine history-taking. 

Results of the treatment program were 
encouraging for the most part. Unfortu- 
nately, it remains easier to help a person 
Over a crisis than to help him over the pro- 
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pensity to find crises, as reflected in the fact 
that 14 percent of the patients were read- 
mitted during the first year. Follow-up, such 
a vital issue, was a major problem. The two 
authors provided follow-up outpatient care 
to 42 percent of those discharged; 12 per- 
cent were referred to other psychiatrists and 
14 percent to community agencies, Patients 
were reluctant to accept help from a new 
person after discharge, but our time did 
not allow us to provide more follow-up 
care. 

Our obvious failures would include the 
45 (14 percent) who were readmitted, the 
20 (five percent) who were transferred to 
state hospitals, and the six who committed 
suicide. This last figure seems startlingly 
high. Our first admission committed suicide 
a few weeks after discharge. All but one 
suicide were among the discharged patients. 
Because of the ease in getting information 
about people in a smaller community, we 
probably know of all the suicides. Facilities 
in larger communities or with less intimate 
contact with patients might have a lower 
figure that was not fully representative. Still, 
the number is too high and must be accept- 
ed as proof of failure. 


Problems 


Our major issues were interpersonal. Our 
easiest relationships were with the hospital 
administrator and the board of trustees. If 
we needed something we got it if at all pos- 
sible. There was no interference from them 
in our operation—only a high level of coop- 
eration. 

The medical community presented some 
difficulties for us, especially at first. Unwant- 
ed and rejected patients were often told to 
“drop in" either at our offices or at the emer- 
gency room without calling to request a con- 
sultation. The problem of communication 
between psychiatrists and other physicians 
is certainly not entirely the fault of psychi- 
atrists. Occasionally, after we saw a “dump- 
ing syndrome” patient in consultation and 
sent him back to the “referring” doctor, it 
would be expected that we would be held 
responsible for the patient’s various ills day 
or night (usually the latter). These problems 
gradually diminished as other doctors be- 
came more aware of our way of operating. 
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Our relationship with the psychiatrists in 
the community was uneven, as mentioned 
earlier. Before the unit opened, there was a 
feeling of competitiveness created which 
made full cooperation impossible. This was 
perhaps our greatest error, one which still 
plagues us. We cannot fully utilize our beds 
or grow as the demand increases unless the 
“outside” psychiatrists are willing to bring 
in their patients and treat them in the unit 
rather than sending them to distant private 
sanitaria as they had done before the unit 
opened. The difficulty was caused by a cer- 
tain arrogance on our part and suspicious- 
ness of newcomers on the part of the other 
psychiatrists, That this trouble exists is well 
known in the medical community and does 
not reflect favorably on our specialty. If we 
had it to do over, we would have tried hard- 
er to avoid this trouble. 

Experiences with the hospital nursing su- 
pervisors led to another failure. We started 
out with the desire to be “just another part 
of the hospital,” subservient to the auto- 
cratic nursing department. Our new staff 
members worked on the other floors during 
their early training and were encouraged to 
mingle with the general staff in the cafeteria 
and coffee shop. Our penalty for this was 
to have night supervisors from the nursing 
office come to our floor and criticize our 
staff for not doing their job the same as it 
was done elsewhere in the hospital. When 
Our census was low in the first few weeks 
members of our staff were sometimes trans- 
ferred to another unit, unfortunately not so 
much to fill a need as to show "who's boss.” 
The culmination of this difficulty came when 
one of our male L.P.N.s was called to the 
admitting department to Carry a new medi- 
cal patient's suitcase. 

Our failure admitted, we then officially 
severed any relationship with the nursing 
department and established our own auton- 
omous department. We developed our own 
hiring and firing practices, Personnel poli- 
cies, and salary scale. As the only clinical 

department in the hospital with a medical 
director who had actual authority, our de- 
partment became both one to emulate and 
envy. Better judgment would have led us to 
be autonomous from the beginning, with less 


[86] 


COMMUNITY HOSPITAL PSYCHIATRIC UNIT Í 


ill effect on the rest of the hospital than ou * 
forcible divorce caused. Í 
Our staff went through the necessary met- 

amorphosis. To create morale and involve- 
ment in the beginning, we exaggerated the 
responsibility held by the nursing staff for 
recovery of the patients. They began to de- 
velop a magical omnipotent feeling in rela- 
tion to successes and blamed the psychia- — 
trists for the failures. Despite our seminars | 
and supervision, certain personnel began to 
assume a direct counseling relationship with 
patients beyond their experience and wis- 
dom. Rather belated attempts to counter 
this were met with open rebellion. Fortu- i 
nately, a rather tardy exposure of the issues 
resulted in a new staff cohesion and a better 
balance of relationships. We found that the 
staff had been afraid to discuss openly with 
the director (R.A.M.) their concerns, fearing 
that he would “read their minds" or, a more 
severe indictment, that he did not want to 
hear anything contrary to his opinions. 

Some of the community-related problems 
could be expected. After great fanfare, it was 
discovered that we would not solve all com- 
munity problems. Patients were still held in 
the county jail for “suspicion of mental ill- 
ness”; indigent mentally ill still had to make 
the three-hour drive to the state hospital; we 
could not satisfy the consultation needs of 
30 community agencies; we could not accept 
for outpatient treatment the problem patients 
of 250 practicing physicians; we would not 
act as a “drying-out station” for the est 
mated 10,000 alcoholic patients in our coun- 
ty. 
At first there were indignant cries that V? 
were failing in our responsibilities, but wit 
greater communication this diminished. | y 
the end of the first year both of us, by initi 
tion, were heavily involved in board mem- 
berships and consultation relationships W! 1 
community organizations and the courts. : 
were “bailed out,” to a degree, by the bo 
ing after our first year of a new state-0P^ 
ated zone receiving center. 


Summary 


" en- 

We have reviewed the problems ke 
countered in establishing a psychiatric i 
in a small community voluntary hospita 
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existing literature on the subject of gen- 
eral hospital psychiatry is focused primar- 
ily on the large metropolitan teaching hos- 
pital. The problems are very different in a 
small community where there are no house 
staff, large attending staff, and medical 
school affiliation. 

The stages of planning, organization, and 
first year of operation have been reviewed. 
In some respects our unit has attributes— 
lacking in many—that seem essential: a 
medical director with reimbursed time and 
a psychiatric staff constantly present in their 
offices on the unit. Our failures were the 
usual ones associated with faulty interper- 
sonal relationships, both our fault and that of 
others. 

Our experiences should be of value to 
anyone planning such a facility. We wish 
such an exposition had been available to us 
when we began. 


Those whose conduct gives room for tal 


neighbours. 
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The Psychiatric Manifestations of Cerebral Malaria 


BY W. WEBSTER BLOCKER, JR., M.D., ALBERT J. KASTL, JR., PH.D., 
AND ROBERT B. DAROFF, M.D. 4 


During a ten-month period 1,200 U. S. 
soldiers were admitted to an Army hospital 
in South Viet Nam with falciparum malaria. 
Nineteen developed “cerebral malaria,” and 
three of these showed dramatic personality 
changes manifested as apparent “functional” 
psychoses. Further evaluation including psy- 
chological testing, however, led to the im- 
pression that the symptoms had a definite 
organic basis secondary to cerebral involve- 
ment. The authors stress the prognostic 
implications of differential diagnosis. 


M ALARIA secondary to Plasmodium fal- 
ciparum  (estivo-autumnal, malignant 
tertian) is frequently encountered among 
U. S. forces in South Viet Nam. Approxi- 
mately 1,200 soldiers were admitted with 
falciparum malaria to the 93rd Evacuation 
Hospital, Long Binh, South Viet Nam, be- 
tween January and November of 1966. 
When à patient with confirmed parasite- 
mia displayed signs of central nervous Sys- 
tem dysfunction. not explained by severe 
hyperpyrexia, anemia, or metabolic abnor- 
malities, the diagnosis of “cerebral malaria” 
was made. Nineteen of the 1,200 cases 
were so diagnosed. The pathophysiology of 
this neurological syndrome is cerebral anox- 
ia due to either thrombosis(3) or reduction 


y was conducted at the 935th i 
Detachment, 93rd Evacuation Hospital cud 
Army), Long Binh, South Viet Nam. The au- 
thors acknowledge the assistance of Maj. John 
A. Bowman, Lt. Stephen Lifrak, Specialist Sth 
Class Bennie Stover, Specialist 4th Class John 
Posh, and Specialist 4th Class Robert Quick. 
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of the oxygen-carrying capacity of the in- 
fected erythrocytes(8). The symptomatol 
ogy is probably dependent on the brain area 
anoxic, and almost every neurological sign 
has been reported( 1). i 

These 19 cases can be divided by clinical 
appearance into five groups: 1) disturbance 
of consciousness (extreme lethargy, coma); 
2) acute organic brain syndrome (confusion, 
disorientation, and intellectual deteriora- 
tion); 3) movement disorders (myclonus, 
chorea); 4) focal signs (hemiparesis); 5) 
personality change (apparent “functional 
psychosis) (4). In this report we will present 1 
and discuss in detail the three patients with 
personality change. 


Evaluation 


Each patient received psychiatric and pet 
rological evaluations and was given a bat 
tery of five psychological tests: the Wechsler 
Adult Intelligence Scale (WAIS), the Wech- 
sler Memory Scale (WMS), the Bender 
Visual-Motor Gestalt Test (B-G Test), the 
Rorschach test, and the Minnesota Multi- 
phasic Personality Inventory (MMPI). a t 
first four instruments were adminie 
twice; once while the patients were E 
ill and again after clinical recovery. 
MMPI was administered only after BÉ 
The same testing pattern was followed E 
seven cerebral malaria patients without Be 
sonality change and nine malaria pus. 
without cerebral involvement or personality 
change. 


Case Reports 


Case 1 


t 

A 32-year-old white married sergeant Us 

class was admitted to the 93rd Eva 

Hospital with a two-day history of fever migis. 
orbital headaches, and generalized Y? 


CC —*————— 
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On admission his temperature was 102°F. 
and by the second day it was up to 105° F. 
Following this temperature spike, blood was 
drawn for a malaria smear, and the patient 
was started on a malaria treatment regimen of 
quinine, 10 grains three times a day, pyri- 
methamine (Daraprim), 25 mg. three times a 
day, and sulfisoxazole (Gantrisin), 500 mg. 
four times a day. The malaria smear was 
reported positive for Plasmodia falciparum. 

By the sixth hospital day, his temperature 
was down to 100°F. and he remained afebrile 
thereafter, He continued to improve satisfac- 
torily until 3 a.m. of the sixth hospital day. 
At that time the nurse’s notes report, “Be- 
havior peculiar, states he is leaving for his 
unit, speech disoriented. All of family wiped 
out. Did not sleep all night.” At 6:30 a.m. 
he was missing from the ward. He was found 
a few minutes later at the helicopter pad ad- 
jacent to the hospital, dressed in hospital 
pajamas, and saying that he was trying to 
return to his unit. 

_A mental status examination at 11:15 a.m. 
revealed an impaired attention span and a 
waxing and waning of concentration. The pa- 
tient was oriented to time and person but 
slightly confused about location. Abstraction, 
recent memory, and fund of information were 
moderately impaired. He made four errors 
on serial subtraction by 7s. On serial addition 
by 3s to 20, he made one error. 

He reported visiting with his parents on the 
ward during the previous night. Both from 
them and a special radio of indefinite location, 
he claimed to have received the message that 
his wife and children had been killed during 
the night. He felt he must return to the United 
States to attend their funeral, The details of 
the alleged incident were highly peculiar—the 
Patient reported that his family had been 
Killed in front of their house by a flock of 
birds (shaped into a ball) plummeting to the 
earth, His affect in reporting this event was 
inappropriately unemotional. 

Between 1 and 3 p.m. the battery of psycho- 
logical tests was administered. Subsequent to 
the testing he was started on chlorpromazine 
Thorazine), 100 mg. four times a day, and 
Was transferred to the psychiatry service. He 
slept well that night and the next morning 

e was markedly improved. He was able to 
recall most of the events that had occurred 
the preceding day. He likened his experience 
0 being in a bad dream. p 

The results of psychological testing Per- 
ormed while the patient was acutely ill were 
consistent with moderate organic dysfunc- 
tioning. Generalized intellectual impairment 
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was suggested by WAIS scores in the dull 
normal range (Verbal IQ = 90; Performance 
IQ — 85; Full Scale IQ — 87). The impairment 
was particularly pronounced on tasks of visual 
motor speed and skill (digit symbol and ob- 
ject assembly subtests). B-G Test results fur- 
ther highlighted the visual motor deficit—the 
patient showed great difficulty in making dots, 
small circles, sustained curve lines, and angles. 
Some basic Gestalt patterns were lost, and 
several designs were run together. 

A moderate degree of memory loss was 
suggested by a Memory Quotient of only 67 
on the WMS. (The MQ should be equal to the 
Full Scale IQ). Particularly pronounced def- 
icits were noted in orientation, recall of para- 
graphs from memory, and learning pairs of 
associated words. An inability to attend was 
indicated by the recall of only 4 digits forward 
and 3 backward on the WMS. Fluctuations 
in quality of performance within individual 
tests were pronounced. There was some im- 
pairment in the capacity to abstract: e.g., the 
proverb "Shallow brooks are noisy" was said 
to mean "Water bubbling over rocks aren't 
always quiet." 

Reexamination only one week later revealed 
a disappearance of the organic pattern pre- 
viously noted. Intellectual skills were in the 
bright normal range, à gain of about 25 IQ 
points (Verbal IQ — 117; Performance IQ — 
105; Full Scale IQ — 112). Scores on the digit 
symbol and object assembly subtests had 
almost doubled. This improved visual motor 
performance was also marked on the B-G 
Test—Gestalten were correctly reproduced, 
there was no difficulty with curved lines, and 
only a trace of the former difficulty with dots 
and small circles. 

The Memory Quotient had almost doubled 
(67 to 124), and no disturbance in orientation 
was noted. The patient also demonstrated 
above-average recall of paragraphs and paired 
associate learning. His capacity to attend was 
restored, as indicated by retention of 8 digits 
forward and 7 backward on the WMS. An 
example of his improved abstraction was his 
new response to the proverb presented earlier 


— "Usually shallow minds make more noise.” 


Case 2 

A 30-year-old white single sergeant was ad- 
mitted to the 93rd Evacuation Hospital with 
a three-day history of headache, backache, 
chills, and fever up to 104°F, On the second 
hospital day a peripheral blood smear was 
reported positive for Plasmodia falciparum 
and treatment was initiated which included 
quinine, pyrimethamine, and clinical dextran. 
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According to the nurse’s notes of that night 
he was “looking for someone” and talking 1n- 
coherently. In the morning on the third hos- 
pital day he appeared anxious. When asked 
about this he replied, “I’m scared,” but he 
would not elaborate. Later in the morning he 
became more confused. He pulled out an intra- 
venous needle and attempted to leave the ward 
saying, “My men are waiting for me.” 

The evening of the fifth hospital day he 
asked the ward nurse about something he 
“heard” said about him at the nurse’s desk. 
The nurse could not tell if he had misunder- 
stood the conversation at the desk or if he 
was hallucinating. Forty-five minutes later he 
was well oriented but still thought he had 
overheard someone talking about him. The 
next day passed uneventfully. 

About 8 a.m. on the seventh hospital day 
he became agitated and refused to take his 
medication. Prior to this his abnormal thoughts 
and behavior had been transient and of mini- 
mal concern, At this point the patient had 
been afebrile for approximately 36 hours and 
it seemed unlikely to his attending physician 
that this phenomenon was due to the malaria. 

A neurological consultation was requested, 
-and obtained at 1 p.m. The examination in- 
cluded a thorough mental status evaluation. 
The patient was cooperative and demonstrated 
no abnormal thought processes. He was ori- 
ented to time, place, and person, and ab- 
stracted well on proverbs. The neurological 
examination was within normal limits. There 
was no evidence of neurological disease or 
acute organic brain syndrome. 

Shortly after this evaluation he suddenly 
left his bed, went to a corner of the ward, 
and attempted to cut his throat with a razor. 
He inflicted only a superficial laceration and 
Was restrained. He appeared very frightened 
e said, "I won't talk, You can't make me 

alk.” 

s UNE consultation was then requested. 

Status exam at 2 p.m. disclosed that 
he had attempted to kill himself because, he 
said, “I am better off dead than letting them 
torture me.” He claimed overhearing people 
plotting to kill him. He also reported hal- 
lucinated scenes of a helicopter tide and of 
having many visitors during the hospitalization. 
He was oriented to name, date, and place. 
but confused about the length of his hospital. 
ization. 

Following the examination he was given 
100 mg. of chlorpromazine intramuscularly, 
He fell asleep about 4:25 p.m. and slept most 
of that evening and night. The next morning 
he appeared chagrined and embarrassed as he 
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reviewed the events of the previous day, In d 
retrospect, he described what he had experi. 
enced as though it were a bad dream, There. 
after he demonstrated no further abnormalities 
of thought. 

Initial psychological testing was performe 
on the eight hospital day and the results were 
consistent with only mild organic dysfunc. 
tioning. Retesting nine days later revealed a 
total absence of the organic indications noted 
earlier. His WMS Memory Quotient showed 
an increase of 26 points—from 96 to 122— 
with striking improvement in paragraph recal 
and paired associate learning. 


Case 3 


A 23-year-old white single 1st lieutenant 
was admitted to the 85th Evacuation Hospital 
in Qui Nhon directly from combat with a 
history of chills and fever. A malaria smear 
on the first hospital day was positive for 
Plasmodia falciparum. Therapy was initiate 
with quinine and pyrimethamine. His temper- 
ature on admission was 104°F. It rose to 
105°F, on the second hospital day but droppes 
to normal levels by the fifth day. 

At 2 a.m. of the eighth day he awakened 
quite confused. Later in the morning he i 
came agitated and attempted to leave the kr 
Psychiatric consultation was obtained and p 
patient reported that for two days he ha 
been receiving messages from a radio Hr. 
mitter in his mouth. The messages stated thal 
the Communists were after him and that b 
father and family had been killed. Subtiscu 
by serial 7s and proverb interpretation a 
normal. He was started on 400 mg. of c " 
promazine daily. Forty-eight hours later A 
was calm, cooperative, and without delusio! 
or hallucinations. tion 

He was transferred to the 93rd Evacual d 
Hospital on his tenth hospital day. The Me 
fer note indicated that the referring PSYC 8s 
trist believed the symptoms to be a Ton 
festation of a schizophrenic reaction. , nta- 
psychiatric evaluation revealed no aiso j 
tion or abnormalities of thought. He "E ii 
having heard the voices telling him © self 
disaster at home and the threats to him 
but the entire episode was non-ego-alien. amd 

Initial psychological testing was P€! Es 
On the 15th hospital day and results Mi 
consistent with only mild organic dys ibo 
tioning. He was reexamined one year jp 
by another psychologist naive to the us io 
Of the examination. He found the Pale 
be essentially normal with no evict n 
Cerebral dysfunctioning. On the W over-all 
demonstrated slight improvement in 
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performance and a definite improvement in 
visual motor speed and skill. The WMS Mem- 
ory Quotient increased 14 points to 117, with 
marked improvement on paired associate learn- 
ing and a diminution of intratest fluctuation. 


Discussion 


There were several aspects of the illnesses 
shared by all three patients. These are of 
clinical and theoretical interest and are 
discussed here. 


Onset 


Each of the three patients became mani- 
festly psychotic after their temperatures had 
returned to normal, during what would ap- 
pear to be the apparent “recovery” phase 
of falciparum malaria. While febrile, none 
had demonstrated signs suggestive of either 
gross cerebral dysfunction or toxic delirium. 
This seemingly delayed onset has not been 
noted in previous reports. Mention has been 
made, however, of the onset of malarial 
delirium prior to temperature elevation(7). 


Clinical Appearance 


Each of these patients, at the time he 
became manifestly psychotic, was awake and 
alert, Complete neurological examinations 
revealed no neurological abnormalities. 
Each of the three experienced auditory hal- 
lucinations and delusions. Two had delu- 
sions of family members being killed and 
two had delusions of a paranoid nature. 

On mental status examination none of 
the three patients exhibited gross signs of 
organicity. They remained oriented to name, 
place, and approximate date. Subtle findings 
Of organicity were manifest, however. For 
example, each was unable to recall the 
length of his hospitalization, the name of his 
attending physician, and the content of pre- 
viously consumed meals. In addition, two 
of the patients seemed to exhibit a waxing 
and waning of concentration and a dimin- 
ished attention span. 

Psychological testing revealed mild gen- 
eralized loss of intellectual skills, moderate 
memory deficit, some impairment of visual 
Motor integration, disturbance of attention 
and concentration, and in two cases im- 
Pairment of ability to abstract. 

Under the designation “malarial psycho- 
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sis,” previous reports have described similar 
phenomena: waxing and waning of con- 
sciousness(10), suicide attempts while de- 
lusional(1), delusions concerning the death 
of family members(1), confused attempts 
to rejoin military units(7), retrospective re- 
call of the delusion as a dream(7), and 
prevalence of paranoid or persecutory de- 
lusions(1, 7, 10). 


Duration 


The duration of the psychotic episode was 
brief. In two cases the symptoms cleared 
within only 24 hours; for the third case, 48 
hours were required. All three patients were 
returned to duty upon discharge. 

This brief duration is in sharp contrast 
to previous reports in which the symptoms 
persisted from days to months and occa- 
sionally beyond a year(2, 3, 5, 7). We have 
no clear explanation for this discrepancy 
except perhaps earlier diagnostic recogni- 
tion and improved treatment methods for 
malaria. 


Predisposition to Psychosis 


Several reports suggest that patients who 
develop a malarial psychosis are predis- 
posed individuals(2, 3). Other reports 
bring this conclusion into question(5, 7). 
A review of the past history of our three 
patients disclosed no evidence of overt psy- 
chosis, and psychiatric interview after re- 
covery revealed no predisposition to psycho- 
sis, barring marked cerebral illness or 
toxicity. 

Psychological test results were initially re- 
garded as consistent with these findings; the 
patients appeared essentially normal, with 
temporary cerebral dysfunctioning. There- 
fore, to evaluate the question of subtle pre- 
disposition, test data were carefully reex- 
amined and contrasted with data obtained 
from 16 malaria patients without psychotic 
symptomatology. (The psychological test 
data of patients with cerebral malaria will 
appear in detail in another publication) (6). 

A systematic pattern appeared when we 
compared our three patients. To summarize 
the test data, these three patients seemed 
to have a predisposition to psychosis related 
to above average intelligence and a mild 
paranoid orientation. On the WAIS the 
three psychotic patients, in comparison with 


p 


196 


the nonpsychotic patients, demonstrated sig- 
nificant superiority on comprehension and 
arithmetic subtests and statistically sugges- 
tive superiority on the picture completion 
subtest forming a pattern consistent with a 
mild paranoid orientation(9). The Ror- 
Schach revealed several features consistent 
with a mild paranoid orientation—over- 
alertness, need for protection, projection of 
hostility, and psychosexual conflict at the 
anal level. 


Differential Diagnostic Considerations 


Patients with a psychotic state secondary 
to an organic brain syndrome must be dis- 
tinguished clinically from others with a non- 
organic (functional) psychosis. In previous 
reports this distinction has not been made. 
For example, Simpson and Sagebiel(10), 
reporting on their experience with cerebral 
malaria in World War II, excluded cases 
of psychosis without obvious signs of or- 
ganicity from their report, stating that it 
was coincidental and not related to actual 
cerebral involvement. However, psycholog- 
ical testing was not performed on their 
patients, 

In a patient with malaria a coincidental 
functional psychosis, perhaps precipitated 
by the stress of an acute malarial infection, 
may occur. Of the 1,200 malaria patients 
admitted to the 93rd Evacuation Hospital 
one patient was diagnosed as having a func- 
tional psychosis. During recovery from ma- 
laria and one week after becoming afebrile 
this patient manifested a paranoid schizo- 
phrenic reaction. Psychological testing was 
consistent with the diagnosis of Schizo- 
Phrenic reaction and no evidence of or- 
ganicity was found. 

Our experience, therefore, Strongly sug- 
gests that a psychotic reaction occurring in 
a malaria patient, unrelated to high fever, 
anemia, or metabolic derangement, indi- 
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cates cerebral involvement. A detailed men 
tal status examination and, if necess , 
formal psychometric testing should clarify 
the problem as demonstrated in our series, 

The distinction is not entirely academic 
but rather has important prognostic im. 
plications. Our patients with the organic 
psychotic reactions were symptomatic for 
only 48 hours or less and were returned 
without residua to full duty. It is unlikely 
that a patient with a functional psychosis 
would have the same optimistic clinical 
course. For example, the patient mentioned 
above was still acutely schizophrenic when 
evacuated for further treatment one week 
after onset of symptoms. 
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Suicide and the Communication of Rage: 
A Cross-Cultural Case Study 


BY FREDERICK D. MCCANDLESS, M.D. 


The author reports the study of 36 attempt- 
ed suicides in Guyana, an emerging nation 
where suicide attempts are a major public 
health problem. The incidence of suicide is 
lower among persons of African descent, 
which reflects the fact that there are a num- 
ber of culturally sanctioned techniques for 
acting out hostile affects in this group. The 
East Indian, without a culturally accepted 
means for the discharge of aggression, can 
communicate his rage by directing it against 
himself. 


pp coNTRASTS provided by those emerg- 
ing countries of the world where ethnic 
and class identification still remains clear 
provide an unusual opportunity for systemat- 
ic studies, utilizing the techniques of both 
PSychiatry and social anthropology. This 
paper reports initial studies in Guyana, "The 
Land of Six People." It is an emerging na- 
tion where suicide attempts present a major 
public health problem, thought to represent 
between 43 to 75 suicides per 100,000 popu- 
lation. It is also a country where differences 
in the age, sex, and ethnic distribution of 
persons suffering affective disorders in the 
dua hospital have already been reported 

Studies of developing nations’ problems 
Should make a valuable contribution to un- 


pee Ng 
meet on a paper read at the 122nd annual 
meeting of the American Psychiatric Association, 
pone City, N. J., May 9-15, 1966... 
head; McCandless is professor of psychiatry edi- 
cal ! division of behavioral sciences, Albany Mes 
[ olege of Union University, Albany, N. Y. 
8, and director of Albany Medical College 
Programs in Guyana. 
This study was made possible through the exist- 
ng agreements between the Ministry of Health, 
Guyana, and the Albany Medical. College, a7 
as partially supported by the U. S. Agency for 
nternational Development. 
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derstanding the relationship of psychiatric 
disorders and approved cultural behaviors of 
the several ethnic groups. At the same time 
they should be applicable to problems seen 
in all countries, including the “overdevel- 
oped” nations. 


Suicide in Guyana: Methods and Setting 
Methods 


During an 11-week period in June to Au- 
gust, 1965, the author interviewed all per- 
sons admitted to the 900-bed Georgetown 
Public Hospital because of attempted or sus- 
pected attempt at suicide as soon as their 
medical condition permitted. In addition, 
weekly consultations were held in the 13- 
bed psychiatric observation unit and 
throughout the hospital on request, During 
this period 36 patients presented well docu- 
mented suicide attempts and were studied. 
Over-all psychiatric consultations in this pe- 
riod included 70 patients. In addition to the 
36 patients, there were two probable suicidal 
patients who feared the reality of prosecu- 
tion in courts and one patient whose illness 
followed a definite accident; these three were 
not included. 

The psychiatric evaluation, precipitating 
events, diagnostic classification, and ethnic 
and demographic data for these 36 patients 
were recorded in detail. Thirty-two of the 
36 were seen after discharge for follow-up 
on at least one occasion. Two patients ulti- 
mately died in the hospital. 

All but one of the patients attempting 
suicide were admitted to the medical wards 
of the Georgetown Hospital because they 
had ingested barbiturates, corrosives (lysol 
and formalin), or insecticides, including 12 
persons who had ingested a 57 percent Mala- 
thion solution. Only one of the 36 patients 
was admitted directly to the psychiatric 
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observation unit; this was for self-inflicted 
lacerations of her neck. 

All patients admitted needed urgent medi- 
cal care; 22 (61 percent) were considered 
so ill that the ingestion of the poison pre- 
sented a serious threat to life. 

Three diagnostic groups were defined: 
1) suicide attempts associated with depres- 
sive syndromes, 22 percent (eight patients) ; 
2) suicide attempts associated with schizo- 
phrenic syndromes, 28 percent (ten pa- 
tients); and 3) suicide attempts unassociated 
with objective or subjective signs of de- 
pression, 50 percent (18 patients). 

Age, sex, ethnic distribution, and circum- 
stances surrounding the attempt were com- 
pared with diagnostic distribution. 


Setting 


At the time of the study Guyana was a 
British colony on the northeast coast of 
South America about to receive indepen- 
dence. Ninety percent of the population of 
over 620,000 are crowded into a narrow, 
fertile agricultural coastal strip of 1,000 
Square miles(6, 7, 12, 13). The majority of 
the population (over 80 percent) are literate. 
Two ethnic groups predominate (see table 
1). About one-third of the population are 


TABLE 1 
Population Distribution by Ethnic Groups, Guyana 


> eee 


1946 * ws 
GROUP (PERCENT) (PERCENT) 
East Indian 43.5 
African 38.2 ne 
Mixed 10.0 12.1 
Amerindian 44 44 
Portuguese 23 12 
Chinese 10 067 
European 0.66 048 
Other 0 055 


* Total population: 375,701. 
** Total population: 621,386. 
Estimated total population, 1965: 660,000, 


descendants of West African slaves, im- 
Ported to work the sugar plantations. Fol- 
lowing their emancipation in 1834, large 
numbers moved into urban areas and in- 
creasingly into professional occupations, al- 
though many still continue in laboring and 
farming village occupations. Many families 
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inces of India were imported to work 
plantations. This group, the East Indi 
now make up almost one-half the population, 
The East Indians tended to remain in agi- 
cultural pursuits until recent years; they h; 
lost the obvious features of caste and |; 
guage, although they retain the traditio 
child-rearing and marital patterns of India, 
Those who could save money and leave the 
plantations as agricultural laborers have 
tended to accumulate property and to bey 
come independent rice farmers, small busi 
nessmen, and peasant cane farmers; interest} 
in professional occupations has develope 
recently. ; 

A large group are called “Mixed” on tht 
population census because of their mixed 
racial origin. Those of African-Europea 
(British) ancestry are also identified as Cre 
oles. The Mixed group makes up about 129} 
percent of the population. 

Other small ethnic groups, the Portuguese 
and Chinese, were imported as agricultural 
laborers over a century ago; they moved 
from the plantations rapidly. The majority 
of Portuguese and Chinese and the dwin 
dling number of Europeans (mostly English), 
accounting for less than 2.5 percent of the 
population, have moved to higher social 
Status. 

Until recent years all of these groups had 
their own clubs and social organizations aši 
well as their defined occupational roles. This 
ethnocentrism was reflected in patterns 
Occupational opportunity and assignment 0 
social and class status on the basis of ethnic 
origin and skin color, although the East In 
dian newcomers until recently had the less 
favored position. Those of East Indian OP 
gin also showed a slower change in aspira 
tion beyond the agricultural goal. . 

During the two and a half decades sin 
World War II, environmental sanitation a14 
control of malaria have resulted in a dou 
bling of the population, with differing rà 1 
for the various ethnic groups '; those of Bass 
Indian origin increased most rapidly. All U* 
population except some of the Amerindians 
speak English. However, for the lower ™® 
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dle class person, the urban laborer, and the 
agricultural worker, the local West Indian 
patois, while often highly descriptive in id- 
iom, appears to present a limited vocabu- 
lary for the conceptualization of affect. 
Among persons interviewed for this study, 
the term "depression" was often unknown, 
and no substitute term was expressed. “An- 
ger" was a term easily understood but 
infrequently used by the East Indian popu- 
lation. Both Africans and East Indians re- 
ferred to all hostile affects with the single 
term “vex,” and qualifying adjectives were 
limited in number. (The word “mad,” inci- 
dentally, refers only to insanity.) Ex- 
tremely strong feelings of any kind are re- 
ferred to as “passion,” e.g., “Me na’ angry 
at he, (but) he vex me plenty—then me 
passion take me." The patois, then, al- 
though rich in some figures of speech, is 
quite limited in terms for the conceptualiza- 
tion and discussion of hostile affect. 

There were differences in the cultural tra- 
dition and the behavior for handling hostile 
affect and dependency which separated the 
African and East Indian population. De- 
pendency is seen by Africans as requiring a 
two-way communication. Expression of hos- 
tility toward others, especially toward per- 
sons upon whom the dependency is expect- 
ed, is expressed directly by the Africans. 
This is rejected by the East Indian popula- 
tion; for these people the dependency, al- 
though extended, is unilateral and provides 
no traditional method for expression by the 
dependent person toward all figures of su- 
perior status.” 


Findi 
indings 


Characteristics of Suicide Attempters 


The average age of the clinically depressed 
Suicidal patient was 29.9 years, while the 
average age of the schizophrenic patient was 
20.6. For those patients without depression 
the average age was 19.8 years and the 
median 17 years. 

Fifteen patients were male, 21 female. 
Only ten of the 36 patients were married 
and living with the spouse Or “reputed 
Spouse." Half the depressed patients were 
Married, a greater proportion than other 


Patients (table 2). 
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; TABLE 2 
Distribution by Age, Sex, and Marital Status of 
36 Patients Who Attempted Suicide 


WITHOUT 
VARIABLES DEPRESSION SCHIZOPHRENIA DEPRESSION 
Age (years) 
15-20 1 5 13 
21-30 3 5 4 
31-40 3 0 1 
Over 40 1 0 0 
Sex 
Male 3 5 7 
Female 5 5 11 
Marital Status 
Married * 4 T 5 
Single 4 9 13 


* Includes commonlaw “reputed” marriages. 


The most striking finding was the ethnic 
distribution of the patients (table 3). Twen- 
ty-four of the 36 patients, or 67 percent of 
the subjects seen, were East Indian (48.9 
percent of the total population); two pa- 
tients, or 5.5 percent of the subjects, were 
African (31.5. percent of the population); 
eight patients, or 22 percent of the subjects, 
were of mixed ethnic origin (12.1 percent 
of the population); and two patients came 
from other ethnic groups. The high propor- 
tion of East Indians is further emphasized 
by the fact that this hospital’s urban area 
and associated rural communities included 
fewer East Indians and more Africans than 
are described by the national census. 


Seriousness of Threat 
and Impulsivity 


Seriousness of the threat to life, as one 
might expect, was related to the underlying 
psychiatric disorder; it was greatest for, the 
depressed patients (seven significant threats 
and one requiring medical attention only). 
However, as might not have been antici- 
pated, over half of the 18 patients without 
depression made attempts which presented 
a serious risk to survival (table 4). This 
may in part be explained by the fact that for 
these latter the act was an unpremedi- 
tated violent impulse (table 5), and in seven 
instances the nearest available toxic sub- 
stance was a 57 percent Malathion solu- 
tion. Suicide as an impulsive, unpremedi- 
tated act was twice as frequent among the 
East Indian group. 
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TABLE 3 
Suicide Attempters: Sex and Ethnic Background 


E PB X —————— 


LL —MMM——MM————————— 
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EAST INDIAN 
(N = 24)* 
DIAGNOSIS M F 
Depression 2 4 
Schizophrenia 2 2 
Without depression 6 8 


Guyana, according to the 1963 census. 


AFRICAN 
(N= 2)" 
M F 


1 0 
0 0 
1 


N Ww 
=- 


The two Africans represent 5.5 percent of the sample; Africans represent 31.5 percent of the total population of Guyana, 


according to the 1963 census, 


©The eight patients of Mixed backgrounds represent 22 percent of the sample; the Mixed people represent 12.1 percent of 


the population of Guyana, according to the 1963 census. 


4The two patients of other backgrounds represent 5.5 percent of the sample; the people of other backgrounds represent | 
9.5 percent of the population of Guyana, according to the 1963 census. 


TABLE 4 


Risk to Life of 36 Suicide Attempters: Ethnic Distribution and Diagnosis 


ETHNIC DISTRIBUTION 


Required medical support 
East Indian 1 
African 0 
Mixed 0 
Other 0 

Significant threat to life 
East Indian 5 
African 1 
Mixed 1 
Other 0 


* Includes one eventual death. 


0 0 
lee ce — ———ÀÀ 
1 The 24 East Indians represent 67 percent of the sample; East Indians represent 48.9 percent of the total population of 
DEPRESSION 


SCHIZOPHRENIA ~ WITHOUT DEPRESSION 


Owon 


-NON 


TABLE 5 
Distribution of Suicide Attempts: Impulsivity and Family Stability 


DIAGNOSIS IMPULSIVE bn 
Depression 4 
Schizophrenia [5 


Without depression 17 (215%) 


* Homes broken due to death of a 


syndrome revealed only 40 pe 
homes, 


? Severe personality disorder. 
* Abhiman syndrome (see text). 


Motivation and Sociocultural Factors 


When one examines the soci ground 
and precipitating events cog the 
Suicide attempt, several issues become clear. 
The head of the household in the families of 
32 of the 36 patients was a small farmer, 
skilled or unskilled laborer, domestic. or 
agricultural laborer, and while all patients 
were literate, only four had completed high 
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6 
1 
1 
0 
8 
0 
1 
1 
= ——— 
FAMILY STABILITY j 
DISORGANIZED HOMES * STABLE HOME! 
4 6 i 
4 7 A 
I 9 3^6 
" iman 
parent, desertion by father, father unknown, or parental absence due to psychosis. A 
rcent of broken homes, while 83 percent of all other patients showed broken or dis 


PREMEDITATED 


school. The majority had limited verbal b 
municative skills The high inci 5), 
broken and disorganized homes (table for 
described in North American statisti 
Suicide attempts(2), was also seen ii 
depressed and schizophrenic pate? sed 
percent), although, as will be ee 
later, this was less evident in the p p 
Suicide attempts without depression ( ected 
cent). The precipitating events 7€ 
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both ethnic background and lack of verbal 
ability to conceptualize hostility. 

The problems of the East Indian women 
derived from exploitation, rejection, or 
shaming by the mother, husband, or mother- 
in-law, to which they could not respond with 
aggression. For the East Indian males, 
parental—especially maternal—rejection or 
criticism was the predominant issue; this 
included rejection by shaming and refusal 
to recognize increasing adult status. (The 
mother refused’ to arrange marriage, telling 
a 20-year-old son he was “too young”; or 
a 17-year-old boy, sole support of his fami- 
ly of ten, was infantilized and shamed by 
his mother in front of his peers.) Occupa- 
tional probléms are characterized by the 
inability of these young East Indian men 
to deal with the boss, to express anger at a 
person of high status when they were un- 
fairly treated. Engagement problems for 
girls were related to the fact that the mother 
had arranged marriage to a boy whom the 
gil could not like and could not reject. 
or who rejected her (e.g, “I ashame. I 
engage an' all my cousin know, an' he no 
mary me ... it make me feel shame, I 
cry," yet this 17-year-old girl in a very 
anxious and dependent way denies feelings 
of anger or “vex” with the irresponsible 
boy and her mother). In all instances the 
dependent East Indian individual was de- 
Void of methods by which to conceptualize 
Or to express open disagreement with 
authority figures, denying anger in the frus- 
trating situation, “I no’ get angry . . - | go 
by’ m’self an’ cry.” 

_ Among the East Indian patients a re- 
ciprocal relationship between the suicide at- 
tempt and the unilateral dependency was 
also apparent when rejecting family attitudes 
Were expressed. These patients frequently 
Teported that the parents, usually the moth- 
et, had told them during childhood and 
adolescence to “go kill youself’ or “go 
drink Malathion.” The admonition to sui- 
Cide occurred when the parent was especial- 
ly vexed with the patient and was usually 
followed by the patient's passive withdrawal 
to brood and cry. Furthermore, the suicide 
attempt provided a significant communica- 
ion of crisis, leading to changed attitudes 
in the authority figures, who responded with 
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a concern for the immediate suffering of the 
patient not seen outside the Hast Indian 
families.  . 

While the East Indian patients all pre- 
sented the culturally appropriate reduction 
of expressing hostile affect, and while most 
were reared in rural areas, a number of 
East Indian adolescents and young adults 
(one-third of the group without depression) 
showed ambivalence toward the traditional 
East Indian social and occupational values. 
They toyed ambivalently with many of the 
values of the more emancipated urbanized 
and Creolized youth toward self-determina- 
tion in social contacts and occupation and 
toward marriage by choice rather than by 
arrangement. The dramatic difference be- 
tween the East Indian and the non-East 
Indian patients remained clear; these young 
East Indians continued to utilize traditional 
values toward family and in dealing with 
persons of superior status when angry. In 


the limited data one speculates that the 


changing cultural values and discontinuity 
with parental attitudes will actually increase 
stress over traditional attitudes of denial 
of hostility to authority. 

In addition to 24 East Indian patients, 
four patients of Mixed background lived 
with East Indian families in a predominately 
East Indian community. They displayed 
patterns similar to those described for that 
group. 

Among the remaining patients, African 
and other ethnic groups, the overt expression 
of rage was not culturally prohibited. How- 
ever, hostile expression was ineffectual or 
blocked in the face of object loss in the 
depressed persons. 


Depression 

Reviewing the diagnostic groups, it is 
appropriate to note the remarkably small 
proportion of suicidal patients demonstrat- 
ing signs of depression (22 percent). All 
these depressed patients had feelings of 
helplessness and hopelessness prior to the 
precipitating event, and these feelings were 
little relieved by the attempt. (“I no’ sad, 
but me heart feel heavy, m’ head feel heavy, 
m’ back does pain me. Me can do nothing,” 
states a 17-year-old girl displaying the same 
psychomotor retardation and loss of ap- 
petite after, as well as before, the attempt.) 
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All depressions seen in this study would 
be classified as reactive, either psychoneu- 
rotic or psychotic depressive reaction, the 
suicidal attempt occurring at an acute crisis 
in the existing process. 

An important contrast to the study of 
suicidal patients is provided by data avail- 
able relating to patients admitted to the 
hospital for depression without suicidal at- 
tempt. While the patients seen in consulta- 
tions at the Georgetown Hospital (seen by 
the author between 1964 and 1966 about 
ten weeks a year) demonstrated psychotic 
and involutional depressive reactions and 
were all over 36 years of age, the distribu- 
tion was primarily among Africans (both 
sexes) and less frequently East Indian 
males. These patients presented nihilistic 
somatic complaints. The majority, while 
they displayed psychomotor retardation and 
sleep difficulties, were unable to use the 
term “depression” or to discuss hostility; 
rather, they presented themselves as suffer- 
ing an organ dysfunction, This very small 
sample was supported by the data available 
at the mental hospital in Berbice, where 
Statistics revealed an increasing number of 
African and a very low expected frequency 
of East Indian females over 36 years of 
age admitted for psychotic depression.* 


Schizophrenia 


Among the schizophrenic patients at- 
tempting suicide, the act was either a 
pseudological response to a sense of empti- 
ness and loneliness or a response to halluci- 
nations and thinly disguised rage. Five of the 
ten schizophrenic patients came from a 
mixed racial background, four of them from 
an African-East Indian background, an 
ethnic and racial mixture with little status 
and subject to great social stress. 

An additional finding was that those pa- 
tients who had made a previous suicidal 
attempt (five of 36 subjects) were all 
diagnosed as suffering a schizophrenic re- 
action. 


Suicide Attempt Without Signs of Depres- 
sion 


Of the 18 patients in this category, three 
clearly suffered severe personality disorders, 
The remaining 15 patients came from fami- 
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lies in which they played an essential role 
and where their passive, obedient, com. 
pliant behavior was highly valued; family 
members generally saw them as little differ- 
ent from their siblings. Furthermore, the 
majority, 60 percent, came from stable 
homes. For all 15 of these patients the 
suicide attempt was an impulsive, almost 
uncontrollable act which was brought to 
the attention of the protagonist shortly after- 
wards; all were of East Indian culture, in- 
cluding three of Mixed origin who lived in 
East Indian families. 

The diagnostic term “acute situational 
reaction” did not describe the pattern ade- 
quately. The Sanskrit word Abhiman, mean- 
ing pride (particularly that derived from 
family and intimate relationship) was sug- 
gested’ as best describing the emotional 
state most threatened in these patients. From 
this the term “Abhiman syndrome” is 
used to identify the reaction pattern dis- 
played. Thus the Abhiman syndrome de- 
notes an acute situational reaction without 
depression in which loss of pride upon 
rejection by a loved one culminates in re- 
taliation upon the beloved through self- 
injury. 

Although none of our patients knew the 
Sanskrit word, most in this group agreed 
either with the “Aha” of insight or with 
an embarrassed confirmation, “How yo 
know my whole story?" to the formulation 
that "When he vex you and you passion 
take you, you no hurt he, you hurt yourself 
to hurt he.” Actually, it was often only 
after this formulation that these patients 
were able to elaborate upon their fantasies 
of retaliation during the suicidal attempt. 
“Me mother will be sorry after I QUE 
making clear that mother should feel guilty 
for “she so vex me that me want to be dead. 
Or, “I see me husband at me funeral. : 
again, “As I go, I see them weep by ™ 
body.” 

Despite the fantasied retaliation, m 
denied angry feelings, although they É 
described the situation as one in whic E 
could not handle their strong feelings 
being “vex.” All agreed that: 

"It wrong to be vex." = 

"If me vex, me walk away and cry. 


» Or 


ch they | 
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“J never show me vex even when me 
mommy beat me.” 

“Me not angry, me so vex me could not 
talk.” 

“J don’t vex with my girl (higher status 
racially), she do vex with me, she always do 
want her own way, me no angry at her, me 
just feel so bad me took it.” 

The precipitating events for suicide among 
patients suffering the Abhiman syndrome 
were again situations of frustration relating 
to loss of status or to criticism and shaming 
by superiors. There were frequent indications 
that loss of pride, not hopelessness, was the 
more critical issue. With these young East 
Indian patients the sense of rejection—that 
is, rejection of love offered through past 
compliance—was presented as a profound 
blow to self-esteem. 

For the Abhiman syndrome a repeated 
pattern appears. These young East Indian 
people have previously displayed a pattern 
of the culturally approved passive, compliant 
obedience and a unilateral dependent rela- 
tionship with parents and authority figures. 
The precipitating crisis event presents an 
overwhelming threat to pride, damaged 
through loss of approval and dependency. 
The absence of adequate conceptual or ex- 
pressive mechanisms for anger or other as- 
sertive feelings, and indeed the denial of 
Such feelings, result in an explosion of rage 
Tetroflexed against the self in a suicide ges- 
ture but without any objective signs of de- 
Pression before or after the attempt. Fur- 
thermore, for these patients the self-injury 
provides retaliation not only in fantasy but 
also often in reality as the coercion of their 
Suffering modifies the behavior of the sig- 
nificant authority figures. 


Rage: Sanction or Suicide 


The most striking aspect of the data ob- 
tained is the clear presentation of the suicide 
attempt as emergency behavior culminating 
in retroflexed rage(11). The associated fan- 
tasies frequently reflect death of self as a 
Tetroflexed murder, and the motives of re- 
Venge and retaliation for rejection or aban- 
donment are the frequent themes. At no 
time, even among Hindu patients, was death 
seen as an opportunity for rebirth or re- 
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union(4, 5). Particularly among those pa- 
tients suffering the Abhiman syndrome and 
who present retroflexed rage, in the raw and 
unobscured by depression, there is confirma- 
tion of Rado’s formulation of emergency 
behavior as it relates to loss of pride(11). 

The approved behavior of the East Indian 
adolescent or young adult includes obedi- 
ence, for which loving care provided by the 
mother and the self-regard of rising moral 
pride are obtained. In the setting of a culture 
which has few concepts linguistically descrip- 
tive of hostility and few sanctioned methods 
for the expression of defiant rage in the face 
of threatened pride, fear and rage re- 
sponses culminate in guilty rage and guilty 
fear directed inward as retroflexed rage. Fre- 
quent fantasies of revenge and expiation are 
recalled. 

Erikson(3), in his review of problems of 
identity, hatred, and nonviolence, makes the 
point that ritualized aggression provides 
techniques by which anger can be controlled 
and kept within bounds. For the African 
Guyanese this ritualization is provided 
through the culturally sanctioned expres- 
sion of hostile affects. Such ritualization is 
expressed through direct confrontation in 
competition for personal achievement, ver- 
bal quarrels, and social and sexual acting- 
out when angry. Here rage may be dissi- 
pated even in the absence of conceptual 
linguistic referents. For the African, also, 
such behaviors can be directed toward per- 
sons of various statuses, as dependency 
relationship can be reciprocal. Thus ritual- 
ized techniques for the expression of anger 
are provided for most relationships. When 
such techniques fail, depression may de- 
velop and retroflexed rage modified by cul- 
turally derived defense mechanisms reduces 
the frequency of suicide attempts. 

For the Guyanese East Indian, with his 
unilateral dependency upon persons of au- 
thority, there were few ritualized modes of 
angry expression. In this setting murderous 
rage directed toward the self or others may 
be difficult to control? In our East Indian 
suicidal patients the overwhelming rage was 
retroflexed rather than openly directed to- 
ward the protagonist. However, the effective- 
ness of the suicide attempt as a crisis com- 
munication must depend upon the inclusion 
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of the protagonist in the plan so that coer- 
cion may be effected. Such a pattern is 
echoed both in the fantasies of the patient 
and the concerned behavior of the family. 
In this manner, the suicide attempt becomes 
a significant communication permitting the 
young East Indian coercion through suffer- 
ing; such coercion becomes one of the few 

` culturally sanctioned techniques for retalia- 
tion and restitution against persons of higher 
status. 


Conclusion 


The sociocultural data available suggest 
that the remarkably low frequency of sui- 
cide attempts and the relatively greater fre- 
quency of symptomatic psychotic depres- 
sion among the African as compared to the 
East Indian population reflect the nature of 
the culturally sanctioned techniques of act- 
ing-out hostile affects. The pattern of the 
African population of Guyana, with the 
greater emphasis on achievment through 
personal effort, equal education for both 
sexes, and the possibility of a reciprocal de- 
pendency, suggests that suppression and re- 
pression of hostile affects derive from goal- 
directed motivations, into which aggression 
may be projected and ritualized. The East 
Indian, on the other hand, without cultural- 
ly sanctioned techniques for the discharge 
of aggression to specific classes of persons, 
is trapped both conceptually and in action 
in his own retroflexed rage. Only through 
Tage against himself can he communicate 
that rage to others upon whom he is de- 
pendent. 

Evaluating the motivation for suici 
particularly the Abhiman Mae ae 
problem of depression becomes secondary 
to problems with the communication of Tage. 
In any culture such communication must be 
evaluated in terms of words, action, and 
concepts descriptive of hostility in the sub- 
culture from which the patient comes, and 
in terms of culturally sanctioned or ritual- 
ized alternatives for the expression of hostile 
affects. A paucity of culturally approved 
expressive behaviors which could provide 
substitutes for open aggression may be as 
important as individual psychodynamics in 
understanding the motivations for suicide. 
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Finally, if we are to consider preventive 
programs at home, it would seem appropri- 
ate to examine those subcultures and family 
patterns within our own larger culture, which 
may promote coercion by suffering as a sig- 
nificant interpersonal communication. 


FOOTNOTES 


1 Guyana, formerly British Guiana, achieved in- 
dependence on May 26, 1966. Population growths 
in subcultures for 25 years before independence 
influenced the change. These population shifts 
have upset intergroup relationships, which are fur- 
ther aggravated by increasing agricultural mecha- 
nization and the potential obsolescence of many 
traditional occupations. The accompanying eco- 
nomic and social problems have contributed to 
racial and political conflict and to the beginning 
urbanization of a number of the formerly agri- 
cultural villages. y 

Gastroenteritis, typhoid, and endemic malaria 
formerly resulted in an extraordinarily high in- 
fant mortality and for those who survived infancy, 
a life expectancy of less than 45 years. Comparing 
the present with the years before environmental 
sanitation became effective and before the intro- 
duction of insecticides and new anti-malarial tech- 
niques, the infant mortality has been cut in half 
(120 to 60 per thousand), the death rate has 
dropped by more than one-half (29 to 9 per 
thousand), the birth rate has risen 36 percent to 
become the third highest in the world (32 to 43.5 
per thousand), and the rate of population in- 
crease has tripled (11 to 33.5 per thousand), thus 
doubling the actual population during the perio 
For the average working person between 15 an 
60 years of age, the number of dependents has 
increased by 50 percent, yet his productivity, the 
purchasing power of his income, has not risen as 
fast as the number of dependents he has to a 
port. Other consequences of the rapid Pore 
tion increase have been over-crowded schools 
unemployment, and an acute shortage of traine! 
personnel. The dramatic social consequences v^ 
such improved health should themselves be ex 
amined. 


? For those unfamiliar with the area family p 
terns of the two major ethnic groups, à fui Ws 
elaboration is appropriate. The East Indians, "lis 
until recent generations did not often seek Eng 
language schooling, have retained many © dian 
attitudes and the family structure of their I 
origin, although the more obvious features of a y 
language, and dress have been lost or mar tains 
diluted. This predominately Hindu group x at- 
traditional patterns of marriage by parenta ving 
rangement, the teen-age wife frequently mo 
into her mother-in-laws house. The Ate 
hoped for is a son, and fecundity is valued. that 
wage-earning, productive man is esteemed, Sdicant 
the father or grandfather becomes the sign” al k- 
figure in family and in community decision nded 
ing. As is also seen in India, there is an €x apon 
dependency of the child, especially the SOT» fjant 
his mother. Children are expected to be com fre- 
and obedient, and girls at puberty are s 
quently withdrawn from school to work at ness: 
Although there is considerable sexual prudis an 
affectional feelings are expressed by fondlin igh 
Physical contact at all ages rather than t 
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yerbal expression. Disputes, particularly over pres- 
tige, may not take place between persons of 
differing status. The absence of culturally sanc- 
tioned techniques for expressing aggression or 
managing disagreements between persons of dif- 
fering status seems not only to hold true for 
differences in social status and remnants of caste 
but also for differing status within the family. 
Thus there are notably few acceptable techniques 
for expressing aggression either verbally or in 
action between family members of differing ages 
and status, Personal relationships, especially be- 
tween authority figures, are characterized by a 
diffuse and unilateral dependency, and family ties 
are a compelling force. 

The rural Africans, and indeed large numbers 
of urban Africans, exhibit family patterns similar 
to those found elsewhere in the Caribbean. Mar- 
riage among lower-class African families, while a 
matter of personal choice, is often unstable or de- 
ferred until after the children are born, the average 

irl marrying in her middle or late 20s. Many 
families are matriarchal, with the father a shadowy 
background figure or even an outsider, While hos- 
tility and eroticism are more easily and openly 
expressed in culturally accepted forms and while 
dependency relationships tend to be reciprocal, 
there is less stability and predictability in family 
relationships among the African than among East 
Indian working class families. Support of the chil- 
dren by the working mother is common. A tradi- 
tion of universal education and relatively equal 
Opportunity, provided to children of both sexes, 
leads to the possibility of personal social mobility 
and aspiration for achievement, which in the re- 
Cent past often went unrewarded by official rec- 
ognition, Individual initiative remains a significant 
cultural value. The African tradition therefore 
permits many techniques for expressing aggression 
in action or verbally, either through competition 
and achievement or through open, easily ex- 
pressed disagreement. 


3 These mental hospital findings on depression 
Contrast with our data on suicide attempts. in 
Which young East Indian women predominate(9, 
0). The question is then raised as to whether 
affective psychotic reactions have gone unidenti- 
ed, masquerading as somatic disorder, or wheth- 
er ethnic patterns might provide protection among 
East Indian women against affective disorders dur- 
ing the fourth and fifth decades of life. Such a 
Protective pattern has been discerned in the rural 
East Indian family. The rural young East Indian 
Woman is subject to many stresses—a secondary 
Position in the household, marriage by arrange- 
Ment in adolescence, and subsequent residence 
in the home of her in-laws where as the newest 
Wife she has the lowest status and appropriate 
Cultural behavior precludes _ self-assertive, a£ 
Bressive, or hostile actions. Her status increases 
Significantly with the birth of children, and if she 
IS Successful in producing sons she can eventually 
enlarge her realm through the training and servi- 
tude of her daughters-in-law. Her status rises in 
direct continuity with her learned role as house- 
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wife and mother during the years that many wom- 
en, both in our own culture and among many 
other Guyanese, can expect discontinuity and 
sometimes isolation with the change in social status 
at the climacterium. 


1] am indebted to M. K. Roy, M.B., B.S. (Cal- 
cutta), government medical officer, Georgetown 
Hospital, for suggesting the term “Abhiman” to de- 
scribe the emotion or pride demonstrated by our 
patients. Abhiman (Sanskrit) denotes pride de- 
rived particularly from status within the family 
and intimate relationship (an equivalent of hubris, 
Greek). Dr. Roy’s interpretation of the Vedic epic 
love poem of Rama and his royal wife, Sita, in- 
cludes the concept that Rama, in separating from 
his beloved wife, hurt himself to hurt her as a re- 
sult of damaged Abhiman. 

5In an unpublished study of crime and male 
adolescent delinquencies (1960), the Africans out- 
numbered the East Indians. However, the pre- 
dominant crime of the East Indians was assault, 
particularly impulsive assault with a cutlass (ma- 
chete), while that of the Africans was theft(1). 
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Sex Education Programs in Schools 


BY WILLIAM L. PELTZ, M.D. 


Psychiatrists are increasingly being asked 
to participate in school and community 
programs on sex education. The author 
describes the development of typical pro- 
grams, pointing out that their current aims 
are similar in many ways to those of pre- 
ventive and community psychiatry, 


De RECENT years an increasing 
number of public and private schools 
and local school boards throughout the 
country have been initiating programs on 
family life and sex education. It appears 
probable that this trend will be even greater 
in the years ahead, 

Pyschiatrists are frequently asked by 
school boards, school principals, and parent- 
teacher associations to participate in such 
Programs for a variety of Teasons, such as 
their knowledge of emotional factors in 
Personality development, their familiarity 
with and experience in helping people who 
have conflicts related to sex, and their in- 
creasing sense of Tesponsibility for prob- 
lems of community mental health. It would 
Seem appropriate, therefore, for psychia- 
trists in general, and especially those who 
may be called upon to participate in such 
programs, to know about the ferment of 
interest and activity in this area. This paper 
presents the historical background of pro- 
grams of sex education in schools in this 
country, some of the reasons why such pro- 
grams are felt to be indicated, the aims or 
goals which it is hoped they can achieve, 
and some of the issues which often arise 
in establishing them. 


, Read at the 123rd annual meeting of t 
A Foyehiattic Association, Detroit, Mich ae 


Dr. Peltz is Professor of clinical Psychiatry, 


University of Pennsylvani ici 
Philadelphia, Pa. 19104. 091 of Medicine, 
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Background 


During the first half of this century the 
need for sex education in schools was in- 
creasingly recognized and a few pioneer 
programs were started. It was not until 
recently, however, that a more general 
awareness of such needs has developed, as 
is evidenced by the increasing number of 
related books, special reports, and articles 
in journals and popular magazines( 1-5, 7, 
8, 11, 12, 14-21, 24, 25, 27). 

In 1941 the American Association of 
School Administrators recommended the in- 
clusion of sex education in curricula and 
in 1948 the National Conference on Teach- 
ers recommended sex education as part of 
the curriculum for all teachers. A seminar 
was held in 1952 under the auspices of the 
Secondary Education Board; the board's re- 
port was entitled *Sex Education and Per- 
sonality Development in Secondary Schools 
(23). 

The White House Conference on Chil- 
dren and Youth, held in 1960, recommended 
that family life courses, including prepara- 
tion for marriage and parenthood, be 
stituted as an integral and major part W 
public education from elementary s 
through high school. Sex and the cole 
Student(8), a report by the committee a 
the college student of the Group for b 
Advancement of Psychiatry, appeared ! 
1963. ; d 

In 1964 SIECUS (Sex Information E 
Education Council of the U. S.) was ° 
ganized and in 1965 it was chartered, ki i 
Dr. Mary S. Calderone as executive di 
The purpose of SIECUS is to un à 
man's sexuality as a healthy entity Y 
variety of measures, such as focus a 
Sexuality as an area of health me 
Study, understanding, and protection; E 
ulating community concern and aiding oi 
munity action on sex education; publis 
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- guidelines(10, 13, 22) and reports; spon- 
soring speeches and discussions; and acting 
as a clearing house or forum. From October 
1965 through September 1966 SIECUS re- 
ceived in excess of 4,000 requests for infor- 
mation, reprints, and discussion guides and 
responded by sending out a total of 30,000 
pieces of literature to educational institu- 
tions, medical and nursing schools, organiza- 
tions at national, state, and local levels, and 
physicians and other professionals. 

- [n 1966 the National Association of In- 
dependent Schools (NAIS) gave priority to 
the inclusion of sex education in the instruc- 
tional program of member schools and held 
a two-day institute, in which one of the 
central issues was “sex education and mo- 
rality” (28). Recently, too, the federal gov- 
ernment, through the Department of Health, 
Education, and Welfare, has initiated sup- 
port of programs in family life and sex 
education. 


, Goals of Current Programs 


Sometimes the question is raised whether 
Sex education should be carried out in 
Schools or whether it should be left entirely 
Up to parents. People also ask why there 
is felt to be a need at all for organized pro- 
grams or what the goals of such programs 
should be. 

Unfortunately, most parents do not offer 
their children such education, guidance, and 
help. Parents and children are often em- 
barrassed to discuss sexual matters togeth- 
er; moreover, many parents do not have 
accurate information regarding the things 
Telated to sex that young people want to 
know. 

As to why there is felt to be a need for 
SeX education programs in schools, there 
are many answers. There is widespread con- 
cern, for example, among parents, educators, 
and people concerned with community 
affairs about the changes that are reported 
to have occurred in recent years in young 
People’s sexual standards and behavior, the 
number of them having premarital sexual 
intercourse, the high rate of illegitimate 


1 Further information can be obtained by writing 
$ the Bureau of RESSE U. S. Office of Educa- 
ion, Washington, D. C. 
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pregnancies, the rising rate of teen-age mar- 
riages, and the extremely high rate of 
divorces following teen-age marriages. 

In recent years, too, a greater realization 
has developed that schools have a real 
opportunity, if not an actual obligation, to 
try to be as helpful as possible to young 
people in terms of their current and future 
personal and social adjustments. Counseling 
and guidance programs, psychological and 
psychiatric consultation services, as well as 
family life and sex education programs, are 
all manifestations of this. 

Before a sex education program is initi- 
ated, it is important to obtain the support 
of the particular community. Within a 
school, for example, the support of faculty 
and parents should be obtained by a series 
of meetings and discussions. Likewise, be- 
fore a program in a school district is set 
up, the support of the members or leaders 
of the community should be obtained. Pro- 
grams should naturally be carefully worked 
out before they are put into effect and the 
instructors should be carefully selected and 
indoctrinated. Otherwise there are apt to be 
conflicts or difficulties in the community 
or among the faculty, either of which can 
interfere seriously with the success of the 
program. 

Sex education should be a continuous 
process beginning in early childhood. In- 
tegrated programs rather than special 
courses seem to be indicated during pre- 
school, kindergarten, and primary school 
years. Teachers have many opportunities 
to utilize situations in a natural and con- 
structive way as they arise. For example, 
the birth of a new brother or sister or of 
a litter of puppies may provide an oppor- 
tunity for the teacher to answer questions 
in an easy, informative, and helpful discus- 
sion in the class. Curiosity during the earliest 
school years has to do mostly with differ- 
ences in male-female anatomy and in simple 
facts of reproduction. Questions should be 
answered directly and accurately in a frank 
and natural way and without unnecessary 
elaboration. 

During the junior high school years spe- 
cial courses or discussion groups may be 
included, which are conducted by outside 
consultants or speakers, but ordinarily the 
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basic facts of anatomy and physiology, in- 
cluding conception, pregnancy, and birth, 
can be presented or reviewed in the regular 
science or hygiene courses. Discussion peri- 
ods in connection with these courses can be 
extremely profitable and may lead to ques- 
tions and answers on other aspects of sex- 
uality, such as physiological development, 
menstruation, nocturnal emissions, mastur- 
bation, and dating. Segregation of boys and 
girls is usually not felt to be necessary, 
although in some schools it may be desired 
because of the nature of such topics and 
the embarrassment which may occur in 
mixed groups. Some schools show such 
movies as “Human Growth" and “Human 
Reproduction,” followed by a discussion 
period. 

Opportunities for discussion of such top- 
ics as population control and birth control 
are presented in courses like social science, 
in connection with a study of Asia and its 
problem of population explosion. It is wise 
for appropriate reading materials to be 
made available to both children and parents 
at the junior high school age level(9, 20, 
26). 

Senior high school students develop an 
increased interest in boy-girl relationships, 
as well as in sexuality as such, with the 
result that both boys and girls in this age 
group ask many questions about dating, 
premarital intercourse, illegitimate pregnan- 
cy, abortion, contraception, orgasm, mas- 
turbation, homosexual activity, venereal 
disease, and sexual activity in marriage. If 
the person conducting the session is com- 
fortable and at ease, students will usually 
ask questions freely. Sometimes, however, 
especially with the younger groups, it is 
wise to provide an opportunity for written 
questions. It has been found useful to dis- 
tribute slips of paper to everyone in the 
class and to ask each person to write some- 
thing, whether it be a question, how they 
feel about the program, or simply writing 
“no question." This eliminates the em- 
barrassment of some people writing a ques- 
tion when others are not doing so. Interest- 
ingly enough, the questions asked by the 

girls are not strikingly different from those 
asked by the boys. 
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Planning and Administration 


To discuss sex and answer que 
petently and authoritatively, discussior 
ers should be well informed. The 
be familiar, for example, with the 
literature in the field and also with 
audiovisual teaching aids that are m 
able. The new publication lists whi 
several times a year with the SIE! 
letters identify significant books and. 
related to the field of sexuality. 
be extremely useful to people 
conducting sex education programs, 

Whereas many of the questions | 
specific information in reply, other 
to do with moral, ethical values. Is 
or wrong, for example, to have 
that kind of sexual experience (am 
cially intercourse) before marriage 
much as there is no general agre 
to what is the best course of action 
young people to follow under all ima 
circumstances, the aim of sex 
programs should probably be to try to 
through giving information and enco 
discussion, attitudes and behavior 
to desirable personal and social adj 
The alternative, to prescribe guide 
rules of conduct, might lead to res 
and rebelliousness and would therefo 
ably be ignored. 

In a discussion of sexual m 
colleges Farnsworth(6) wrote: 


In my opinion, no particular point. 
can be forced on young people, 
should be full and frank discussion in 
in groups, between couples and bet 
and younger colleagues in colleges. If 
are given answers without any real 8' 
of the issues, they will not be help 
much. If, however, a program is di 
which will enable them to achieve 
awareness of the issues involved, 
come up with better answers than OUF 
eration has been able to evolve. 


As to whether members of the 
or people from outside the scho 
combination of both, should cond 
discussions, there can be no set 
depends upon who seems best qualifi 
who is available in a particular 
ting. 
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It is important that people be chosen 
carefully for these programs. Regarding the 
ideal type of person who should teach sex 
education, the following statement was made 
in a 1952 report of the Secondary Education 
Board (23) : 


First of all, this person must be one who 
is interested in other human beings and is 
friendly and emotionally stable. He should 
feel secure in his work, should have no need 
to dominate, should be able to let others ex- 
press opinions differing from his own without 
feeling threatened, should have good human 
relationships, self-confidence, should be able 
to meet questions with serenity, poise, under- 
standing and without embarassment. He must 
be able to admit he does not know all the 
answers and cannot say for every child or 
young person what is right or wrong. Perhaps 
the most important consideration is his attitude 
toward the whole subject of sex, rather than 
any special teaching techniques or the structure 
of any course. 

He should certainly be sympathetic to and 
interested in youth, willing to listen and think 
with young people. 


Not infrequently teachers have difficulties 
in dealing with children's questions about 
sex matters. It is hoped that in-service and 
preprofessional courses may help solve many 
of these difficulties so that teachers will be 
able to help in an understanding and whole- 
some way with the problems the children 
present to them. 

In the latter connection it is heart- 
ening to know that efforts are being made 
to provide in-service training programs in 
sex education for teachers in various schools 
and school systems in this country. For 
example, the Marriage Council of Phila- 
delphia and its division of family study, 
Which is part of the department of psychi- 
atry of the University of Pennsylvania, has 
started a course to train school teachers to 
assume a greater responsibility for family 
life education in their classrooms. 

During the summer of 1967 about 20 
Workshops for teacher training in the field 
of sex education were conducted in various 
colleges and universities throughout the 
country? Moreover, courses are being given 


wo During the summer of 1968 twice as many 
orkshops were planned. 


Amer. J. Psychiat. 125: 2, August 1968 


209 


in many colleges for men and women who 
are planning to go into teaching careers. 
With these efforts in mind, SIECUS con- 
ducted a three-day conference of educators, 
counselors, physicians, and others in Novem- 
ber 1966, under a grant from the Depart- 
ment of Health, Education, and Welfare, to 
prepare a manual for the use of those who 
are or will be involved in planning or con- 
ducting programs in sex education. 

In conclusion, it should be noted that it 
is difficult to evaluate the results of family 
life and sex education programs. Students 
often express enthusiasm in anonymous re- 
sponses collected by schools following such 
programs; this may be highly gratifying, 
but the conclusions drawn do not actually 
indicate what effect the program has had, 
or will have, upon any one individual's 
increase or decrease in anxiety and guilt, 
dating and courtship experience, sexual be- 
havior before and after marriage, or rates 
of various forms of sexual activity, rates of 
illegitimate pregnancy, successful or unsuc- 
cessful marriages, etc. ) 

Several surveys are currently being car- 
tied on in an attempt to answer at least 
some of these questions. 

Although it is too soon to speculate as 
to what the findings will show, it is safe to 
say that more and more communities are 
coming to believe that programs of sex 
education should be included as an integral 
part of the education system in their schools. 
The advocation of such programs is based 
on the hope and belief that, in addition to 
the provision of information and the cor- 
rection of misinformation about anatomy 
and physiology of the sex mechanisms of 
men and women, boys and girls will be 
helped by these programs to develop in 
personality and character and to be better 
equipped for life. 

It is believed, too, that through open 
discussion with companions and with well- 
informed and mature adults, mystery and 
confusion, as well as anxiety, fear, and un- 
happiness, can be diminished. Young people 
can be helped to understand themselves and 
other people to better advantage so that 
they can develop richer, fuller, more success- 
ful boy-girl relationships during these years. 
It is felt that such programs will aid in 
their becoming more socially responsible 
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and emotionally mature, as well as adjusting 
more comfortably to the desirable codes of 
the society in which they live. 

It will be apparent that the goals of such 
programs—to foster the mental health of 
individuals, families, and society as a whole 
—have much in common with the goals 
of psychiatry, especially preventive and com- 
munity psychiatry. The attainment of these 
goals will then, it is hoped, enhance the 
likelihood that young people will achieve 
better adjusted marriages in the years ahead 
with genuine satisfaction in monogamous 
home life and happy, healthy children. 
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DISCUSSION 


Harry W. MARTIN, PHD. (Dallas, Texas) 
—As a discussant, I have no quarrels with 
what Dr. Peltz has presented. Had I written 
the paper with the same aims in mind I 
would likely have covered many of the same 
Points, but certainly not so well as he; how- 
ever, I should like to raise several questions. a 

The “felt need” for sex education, as Dr 
Peltz points out, no doubt arises from concern 
about changes in sex standards, premarital 
intercourse, illegitimacy, and increasing teen- 
age marriages which tend to be quite unstable” 
Curiously, although young people are very 
interested in sex and many of them have 
Problems, it is adults who are pushing S€* 
education. I often feel that such education” 
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is as much needed among adults as among 
our youth. n 

As far as values are concerned, note that 
adults substituted the “value-free” euphemisms 
premarital and extramarital intercourse for 
fhe more damning terms of fornication and 
adultery. A few years ago I attended a com- 
munity meeting to hear a talk by a visiting 
sex expert followed by a discussion of the 
need for a sex education program in the 
community. During the discussion I came to 
the conclusion that one aim of sex education 
is to stamp out premarital intercourse (forni- 
cation). As yet, so far as I know, teen-agers 
have not organized to stamp out adultery. 


Ignorance and Secrecy 


Obviously, it is quite unfair to malign all 
adults interested in sex education with the 
accusation. that they camouflage the battle 
against premarital sex under the guise of sex 
education. That we need education for an 
activity that comes as a matter of course in 
nature is an interesting fact in itself. Sex edu- 
cation appears to be an antidote for self- 
imposed ignorance about a fundamental fact 
of existence. 

I am reminded of a story about a six-year- 
old boy who kept a diary. The father, who 
found his son's accounts of his daily activities 
most informative, read the diary each evening 
after the boy retired. One evening he found 
the note: 


Today my project was to discover the source 
of babies. I interviewed great grandmother 
and she told me that fathers find babies 
under stumps in plowed fields. Not satisfied, 
I went to grandmother who said that doctors 
bring them in black bags. Still somewhat 
doubtful, I interviewed mother. She was of 
the opinion that babies come from hospitals. 
In the face of this evidence, I can only 
conclude that there has been no sexual 
intercourse in my family for four gen- 
erations. 


Generally, I believe this story demonstrates 
the fact that heretofore our society has chosen 
to train coming generations about sex through 
ignorance and secrecy. If we think in terms 
of functionalist theory, we may conclude either 
that these methods were hit upon as adaptive 
or that they are maladaptive methods derived 
from misguided values and ideology of a past 
‘ta. I should like to make the debatable sug- 
gestion that some degree of secrecy and ig- 
Norance in sex training is necessary. This 
Possibility is suggested by the work of Georg 
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Simmel, a German sociologist, in the early 
part of the century, and more recently by 
the American sociologists Moore and Tumin. 
Simmel gave considerable attention to the 
role of secrecy in social life. He held that: 


The secret . . . the hiding of realities by 
negative and positive means, is one of man’s 
greatest achievements. . . . The secret pro- 
duces an immense enlargement of life. . . . 
[It] offers, so to speak, the possibility of a 
second world alongside the manifest world; 
and the latter is decisively influenced by 
the former(3). 


Moore and Tumin, although they mention 
secrecy, consider primarily the numerous areas 
of social life in which ignorance serves posi- 
tive ends, one of them being the reinforcement 
of values. Their general conclusion is that 
"ignorance must be viewed not simply as a 
passive or dysfunctional condition, but as an 
active and often positive element in operating 
structures and relations"(2). 

Although neither Simmel nor Moore and 
Tumin addressed themselves to sex education, 
their notions open the way for speculation as 
to the role of secrecy and ignorance in sex 
training. Are they necessary for healthy per- 
sonality development? By saying that we should 
not tell all, i.e., give the child only that infor- 
mation which he requires or for which he is 
ready, we imply secrecy of a sort and impose 
ignorance. This approach is a progressive un- 
veiling of secrecy and removal of ignorance; 
however, is it better for this unveiling to take 
place through "natural" processes or by inter- 
vention of sex educators? 

One might say that the need for sex educa- 
tion results from failure of the family in 
fulfilling its role, but I doubt whether the 
family (mother and father) ever fully per- 
formed this function. It may be that learning 
sex facts from peers is more effective and 
less damaging than learning from adults, par- 
ticularly parents. Here I am referring, of 
course, not to the anatomical and physiological 
facts but to the more intimate, pleasurable 
and motivational elements, including internal- 
ization of societal norms and taboos. Another 
way to put this is to suggest that age-mates 
may play a larger part in the process of ego 
and superego development and in the identifi- 
cation process than we have generally recog- 
nized. 

‘As for the sex educator, how much of the 
intimate details of sex life do we want or 
expect him to reveal? Most of us would 
probably agree with Dr. Peltz that questions 
should be answered directly, accurately, 
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frankly, and in a natural way. But, how well 
can the sex educator stick to his guns? 

Recently I attended a sex education film 
for fifth- and sixth-grade boys with my son. 
The film strip contained a number of excellent 
drawings of the male body; one depicted 
semen flowing from the male glands through 
the penis by a broken line. The flow ended 
by going nowhere. A physician led a discussion 
following the film. After numerous questions 
from the boys and fathers on twins—fraternal, 
identical, and Siamese—and a question on 
“the pill,” one lad near the front spoke up 
and asked, “How does the sperm get from 
man to the ovum?” The doctor, after several 
seconds of stunned silence, answered, “I think 
you had better ask your father about that 
after you get home.” 

I have no reason to believe that this situ- 
ation is either typical or the best in sex 
education; however, it reveals something of 
the bind we can get into, By that I mean that 
sex education may become an enterprise of 
substituting half the facts for half-truths. How 
is the sex educator to deal with such questions 
recently posed by a large group of ninth-grade 
girls: “Why do some boys want to feel or 
finger you off?” “What is a condom?” “How 
do you use a condom?” “Will you bring one 
to class and show it to us?” 


Issues of Morality 


If I follow the citation given by Dr. Peltz 
from Farnsworth and the 1952 seminar on sex 
education and personality development in sec- 
ondary schools, issues of morality should be 
faced by full and frank discussion without 
forcing particular points of view. That is, as 
I read it, the sex educator is not to skirt or 
avoid issues of morality but neither is he to 
take a stand. The morality prescribed for his 
role seems to be one of remaining nonmoral- 
istic and nonjudgmental. 

There are, it seems to me, only three logical 
positions which can be taken by the educator: 
some more or less absolute moral stance, 
some form of moral relativism, or a morally 
neutral position. A fourth is to wash around 
among all three of these by not knowing what 
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one actually believes or should believe, My 
guess is that even the best of sex educators 
convey some moral view. “Is the medium the 
message?"(1) ie., the sex educator? In Short, 
I question whether moral neutrality is pos- 
sible. However, assuming that it is, do we 
exclude morality from the classroom on sex? 
If not, is moral neutrality desirable when 
working with preadolescents and early adoles- 
cents? 

Let me note again the emphasis (value) 
placed upon full and free discussion of the 
"issues." This notion, coupled with the de- 
scription of what type of person the sex edu- 
cator should be and how he should play his 
role, suggests that the structure and process 
in the sex education class is modeled on the 
principles of psychotherapy, particularly the 
group type. To what extent is all of this pos- 
sible in classes which exceed eight to ten 
students? 

On the one hand, if sex education is expected 
to induce value standards and parallel sex 
behavior, the more the sex instructor ap- 
proaches moral neutrality the less effective 
he may become in inducing and reinforcing 
values. On the other hand, there seems to be 
the dual assumption that our youth need to 
be educated about sex but that they, the 
ignorant ones, are to arrive at their own mo- 
rality through discussion and debate. Hope- 
fully, by this process they "may come up 
with better answers than our generation has 
been able to evolve." I share this hope. But 
is it a realistic or pious hope? In either case, 
it moves in the opposite direction from past 
human experience. In so doing, to pose my 
most general question, to what extent does the 
sex education movement have within it an 
element of blind adults leading blind youth? 
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The Law of Private Imprisonment: Fifty Dark Years 
for the Mentally Ill in Japan 


BY Y. KUMASAKA, M.D., AND S, YOSHIOKA, M.D. 


In Japan from 1900 to 1950 the so-called 
law of private imprisonment provided for 
the confinement of the mentally ill in private 
cells. The authors describe the conditions 
to which the mentally ill were subjected 
during this- time, with special reference to 
the political and social origins of the legis- 
lation. 


E FIRST legislation pertaining to mental 
illness under the constitutional Japanese 
government was the “Law of Confinement 
and Protection of the Mentally Ill,” enacted 
in 1900(6). This law, generally referred to 
as the law of private imprisonment of the 
mentally ill, laid the legal ground for the 
confinement in private homes of a family 
member who became mentally ill. 

The law required that a cell be con- 
structed in private homes for such confine- 
ment and spelled out in detail the adminis- 
trative and financial responsibilities involved 
in the construction and maintenance of 
Such cells. The traditional family system 
was relied upon to implement these pro- 
cedures and, in the absence of any im- 
mediate family, even cousins might be called 
upon to bear the responsibility in the order 
Of closeness to the patient. Responsibility 
Was assumed by local authorities only for 
those cases whose families were destitute. 
The role of the physician was merely to 
sign a medical certificate testifying to the 
mental illness of the person concerned. 


Specifications of the Law 
Very little, if anything, was specified 


D —— vý 
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about the care and treatment of the mentally 
ill. Enforcement was left entirely to the 
police, who in 1904 issued elaborate regu- 
lations concerning structural design of the 
cell and security measures(11). The archi- 
tectural specifications of the cell were almost 
identical with those for a jail cell. 

However, under the law it was possible 
for a family to have an ill member admitted 
to a mental hospital instead of confining 
him in a private cell. In such instances, the 
total cost of hospitalization was assumed by 
the family. This was also the practice when 
the local authorities took the responsibility 
of caring for destitute cases. The mental 
hospital itself was conceived by the law 
as a cluster of cells where there was an 
obligation to follow police regulations more 
rigidly than with respect to private cells. 

As shown in table 1, the number of psy- 
chiatric beds in Japan was extremely limited, 
and the role of private cells in Japanese 
psychiatry remained significant throughout 


TABLE 1 
Number of Mentally Ill in Hospitals and Private Cells in 
Japan, 1906-1965 * 


TOTAL 

NUMBER IN NUMBER IN POPULATION 

YEAR HOSPITALS PRIVATE CELLS (IN MILLIONS) 
1906 2,542 4,658 47.7 
1919 4,620 4,174 55.5 
1930 11,080 6,356 63.9 
1935 18,981 7,188 68.7 
1940 23,555 6,097 714 
1945 3,995 ** not available 724 
1950 17,686 2,671 832 
1965 183,260 0 98.4 


* The figures represent the number in hospitals or in private 
cells on December 31 of the year given. These data were 
compiled by the authors. The major source used was the 
records of the Ministry of Welfare and Public Health of 
the government of Japan. 

++ In the last stage of the second World War, many mental 
hospitals were burned by air raids. 
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the first half of the 20th century. In ad- 
dition to keeping records on all mentally ill 
persons officially confined in either hospitals 
or private cells, each police precinct was 
obliged to keep files on all nonconfined 
mentally ill in the community, In these 
particular files the decision that a person 
was mentally ill was based not on the re- 
port of a physician but on lay appraisals. 
Thus the records were filled with such 
"diagnoses" as "self-talking maniac” or 
"trumpet madness"(2). Such nonconfined 
patients were not entirely free. They might 
find themselves temporarily in jail under 
"protective" custody on certain occasions, 
such as visits by dignitaries to the locality 
(1). The statistics based on police reports 
indicated that, for example, in 1917 there 
was a total of 65,000 “mentally ill" in 
Japan(12). 

The Law of Confinement and Protection 
did not offer any explicit definition of men- 
tal illness or criteria for confinement. In 
this sense, selection of cases for confine- 
ment was left to the people. Medical certi- 
fication was used secondarily to verify the 
people's appraisal of mental illness. 

The detailed report by the psychiatrists 
Kure and Kashida(5) on the conditions 
of patients in private cells indicated that in 
1918 nearly 60 percent of their national 
sample of patients in private cells were 
either unreasonably confined or inade- 
quately treated. One of their examples is 
especially gruesome: 


In front of the cell, old straw mattresses, 
broken machinery, harvested potatoes, etc. 
are piled up. The warehouse in which the cell 
Was constructed reeks with a filthy, repulsive 
odor. The floor of the cell is Covered with 
thick dust, and the cell lacks both heating and 
lighting equipment. An emaciated and nearly 
naked patient is monotonously shovelling the 
soil with his wooden bowl through a break in 
the floor, and piling up sand against the locked 
entrance door. No exercise is allowed for him 
and he is bathed once every three months, In 
the back yard of the warehouse, wet and soiled 
futon (bedding) is spread under the sun... . 


Kure and Kashida noted that more than 
half of their sample came from families 
who were in the lowest of three possible 
classes based on income. They did not in- 
dicate what percentage of these manifest 
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miseries were a result of willful mistreat- 
ment by the family since the factor of 
poverty made such a judgment difficult, 
The poverty of a family could be responsible 
for the misery of some cases even if the 
family had wanted to do better. Neverthe- 
less, evidence of physical abuse and un- 
questioned negligence, such as the instance 
Cited, occupies a considerable portion of 
the 85 photographs in Kure's and Kashida's 
report. 

In 1919 the Diet passed the “Mental 
Hospital Act"(8), which emphasized men- 
tal illness as "illness" and called for the 
protection and treatment of the mentally 
ill in hospitals. The act also recognized the 
needs of public institutions and approved 
government subsidy for the construction of 
mental hospitals; the government paid one- 
half of the costs for public institutions and 
one-sixth of the costs for private institu- 
tions. 

However, the budget itself was limited, 
and in fact the Mental Hospital Act made 
very little impact on the over-all situation 
in the care and treatment of the mentally 
ill in Japan. In 1937, for example, through- 
out the nation there were only six pre- 
fectural or municipal mental hospitals with 
a total of 2,328 beds and 52 private hos- 
pitals with a total of 17,544 beds. 

More than 80 percent of all private hos- 
pital beds were occupied by public patients 
and were subsidized by local authorities. 
However, these hospitals, including the pub- 
lic ones, received no financial aid from the 
central government for maintenance. The | 
subsidy appropriated by the local govem- | 
ment for each case was one-third of that 
which psychiatrists considered adequate. AS 
a result, the majority of patients in these 
hospitals lived with “lice and fleas" (14). 

In 1934 Kodama(3) surveyed the pir 
vately confined and nonconfined mentally 
ill in the Nagoya district. In his survey te 
asked family members of the mentally ! 


: tal 
1 Behind the successful passage of the M 


Hospital Act was the pressure, through, st the 
protest, of many Japanese psychiatrists agais suc- 
law of private imprisonment. However, t p 
cess was exceptional and most of their other agony 
were frustrated. A detailed account of the stitutes: 
and dilemma of Japanese psychiatrists CONS) try, 
in itself, a history of modern Japanese PSYC 
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whether they would send the ill member to 
a mental hospital if it could be done at 
nominal cost or at no cost at all. Two-thirds 
of the families of the confined group and 
more than 90 percent of the families of the 
nonconfined replied in the negative. The 
most common reasons for rejecting hos- 
pitalization were “fear and distrust of mental 
hospitals by the family” and “the wish of 
the family to take care of the ill member 
at home.” 

Throughout the second World War the 
mentally ill suffered special hardships. Mat- 
suzawa Mental Hospital, the teaching hos- 
pital of Tokyo University, recorded a patient 
mortality rate of 31 percent in 1944 and 
41 percent in 1945(13). The main cause of 
death was malnutrition, i.e., starvation. 

In 1950 the Law of Confinement and 
Protection was replaced by the current Men- 
tal Hygiene Law(7). The new law, in con- 
trast to the preceding one, places heavy 
emphasis on the hospitalization of the men- 
tally ill and makes it practically illegal to 
keep the mentally ill anywhere other than 
in hospitals. The 1950 law undoubtedly 
was aimed at ending the use of private cells, 
which still numbered as high as 2,700 in 
1950.* 


Origins of the Concept 


Following the collapse of the feudal sys- 
tem and the restoration to power of the 
emperor from the Tokugawa shogunate in 
the middle of the 19th century, Japan 
underwent a rapid and stormy Westerniza- 
tion. The 300-year isolation policy of To- 
kugawa's rule gave way to a hungry 
absorption of Western civilization. "Catch 


a 

* During the war, part of Matsuzawa Mental 
Hospital had been bombed but only two patients 
Were killed as a result. 

"The emphasis on hospitalization in the Mental 
Hygiene Law has the element of “reaction forma- 
tion” and nonprofessional care of the mentally 
ill is thus categorically rejected. The law of private 
imprisonment and the Mental Hygiene Law repre- 
Sent two extremes, and proper assessment of ad- 
Vantages and disadvantages of the care of the 
mentally ill by the family was not made in either 
aw. However, it should be added that the Mental 

lygiene Law is now under study for extensive re- 
pees by a government committee, aided by the 
üpanese Psychiatric Association, which recognizes 


€ value of psychiatric treatment within the com- 
Munity. 
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up to European countries” was the national 
slogan, and industrialization and a strength- 
ening of the military were to be the means 
to achieve this. The national budget was 
preferentially distributed to these fields. 

In the meantime, a succession of wars 
with China and Russia around 1900 and 
an enormous increase in population re- 
sulted in great hardships for the public. In 
the late 1890s, 8.9 percent of the total 
population of 44 million were estimated to 
be indigent(4). In spite of this, prior to 
1900 not one of the three bills concerning 
welfare relief which had been presented to 
the Diet was adopted(9). Panic, riot, and 
confusion were the background for Japan’s 
entry into the 20th century. 

The government reacted to this social 
unrest with increased control and suppres- 
sion. Backed by legislative acts, police 
functions were tremendously expanded; con- 
trol over the public was tightened through 
numerous regulations pertaining to and re- 
stricting expression of opinions, public 
gatherings, political activities, etc. 

Police jurisdiction was limited at first to 
government opposition parties, For example, 
the Socialist Party, officially organized in 
1901, was ordered dissolved the next day. 
However, the application of new laws and 
regulations was quickly broadened and soon 
invaded every aspect of the citizens’ lives. 
The government responded to the public's 
criticism and resentment of abuse of power 
by police forces with further legislative enact- 
ments to justify its suppressive approach. 
In the *Act of Policy Administration" of 
1900 the grounds for arrests were specified 
to include "precautionary measures." Under 
the law, arrest of a person "potentially 
dangerous" to society was justified, and the 
mentally ill were specifically included. 

Japan thus rapidly headed toward be- 
coming a police state, with the vacuum 
created by the collapse of the feudal system 
being filled by a totalitarian structure. The 
trend was completed in 1925 when the 
“Law of Security Maintenance" was passed 
by the Diet. This law sought to control not 
only the "actions" but also the "thoughts" 
of the people(14). 

The practice of confining the mentally 
ill in private homes had existed prior to 
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1900. Japanese houses were quite unfit for 
confining anyone, and many structural mod- 
ifications were needed. People generally re- 
ferred to such a specially made room as 
zashiki-ro (living room jail). In this sense 
the 1900 law legalized existing practice. 

The Soma incident created a nation-wide 
uproar from 1883 to 1895 and, along with 
other factors, precipitated this legisla- 
tion(10). Following the power shift from 
Tokugawa's rule to the emperor's, the local 
daimyo (feudal lords) returned their lands 
to the emperor who, in turn, rewarded them 
by appointing them to government posts 
and/or knighthood. 

On the other hand, the possession of an 
army by a feudal lord was outlawed under 
the new system, and the majority of samurai 
(warriors) were thrown into the streets. 
Many of them sought employment either in 
new military service or police forces. Loyalty 
ties between the feudal lord and warriors 
ceased in some cases with the end of em- 
ployment but in others these ties remained 
the same under the new social structure. 

In 1879 the former daimyo of Soma 
province was confined in the zashiki-ro at 
his private estate because of his increasing 
tendency toward suspiciousness, excitement, 
and violence. His confinement was decided 
upon by a conference among members of 
the clan. However, as the news spread 
among former samurai, one of them, N., 
openly began to accuse the clan of illegal 
confinement of his former master and of 
conspiracy in order to confiscate his proper- 
ty. At one time, N. broke open the cell and 
hid his former master for a short time. 

The incident resulted in lawsuits and 
countersuits, publications and counterpubli- 
cations. In the process, numerous physi- 
cians, lawyers, and government officials 
became involved on both sides, The patient 
had been shifted back and forth from cell 
to hospital and died in 1892 of diabetes 
mellitus. In retrospect the patient was evi- 
dently suffering from a schizophrenic re- 
action with dominant catatonic features. N. 
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ual who continued his reckless life until he 
died a failure in 1921. 

The Soma incident took place in the midst 
of social unrest and eventually became a 
political affair. The government was caught 
in the middle of legal inadequacy, a need | 
for security measures, and financial insuff- 


was thought of as being a paranoid indivig. 


ciency; the legislation on private confine. 
ment of the mentally ill was the solution 
finally proposed. 
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This Month’s Special Section 


The Mental Health of the American Indian 


Introduction 


BY ALEXANDER H. LEIGHTON, M.D. 


n INDIANS and Eskimos in America 
today constitute people from many cul- 
tures—sometimes with great contrasts be- 
tween them—in various phases of adaptation 
to a changing world. There is scarcely a 
problem of mental health in childhood, 
adolescence, family relations, community 
psychiatry, and preventive psychiatry that 
is not found among them, often thrown 
into relief and given some kind of par- 
ticular exposure to scrutiny. 

Two other facts are to be noted: One 
is that the American Indian people are 
among the most studied in the world from 
an anthropological, and to some extent 
psychological, point of view. Much of this 

' Work has been of an exceedingly high quality 
and some of it has resulted in new knowledge 
and insight regarding the social and cultural 
processes of mankind. There have also 
been pragmatic results in terms of applied 
anthropology, the usefulness of which is 
attested by the fact that a number of tribal 
Councils have hired or attempted to hire 
anthropologists to help them deal with their 
problems of transition and adaptation. 

The second noteworthy fact is the enor- 
Mous resources that have been and are 
mobilized by the United States to aid and 
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serve the Indian people. These resources 
consist of money, legislation, administrative 
organization, and the professional fields of 
health, education, welfare, civil engineering, 
agriculture, and industrial development. In 
addition to the services provided by the 
federal government there are additional state 
and private agencies and church groups 
concerned with helping the Indians. No 
other minority problem in the United States 
has ever had so proportionately vast an 
array of administrative machinery aimed 
at its solution. 

Yet despite knowledge and resources— 
and despite many, many years of effort— 
the problem remains unsolved. This is a 
sobering thought in the light of the numeri- 
cally much larger and more pressing issue 
faced by the nation today with much less 
available knowledge and fewer resources 
for coping. It is this which gives reexamina- 
tion of the Indian’s problem its special 
importance at the present time. 

The failure has not, of course, been com- 
plete. Progress has been made in such areas 
as health, education, and economic develop- 
ment through the efforts of extraordinarily 
dedicated and often extremely clever people 
— both Indian and non-Indian. The yield, 
however, when compared with the need and 
the resources for meeting the need, remains 
incredibly small and the efforts sadly waste- 


ful. 
Scope of the Problem 


It is apparent that the vast difficulties 
may have many aspects—political, eco- 
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INTRODUCTION 


of the problem. The first paper is concerned 
with setting the stage and is by a man who 

a scholarly approach to Indian 
questions with a lifetime of experience. He 
is able to speak from both outside and 
inside the Indian point of view. The second 


perience as a consultant in Indian affairs.’ 

The papers have a degree of unity that 
is conferred by their topic. This may be 
summed up as consisting of three phases 
which are cach in turn developed. These 
are: the basic conflict, two levels of con- 
sciousness; the problem of identity; and a 
special kind of dependent relationship to 
government, derived from historic treaty 
obligations. 


! During the symposium itself there was much 
interesting discussion, especially by Dr. Daniel 
Blain, ia State Hospital, 
Dr. Carl Mindell, director of the community men- 
tal health program, Public Health Service Indian 
Hospital, Pine Ridge, S. Dak. It was our hope to 
include this in the present report, but considera- 
tions of space in the Journal have unfortunately 
made this impossible. 
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The Sociocultural Setting of Indian Life 


BY D'ARCY MCNICKLE, SC.D. 


It is commonly assumed that the American 
Indian is faced with "inevitable" assimila- 
tion, either voluntary or involuntary, into 
the majority culture, As this author points 
out, however, the Indian has managed to 
find alternatives in the past when, in his 
relations with the white man, he has faced 
seemingly inevitable choices, Illustrations 
from recent workshops for Indian students 
are used to demonstrate that, despite many 
problems, it may be possible for the young 
Indian to use skills acquired from the ma- 
jority culture in support of his traditional 
society. 


ECAUSE OF circumstances which have 

overtaken him, the tribal-traditional 
Indian finds himself obliged to function at 
two levels of consciousness. The first of 
these is the kinship web, with its varied 
demands upon his energies and his re- 
Sources. The second is the less personal but 
still demanding socioeconomic environment 
beyond his tribal boundaries. 


Some Common Assumptions 


In discussing the Indian situation it is 
Customary, almost compulsory, to refer to 
the individual tribesman as a man caught 
between two worlds, a man who must break 
free of the past in order to find his place 
in the future—everyone recognizing that his 
hold on the present is precarious. The 
Indian world is dead, the inference runs, and 
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the tribesman must get on with the business 
of making over his life. 

In these customary discussions it is 
usually conceded that for one reason or 
another—public indifference or bureaucratic 
mismanagement—the Indian people have 
been held back by various disabling con- 
ditions. Remove the disabilities, it is 
reasoned, and transformation will follow. 
Better education, better housing, better 
earning power, better health care will bring 
Indians into full participation in the “out- 
side" community. 

The reasoning proceeds from the assump- 
tion that the tribal-traditional Indian is pre- 
pared to break the kinship web and move 
from a personal into an anonymous world. 
I refer specifically here to the "tribal-tra- 
ditional"—a descriptive term which obvious- 
ly does not include all Indians. As for those 
not covered in the term, something will be 
said further along. 

An additional assumption is involved 
here—that Indians have no choice. If they 
do not secularize their institutional modes, 
the outside community will simply move in 
on them. This has been the recent threat, 
when Congress legislated some tribes out of 
existence and promised a like outcome for 
all tribes—unless they moved of their own 
accord. It is also an old threat, as old as 
the Indian wars and the policy of gathering 
up the tribes to get them out of the way of 
westward expansion. 


Alternatives to 
“Inevitable” Choices 


It is easy to demonstrate, without going 
into detail, that Indians, as tribes and as 
individuals, have managed to find alterna- 
tives when, in their relations with the in- 
coming white man, they have faced "inevi- 
table" choices. An example will illustrate 


the point. 
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When European explorers and settlers 
insisted on dealing with centralized political 
power, Indians resisted: the concept was 
foreign to their tradition. However, they 
were regularly outmaneuvered, because it 
was always possible for the bargaining 
white man to find a pseudo-leader or 
spokesman who could be brought to agree 
to concessions demanded of him. 

The logical course would have been a 
centralization of tribal power—even an 
amalgamation of tribes under common 
leadership. Indeed, if the tribes expected to 
survive, these were the “inevitable” choices. 
However, this would have lessened the in- 
dividual autonomy which permeates and 
vitalizes Indian society almost universally. 
It would have meant the adoption of an 
alien tradition of authoritarian majority rule. 

Instead of meeting power with power, the 
“inevitable” choice, in all but a few instances 
the tribes devised strategic alternatives. 
Two quite different responses resulted, each 
characteristic of underlying customary be- 
havior. The southwestern Pueblos countered 
by creating certain secular officials who 
“spoke” for the people, while the power of 
decision was in fact secured behind a wall 
of silence. Thus a “spokesman” could act 
only as instructed, and when pushed be- 
yond that point he could withdraw politely 
and return to "talk to the people." No 
pressure directly reached the decision- 
makers, because no one outside the Pueblo 
knew who they were. 

Other tribes, less tightly organized, met 
the pressure by yielding to it, to the point 
of creating representative councils. The 


Indian community had no interest in the. 


success of these councils, however, and they 
rarely were successful. Individuals were 
elected to office and then methodically torn 
apart by gossip, criticism, and ridicule. In- 
variably they were accused of lining their 
pockets from the tribal treasury. Their 
morals were openly discussed. They were 
charged with selling out to the white man. 
The result was frustration for the outside 
manipulator. 

The political was only one of many social 
areas in which Indian tribal people were 
coerced or subverted into adopting un- 
familiar practices. In some instances the 
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adopted practice directly threatened ti 
physical existence. This was true i 
hunting areas where tribes, equipped w 
European guns, were persuaded to kill 
commercial trade; they slaughtered fur a 
game animals at rates that exceeded | 
capacity of the species to replenish the 
selves. 

In yielding to power, the tribal-tradition 
Indian did not renounce the loyalties 
obligations that attach to the kinship u 
verse—that consciousness remained W 
him, Individual Indians who moved to 
margin of the tradition, or beyond, lost: 
respect of those who stayed within it, am 
compensation for going “the white way" 
uncertain. Only rarely was parity accepi 
in the larger “outside” community achiev 
The traditional community watched this 
trition of marginal members and was m 
encouraged to reject the familiar. 


Theories of Cultural Change 


In any case the traditionalists were mol 
likely to make a choice on a win-or-lof 
basis. Such decisions are made within 
context the elements of which are ney 


and the cultures of which they are 
constituents reflect these drifts. But 
change is favored in one area of a cul 
rather than another, why some aspects 0 
culture are more vulnerable to change tl 
others, why some changes are disruptive OF 
total culture while other changes are 9 
cepted seemingly without stress—these 8l 
questions to which there are as yet no Ci 
plete answers, although answers have bet 
proposed. 

It is said, for example, that elem 
integrated within an “organized system 
ideas and sentiments” will resist chal 
Elements which are adaptive for a 8 
system, ie., functional, will be likew 
resistive. These are nebulous answers, 
their applicability will often depend 
definitions or interpretations of the data. 

A simpler and perhaps more precise © 
planation is offered by Edward M. B: 
"early learning" theory(1), which S 
“That which is learned and internalized 
infancy and early childhood is most resis! 
to change in contact situations.” 
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In support of his thesis Bruner points 
out that kinship terms and related behavior, 
also the values and the roles operating in a 
society that are learned in the first years of 
life, often in the intimate relationship of 
mother and child, persist long after social 
groupings, such as age-grade societies, 
rituals, residence patterns, clan affiliations, 
and other characteristics of a people have 
either vanished or exist only tenuously. The 
traits or practices that lose ground are those 
that are learned in late childhood, or still 
later, and in a less intimate setting. 

This’ explanation is most suggestive in 
supplying the context within which the tribal- 
traditional Indian visualizes himself and 
makes decisions. Changed behavior may be 
forced upon him, but he will still try to 
perform in the manner that is expected of 
him among his peers. They learned the same 
facts of life from the same sources as he, 
and theirs is the respect and the good name 
which validate his life. 

It helps to explain also why Indian society 
persists, even when split into different seg- 
ments of response representing varying per- 
centages of the total tribal population. These 
Segments usually or primarily consist of 
those who cooperate with the white man 
and are designated “friendlies” or “pro- 
gressives” or “New Dealers” (during the 
Roosevelt-John Collier regime); and their 
Opposites, called “hostiles,” “conservatives,” 
"long hairs,” “blanket Indians,” and less 
complimentary terms. The categories ob- 
viously do not reflect an Indian point of 
View. Within the Indian community the 
divisions are seen as a mixed blood- 
full blood or a Christian-native religion split. 

The cost to Indian life attributable to this 
fragmentation of the community is mani- 
fested in many ways: secular leadership is 
rendered ineffectual; value-giving ideals are 
diluted or perverted; decision-making is 
Telegated to the inconsequential. In those 
areas where traditional tribal life prevails, 
as it does in kinship involvement, survival 
I$ achieved by ignoring the cutside world. 
This also exacts a penalty, since it excludes 
those most in need of the technical services 
Offered by public agencies. 

. The individual who grows up in these 
circumstances reaches a precarious maturity. 
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If he is born into a traditional family group, 
language and other cultural behavior limit 
the relationships which he may enter with 
the outside world, while his fragmented 
autochthonous world can offer few outlets 
for the normal range of talents. If he is the 
child of a family moving out of the 
traditional community, he has no reason to 
feel pride in his origins and more often than 
not finds himself despised by the white 
world because he is Indian! 


Illustrations from a Student Workshop 


How these segmentations and the inter- 
related tensions are reflected in the lives of 
individuals can be observed in the behavior 
of the students who attend the workshop on 
American Indian affairs. This is à summer 
program for Indian college students con- 
ducted at the University of Colorado. It 
has operated since 1956, and as of a year 
ago more than 300 students had shared the 
experience, The group represents a good 
cross section of the young adult Indian 
population, since the students come from 
all the major tribes as well as Indian and 
Eskimo villages in Alaska and a sprinkling 
of Canadian Indian communities. 

The workshop was established originally 
as a possible answer to the problem of 
Indian student dropouts—a problem that 
gave concern to private organizations en- 
gaged in raising scholarship funds, As the 
program developed and as insight was gained 
in individual backgrounds, it became ap- 
parent that the process of formal education, 
as most of the students experienced it, 
either tore them apart—in which case they 
withdrew to the safe world of the tribe—or 
threatened to reduce them to a colorless 
anonymity—what the hostile ones in the 
group tauntingly referred to as “brown- 
skinned white men.” 

Each workshop group falls into two basic 
divisions, reflecting the basic division of the 
Indian community into “conservative” and 
“progressive” elements. But since these in- 
dividuals have had more intensive contact 
with outside society than have their elders 
or their age mates who continue to reside 
in an Indian community, and since this ad- 
ditional contact is at the formal education 
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level and has encouraged a certain amount 
of critical self-examination, they are perhaps 
more self-conscious and more verbal. This 
results in further fragmentation. 

The following material taken from a staff 
report analyzing the characteristics of the 
student group of a few years ago brings 
these problems to the surface. 


The students . . . could be divided into four 
groups, as follows: 1) "conservatives" with 
little or no conflict about their identity; 2) 
“shaper-uppers” who accept the negative defi- 
nition of Indian given by the majority culture 
and who resolve their negative self-definition 
by being "good Indians" and trying to make 
other Indians into “good middle-class Ameri- 
cans”; 3) the “angries,” influenced by pan- 
Indianism and Indian “nationalism,” who 
while accepting much of the definition of In- 
dian given by the majority culture, refuse to 
accept the majority culture and display a cer- 
tain amount of hostility toward it; and 4) “self- 
haters” who, as yet, haven’t discovered how to 
handle the situation. 

In addition, there were two students who 
did not fall into these categories. One was a 
member of (a previous) workshop, at a time 
when he was trying to leave the Indian com- 
munity by becoming an urban professional 
person and whose experience at that previous 
workshop had helped him to decide to remain 
a part of Indian society and play a responsible 
role in it. (This student subsequently married 
an Indian girl and will eventually practice med- 
icine in or near an Indian community.) The 
other was a girl who was in no way distinguish- 
able from any small town girl of the majority 
culture, except that her family had functioned 
as "Indian leaders" for many years . . . leaders 
from the viewpoint of the majority culture, 
not from the viewpoint of the tribal group of 
which they were members. This girl was a fully 
assimilated member of the majority culture. 


How these students played their roles and 
looked for solutions is detailed in the staff 
report: 


The conservatives dealt with the majority cul- 
ture in a number of different ways. One, an 
Eskimo from St. Lawrence Island, looked at 


members of the majority culture as invaders 
with somewhat superior technology who be- 
haved in an unbelievably funny fashion and 
who could be shrewdly handled because they 
understood so very little about what was im- 
portant. (The phrasing "shrewdly handled" 
does not imply manipulation as the urbanite 
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understands it, but rather the manner in which 
this individual dealt with such natural com. 
petitors as walruses, polar bears, and whales.) 


Two other students, one a boy and the 
other a girl, also dealt with the majority 
culture in terms that were familiar to them, 
through participation in autonomous cere- 
monial institutions and through their place 
in the kinship system. From the point of 
view of the observer in the majority culture, 
it might seem as though they could play on 
only one or two strings: preparing for 
marriage, in the case of the girl, or pre- 
paring for leadership or being a dancer, 
in the case of the boy. Except when they 
played these roles, they seemed not to come 
fully alive. 

A Pueblo girl from New Mexico puzzled 
the instructor by her seeming ability to play 
a whole range of human roles, but in a 
fashion that often seemed out of place in 
non-Pueblo society. The environment of the 
Pueblo peoples was not created for them 
by members of the majority culture, as the 
environments of most reservations are 
created. Rather, a culture in its historical 
ecological setting has been hemmed in by 
the majority culture. 

The young woman in this case could per 
form quite well in the workshop courses, 
but somehow she seemed about to use what 
she had learned in ways not understood by, 
or not perceptible to, the non-Indian 1M- 
structor. She herself, he decided, was not 
fully aware of the meaning of what she had 
learned, but she was trying to integrate it 
into a whole culture, not that of a colonial 
peopie or even of a minority group, bu 
that of a well-preserved foreign enclave i 
tribal peoples. There the learning WOU 
have meaning. 

The students to whom the inelegant bis 
"shaper-uppers" was applied had e 
traits in common: they appeared n "i 
group and to themselves as strong indiv! i 
uals, capable of handling themselves ye 
competent fashion, by white, middle 
standards. They seemed self-conscit i 
proud of their Indianness, while at the je 
time holding most other Indians wr 
tempt. Individually, they could be on A 
in Indian dances, in tribal crafts, oe 
reciting the history of their people: $ 
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were quite vocal about the Indian “prob- 
lem," about which they talked with anger 
because of the things that had *been done" 
to the Indians. As a group they would write 
about Indians in their class papers with a 
certain hostility, characterizing them as in- 
competent, lazy, and worthless. 

They had learned that the majority cul- 
ture at least nominally places a high value 
on a kind of formal cultural pluralism, 
so long as it is kept to nonessentials, such 
as native crafts or dance costumes or tribal 
lore. At these levels, "being ethnic" has a 
kind of glamor. But they had also learned 
that white people do not believe Indians to 
be really competent, and they responded to 
this by agreeing with it and by trying to be 
competent in their own lives and making 
other Indians competent. 

The “angry” students tended to come 
Írom western Oklahoma, which is something 
of a center for a growing pan-Indianism. 
Some individuals in this group were the 
most perceptive of all the students, although 
this was not a uniform characteristic. They 
Showed extreme stress in one form or 
another, and two out of the group were 
complete failures. In both cases intense and 
immediate personal difficulties, directly re- 
lated to the reality of Indian life, made it 
impossible for them to keep up with the 
Workshop program. They drank heavily, 
slept late, and presented a considerable 
problem for everyone in the workshop. 
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The workshop obviously does not provide 
all the answers, but the students in at- 
tendance seem to gain insight and some 
measure of stability. They accomplish this 
largely through interaction among them- 
selves, not entirely or even primarily be- 
cause of academic content, however sub- 
stantial that may be. 

The problem of being Indian, and being 
obliged to function at two levels of con- 
sciousness, for many individuals reduces 
itself to this: They are aware that their 
communities, their people, their kinsmen are 
Indians and are held in low esteem by the 
general society. The young people especially 
recognize themselves as Indians, but they 
do not want the low-status equivalent. They 
look for some way in which they can share 
in the status ascribed to middle-class Ameri- 
cans without ceasing to be Indian. 

Among this younger group are some who 
are discovering that formal education can 
sérve their own purposes, and they are 
returning to the Indian community, not in 
retreat, but to use their acquired skills in 
support of the traditional society. 
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PSYCHOSOCIAL ADJUSTMENT OF INDIAN YOUTH 


Research on Psychosocial Adjustment of Indian Youth 


BY HARRY L. SASLOW, PH.D. AND MAY J. HARROVER, ACSW 


The school experiences of Indian children 
tend to accentuate rather than resolve their 
identity problems; the outcome is often an 
increase in behavioral and disciplinary dif- 
ficulties. At some point between the fourth 
and seventh grades a decline in academic 
achievement sets in, and the typical Indian 
student falls progressively behind his Anglo- 
American counterpart. The authors conclude 
that effective educational programs for 
American Indian youth must emphasize the 
development of adequate psychosocial ad- 
justment. 


W: HAVE NOT attempted to present here 
a comprehensive review of the litera- 
ture ón social and emotional problems of 
Indian youth. Rather, we have decided to 
present a point of view, buttressed by some 
pertinent research, which might serve as an 
appropriate transition to the paper which 
follows on preventive programs for Ameri- 
can Indians. 

f Our point is basically a simple one: There 
is a failure in psychosocial development of 
Indian youth during the latency and early 
pubertal years which contributes heavily to 
the reported incidences of problem behavior 
and the reported differences between Indian 
and i non-Indian youth. We are referring 
specifically to what Erikson calls the stage 
of initiative vs. guilt and the stage of indus- 
try vs, inferiority(9). That these stages in- 
volve the time span during which youth 
attend school implicates the school System. 
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Sóme attempt will be made to point out how 
school systems fail to provide for these 
important developmental steps. 


Early Development 


Child-rearing practices within Indian 
tribes follow well-defined patterns of sociali- 
zation to insure conformity of behavior with 
the ideals of the tribe(6, 8, 9, 18). This 
early socialization is accomplished primarily 
within the extended family group, with well- 
defined and institutionalized roles for the 
adults involved in the process. 

Dozier(8), for example, in his study of 
the Hopi-Tewa describes the socialization 
process of the child as consisting of a 
distribution of responsibility among three 
sets of relatives. The primary relationships 
involving authority and control are centered 
in the matrilineal, matrilocal household. The 
women of the child's lineage have the duty 
and responsibility of running the household; 
the mother's brother is charged with prima- 
ry disciplinary powers. The father and his 
sisters and brothers have a relationship to 
the child which is one of mutual aid and 
affection. The third set of relatives—hus- 
bands of the father's sisters—seem to serve 
as friendly protagonists. These paternal 
relatives may joke and even engage in 
physical fights with a boy, who is permitted 
to retaliate. A girl may engage in loud talk, 
“pretending to be angry" with her father's 
Sisters husband, but is not permitted to 
strike him. 

The tight community organization, with 
its viable ceremonial life, enforces social 
conformity among families. Social control 
in the village is exercised through gossip. 
public ridicule, social ostracism, and, at least 
in the past, by charges of witchcraft. 

Dennis(6), in his study of the Hopi child. 
Observed a remarkable uniformity in the 
behavior of the children in their relationships 
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with age mates and parents. Hopi society 
seems to be based on a system of reci- 
procity, with no well-defined economic or 
social status differences. Social roles are 
differentiated only by ceremonial positions 
which carry no authority or power but only 
the respect of the community. The Hopi 
approve of the person who is good-natured, 
a hard worker, and who causes no trouble; 
the ideal for the “good life” is a state in 
which the person has peace of mind and only 
good thoughts, devoid of anxiety and 
hatred. 

The Hopi parents expect the child to 
perform part of the work of the household 
within well-defined sex roles, to avoid con- 
flicts, and to respect property rights. The 
expectation that the child will absorb the 
religious ideas of the Hopi, so Dennis states, 
is so assured that it is taken for granted 
and is not a cause of parental anxiety. As 
among the Hopi-Tewa, while the parents 
exercise primary authority and control, the 
duty of lecturing and punishing the child is 
the responsibility of the maternal uncles, 
who are expected to correct the behavior of 
their sister's children. In addition, the 
child is taught to believe that the super- 
naturals are concerned about his behavior. 
The Kachinas bring gifts as rewards for good 
behavior and threaten to take the child away 
when he is bad. 

It was observed that those few cases of 
deviant behavior among the Hopi children 
occurred in families which did not conform 
to community norms and in which child 
training was inadequate. The Navajo, though 
a more mobile people than the Hopis and 
other Pueblos, share with them basic atti- 
tudes toward the developing child. In all 
of these groups, training in the developmen- 
tal tasks is encouraged and rewarded but 
not forced; the child is permitted to progress 
at his own rate. t 

As Erikson(9) says of the Pine Ridge 
Sioux, “The developmental principle in 
this system holds that a child should be 
permitted to be an individualist while 
young.” There is an acceptance of basic 
impulses, the infant being nursed when 
hungry and the toddler allowed to eat and 
sleep when he chooses. Toilet training is 
not attempted until the youngster can walk, 
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talk, and understand some words. The child 
is expected to be trained at about two 
years of age and after training, lapses are 
handled with teasing and ridicule. 

Among the Navajo and the Mescalero 
Apache the delegation of responsibility for 
the weaned infant to an older sibling seems 
to have a different quality than among the 
Pueblos. There is more a cutting off of the 
maternal relationship and regulation of the 
child to membership in his sibling group, 
while his place is usurped by the next born. 
The Mescalero Apache child, too, pushed 
away by the mother, is observed to turn 
from one to the other of adults for attention, 
and tends to “freeze his emotions” (4). It 
may be that an early and abrupt psycho- 
logical weaning of the child in the his- 
torically nomadic tribes was an adaptive 
mechanism. 

One can conclude from the studies re- 
ferred to above that the Indian child from 
the Southwestern tribes has, at the age of 
five, a fair degree of social competence within 
his extended family. Developmental tasks 
have been accomplished without trauma or 
anxiety, institutionalized relationships with 
significant relatives have been established, 
and an ordered pattern of social interactions 
is developed. Shortly after the age of two 
years for the Navajo(18) and considerably 
later for the Hopi(6), the child is expected 
to assume prescribed responsibilities in the 
household economy and is disciplined by 
the parents for irresponsibility. Emphasis is 
placed on social behavior and control is 
exercised by the reactions of the people in 
the environment. Leighton comments that 
control of the individual in Navajo society 
is achieved primarily by “lateral sanctions” 
rather than by sanctions from above(18). 

The conclusion that early stages of de- 
velopment are reasonably satisfactory in 
most instances seems warranted. Further- 
more, the potential for further growth social- 
ly and intellectually can be assessed by 
examining another line of evidence. 

The data for Indian children enrolled in 
Head Start programs are encouraging. In a 
study done by Saslow(25) children from 
Santo Domingo Pueblo enrolled in a Head 
Start program showed an average increase 
of 12.5 months of development as measured 
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by the Goodenough Draw-A-Man test dur- 
ing six months of Head Start programming. 
Unfortunately, there is also evidence to 
suggest that the Head Start gains may be 
readily dissipated unless some continuing 
stimulation is provided. 

There is also some indication that tra- 
ditional classroom approaches make a con- 
tribution to the loss of gains, The study by 
Wolff and Stein(30) is but one of a number 
of those suggesting that gains are not 
necessarily maintained. An intriguing study 
done by Homme(13) with four extremely 
apathetic children at San Felipe Pueblo 
showed dramatic improvement in reading 
readiness, free speech usage, verbal dis- 
crimination, and general social behavior in 
response to programmed learning proce- 
dures. Homme also reported that a visit 
several months after the project ended re- 
vealed the children to be as apathetic as 
they had been before the study began. 


Academic Achievement 


Tracking the progress of Indian children 
through school yields surprisingly uniform 
findings. Academic achievement is compa- 
rable to the cultural majority for the first 
few grades of school. Then somewhere be- 
tween the fourth and seventh grades the 
achievement scores for Indian children fall 
below the national norms and actually de- 
cline progressively further through high 
school, This phenomenon has been called 
the “crossover effect.” Essentially this same 
characterization has been Teported by 
Bryde(3) for the Oglala Sioux, Dick(7) 
for Indian groups in Arizona, and Coombs 
and associates(5) for Indian children in 
six geographical areas. In the Indian re- 
search study Zintz(32) tested 657 pupils in 
five pilot schools enrolling children from 
Spanish-American, Indian, and Anglo cul- 
tures in the third, fourth, fifth, and sixth 
grades. All ethnic groups were somewhat 
behind national norms on the Towa Tests of 
Basic Skills, but the Anglos remained a 
constant one-half year below at all levels 
and the Spanish-American Pupils tested one- 
half year below the national norms in the 
third and sixth grades and one year below 
the national median in the fourth and fifth. 
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The Indian population became more educa- 
tionally retarded as they progressed through 
elementary school. Retardation was seven 
months in third grade, 11 months in fourth 
grade, 14 months in fifth grade, and 15 
months in six grade. Results with the Gil- 
more Oral Reading Test were similar, show- 
ing increasing retardation as a function of 
increasing grade for Indians but not for 
others. 

According to data supplied by the 
principal of the Albuquerque Indian School 
(24), the average grade placement score 
of the 12th graders at the school in testing 
conducted in the spring of 1965 was 9.5, 
which compares with 9.3 for grade 11, 9.0 
for grade ten, and 9,0 for grade nine. 
These data suggest essentially no improve- 
ment in achievement as measured by 
standardized tests over the last four years 
of education. However, the average grade 
placement of the seventh graders is 6.5, 
suggesting only a half-year of academic re- 
tardation compared to two and a half years 
of retardation in grade 12. The foregoing 
constitutes only a sampling of evidence to 
indicate that Indian students (as well as 
students from other cultural minority, socio- 
economically depressed groups) do not seem 
to prosper in the academic situation, es- 
pecially from the onset of puberty. 

The situation does not improve for those 
who move on to college, A study conducted 
at Southern State Teachers College in South 
Dakota of all Indian students who attended 
this institution is cited by Wax and asso- 
ciates(29). In some 33 years, 112 Indian 
Students had attended, of whom 59 (52 
percent) had failed to last three quarters. 

Zintz(32) reported on the achievement 
of Indian students enrolled at the University 
of New Mexico in the years 1954-58. Of 
100 students enrolled in 1954 (all classes), 
70 percent were dropped with low grades, 
20 percent were still enrolled, and ten per- 
cent had obtained degrees, Of the 30 percent 
who remained in school or obtained degrees, 
the majority were at some time placed on 
probation for inadequate scholarship. Zintz 
Performed a further analysis of the per- 
formances of 31 New Mexico Indian students 
enrolled in the fall of 1958. He reported that 
84 percent of these students failed to get a 
C" average in their first semester. 
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The explanations for this academic mal- 
adaptiveness center around two main sources 
of difficulty. Educators seem to favor 
hypotheses emphasizing inadequate early 
preparation, home backgrounds, parental 
support, and classroom procedures. Mental 
health personnel tend to emphasize psycho- 
social factors. Lately, linguists have entered 
the picture as well. 

Data can be assembled to support all of 
these positions but, by virtue of our 
audience, we will consider psychological 
factors only. However, we believe that 
health and nutritional personnel and even 
physical education personnel could also 
claim that deficiencies in their areas of con- 
centration relate to the comparative mal- 
functioning of Indians and could find data to 
substantiate their view. 


Psychological Factors 


Bryde(3) administered the Minnesota 
Multiphasic Personality Inventory to eighth 
grade students on the Oglala Sioux Reserva- 
tion and found significant differences be- 
tween Indian and white students on 26 of 
28 variables studied. As he reported: 


On each of these measures, the total Indian 
group revealed greater personality disruptions 
and poorer adjustment. Notable among the 
more meaningful variables were: feelings of re- 
jection, depression, anxiety, and tendencies to 
withdraw, plus social, self, and emotional 
alienation. 


He reported similar results at other grade 
levels up to but not including the 12th 
grade, where only seven variables significant- 
ly differentiated the Indians from the whites. 
He attributed this difference to differential 
dropouts: the Indian students were more 
likely to withdraw without completing high 
school. Bryde reported a national dropout 
rate of 60 percent for Indians from eighth 
to 12th grade. The national average is 23 
percent. In a comparison of eighth grade 
Indian students with 12th grade Indian 
students, Bryde reported: “The eighth grade 
Indian student in comparison to the 12th 
grade showed themselves significantly dif- 
ferent in feelings of powerlessness and ex- 
ternal influences, rejection, depression, and 
alienation.” 
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Also, in analyzing the relationship be- 
tween the 28 variables examined and 
achievement, Bryde found 21 variables to 
relate significantly. In summary, he re- 
ported: “Notable among these relationships 
were those with feelings of rejection, de- 
pression, paranoid schizophrenia, and emo- 
tional and social alienation.” 


Alienation and Achievement 


Spilka and Bryde(28) studied alienation 
among Oglala Sioux high school students. 
By alienation, they referred to a general 
condition in which values, mutually agreed 
upon goals, and means do not regulate be- 
havior. Associated with this condition are 
such attributes as powerlessness, normless- 
ness, meaninglessness, social isolation, and 
self-estrangement. 

An analysis of alienation, powerlessness, 
and normlessness scores for 105 Oglala 
school children showed that they increased 
steadily from the ninth through the 11th 
grade and then declined for the 12th grade. 

A study by Kerekhoff(15), cited by 
Spilka and Bryde(28), showed a negative 
relationship between measures of aliena- 
tion and achievement motivation among 
Chippewa school children. Spilka and Bryde, 
in their study of 105 Oglala children, found 
that alienation and its components also 
tended to be negatively and significantly re- 
lated to achievement scores on the Iowa 
Tests of Educational Achievement; these 
relationships increased with grade level, 
reaching a maximum in the 12th grade. The 
authors acknowledge that the relationship 
found tells nothing about the causative pat- 
tern: i.e., does the failure to perform ade- 
quately in the academic situation lead to 
feelings of inadequacy and defeat, or do 
feelings of inadequacy and defeat lead to 
poor academic performance? They conclude 
that the pattern of influences may well be 
mutually supportive and circular. 

In another paper Spilka(27) suggests that 
the school system contributes toward the 
feelings of alienation by virtue of the 
abruptness of change in culture that it pre- 
sents and by its concentration upon the 
defense of that culture. It is also true that 
school systems, whether public, private, or 
federally operated, openly attempt to incul- 
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cate the middle-class premise that individ- 
uals can change themselves if they really 
desire to do so. This is an attitude not 
necessarily shared by their pupils, no matter 
how well integrated they may be from the 
standpoint of their own culture. The report 
by Wax(29) describes the view of the 
“country” Indian as follows: 


No one “improves” or “betters” himself in the 
Western sense; if one man or woman is re- 
spected more than another, it is because he has 
“acted” more friendly, generous, considerate, 
and modest. . . , The essence of what one is 
does not change through the course of one’s 
life. 


Leighton and Kluckhohn(18) describe an 
orientation with similar consequences for the 
Navajo: “The Navajo tendency . . . is to 
depend as much upon magical acts and 
precautions as upon personal ability and 
effort for both security and success." 

Krush and his colleagues(16, 17) ad- 
ministered both the Minnesota Multiphasic 
Personality Inventory and the California 
Psychological Inventory to students at the 
Flandreau Indian Vocational High School. 
In general, the results paralleled those re- 
viewed above. In discussing their findings, 
these authors utilized the concept of “psy- 
chosocial nomadism." This notion has much 
in common with alienation. It refers to the 
adjustment tendencies of young persons who 
move from one setting to another, thus 
necessitating the development of new sets of 
interpersonal relationships. Krush and asso- 
ciates postulated that such people prefer 
to take the lines of least resistance and tend 
to back off and avoid stressful situations. 

k Our own experience confirms the relative 
high frequency among Indians of shifting 
from one school to another. This occurs not 
only by the whim of the student but also 
upon the recommendation of school per- 
sonnel. In the latter instance, the recom- 

mendation is prompted by a belief that a 
different setting may have a salutary effect 
upon behavior. Academic performance may 
have little bearing upon such a decision. 

d This is in keeping with another observa- 
tion of Krush and his associates(16) which 
has other implications as well. In the time 
span of 1959-61, 77 percent of the drop- 
outs from that school were included in the 
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category of "poor adjustment to school." 
This represented such items as failure to 
return from leave, being away without leave, 
homesickness, lack of interest, parent's re- 
quest, etc. 


Shifting Standards and Superficiality of Re- 
sponse 

Krush and his group(16, 17) presented 
two additional problems as being relevant 
for mental conflicts among the students 
they studied: shifting standards and super- 
ficiality of response (the “chameleon” ef- 
fect). They suggested that there are distinct 
variations in the value orientations of the 
students, their relatives, teachers, dormitory 
personnel, and the administrative staff. 

Students and staff at the Flandreau School 
were given the Kluckhohn Value Orientation 
Scale. This is a technique which measures 
value orientation in four dimensions: Re- 
lational, Man-Nature, Time, and Activity. 
The findings can be summarized as follows: 
The academic and dormitory staffs re- 
sponded in a manner consistent with middle- 
class American orientations. The students, 
however, deviated from this norm in a num- 
ber of respects, with some sex differences 
Occurring. 

Boys tended to reach a middle position 

between girls and the middle-class norms. 
For example, their preference for Present 
time was not significantly greater ( statistical- 
ly) than their preference for Future time, 
though both were significantly more pre- 
ferred than Past time. This was in contrast 
to girls, who favored Present time. Both 
Indian boys and girls deviated from mid- 
dle-class norms in the Relational category, 
preferring Collateral activities (nonsignifi- 
cantly) to Individual and preferring both 
significantly more than Lineal. 
. Validation of Krush's last point concern- 
ing superficiality of responses is admittedly 
difficult. It is hypothesized, however, be- 
cause it seems to be an obvious interpreta- 
tion of children's behavior in face-to-face 
situations: that is, they attempt to match 
their values to the values of the people 
With whom they are in contact. This re- 
sembles the behavior of socially deprived 
children described by Zigler(31). 


This suggestion is certainly consistent A 


with our experience, The students monitor 
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the examiner rather than themselves for cues 
regarding the adequacy of their responses. 
It is not as if the student is directly trying 
to please the authority figure per se, though 
this may be true frequently, but rather that 
there is no confidence in the quality of the 
performance or the capacity of the perform- 
er to evaluate his or her own performance. 

Some findings illustrating the differing 
attitudes and values concerning schooling 
and self come from a preliminary analysis 
of data collected by one of us(26). Ninth 
grade boys in the Gallup Junior High 
School in Gallup, N. Mex., were given a 
modified version of the Mooney Problem 
Check List. Three ethnic groups, Spanish- 
American, Anglo, and Navajo, were com- 
pared with respect to their responses to the 
61-item questionnaire of potential problems 
or areas of personal concern. 

The Navajo boys could be distinguished 
from the other two groups by items which 
dealt with achievement, interest in present 
school, and disinterest in the current social 
scene. For example, Navajo students more 
frequently checked items such as : “I get 
too low grades. I want to go to school 
some other place. I am not good looking.” 
and checked less frequently: “I often feel 
left out of things. I am not often chosen as 
a leader.” Paxton(22) reported the same 
kind of results from a Q-sort by students 
also enrolled in an Indian boarding school. 


Acculturation 


One factor that would seem to require 
consideration in examining the behavior of 
Indian youth is acculturation. Unequivocal 
studies of this variable are surprisingly 
difficult to design and carry out. A pre- 
liminary study of students selected by the 
staff of the Albuquerque Indian School as 
representing high, average, and low levels of 
adjustment, defined by predicted degree of 
success in future life activities, showed that 
students in the best adjusted group seemed 
to be characterized by strong motivations 
either toward or away from reservation life. 
There were two notable examples. In one 
girl, whose parents enjoyed some social 
status in the home community on the reser- 
vation, the motivation was to attain a 
reasonable level of education and to return 
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to that area to take her place as a leader 
armed with additional skills. In the other 
instance, the girl was highly motivated for 
an education in order to guarantee that she 
would not have to return to the reservation 
but could maintain herself in a larger com- 
munity and even marry an Indian of another 
tribe. 

Roessell(23) noted that students whose 
attitudes and beliefs show either a high 
level of traditionalism or a high level of 
acculturation achieve at the highest levels in 
school; those in a culturally intermediate 
position suffer academically by comparison. 
Graves(11) analyzed the drinking behavior 
of ethnic groups in a single southwestern 
community. Comparing Indian and Spanish 
groups matched both for acculturation 
(number of contacts with people of other 
groups) and economic access (the fit be- 
tween their education and employment 
level), he found that Indians with low levels 
of acculturation and either high or low 
access to appropriate employment showed 
a higher level of drinking behavior than 
Spanish in the same categories. Both groups 
were similar when there was a high degree 
of acculturation and high access (little 
drinking) and high acculturation and low 
access (much drinking). 

Graves attributed the difference to the 
stability factor of community life for the 
low-acculturation Spanish in terms of more 
intact marriages and high church attendance. 
This contrasts with the “city” Indian who is 
less likely, according to the Graves analysis, 
to have such regulatory influences (or 
counter-pressures) against deviant drinking 
behavior. Ferguson(10) makes a similar 
point in attempting to explain drinking be- 
havior among Navajo in the Gallup area. 
This theory is further supported by the lack 
of participation among Indians in non- 
Indian community life and has been docu- 
mented elsewhere( 1, 14, 29). 

The exact etiology for the lack of adequate 


identity in early adolescence is not known. 


However, there is a growing body of evi- 
dence to suggest that self-image, industry, 
and self-control—important variables in 
academic achievement—are often lacking in 
Indians as well as youngsters of other 
minority groups(2). 
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Conclusions 


From the foregoing one might postulate 
that the culture shock of having to re- 
nounce, with the beginning of school, much 
of what has been learned before school 
undoes the pattern of trust and personal 
worth developed up to that time. With tra- 
ditions crumbling, it is even possible to 
suggest that this pattern might not be well 
developed. The identities of the children 
are weakened, and the possibility of di- 
minished initiative is presented, as well as 
a subsequent breakdown of adequate self- 
image and competence with which to mani- 
fest subsequent achieving behavior. 

All of this, coupled with a reality-based 
lack of economic access, leads to the sense 
of hopelessness, reported to be accompanied 
at times by frustration. Parker(21) has 
described this in his paper comparing the 
thematic responses of young people in two 
Alaskan villages differing greatly in accultu- 
ration: “A devalued ethnic self-image and 
hostility toward Western society emerge 
from a situation where individuals set new 
goals which they then perceive cannot be 
reached,” 

A recurrent theme voiced by school ad- 
ministrators and teachers in many settings 
is that all students must be treated the same. 
School functioning is usually expressed by 
tules or policies such that behavior which 
conflicts with these is viewed not as a coping 
Or reactive device, whether appropriate or 
inappropriate, but as a legal transgression 
either willfully carried out or done in 
ignorance. As a consequence, such behavior 
is handled as though it were an additional 
problem in education and/or one of dis- 
cipline. 

For example, the student who drinks is 
educated further about the evils of drink 
and is assigned extra work so that he will 
remember and not repeat the offense. There 
is a minimal attempt to explore the motiva- 
tion for drinking (or other behaviors), as 
has been suggested by Ferguson, Levy, and 
MacGregor(10, 19, 20). Rather, the ad- 
monition is to avoid repeating the behavior 
in the school setting. The situation is ex- 
acerbated in a boarding school, where the 
school setting is a full-time situation and the 
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repressive air (nonrepetition of offense) is 
carried right through the full day, week, 
and month. 

The premise is that all students are in 
attendance for the purpose of obtaining an 
education, though most of the staff privately 
agree that most are there for other reasons. 
One of us surveyed students as they emerged 
from buses at the beginning of the school 
year(12), and the statement which most 
clearly indicated a preference for this or 
any school was made by one student whose 
father had attended this school and wanted 
her to do so as well. 

Interestingly, the project personnel have 
yet to see an instance of a student dropped 
for academic reasons; students are sent 
home for reasons associated with their be- 
havior. Yet with added funds and resources, 
the bulk of attention has gone into cultural 
enrichment and tutoring in academic sub- 
jects. The combination of this with pressure 
to minimize dropouts places the staff in a 
dilemma which is sometimes resolved only 
by the student's demonstration of his in- 
ability to adjust to the school. The school 
(most schools) tries to treat all the students 
the same: all students are supposed to 
behave the same. 

Without having definite answers to offer, 
we would suggest that a case has been 
made that Indian and other minority groups 
suffer from identity problems in adolescence 
which manifest themselves in feelings of low 
self-worth, alienation, helplessness, etc. Un- 
fortunately, at least for the present, such 
feelings are not completely at variance with 
educational and economic reality and this 
can only serve to support them. 

As Bryde(3) suggests: 


Education in harmonizing the Indian and non- 
Indian value systems must be offered prior to 
the offering of the non-Indian technical, voca- 
tional and liberal education; otherwise these 
programs (and this could seem to include the 
war on poverty for Indians) are largely 
thwarted because of the value conflict. 
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IMPLICATIONS FOR A PREVENTIVE PROGRAM 


Some Implications for a Preventive Program 
for American Indians 


BY ROBERT L. LEON, M.D. 


Efforts to combat the psychosocial stresses 
existing within the Indian community should 
focus upon involving the Indian in the de- 
termination of his own fate. The author 
outlines a new role for the federal govern- 
ment in its historic relationship to the In- 
dians—not as the traditional program de- 
veloper but as a resource out of which 
constructive responses can be made to goals 
formulated by the Indian people themselves. 


B OTH OF THE preceding papers have made 
the point that the need to function 
in two cultures or the need to move from 
functioning in one culture to functioning 
in another has the potential for creating 
Psychosocial disorganization among the In- 
dians, It is toward this disorganization that 
we should aim a preventive program. To 
state it even more broadly, we are trying 
to prevent a biopsychosocial disorganization 
within the Indian population. A program 
should be directed toward alleviating this 
disorganization within the older groups and 
preventing its recurrence from one genera- 
tion to another. 

Why state the problem so broadly? There 
are two reasons for looking at biopsycho- 
Social organization as a unit composed of 
interdependent parts. The first is that it 
can lead to an integration of present isolated 
Programs and mitigate against continuing 
the present piecemeal approach, This iso- 
lated piecemeal approach has too often 
failed in the past—not because individual 
Programs were poorly conceived but be- 
cause the programs did not take into account 
the totality of Indian life and therefore a 


Dr. Leon is professor and chairman, depart- 
ment of psychiatry, University of Texas Medical 
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good program served to further shatter the 
already precarious identity of Indians in- 
volved. 

The paper presented by Dr. Saslow and 
Mrs. Harrover makes this point well. Edu- 
cation is good and necessary, but the impact 
of the education has been to contribute to 
a feeling of alienation. A program to de- 
velop land resources may be of no value to 
the Indian people if it does not go hand 
in hand with the development of human 
resources which include mental and phys- 
ical well-being and all that contributes to 
this. 

The second reason we need to be more 
conscious of the biopsychosocial organism 
is this: When we consider the mental health 
of any socially disadvantaged group we 
cannot assume certain "givens" which we 
take for granted when we talk about mental 
health for the predominant middle class— 
where we assume important physical, social, 
and cultural variables to be present. The 
middle class has access to and generally 
utilizes adequate health care and diet. Mini- 
mally adequate housing and education are 
usually present, and the middle-class Amer- 
ican, for the most part, has the necessary 
skills to enable him to cope with the com- 
plexities of our modern society. This is not 
So for many Indians and other socially 
disadvantaged groups. Much of what I say 
can be applied to the mental health of all 
socially and culturally disadvantaged groups. 


Indian-Government Interaction 


The major difference between Indians and 
other socially disadvantaged groups, aside 
from the general social and cultural differ- 
ences, is the relationship with the federal 
Bovernment. Not only is the history of this 
relationship unique, but the federal govern- 
ment has greater legal responsibilities to 
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Indians. The understanding of this relation- 
ship is so crucial to developing effective 
programs that I think it best to begin by 
considering Indians and the Bureau of In- 
dian Affairs as a single operating unit with 
interacting parts. What happens to one will 
somehow affect the vested interests of the 
other. 

Most people in the Bureau of Indian 
Affairs are sincerely interested in helping 
Indians toward a “good life.” In a sense, 
this is the vested interest of the Bureau and 
members go at it with great gusto. One 
might say that the method or vehicle for 
help is the program. The process of de- 
veloping a program, generally stated in over- 
simplified form, goes something like this: 
The Bureau recognizes an Indian need, de- 
velops the program idea and budget to meet 
the need, Congress appropriates the money, 
and personnel are sent into the field to carry 
out the program. 

In most cases the program is directed 
toward major problems and is well con- 
ceived. Yet in spite of one program after 
another, there are still some 300,614 Indians 
in the United States living on reservations 
in the West(2) where they tend to be 
physically, socially, and psychologically iso- 
lated from the main stream of mid-20th-cen- 
tury America. Those who are not physically 
isolated tend to live in ghetto-like areas on 
the outskirts of towns and cities. For the 
latter group, the isolation is social and 
Psychological. Many Indians living in or 
adjacent to communities in the West have 
erected an invisible psychological wall which 
separates them from the white community. 

Generally speaking, Indians are poorly 
educated and lacking in vocational and 
social skill. Their level of income is low 
and a large percent receive welfare at least 
some time during any given year. This is 
not to say that many Indians do not com- 
plete high school or go on to college, but 
the majority do neither. On many reserva- 
tions there is much social disorganization. 
Alcoholism is a major problem. Families 
are broken and children left to drift. The 
arrest rate for minor offenses on reservations 
is high. Children have few successful models 
with which to identify. 
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Problems and. Resources 


Most Indians are in a cultural no-man's- 
land. With some exceptions, much of the 
old Indian culture is gone and that which 
remains is inadequate for the modern world. 
At the same time, the Indian has only 
partly accepted and is only partly accepted 
by the dominant culture. 

Two examples can be given. Most In- 
dians are noncompetitive on an individual 
basis. They also lack the sense of urgency 
regarding time that the white man has. Both 
of these cultural attributes make it difficult 
for Indians to adjust to the white world 
of work. At the same time, the white man 
finds the Indians’ cultural orientation in 
relation to competition and time hard to 
accept. Indians could, of course, reject the 
white man’s world and may do so, but 
only ambivalently. The white man could 
also accept Indian ways and he may do so, 
but again only ambivalently at best. So the 
Indian remains anxiously between two cul- 
tures without the identity and confidence 
to resolve the matter in any satisfactory 
way. This is one reason we see so much 
personal and social disorganization. 

Why do these problems continue to exist 
when we have good programs? Indians 
share with other poverty groups a feeling 
of helplessness that stems from their belief 
that they cannot control their own destiny. 
This feeling may vary in degree from that 
found in, say, the Harlem Negro, but it is 
nevertheless present. Along with the feeling 
of being unable to control their destiny 
goes a passive-aggressive response to au- 
thority and particularly the authority of 
the federal government. I have discussed 
the latter at length in a previous paper(1). 
Both of these psychological reactions can 
defeat any well-meaning program imposed 
from the outside, and the handling of these 
responses may well represent the key to 
successful program development. 

So far | have sketched the problems in 
broad outline. Before returning to the cen- 
tral issue, I would like to digress to briefly 
mention the assets and potential assets in- 
herent in the current situation. The first 
and foremost asset is the Indian people 
themselves. In spite of the vicissitudes of 
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their life since the white man came to this 
country, they have maintained considerable 
dignity, and many tribes have retained 
enough of their culture and their previously 
adequate child-rearing practices to continue 
to impart some feeling of identity to the 
young, although how much this is so we 
do not know. This is an area where research 
is needed. 

Some Indian lands are a tremendous 
economic asset even though the present 
economic base on many reservations is in- 
adequate to support the inhabitants. Yet 
there remain many possible ways to develop 
the land so as to provide an entirely ade- 
quate economic base, and some tribes now 
or will shortly find themselves quite wealthy 
because of their land resources. 

Since the passage of the Indian Reorgani- 
zation Act during the Roosevelt adminis- 
tration, the tribal organizations have grad- 
ually built up to the point where they now 
represent a considerable asset to the Indian 
people, giving them a position of strength 
in developing programs on the reservation 
and in working with the federal government. 
Finally, even though federal programs in 
the past may have been harmful to Indian 
striving for independence, the federal gov- 
ernment’s interest in and responsibility to 
the Indian is a great potential asset. Through 
the Bureau of Indian Affairs, the Division 
of Indian Health of the U. S. Public Health 
Service, and now the new antipoverty pro- 
grams, there is the potential for an inte- 
grated constructive program which could 
be a model, in this country and in the 
world, for helping disadvantaged peoples 
achieve a goal that they themselves would 
want. 

What might be done that has not alrea 
been done? First of all, the goals of ed 
federal government must be reconciled with 
the goals of the Indians. I am not at all 
sure that these are the same or that Indians 
have adequately formulated goals. For ex- 
ample, is the goal to make the Indian a 
"respectable" middle-class American, or is 
it something else? If so, what do the Indian 
people themselves have to say about this? 

We know that some of the goals of the 
Bureau of Indian Affairs are to promote 
constructive utilization of Indian land and 
to provide adequate education and adequate 
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employment opportunities for Indians. 
Within the Bureau of Indian Affairs, these 
goals must be integrated into one harmoni- 
ous working philosophy which is consonant 
with the goals and philosophy of the Indian 
people. I think the federal government will 
have to get out of the business of being the 
initiator of programs and into the business 
of developing constructive responses to the 
wishes of the Indian people. 


Where to Start 


What I have been leading to is not 
specifics of program. Anyone versed in 
community psychiatry could sit down and 
outline a number of worthwhile programs 
and adapt them to Indian reservations. 
School mental health obviously needs much 
attention; there is literature describing pro- 
grams which, again, could be adapted for 
Indian schools. 

What I want to emphasize is not program 
content but process. The more I work in 
this area, the more I become convinced 
that although what is done is important, 
how it is done is even more important. In 
the beginning I would suggest, as has Dr. 
MeNickle, that it is necessary to develop a 
meaningful continuing dialogue between In- 
dian people and other interested federal 
governmental agencies. Coexistent with this 
should be discussion at all levels and par- 
ticularly higher levels within the Bureau of 
Indian Affairs to coordinate all activities 
and all programs that currently impinge 
upon Indians. 

At the same time Indian people must 
talk among themselves and gradually bring 
in the rank and file of Indian people to 
begin to formulate goals to which old pro- 
grams can be adapted and new programs 
devised. We have had well-meaning people 
working for years at developing programs 
of remedial action for Indian problems. 
The process of program development to date 
has been such that the Indian people have 
Dot yet been able to accept the notion that 
they can control their own fate. Thus they 


unconsciously resist or do not respond to. 


even the best programs. Many times they 
defend against potentially useful programs 
with passive-aggressive and self-destructive 
behavior. The interaction between Indians 
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and federal government as it has developed 
through the years is at the root of the 
problem. 


‘As one tribal leader said to me, “Why 
relive the Battle of Wounded Knee every 
time Indian leaders get together with gov- 
ernment officials? Everyone knows this was 
wrong. It cannot be changed. Our task is 
now to look toward the future.” The un- 
fortunate fact is that the Battle of Wounded 
Knee has been reenacted at a psychological 
level over and over again, often with the 
first shot being fired by a frustrated Bureau 
official who misunderstands the behavior of 
an Indian or perhaps correctly perceives 
the unconscious hostility of the Indian and 
reacts with his own unconscious hostility. 
To correct this, we must take a dynamic 
view of the process of intervention and 
finally begin to deal with the covert mes- 
sages which the government and the Indians 


` have been exchanging for over 100 years, 


but rarely if ever openly acknowledging. 

Unfortunately, the federal government is 
not geared toward working in this way. This 
does not mean that many officials of the 
Bureau of Indian Affairs cannot understand 
this way of working, but they too are caught 
in their own system. Congress appropriates 
money for programs; new schools are built 
or housing programs are developed. Once 
the money is appropriated, the Bureau is 
under pressure to show results: if the pro- 
gram is to build bathrooms with inside 
toilets and running water for Indians, the 
Bureau must be able to report to Congress 
how many bathrooms Were built and how 
many families still do not have them. It is 
difficult for such programs to take into 
account whether or not inside toilets are 
the major concern for a particular family 
and whether or not the family can utilize 
and maintain the new facilities to their own 
advantage. 

If a city has expanded to the boundaries 
of an Indian reservation and reservation 
land is the only open land for further ex- 
pansion, the developers are not eager to 
wait until the Indians go through the long- 
term process of deciding how they might 
want to utilize their homeland. In all fair- 
ness we must say the Indians may not be 
eager to go through this process either when 
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they see the potential for more immediate 
monetary gain. 

Earlier I mentioned that I see the role 
of the federal government not as program 
developer, as has been true so frequently 
in the past, but rather as a resource from 
which can come constructive responses to 
the wishes of the Indian people so that 
Indians may realize that they can indeed 
actively control their own destiny and do 
not have to forever “live within the system.” 
While Indians are spending all of their 
efforts reacting to the BIA-Indian system 
of interaction, they have little energy or 
time left to assess their own needs and less 
inclination to figure out ways of meeting 
these needs. 

We know that there is little hope to 
modify human behavior without some mean- 
ingful encounter taking place that is different 
from the neurotic repetition of old patterns. 
One of the best ways to encourage these 
encounters, providing that there is first a 
change of attitude that truly does encourage 
them, is through the use of various forms 
of group process—not necessarily group 
therapy, but group interactions of various 
kinds. 

For example, a beginning could be made 
by meeting with groups of Indian leaders to 
attempt to determine areas of greatest need. 
These group meetings should be followed 
by meetings at all levels of the Indian com- 
munity to get further views on needs. After 
some ‘basic priorities are established—and 
these should be flexible—more group meet- 
ings would follow so that the Indians could 
devise their own programs. 

The vast resources of the BIA should 
be put at the disposal of the Indians to 
carry out the programs, with the initiative 
and action coming from the Indians and 
the resources of the federal government 
always at the service of the Indians. It is 
my belief that were the Indians to develop 
a genuine feeling that they are indeed in 
control of what happens to them, the prob- 
lem of social disorganization would even- 
tually be resolved. 

I am not unmindful that programs are 
needed at all levels, and particularly to 
enable the young to achieve a feeling of 
identity, but I do believe that programs 
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are handicapped by covert messages and 
antiquated interaction patterns which are at 
odds with the stated purpose of the pro- 
gram. 


Conclusion 


The preventive program I have outlined, 
if one can call it a program, is aimed at 
the biopsychosocial disorganization which 
exists to a greater or lesser. degree among 
Indians. A program should attack this dis- 
organization at all levels and should aim 
to prevent the transmission of the disorgani- 
zation from one generation to another. The 
method recommended is primarily that of 
à process which involves the Indian through- 
out in determining his own fate. Expert 
consultants and technicians will be needed 
from time to time as programs develop, but 
these experts should be in the service of 
the Indian people, as should the BIA. 

I have chosen to discuss prevention in 


COPIES OF 
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this way because of my conviction that the 
primary need is not for new programs, al- 
though they certainly are needed, but rather 
for attention to the process by which the 
Indian can feel that he can control his 
destiny and develop an identity. Anyone 
who talks only about new programs and 
program content without attention to this 
process as the crucial factor will, in my 
opinion, be merely compounding old errors, 
He may well see his programs fall as they 
are caught in the barrage of antiquated 
interactional patterns between the Indians 
and federal government. 
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Psychiatric Education of Physicians: 
What Are Our Goals? 


E QUESTIONS immediately arise with reference to the psy- 
chiatric education of physicians. The first is: What are we 
educating for? The second is: What would constitute an adequate 
measure of a "successful" program? What kinds of criteria could be 
used to determine whether or not we can actually achieve the goals 
we have set? Third, is it possible that the problems we try to 
solve by education could be solved more economically in other ways? 

As an example, if we estimate that psychotherapy costs $25 per 
hour and if an individual is receiving one hour of psychotherapy 
per week at an approximate cost of $100 per month, is it not 
possible that giving him $100 per month to improve his living 
situation, add an additional room to the house, improve the position 
and efficiency of the bathroom, modify the family traffic pattern, 
etc., might not be a more effective way of helping him cope with 
some of his symptoms? 

In a postgraduate psychiatry teaching program we are implying 
that psychiatric education of physicians would either improve their 
functioning in their present situation or make it possible for them 
to act as psychiatrists to their patients. It is interesting to note that 
we do not similarly espouse the idea of postgraduate medical or 
surgical education which presumably would also improve the func- 
tioning of the psychiatrist. Is it possible that psychiatry gets over- 
concerned about the proper practice of medicine by others? I believe 
Dr. Douglas Bond is responsible for the statement that it is not the 
province of the departments of psychiatry to see to it that doctors 
are polite to their patients. However, we do seem to have the notion 
that we alone among physicians have the concept of the whole person. 
Whether or not we have an equal concept of the whole physician is 
another matter, but we are immediately faced with a question: “Who 
elected us to this messianic position?” 

All our educational efforts must be viewed in the light of a 
changing total picture of medicine. The role of the physician is 
changing with the changing role of medicine, and getting optimum 

nt possibly could be best achieved by 


care for a psychiatric patie j 
bringing a patient to a treatment center rather than by improving 
the psychiatric orientation of local physicians. If an educational 


program in an isolated community could take 30 years, it might be 
more effective to take 30 minutes to bring the patient into a treatment 


Amer. J. Psychiat. 125: 2, August 1968 


237 


[133] 


238 EDITOR’S NOTEBOOK 


center by helicopter rather than wait for this slower process to take 
lace. 

ý Some persons have felt that the university medical center should 
be a central type of institution—a sort of maëlstrom sucking into 
itself all the medical problems in its catchment area. To some 
extent this would be possible, but there are reasons why such an 
arrangement is not very popular at the present time. For one thing, 
the large center tends to be impersonal. It is a rather blood-chilling 
fact that when we recently surveyed some of the patients in our 
university medical center and asked, among other things, “Do you 
know who your doctor is?” one patient answered, “Of course not. 
Tm on welfare.” The blood-chilling fact is not that she did not know 
who her doctor was, but that as a welfare patient, she did not expect 
to know, 

For another thing, intensive treatment units and the care of 
high-mortality patients almost demands dehumanization of physicians 
and other medical personnel. Dr. Howard Rome reported that a 
Mayo surgeon had told him he could not afford to be emotionally 
involved with patients who had a predicted 80 percent mortality. 
He felt that his own nervous system would not stand this constant 
loss of individuals who had become important to him. The end 
result is that we are developing a physician-instrument relationship 
rather than a physician-patient relationship. One of my friends who 
was in an intensive treatment unit for a time commented on his 
feeling that he received the most cursory of nods from the visiting 
physicians as they turned with considerable eagerness to the array 
of measuring devices which apparently in their minds constituted the 
"real patient." 

There is a changing concept of the hospital, and the public is 
making its wishes felt in demanding that sensible attention be paid 
to creature comfort. The patient is no longer content to be a passive 
recipient of the cold food, cold bed pan, and unrealistic routine of 
the hospital. Both economically and socially we can expect some 
Changes in hospitals; in fact, some of these are already occurring. 
The ideal arrangement might be a small hospital, say 25 or 30 beds, 
surrounded by à hotel of 200 beds with adequate call systems, 
MU Supervision, and room service. 

t is true that people want technical excellence plus personal 
DRE EE. EM talked about the "explosion of expecta- 
“it takee a af GF Vd. admo of our time, and Denney adds: 
fairly romantic. nature to ti arrogance to survive in our time and a 

Conta ad. ant to. These are scarce resources . . ." (1). 
"old family physician cu o paca) in what people want. The 
which wai TAEI > a s ever existed at all, existed at a time 
practices ate Doni = Owest point of excellence in medical 
five years, and the idea ye People five on Die average of every 
1 family wih toe P old family physician" could provide 
iu becomes tata neutg ot his longitudinal acquaintance with 

ridiculous in the light of this highly mobile population. 
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It is difficult enough to pull together adequate medical information 


under the best of circumstances, and certainly, with nomadic families, 
keeping in one’s own head or one’s records longitudinal information 
about a family becomes very nearly impossible. 

Actually, people are beginning to talk more about patient-hospital 
relationships than about patient-physician relationships. The result 
of this is that many hospital emergency rooms are thought of as the 
neighborhood doctor. 

Medicine has .coped spectacularly with the noxious elements 
outside the organism and with spectacular skill has corrected difficul- 
ties once they have occurred inside the organism, but the present-day 
killers are found in the way we live and the psychological and social 
factors which impinge on our illnesses. These are the elements which 
make the difference between suffering and mere pain and which 
determine the degree to which the individual is incapacitated by the 
illness or injury. The degree of incapacity is largely independent of 
the actual amount of pathology present. 

In a recent meeting in Lima, Dr. Carlos Seguin commented that 
the witch doctors in northern Peru felt that there were two general 
classes of illness—those due to nature, which could best be handled 
by physicians, and those which were due to disturbances in inter- 
personal relationships, in which they felt their own skills were 
superior. 

At any rate, patients suffering from what Cabell called the 
Puckerel curse—"all small bodily ills from corns to dandruff," plus 
the chronically incapacitated, unhappy people—these are the trouble- 
some, unpopular, profanity-producing parts of medical practice. 
Nonetheless, this is precisely the area in which much of psychiatry 
operates. The conditions which come to fit the “medical model” 
(the crisp diagnosis and prognosis, the specific treatment regime, 
the rapid cure, the grateful—and solvent—patient) are lost to 
psychiatry and become part of the main stream of medicine. We are 
left with the tired, the poor, the unwanted, the disengaged, the 
unproductive, the people who are neither physically sick nor morally 
evil. We are left with the “wanderers in the middle mist.” 

Perhaps this is our real contribution and perhaps our only one—to 
help physicians see that in many cases there are no crisp cures, that 
psychiatric principles can make living endurable and functioning 
possible without demanding the elimination of all pathology. Per- 
haps our role is to help the physician and his patient understand 
that life, like middle age, sometimes demands that invaluable gesture 
known as the shrug. 

In this connection the role of the physician himself must be con- 
sidered. Sometimes the attempt to improve things by magnifying 
one aspect of a situation will produce confusion, not enlightenment. 
gyman, may have a relationship with his 


A physician, like a cler 
patient which demands an authoritative and therefore reassuring 


attitude and may find uncomfortable the permissive approach im- 
plied in psychotherapy. The patient himself may not recognize his 
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beloved physician in this new role. To put it another way, the very 
skill which should be useful in the new role becomes useless, A 
principle called “The Peter Principle” after its author, Dr. Lawrence 
J. Peter, is stated as: “In a hierarchy, each employee tends to rise 
to his level of incompetence. Every post tends to be occupied by an 
employee incompetent to execute its duties”(2). Dr. Peter goes on: 
“Competent teachers become incompetent principals; competent 
principals become incompetent superintendents. Frequently, the very 
characteristics that were responsible for the promotion were the 
sources of incompetence at the new level." 

Dr. Peter is talking about a hierarchy that is a vertical structure, 
but if you can shift your geometric point of view and think of the 
same situation on a lateral displacement level, the illustration he 
uses may be helpful. The career of Dr. Cy Softleigh, a competent 
psychiatrist in the state mental hospital, illustrates this well. “Soft- 
leigh was an effective psychotherapist. His pleasant, confidential 
manner, his readiness to listen long and say little, his soft voice, 
his steadfast avoidance of preaching or dogmatism, all contributed 
to his success. He accepted a promotion to the post of hospital 
supervisor. Now frequently he has to speak at public meetings or to 
address medical groups, He speaks now as he spoke then—softly, 
mildly, briefly, and without authority. In short, he is incompetent as 
a public speaker and a failure as a promoter of his department. He 
does not qualify for further Promotion and will remain in the post 
where he is now ineffective.” 

All these things must be taken into consideration in our efforts. 
At the same time, these efforts must not be discontinued because 
their discontinuance would constitute a great loss to both patients 
and their physicians. We must continue to assure physicians, includ- 
ing ourselves, that there are vast twilight zones in medicine, in- 
habited by suffering people to whom antibiotics and organ replace- 
ments offer little if anything. It is in this frontier that we must 
Operate, and Perhaps it is in this frontier that we will always operate. 
It takes faith and Courage, for we must operate without hard, fast 
rules and without the anxiety-relieving procedure of adopting limited 
goals. Such à procedure may be open to the surgeon who cannot 
tolerate his high-risk operations and consequently must think of 
himself as a technician and not as a human being. We are denied 
this outlet. We however can help our physician-students accept 
their responsibility in this area, and we can productively and help- 
pi gore them of their value even without bedrock on which 


As Wylie(3) said, 


Not truth, nor certainty. These I foreswore 
In my novitiate, as young men called 

To holy orders must abjure the world. 
“Tf. .., then. . .,” this only I assert; 

And my successes are but pretty chains 
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Linking twin doubts, for it is vain to ask 
If what I postulate be justified, 
Or what I prove possess the stamp of fact. 


Yet bridges stand, and men no longer crawl 


Played with the thrice-attenuated shades 
Of things, has over their originals. 
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In no small measure from the power this game, 


How frail the wand, but how profound the spell! 
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Pervasive Anxiety and the Need for Wisdom 


VERYONE WILL AGREE that the present state of the world does 
E nothing to allay our anxieties, and what we have been through 
recently does little to raise our hopes. The nation is in an upset and 
unpleasant mood. There are riots, sit-ins, teach-ins, love-ins, plus 
violence of every sort, capped recently by the wanton murder of two 
dedicated young men—crusaders in the best sense of the word—in 
the prime of their lives. Such senseless violence is a reprehensible 
and it settles nothing. However, we 


should note that our nation has gone through periods somewhat com- 


urnal last December on “Emotions and Sensibility 
" the medical historian, George Rosen, noted: 
precedented as some 
d believe. There have been other times, other periods in history when 
se of personal insignificance, feelings of frustration 
and similar characteristics have predominated. . . ." 


Dr. Rosen added: “Basically, what is common to such periods is that 
ir culture . . . are changed into 


d structure of order, power, 
an confronts the inscrutable 
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There were many things which Dr. King and Senator Kennedy 
said in regard to the changes taking place in society which might give 
us pause for thought. The latter’s address to the young people of 
South Africa, as quoted by his brother in a moving eulogy at his 
funeral, noted: “Like it or not, we live in times of danger and un- 
certainty. But they are also more open to the creative energy of men 
than any other time in history. All of us will ultimately be judged— 
and as the years pass we will surely judge ourselves—on the effort 
we have contributed to building a new world society and the extent 
to which our ideals and goals have shaped that effort. Our future 
may lie beyond our vision, but is not completely beyond our control. 
It is the shaping impulse of America that neither fate nor nature nor 
the irresistible tides of history, but the work of our own hands, 
matched to reason and principle, will determine our destiny.” 

This is language especially meaningful to us as psychiatrists. We 
can well understand that times of danger and uncertainty are especial- 
ly open to the creative energy of men. Our role is not to beat our 
breasts nor assure ourselves and others that we are all guilty. We 
know professionally that trying to increase guilt in people already 
outraged by the turn of events in our nation cannot help matters. 
Every decent person is outraged at the wanton murders, but our 
task is to capture that creative energy and put it to work for the 
betterment of our fellow men. 

It is indeed a revolutionary world in which we live, and this 
generation at home and around the world has had thrust upon it a 
greater burden of responsibility than any generation that has ever 
lived. It is incumbent upon us as psychiatrists to help: we cannot 
leave corrective measures to a vague "someone else." We must 
aid in worthwhile efforts to rebuild our country in a fashion that 
Will enable all men to live together in dignity and mutual respect. 
This will require dedication and wisdom. 

Psychiatry made one step forward when it moved out into the 
community to contribute its leaven. It also has made many scientific 
advances, but scientific advance alone never assures us of wisdom. 
"Wisdom is only that knowledge that is nurtured, seasoned, and 
tempered with charity." Not charity in the philanthropic sense, but 
in the sense that St. Paul used it: “In loving tolerance without which 
all else is vain.” If ever there was a time when wisdom was needed 
to help solve our problems, that time is now. 

EJ. B: 
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Long-Term Chlorpromazine Retention 
and Its Modification by Steroids 


BY MURRAY A. COWEN, M.D., AND WILLIAM C. MARTIN 


Urine chlorpromazine excretion was mea- 
sured in 28 senile patients who had been 
unmedicated for 12 to 18 months. Signifi- 
cant amounts of chlorpromazine were often 
detectable. The excretion rate of chlor- 
promazine could be increased by adminis- 
tration of cortisone and decreased by ad- 
ministration of androgen. 


Te ADMINISTRATION of chlorpromazine 
markedly alters many physiological mea- 
Surements which may be relevant to 
uncovering the pathophysiology of schizo- 
phrenia. Thus it influences dimethoxyphenyl- 
ethylamine (DMPEA) levels(3), EEG 
recordings(4), evoked potentials(5), and 
transcephalic direct current (TCDC) cir- 
cuit measurements(1, 2). Since the com- 
pound is retained in many tissues for a 
long time, it poses a iatrogenic stumbling 
block to much psychiatric research. 

This study was intended to determine if 
appreciable amounts of chlorpromazine and 
its metabolites can be detected in the urine 
of randomly selected patients who have 
been unmedicated for at least a year. Any 
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drug excreted in these patients would prob- 
ably parallel their plasma levels, which in 
turn depend upon the release of stored 
chlorpromazine metabolite from various 
tissues. The presence of an anabolic agent 
(androgen) might decrease cellular break- 
down and discharge of chlorpromazine, 
while a catabolic agent (cortisone) might 
increase its release from intracellular stores. 
Thus a second purpose of this study is to 
determine if there is a dynamic aspect to 
the excretion rate of the tissue-stored drug. 


Methods 


Three groups of senile patients at Marcy 
State Hospital, Marcy, N.Y., were selected 
as subjects. Each patient had been on 
chlorpromazine medication for prolonged 
periods of time in the past, but none had 
received any phenothiazine drug for at least 
one year. 

Urine samples were collected from each 
subject on the mornings of the test days, 
and chlorpromazine determinations were 
made by the Modified Forrest Technique, 
with the color reactions being rated from 
“0” to “+4” in a standard semiquantitative 
manner. 

Equal parts of urine and chloroform were 
placed in a separation funnel and shaken. 
The chloroform layer was drawn off and 
1 cc. of chloroform extract was then 
added to 5 cc. modified Forrest reagent 
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(H.SO, — ETOH — H50 in a 2:2:1 ratio). 
The test tube containing the Forrest-chloro- 
form extract was inverted a few times, and 
the layers were allowed to separate after two 
to three minutes. Chlorpromazine concentra- 
tions were graded according to color intensi- 
ties observed. Independent spot checks by a 
second rater showed perfect agreement in 
assignment of color intensities, indicating ex- 
cellent test reliability. 

Group 1 consisted of eight subjects. Their 
urinary chlorpromazine concentrations were 
determined, and they were then given in- 
jections of a long-acting androgen intra- 
muscularli. One week later, a second 
urinalysis for chlorpromazine was per- 
formed. Differences in chlorpromazine ex- 
cretion were calculated using each subject 
as his own control. 

Group 2 consisted of ten subjects. They 
were tested exactly as the first group except 
that they were given sterile saline injections 
instead of the androgen. This was done 
to check on any sequencing effects on 
chlorpromazine release. 

Group 3 consisted of ten subjects. Half 
were given a placebo orally three times a 
day for two days, and the others were 
given 50 mg. of cortisone orally three times 
a day for two days. Their urine chlorpro- 
mazine concentrations were then deter- 
mined. One week later the same procedure 
was performed, interchanging the subjects 
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receiving cortisone and placebo. Thus group 
3 subjects served as their own controls, 
and sequencing effects were balanced out. 


Results 


Table 1 indicates that the subjects still 
show a significant chlorpromazine excretion 
even after a year off medication. Group 1 
subjects excreted significantly less chlorpro- 
mazine metabolite after they were given 
androgen. The results from group 2 show 
that this effect is independent of sequencing 
or receiving an injection. Finally, the results 
from group 3 show that increased cortisone 
levels significantly increase chlorpromazine 
excretion. 


Discussion 


These results underscore the caution 
that studies performed on truly unmedi- 
cated patients are not necessarily com- 
parable with those done on patients who 
have previously been on chlorpromazine. 
This is particularly pertinent to studies 
which have failed to replicate prior reports 
on unmedicated patients. Furthermore, since 
steroid levels can influence chlorproma- 
zine tissue release, it follows that different 
conditions of stress might well alter me- 
tabolism of the drug. Thus any study per- 


TABLE 1 
Urine Levels of Chlorpromazine Under Various Conditions 


TEST CONDITION 


GROUP DESCRIPTION N LEVEL t P 
= 
T Off medication 8 Pre-androgen 2.00 f 2.80 e 
for 1 year injection 
Same 8 1 week after 0.86 
androgen injection 
E 
7 Off medication 10 Pre-saline in- ABLE Sali ns. nS. 
1.5+ years jection 
Same 10 1 week post- 1.10 
saline injection 
iS 
3. Off medication 10 Post-placebo 030 f 1.80 e^ 
1+ years 
Same 10 Post-cortisone 0.60 
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formed on previously medicated patients 
which fails to include tests of blood or 
urine drug levels is of doubtful relevance 
to studies performed on truly unmedicated 
patients unless it is shown that chlorpro- 
mazine does not influence the variable under 
study. 
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Cataracts Following Chronic Headbanging: 
A Report of Two Cases 


BY J. R. BEMPORAD, M.D., J. A. SOURS, M.D., AND 
H. F. SPALTER, M.D. 


In order to assess the relationship between 
severe cataracts and violent headbanging, 
ophthalmologic examinations were performed 
on a random group of institutionalized head- 
bangers; it was found that the majority had 
cataracts of varying maturity. The authors 
describe two patients, eight and ten years 
old, with cataracts subsequent to chronic 
headbanging and review recent theories at- 
tempting to explain it. 


D SYMPTOM of headbanging is well de- 
scribed in the literature(1, 2, 3, 4, 7, 8, 
24, 25). The range of behaviors included 
under this heading varies from normal head 
Tocking in infants(2) to pathologic violent 
striking of the head and face with fists and 
shoulders(5, 11). Headbanging has been 
categorized with enuresis, rocking, and 
thumb-sucking as maneuvers for self-stimu- 
lation and tension reduction(19, 20, 24). 
The disturbance is found in both neurotic 
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and psychotic children, but the meaning 
and significance of the symptom appear to 
be age-specific: the older the headbanger, 
the more indicative of psychosis. There is 
inconclusive evidence that headbanging in 
adults is related to headbanging in chil- 
dren(23). 

The physical consequences of headbang- 
ing are described, but the ophthalmological 
sequelae are uncertain, We have recently 
evaluated two patients with severe cataracts 
resulting from long periods of violent head- 
banging. In order to assess this relationship 
further, ophthalmologic examinations were 
performed on a random group of institu- 
tionalized headbangers. It was found that 
the majority of these children had cataracts 
of varying maturity. 

Further confirmation of the association of 
headbanging and cataracts was supplied by 
Dr. G. A. Jervis (Letchworth Village, 
Thiells, N. Y.) who, in response to our 
inquiry, stated that many childhood head- 
bangers eventually developed cataracts dur- 
ing adolescence or adult life, often years 
after the cessation of their symptom(14). 
He added that a child with retinal detach- 
ment, probably secondary to headbanging, 
had recently been brought to his attention. 

This paper describes two cases of cata- 
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racts subsequent to chronic headbanging and 
reviews recent theories attempting to ex- 
plain this form of self-injury. We wish to 
stress the ophthalmologic complications of 
headbanging. 


Case Reports 


Case 1. Mike J., an eight-year-old boy, was 
admitted to the eye institute in June 1965 with 
bilateral cataracts. Mike would strike his fore- 
head with his fists and hit his head with his 
shoulders, He had numerous bruises over his 
face. 

Mike was an out-of-wedlock child. Both par- 
ents have suffered psychotic episodes and show 
a borderline, psychopathic type of adjustment. 
Mrs. J.’s pregnancy was normal, as were her 
labor and delivery. During the first year of life, 
Mike was cared for by the maternal grand- 
mother. The family pediatrician stated that 
during this time Mike was completely normal. 
At 12 months Mike could stand, crawl, say 
a few words, and was of a cheerful disposi- 
tion. 

After his first birthday Mike went to live 
with his parents, allegedly so that they could 
receive an increase in welfare funds. Mike was 
frequently beaten and locked alone in a room. 
When he was seen at 30 months by his pedi- 
atrician, Mike was covered with bruises and 
appeared like a “frightened animal.” Although 
his physical development was normal, he 
screamed when approached, did not speak, 
was difficult to feed, avoided light, and banged 
his head violently. He was unable to sleep for 
a prolonged period of time, would only drink 
from a bottle, and ran around shrieking in a 
high-pitched voice. 

Mike was hospitalized with the diagnosis of 
childhood psychosis—autistic type. He was 
subsequently returned to the maternal grand- 
mother and placed in a therapeutic nursery 
school. At the age of four, he was admitted to 
a state hospital where he remained until he was 
transferred for cataract surgery four years 
later. His headbanging had continued as had 
his hyperactivity. Mike was then still unable to 
speak a complete sentence. 

Ophthalmologic findings. Because of the 
child’s poor cooperation, examination was car- 
ried out under anesthesia. Although several 
bruises were apparent about the scalp and 
forehead, there were no injuries visible on the 
eyelids or globes. The cornea and anterior 
chambers of both eyes were normal, Ocular 
motility was full with no evidence of extra- 
ocular paresis. Pupils were 4 mm. in diameter, 
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round and regular, and reacted sluggishly to 
light. The irides revealed no adhesions to the 
lens, tears, or dialyses. Intraocular tension as 
measured with the Schigtz tonometer was 15 
mm. Hg. in the right eye and 16 mm. Hg, in 
the left eye. 

The right eye revealed a dense mature 
cataract through which no details of the fundus 
could be seen despite the use of intense illu- 
mination with the binocular indirect ophthal- 
moscope. The left eye had a moderately dense 
cataract characterized by diffuse homogeneous 
lens opacities with no special characteristics 
throughout the entire depth of the lens. The 
retina could be seen and was totally detached 
and organized. It was the opinion of several 
Observers that surgical intervention in the left 
eye for the detached retina would be of no 
benefit. 

The cataract in the right eye was surgically 
removed by a needling and aspiration proce- 
dure. Postoperatively the eye healed unevent- 
fully; two weeks postoperatively the patient 
was reexamined under anesthesia to evaluate 
the status of the retina of the right eye. The 
retina was easily seen and was found to be to- 
tally detached, gliotic, and shrunken. 

Microscopic examination of lens material 
revealed a hyaline membrane with adjacent 
connective tissue, a lens capsule with fibrous 
metaplasia of underlying epithelium, and spotty 
calcification of submembranous matter. 

Follow-up report. Mike was again seen in 
July 1967. In the intervening two years he had 
been given a course of negative conditioning 
treatment for his headbanging. The procedure 
consisted of administering an electric shock to 
his hands whenever he tended to strike him- 
self, for a specific period every day. As a re- 
sult of this treatment, he showed no head- 
banging and his face was not bruised or scarred. 

Mike was very clinging and demanding dur- 
ing the follow-up visit and would not separate 
from his mother. He insisted on almost con- 
tinuous bodily contact with her. He was easily 
frightened and excitable. Although he refused 
to talk to the interviewer, he was able to com- 
municate verbally with his mother and could 
carry on a fairly normal conversation. 

Ophthalmologic examination at this time 
showed that the right eye had maintained an 
adequate pupillary opening, free of lens ma- 
terial. The retina was grossly disorganized and 
detached. The left eye now had a mature cata- 
ract. 


Case 2. Jack M., a ten-year-old boy, was 
admitted in February 1967 with bilateral cata- 
Tacts. On admission he was hyperactive, €x- 
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citable, and frequently struck his face with his 
fists. 

Jack had been adopted at the age of three 
and one-half months; no information is avail- 
able about his natural parents. His foster par- 
ents described him as having been a placid 
baby who did not seem to respond to mother- 
ing. He did not walk until 21 months and did 
not speak until 36 months. He was markedly 
hyperactive in infancy and showed poor motor 
coordination. He seemed to be more interested 
in objects than in people and for a while had 
an obsessive interest in balloons. At the age of 
four he began having spells of shrieking and 
screaming with occasional hitting at his head. 
At this time he also repeated phrases in parrot- 
like fashion without any awareness of their 
meaning. 

Jack was admitted to a state hospital at the 
age of seven with the diagnosis of childhood 
schizophrenia and chronic brain syndrome. An 
EEG showed many spindles but no paroxysmal 
activity, foci, or other abnormalities. In the hos- 
pital, Jack continued to hit his head against 
doors and walls as well as striking his forehead 
with his fists. 

When he was seen for cataract surgery three 
years later, Jack was friendly and responsive 
but became frightened if separated from his fos- 
ter parents. His speech was coherent. He had 
no difficulty in answering the interviewer's 
questions. He was markedly hyperactive and 
showed poor impulse control. Despite his lim- 
ited vision he seemed able to maneuver suc- 
cessfully, 

During his bursts of hyperactivity, Jack 
would attempt to strike his face and head. He 
might suddenly start screaming: “Hold my 
hands. Hold my hands,” indicating that he 
wanted help in restraining his headbanging. If 
his hands were not forcibly held down, he 
would violently strike himself. Much of this 
behavior was used at times as an attention- 
getting device. 

At the time Jack was seen, he was receiving 
a course of negative conditioning for head- 
banging(19). Jack had brought a wooden stick 
With a knob at one end, which was a replica 
of the electric prod used in conditioning. He 
Said that if he touched his hands with the stick 
he could often stop from striking himself. 
Through the use of his “make-believe” prod, 
Jack seemed to be trying to gain mastery over 
his symptom. 

Ophthalmologic findings. There were no ap- 
Parent injuries to the lid or globe although 
Several scalp wounds were present. The cor- 
nea was clear bilaterally. The anterior cham- 
bers were of normal depth and showed no 
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signs of inflammation or hemorrhage. The 
pupils were 3 mm. bilaterally, round, symmetri- 
cal, and reacted briskly to light. The intraocu- 
lar tension was normal to finger pressure. Both 
eyes showed mature cataracts so that neither 
retina could be visualized. 

Needling and aspiration of each cataract 
were performed under general anesthesia. Post- 
operative examination revealed bilateral clear 
vitreous and entirely normal retinae. 

Follow-up report. Jack was again seen in 
June 1967. His headbanging had noticeably 
decreased; he continued to manifest his other 
symptoms. Ophthalmologic examination at this 
time revealed no evidence of retinal pathology, 


Discussion 


Headbanging phenomena have been most 
often studied in infants(23). In 1944 Levy 
attributed headbanging to the restraint of 
infant motoric activity(17). Lourie observed 
that 15 to 20 percent of children, neonatal 
to toddler and predominantly boys, either 
rocked or banged their heads until phallic 
development and occasionally until late in 
the latency period(18). He related head- 
banging to tension reduction and associated 
it with brain damage, deprivation, and 
frustration. Lourie did not attempt to dis- 
tinguish the phenomenological and dynamic 
features of headbanging. 

In the last 20 years headbanging has 
been recognized as a manifestation of de- 
privation states. Ribble noted headbanging 
in her pioneer studies on deprivation(22). 
This finding was later confirmed by a num- 
ber of observers(2, 5, 9, 12, 15, 16, 21, 24, 
26) and also noted in infants separated for 
relatively short periods from their par- 


ents(13). 

Silberstein has differentiated two varieties 
of headbanging: autoerotic and  tan- 
trum(24). The former is found in 


the younger child who rhythmically knocks 
his head against his crib until satiated and 
ready for sleep. Beginning at six to 12 
months and continuing until latency and 
adolescence, this mode of headbanging, self- 
stimulating and often associated with 
thumb-sucking and other oral behavior, is 
found in both psychotic and neurotic chil- 
dren. Silberstein views autoerotic headbang- 
ing as a primitive defensive maneuver, and 
according to him this symptom is a result 
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of incomplete maternal stimulation. These 
infants are partly isolated, not picked up 
enough, and in general separated from the 
mother for various reasons. Headbanging is 
also viewed as an extension of the rooting 
or cephalic reflex(10). Thus, autoerotic 
headbanging is “an opportunistic infantile 
act capitalizing on the cephalic reflex to 
produce relief from tension . . . a substitute 
for incomplete maternal stimulation" (10). 

Tantrum headbanging, on the other hand, 
commences in the toddler stage of develop- 
ment, often persists from the anal-muscular 
stage of development well into adulthood, 
and is part of over-all muscular activity 
in which the child, for secondary gain, 
throws himself down on the ground with his 
arms and legs thrashing. This type of head- 
banging is not rhythmical or gratifying. It is 
part of a control deficit in the face of mount- 
ing tension and frustrations. It waxes and 
wanes for varying periods of time, fatigues 
and drains the child, and often increases his 
fear and tension(24). 

Cataracts resulting from trauma are fre- 
quent following penetrating injuries to the 
eye. In these cases the lens capsule is rup- 
tured and exposure of the lens proteins to 
the intraocular fluids produces cataractous 
changes within hours or days. 

The effects of concussion of the lens such 
as those resulting from a direct blow or 
from force applied to the skull are more 
subtle. The most likely mechanism for the 
gradual development of cataracts in con- 
cussion injuries is a disturbance in the 
permeability of the lens capsule. With a frank 
rupture of the lens capsule the aqueous 
humor readily reaches the proteins of the 
lens, rendering the lens opaque almost im- 
mediately. However, with mild trauma it can 
be postulated—although net yet experimen- 
tally proven—that alteration in the permea- 
bility of the lens capsule leads to cataracts. 

The mechanism of contusion injury can 
be explained relatively simply. A -pressure 
wave following sudden impact thrusts the 
aqueous and iris against the lens and pushes 
it backwards into the vitreous. Duke-Elder 
in reviewing this subject, further suggests that 
within the fluid contents of the globe force 
is transmitted in all directions so that the 
capsule and its epithelium as well as the 
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lens substance itself are concussed(6). Cer- 
tainly repeated trauma even of mild degree 
could produce cumulative damage of suffi- 
cient magnitude to induce cataract forma- 
tion. 
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Obesity and the Self-Help Group: A Look at TOPS 


BY SAMUEL WAGONFELD, M.D., AND HOWARD M. WOLOWITZ, PH.D. 


The membership and dynamics of self-help 
weight-reduction groups, which are suc- 
cessful for a number of obese women, are 
explored. While such a group probably 
accomplishes no alteration in personality, 
it strengthens existing defenses. The au- 
thors were struck by the theme of aggres- 
sion played out among members. 


T= PROBLEM of obesity in America is 
something of a paradox. In contrast 
to many primitive and modern societies 
where corpulence often means affluence, 
modern Americans abhor being fat. A look 
at the popular literature of women’s mag- 
azines and Sunday supplements reveals our 
concern with obesity and its corollary, 
weight reduction. In fact, dieting borders 
on being a national obsession. This is of 
some concern to the psychiatrist because, 
ever since Hilde Bruch's pioneering work 
in the 1930s, obesity has been largely con- 
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ceptualized as an emotional problem(2-4). 

Much interesting work in recent years 
has helped to clarify the physiology of 
obese states without necessarily altering 
this view of its emotional origins(8, 9, 12). 
Considering the pervasiveness of our con- 
cern with obesity, it is not surprising that 
all kinds of psychotherapy, medical man- 
agement, fads, and drugs have been tried 
(22). Unfortunately most approaches have 
had little success(1, 6, 7, 10, 14-17, 23, 
24). This paper will explore one program 
of weight reduction which has some unique 
features of interest to the professional men- 
tal health worker. 

TOPS (Take Off Pounds Sensibly), like 
other self-help groups such as Alcoholics 
Anonymous, Synanon, and Recovery, Inc. 
(11, 13, 18, 19, 21), has the following 
interesting characteristics: 

1. TOPS is essentially a nonmedical 
group, although it does receive some sanc- 
tion from the medical community. 

2. There is no medical or psychiatric 
supervision, although TOPS members are 
avowedly doing group therapy for an emo- 
tional problem. 

3. TOPS groups probably treat more pa- 
tients for obesity than do the mental health 
resources in any given community. 

4. The methods and results of TOPS 
groups have not been well documented. 

TOPS was started 20 years ago by a 
Milwaukee housewife (with her physician’s 
encouragement) after numerous unsuccess- 
ful dieting attempts. From the founding of 
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this initial chapter, the organization has 
spread to all 50 states and many foreign 
countries. There are over 60,000 members 
in 2,400 chapters. Annual conventions and 
frequent newsletters give incentive and co- 
hesiveness to the movement. To find out 
something about these groups and what 
results they achieve, information was 
gathered on three TOPS groups and a 
control group (not obese). The results of 
this study, reported elsewhere(20), yielded 
much interesting information and raised sev- 
eral pertinent questions which are summa- 
rized and discussed in the remainder of the 
paper. 


Study Methods and Results 


To give a balanced view of TOPS, three 
separate groups were studied and compared 
to a nonobese control group. 

The instrument for studying was a self- 
administered questionnaire which sought 
information about each subject's history 
of obesity, affiliation with TOPS, and nu- 
merous related items. Six months after the 
data collection, information was obtained 
about how many members had dropped out 
and what diet results had been obtained 
during the interval. 

All the members of the three TOPS groups 
were female. Although the groups showed 
variations reflecting the community from 
which they came, members were predomi- 
nantly middle-aged, white, Protestant, and 
married. Social class varied with locale: 
the group from the university town was 
predominantly upper-middle-class, while the 
one from the large metropolitan area was 
predominantly lower-class. Almost all mem- 
bers in each group were clinically obese 
(greater than 20 percent over ideal weight), 
although very few were massively obese 
(greater than 100 percent over ideal 
weight). 

While exploring the question of motiva- 
tion, we compared the TOPS groups with 
a control group. We were surprised to find 
that although the control group was not 
obese, its members reported the same num- 
ber of diet attempts and had started dieting 
at about the same age as TOPS members. 
[his strongly suggests that nonobese in- 
lividuals are as weight conscious as clin- 
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ically obese women; this may be a reflection 
of current social values regarding body 
weight and obesity. 

This finding naturally raises the question 
of what factors, other than obesity or a 
concern with body weight, motivate women 
to join TOPS. One factor seems to be an 
element of despair; TOPS is apparently a 
last resort for many members for whom 
numerous previous diet attempts have 
failed. Another factor, which showed up 
in an analysis of our data by social class, 
indicated that TOPS members have atypical 
class attitudes toward obesity. In other 
words, contrary to Goldblatt’s data from 
the Midtown study(5), these predominantly 
lower- and lower-middle-class TOPS women 
seem to be as disapproving of obesity as 
middle- and upper-class women. 

Another interesting aspect of these groups 
is their relationship to the medical pro- 
fession. In spite of the fact that the ma- 
jority of TOPS members had contact with 
physicians before joining and continued to 
consult their physicians during their mem- 
bership, less than 3 percent of members 
were referred to TOPS by physicians. Al- 
though very few of the members felt that 
their doctors disapproved of TOPS, the 
lack of physician referrals indicates some 
doubt about the group’s usefulness. 

Of even more interest was the fact that 
less than 1 percent of TOPS members had 
consulted any mental health resource, i.e., 
psychiatrist, psychologist, or social worker. 
Since the group considers obesity an “emo- 
tional problem," it is not clear why they 
avoided recognized mental health facilities. 
Our data indicate that this aversion is not 
related to the social class of the members. 
It is possible that it is a function of the 
preselection process; perhaps those drawn 
to TOPS do not consider their obesity à 
"real" emotional problem or for some 
reason fear or distrust psychiatric help. It 
is also possible that the doctors with whom 
they had contact have discouraged or been 
apathetic about any referral to a mental 
health resource. 

What are the results of membership in 
TOPS? We found a large dropout rate 
during the beginning affiliation period. Of 
new members, nearly 50 percent dropped 
out within 6 months. Of those remaining 
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longer than 6 months (some as long as 5 
years), over 80 percent show some weight 
loss, often of significant degree, as long as 
they retain their membership. We conclude 
that, after preselection and initial dropout, 
a group remains which finds TOPS of 
benefit in maintaining weight loss. 


Discussion 


A look at a typical meeting offers some 
clues as to why TOPS works for those who 
remain in the group. The meetings usually 
start with a song or a pledge attesting to 
a common goal of "controlling emotions" 
to curb obesity. Elements of dedication and 
group support are quite clear. 

The next item on the agenda, and per- 
haps the key ritual, is the “weigh-in.” All 
members attending the meeting have their 
weights recorded by an official weight 
keeper. There is a public announcement 
of each member's success or failure during 
the previous week. When a member has 
lost weight there is applause and much 
vocal approval; if she has gained weight, 
there is obvious disapproval with some 
booing and derision. 

In some groups the member who has 
gained the most weight is given the title 
of *Pig of the Week" and may be made 
to wear a bib with a picture of a pig on it 
or may have to sit in a specified area called 
the “pig pen." The elements of positive 
and negative reinforcement, as well as 
public humiliation and repentance, are ob- 
vious here. Quite clearly, being good is 
equated with losing weight and being bad 
with gaining weight. The meeting closes 
with either an educational program or busi- 
Ness items. 

In addition to the meetings, two other 
features of the group seem to offer con- 
siderable help. There is a “buddy” system, 
reminiscent of Alcoholics Anonymous, 
which is used for those members who ex- 
Perience anxiety or loss of control. At 
times this appears to function as an auxil- 
iary ego. 

In addition, there is an emeritus status 
referred to as KOPS (Keep Off Pounds 
Sensibly); these are members who have 
been successful and who assume a pros- 
elytizing role. This is both an inspiration 
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to other members and a reward for those 
who have succeeded. We suspect a great 
deal of reaction formation is at play in 
members who function in this status. 

In addition to the group identification, 
support, and positive and negative rein- 
forcement, one cannot help being struck 
by the theme of aggression which is played 
out among members, often in oral-aggres- 
sive imagery. This surely must be a useful 
alternative to overeating, which is the most 
common way these women express their 
conflicts about orality and aggression. In- 
deed, we suspect that the whole question 
of aggression and passivity is a crucial one 
in the dynamics of these groups. It is 
probably related to the question of who 
remains in TOPS and how the members 
interact. Ultimately it may account for a 
large part of their results.! 

We have the strong impression that there 
is a subgroup who are active and vociferous 
in their chastisement and coercion of the 
more passive individuals in the group. 
Presumably those who dislike or cannot 
tolerate this aggressiveness drop out. Our 
impressions were substantiated by some of 
the hostility which was directed toward 
the investigators who tapped this level of 
dynamic interplay. It raises questions for 
future researchers who run the risk of ob- 
serving and arousing anxiety about inter- 
fering with the group autonomy and the inde- 
pendent-dependent axis of dynamics of 
such groups. 

Clearly, certain pertinent questions about 
TOPS are as yet unanswered. Information 
about why individual members remained or 
dropped out can best be answered by more 
extensive individual interviewing techniques 
which were beyond the means of this in- 
vestigation. 
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Blood Sugar Levels in Patients Treated with Chlorpromazine 


BY LUIS SCHWARZ, M.D., AND RODRIGO MUNOZ, M.D. 


The authors studied 850 patients being 
treated with chlorpromazine for changes in 
blood sugar level. While the 22 diabetic pa- 
tients in the sample did not show significant 
modifications in their blood sugar levels, 
five patients developed diabetes after drug 
treatment. However, the latter had charac- 
leristics resembling those of persons in the 
general population who are prone to de- 
velop the disease. 


VAILABLE EVIDENCE indicates that car- 

bohydrate metabolism may be impaired 
in patients with schizophrenia, manic-de- 
pressive psychoses, and involutional psy- 
choses(6, 7, 8). This change has been 
attributed to various factors including 
emotional tension(6), poor gastrointestinal 
absorption(5, 6, 7), and the aging pro- 
cess(13). 

Hyperglycemic changes were reported in 
humans during therapy with chlorproma- 
zine in 1954(11), 1955(9), and 1963(10); 
such changes have also been reported in 
animals. Several theories have been formu- 
lated suggesting that chlorpromazine acti- 
vates the adrenals and sympathetic nerve 
endings(12) or that the hypothermic effect 
of the drug(2) enhances catecholamine se- 
cretion. Either mechanism would produce 
secondary hyperglycemia. Other authors 
have emphasized a depressant effect of 
chlorpromazine upon liver function(3) and 
an interference with glucose metabolism 
by phenothiazines with a chlorine atom at 
the R-2 position(1). 

In view of the above theoretical evidence 
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we proposed to assess the effects of chlor- 
promazine upon glucose levels in a psy- 
chiatric population with and without diabe- 
tes mellitus. 


Method 


The subjects were selected from a ran- 
dom sample of 850 patients treated with 
phenothiazines at Malcolm Bliss Mental 
Health Center, St. Louis, Mo., between 
January 1965 and December 1966. Normal 
blood sugar values were found in 823 of 
these patients. Of the remaining 27 pa- 
tients, five developed permanent hyper- 
glycemia (P-Group) after treatment with 
phenothiazines was started, and 22 had a 
history of diabetes mellitus (D-Group). The 
group that developed hyperglycemia was 
composed of three patients with chronic 
brain syndromes and two schizophrenics. 
The group with pre-existing diabetes mel- 
litus included 14 schizophrenics, five pa- 
tients with chronic brain syndromes, and 
three with personality disorders. 

Fasting blood sugar levels (FBS) were 
determined in all 850 patients within the 
first 24 hours of admission and again in the 
second week (15 days after admission, on 
the average, with a range of 12 to 20 days). 
An oral glucose tolerance test was done 
whenever the second FBS was above 120 
mg./100 ml. One-hundred fifteen patients 
(14 percent) were started on chlorproma- 
zine at the time of admission, before the first 
FBS was obtained. The remaining 735 pa- 
tients were started on the same medication 
during the first week after admission (the 
third day, on the average, with a range of 
two to seven days). These patients received 
an average of 400 mg. of chlorpromazine 
(range of 200 mg. to 1000 mg.). Seventy- 
four patients (nine percent) were also given 
trifluoperazine (15 mg., on the average, 
with a range of 8 mg. to 20 mg.). None of 
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the patients in these studies received any 
other drug known to be diabetogenic. 


Results 


P-Group. All of these patients had been 
started on chlorpromazine after the first 
FBS was obtained. The mean value of the 
initial FBS was 88 mg./100 ml., but it in- 
creased to 160 mg./100 ml. after treatment 
with phenothiazine. The range of blood 
sugar in this group was 125 mg./100 ml. to 
190 mg./100 ml. at one hour (mean = 175 
mg./100 ml.) and 130 mg./100 ml. to 170 
mg./100 ml. at two hours (mean = 140 
mg./100 ml.). Twelve months later these 
patients are still treated as diabetics. 

D-Group. 'The range of blood sugar levels 
before treatment in this group was 140 mg./ 
100 ml. to 185 mg./100 ml. (mean — 160 
mg./100 ml) at one hour and 145 mg./ 
100 ml. to 150 mg./100 ml. (mean — 149 
mg./100 ml.) at two hours. No significant 
difference in these values was observed after 
treatment was started, 


Discussion 


The small number of patients in the group 
that developed hyperglycemia precludes 
generalizations, Two of them were para- 
noid schizophrenics. One had a diabetic 
brother; the other had no known family his- 
tory of diabetes. This second patient, a 46- 
year-old man, had a 20-year history of in- 
termittent admissions to VA hospitals where 
he had also been treated with phenothia- 
zines, apparently with no change in biood 
sugar level. The first patient, a 50-year-old 
man, was admitted for the first time after a 
15-year history of inability to work because 
of delusions and auditory hallucinations of a 
persecutory nature. 

Three patients were diagnosed as suffer- 
ing from brain syndromes, All of them 
were overweight and had one or more blood 
relatives with a history of diabetes, One pa- 
tient, a 50-year-old man, had a history of 
numerous admissions to various hospitals 
because of alcohol addiction. His memory 
impairment had lasted for at least two 
years before admission. The other two pa- 
tients, women aged 60 and 65, had two- 
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to three-year histories of intellectual im- 
pairment that was thought to be associated 
with cerebral arteriosclerosis. It seemed that 
these were the logical patients to study for 
general organic disorders, including metabol- 
ic impairment. Nevertheless, they were a 
small part (five percent) of a number of 
patients in the same age group with the same 
diagnosis. 

The findings in these five patients resem- 
ble what is known about the prevalence of 
diabetes in the general population; i.e., it is 
higher among those individuals who are 
aged, overweight, and have family histories 
of diabetes(4). 
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A Psychopathological Reaction Precipitated 
by Sensory Deprivation 


BY GEORGE C. CURTIS, M.D., AND MARVIN ZUCKERMAN, 


A young male subject developed an acute 
psychotic reaction during an eight-hour sen- 
sory deprivation experiment. His delusions 
lasted several days, and severe anxiety and 
depression lasted several weeks. This is the 
third reported case of such a prolonged re- 
action. 


aka the immediate effects of sen- 
sory deprivation on mental function 
may be profound, clinically significant after- 
effects are rare. Azima and associates(2, 
_ 3) reported that two out of 18 hospitalized 
psychiatric patients who were isolated with 
sensory restriction for two to six days de- 
veloped paranoid psychoses. They even- 
tually required electroconvulsive therapy. 

As Miller(10) points out, subjects whose 

defensive equilibrium is severely threatened 

usually terminate the experiment on their 
, Own initiative. 

The present case appears to be the third 
one reported in which an extended reaction 
Occurred, and the only one in which the 
subject was not a psychiatric patient prior 
to sensory deprivation. 


Case Report 
The subject, a 21-year-old-male student, 
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was recruited through an advertisement in 
his school newspaper. He denied any history 
of major medical illness or of psychological 
treatment. He was to be paid $40 on com- 
pletion of an eight-hour experimental and an 
eight-hour control day. 


Personality Tests 


Personality tests were administered to the 
subject prior to the sensory deprivation ex- 
periment. His test profile on the Minnesota 
Multiphasic Personality Inventory (MMPI) 
may be coded 546'83729-. The three scales 
above 70 (2 standard deviations above the 
mean) were: Femininity (Mf), Psychopathic 
Deviate (Pd), and Paranoia (Pa). The next 
highest scale was Schizophrenia (Sc) with 
a standard score of 62. The score on the 
R factor of the MMPI, interpreted by some 
as repression, was elevated. High Dominance 
and low Dependency scores were obtained. 
The subject’s MMPI pattern resembles those 
of other college students characterized by 
home conflicts, nonresponsiveness in inter- 
views, social insecurity, restlessness, and in- 
somnia(4). This kind of pattern is seen with 
great frequency in paranoid schizophrenics 
and other patients characterized by hostility, 
suspiciousness, evasiveness, defensiveness, and 
denial(8). The high Femininity score, com- 
bined with an elevated Psychopathic Deviate 
score, could indicate homosexual problems. 
However, an elevated Femininity score is 
not uncommon in male liberal arts students 
who are sexually normal. 

On the Gough-Heilbrun Adjective Check 
List, the only scale with any significant ele- 
vation was Aggression. The subject scored 
low on scales purporting to measure Personal 
Adjustment and Affiliative, Nurturant, and Het- 
erosexual needs. 

The subject's scores on the Edwards Per- 
sonal Preference Schedule, a test where sub- 
jects are required to choose between needs, 
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showed marked elevations on needs for 
Achievement and Deference and low scores 
on Change and Abasement needs. The low 
score on need for change or variety is con- 
sistent with the relatively low score the subject 
obtained on Zuckerman’s(15) Sensation Seek- 
ing Scale. 

On the Eysenck Personality Inventory, the 
subject scored in the extreme introvert range 
and was low on the Neuroticism score. 

The total pattern indicated poor adjustment, 
hostility, defensiveness, lack of insight, and 
insecurity in interpersonal relationships. 


The Experiment 


The subject was confined in a 7 by 7 foot 
black (interior), soundproof room. He was 
loosely strapped into a form cut out of a 
foam rubber mattress in the shape of the 
human body, The foam rubber form was set 
on top of another foam rubber mattress on 
a low hospital bed. Foam rubber head forms 
restricted head movements. The apparatus 
accomplished effective restriction of gross body 
and limb movement without creating major 
body discomforts. The subject wore gauntlet 
gloves which restricted tactile stimulation. 
Confinement began at 9 a.m. After an initial 
testing and base line autonomic measurement 
periods, the lights in the room were turned 
off and the door was closed, shutting out all 
sounds from outside the room. The subject’s 
heart rate remained fairly low and stable 
throughout the morning, but breathing, skin 
conductance, and galvanic skin response 
(GSR) fluctuations showed a marked increase 
in arousal after the first hour of confinement. 

The subject was unstrapped and sat up 
for lunch. Afterward he was again strapped 
into the form and the lights were turned off. 
His heart rate rose sharply, ranging from 
100 to 111 beats per minute during the mid- 
afternoon and above 85 for the rest of the 
confinement period. Skin conductance con- 
tinued to rise, and breathing rate remained 
high. Later his urinary 17-ketogenic steroid 
excretion for the entire eight-hour period 
proved to be the second highest obtained in 
the experiment. 

At no time during the experiment did the 
subject complain or ask to be released, al- 
though he was aware he was being monitored, 
Afterward he said the money kept him from 
quitting. He seemed disturbed on being re- 
leased from confinement but took the post- 
isolation paper and pencil tests without 
comment. However, during the postisolation 
interview he was angry and almost incoherent 
at times. He accused the experimenter of 
putting drugs into his sandwiches, giving him 
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a spinal anesthetic "that was central nervous 
system numbing," and of piping some kind 
of gas into the room. He threatened to expose 
the experimenter's “immoral, illegal" activities 
in the newspapers. Asked about the reason 
for his beliefs, he said that there was a 
marked change in his body sensations after 
lunch. During the morning he had felt re- 
laxed and almost euphoric. His body felt 
light and actually seemed to rise. After a 
while he lost all awareness of his body and 
was only conscious of his head. He described 
this as a Zen exercise. In the afternoon he 
felt much warmer and assumed that heat was 
being generated through the electrodes. His 
hands felt numb and he felt he was losing 
his sense of touch and then his consciousness. 
This feeling led to his idea of being drugged 
and given a spinal anesthetic. He smelled 
a gas and could not breathe well. He thought 
he saw an instrument shaped like a periscope 
dispensing the gas. At one point he saw 
something that looked like the shape of a 
shoulder and felt the presence of someone 
in the room. 

The experimenter's reassurances and ex- 
planations did not dissuade the subject from 
his delusions and hallucinations. The experi- 
menter urged the subject to speak to the 
psychiatrist associated with the group. The 
subject said he might do so and left. 


Psychiatric Consultation 


Exactly one month after the experiment, 
the subject telephoned the psychiatrist for an 
appointment and was seen two days later. A 

He appeared tense, and fine tremors of his 
lips and hands were often visible. Although 
his eyes frequently filled with tears, he wept 
openly only once and only for a few moments. 
He said he had called because of uncontrol- 
lable waves of anxiety and depression which 
had begun about three days after the experi- 
ment. He had often felt depressed before 
the experiment but never cried and usually 
knew why he was depressed. Now he cried 
often, thought of suicide, and did not know 
why. He described a recent attack of depres- 
sion “as though I was surrounded by it and 
couldn’t tell where it was coming from.” Sleep 
disturbance was difficult to evaluate sincè 
he was accustomed to getting up and working 
all night when unable to sleep. His account 
of the experiment correlated closely with what 
he had said at the time and with the exper 
menter’s observations. 

He blamed insufficient explanation for all 
of his reactions. He had not expected to be 
strapped down, and this made him feel vul- 
nerable and angry. He had not understo 
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what the recording electrodes and electrode 
paste were for and had expected them to 
burn him. Two days after the experiment he 
had noted some marks where the electrodes 
had been, and it crossed his mind that he 
had been burned. The delusions were no 
longer fixed beliefs but ideas which crossed 
his mind. By the second interview he felt 
embarrassed by the whole affair, “like I made 
a fool of myself, building up a lot of things 
in my mind. . . . One of the things wrong 
with me is that I tend to distrust people and 
their motives." Need for the money was the 
only reason he could give for not terminating 
the experiment. 

He had used the following types of drugs 
sporadically: marihuana, hallucinogens, seda- 
tives, and tranquilizers. He denied the regular 
use of any of these drugs and stated that the 
only drug intake near the time of the experi- 
ment had been a marihuana cigarette about 
a week beforehand and another one shortly 
afterward. 


Current Life Situation 


It was never possible to assemble a very 
thorough picture of the subject’s emotional 
life. Questions which approached sensitive 
areas usually resulted in vague, flustered, and 
tangential responses. Once this happened, any 
attempt to pursue the point only made mat- 
ters worse. On the other hand, à number of 
very vivid and revealing vignettes emerged 
spontaneously and unpredictably during the 
Course of his very brief psychotherapy. 

He said, “I seem to need loneliness. People 
are distractions, and there are very few of 
them whom I can respect." He lived alone. 
He had no telephone because phone calls 
angered and frightened him. He disliked going 
out and tried to schedule all essential ap- 
pointments on a single day so he could get 
them over with all at once. He also disliked 
receiving mail. In the first interview he re- 
cited the following lines(1) as especially ex- 
pressive of his philosophy: 

‘I am the solitude that asks and promises 

nothing; 

That is how I shall set you free. There is 

no love; 

There are only the various envies, all of 

them sad." 

He felt unable to manage close relationships 
because he could not strike a balance between 
activity" and “passivity” (his words). To 
him, being active meant dominating the other 
person, making the decisions, and having one's 
ideas and mannerisms copied. Passivity meant 
the reverse. He always tended to find himself 
in one role or the other, and both upset him. 
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He feared that he would be unable to maintain 
his isolation, sometimes admitting and some- 
times denying that he needed people. 

His one current human contact was a male 
friend of several years’ standing. Early in their 
relationship they had engaged in homosexual 
activity, After a few months they had stopped 
this but remained friends, and the patient 
thought it was better that way. Recently they 
had been arguing, getting angry, and seeing 
each other less. “I guess we know too much 
about each other.” 

During his first year in undergraduate 
school he had been close with a girl for about 
six months. In retrospect, he felt that she had 
been interested in him only because he repre- 
sented what she herself wanted to be—tal- 
ented, hard working, and high in academic 
standing. In order to please her, he began to 
neglect studies in order to go places with her. 
His grades slipped. He became “all wrapped 
up in her,” drove by her house every night, 
and began to have violent arguments with her. 
Then she lost interest in him. He felt it should 
not bother him that she slept with other peo- 
ple, but it did. He had begun in the active 
role and switched to the passive. He intended 
to avoid repeating this experience. 

Subsequently he had slept with a number 
of girls, but only casually and for one or two 
nights. “Girls have only an ‘image’ interest 
in boys. I have trouble trusting people. I keep 
a wall up between me and others.” 

He considered only one thing in life as 
worthwhile—his work. Without it, life had no 
meaning for him. He had worked very hard to 
pay for his undergraduate training. His par- 
ents did not contribute and in fact took money 
from him during his schooling. In graduate 
school he had some help from fellowships but 
was still working to help meet expenses. For 
reasons which never became clear, he felt 
that his studies were not progressing well 
enough. He made vague references to a ten- 
dency to start on new ideas rather than pursu- 
ing any one idea to its end, and he talked 
constantly of needing to combat this by driv- 
ing himself to more and more solitary work. 


History, Background, and Dynamics 

The subject’s earliest memory was of being 
in his room and being scolded for something 
he had done. Through the window he could 
see his father and brother in the yard playing 
baseball, Being sent to his room or restricted 
to the house was a frequent method of pun- 
ishment, usually used by his mother. He was 
often confined to the house for two or three 
weeks for what seemed to him to have been 
minor offenses. In elementary school he was 
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repeatedly made to sit in the corner “in isola- 
tion” for mischievousness and inattention. 

Another memory was typical of numerous 

experiences. His father would beat his mother. 
The children would scream, “Don’t, Daddy,” 
and curse him. Afterward the father would do 
something to try to win the children over to 
his side. Each parent repeatedly told the chil- 
dren that the other was no good. The subject 
would side with one and feel guilty about be- 
traying the other. The friction between the 
parents seemed to be mainly over money and 
the father’s paranoid jealousy. The subject saw 
his mother as dominant and his father as de- 
tached and afraid. 

As a child he had been afraid of both par- 
ents. In rages, his father often beat him with 
fists and once threw a knife which stuck in 
his brother's shoulder. His mother beat him 
with broomsticks, burned him with hot irons, 
jabbed him with knives, and threatened to hang 
herself if he was disobedient. After these pun- 
ishments the subject would often spend an 
entire afternoon in the back yard quietly dis- 
membering insects. He expressed admiration 
for Adolf Hitler, disagreeing with Hitler's aims 
but approving his methods. 

When the subject was in college, he nursed 
his father through a long terminal illness and 
felt a great deal of pity for him. After his 
father's death his relationship with his mother 
became more comfortable, 


Psychotherapy 


The subject was séen twice weekly without 
charge for a total of 11 interviews, He was 
late for most of them. No drugs were given. 

By the third interview his depression and 
anxiety were greatly reduced, but he began to 
have severe epigastric cramping. This was not 
consistently related to eating, and was relieved 
by taking an antacid/ analgesic (Alka-Seltzer). 
He denied any past history of similar symp- 
toms. Within another week the cramps, along 
with the remaining anxiety and depression. 
were gone. Meanwhile his facial expression on 
seeing the therapist began to reflect a child- 
like pleasure. He seemed to enjoy his visits, 
although the openness of his communications 
remained very erratic. When he expressed con- 
fidence that his symptoms would not recur, the 
therapist raised the question of help with his 
long-term problems. He said he Was not inter- 
ested in this and agreed to reducing the visits 
to one per week for several weeks and stop- 
ping if he continued to feel well. He gave no 
sign of any feeling, one Way or the other, but 

failed to appear for the next interview. A let- 
ter was sent to him, but he did not reply. 
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Five and one-half months later, he returned 
to ask for "some old-fashioned advice." He had 
felt well in the interim and was quite happy 
with the progress of his work. He was living 
with a girl but sleeping clandestinely with his 
friend's girl. He and his friend's girl had de- 
cided that they preferred each other to their 
regular lovers. He was nervous, guilty about 
double-crossing his friend, and afraid that his 
own girl would attempt suicide if he left her. 
He was having a recurrence of epigastric 
cramps and burning. Most upsetting of all, he 
had become impotent, though only with his 
friend's girl. The alternatives were discussed 
with him, and he agreed to call again if he 
needed more help. He stated that he had 
stayed away from his last appointment be- 
cause he felt guilty about saying that he felt 
no further need for treatment. 


Discussion 


The experimenter has tested several 
hundred subjects in sensory deprivation ex- 
periments. Affect-laden hallucinations and 
delusions are rare but have occurred oc- 
casionally(13, 14). These reactions are 
usually transitory, and subjects usually ex- 
press doubts about their reality after emer- 
ging from sensory deprivation. A case of 
this type was also reported by Mendelson 
and associates(9). Their subject developed 
delusions and hallucinations in sensory de- 
privation which led him to doubt his sanity. 
However, by the next day he seemed to 
be functioning well in most areas, though 
Some paranoid trends were still present. 

The reaction of the present subject was 
the most extreme the experimenter has 
seen. Drug intake, reported or unreported, 
may possibly have contributed to the re- 
action, but it seems quite implausible to 
assign the main responsibility to drugs. 
The reaction was too closely related in 
time to the experiment, and the capacity 
of sensory deprivation to disorganize psy- 
chological defenses is too well known. 

Miller(10) Suggests that vulnerability to 
disruptive isolation experiences may be in- 
creased by special Tegressive pressures in 
the experimental setting such as the feeding, 
washing, and toileting employed by Azima 
and associates(2, 3) in the neurotic patients 
who become psychotic, Special inducements 
to Tegression Were not part of the present 
experiment. The atmosphere of the experi- 
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ment was simple and businesslike, and the 
period of isolation was short. 

Another frequent approach has been that 
of comparing adjustment to sensory de- 
privation with estimates of personality 
traits. The results of these studies are in- 
consistent and difficult to interpret(5, 6, 
11.12). 

The clinical case study of such persons 
who react in various ways is a neglected 
and potentially useful approach. To be 
meaningful, such studies should include, 
when possible, the person's current emo- 
tional situation, the pattern of key child- 
hood relationships, dreams, and earliest 
memories. These types of data indicate 
fairly clearly that the present subject un- 
consciously reacted to the experiment as 
a repetition of traumatic childhood experi- 
ences which included confinement, beating, 
burning of his skin, rage, fear, loneliness, 
and isolation. The experimental features of 
loneliness and isolation seem to have been 
intimately related to character traits which 
served defensively against powerful love 
needs and also as internalizations of paren- 
tal punishments, perpetuating them as 
subtly self-destructive or self-punishing be- 
havior. Finally, his defensive and adaptive 
capabilities seem to have been operating 
near capacity before the experiment, leaving 
him little reserve for coping with extra 
demands. 

Another crucial factor probably was his 
failure to terminate the experiment in the 
face of an overwhelming eruption of affect. 
This is curious and merits close attention. 
His realistic need for money and the proviso 
that he would not be paid if he quit were 
clearly important in this respect but prob- 
ably acted in combination with something 
else. His tenacity in the experimental situ- 
ation had the same quality of a hostile, 
submissive, and  self-punishing quest for 
Tecognition and approval as his tenacity 
to loneliness and hard work in his everyday 
life. Thus the pay arrangements did not 
protect him against his own masochism. 
Greater alertness on the part of the thera- 
Pist to this as well as to other aspects of 
the experimenter-subject relationship might 
have yielded other valuable information, 
despite the difficulty of the interviewing 
Problems which this subject presented. The 
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importance of transference reactions of sub- 
jects to experimenters in shaping responses 
to experiments has been stressed by Mar- 
golin(7). 

The relationship with the therapist, in- 
cluding not being charged, probably pro- 
vided just enough giving and relatively 
nonthreatening human contact to reduce 
the strain on his ego and permit reintegra- 
tion of his defenses. He terminated this 
relationship before having to risk reacti- 
vation in the transference of more powerful 
longings and their attendant fears of pas- 
sive submission. 

There is insufficient published material 
to estimate the generalizability of the find- 
ings in this subject to others who have 
disruptive reactions to sensory deprivation. 
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Separation Problems in Military Wives 


BY HOUSTON MACINTOSH, M.D. 


Sixty-three military wives experiencing psy- 
chiatric disturbances while separated from 
their husbands for military reasons are com- 
pared with 113 wives not separated but 
needing psychiatric help. Some important 
psychodynamics of separation are discussed, 
and a statistical comparison of the two 
groups is made. The subject is becoming 
more important to nonmilitary psychiatrists 
in view of the expanded military dependents’ 
health care program. 


pross THE WIFE of Ulysses, was 
forced to cope with many difficulties 
during her husband's absence during the 
Trojan War. Today military psychiatrists 
and increasing numbers of civilian psychia- 
trists are faced with modern Penelopes who 
are unsuccessful in adapting to their hus- 
bands' absence. 

During World War II Helene Deutsch(4) 
reported that a number of *war neuroses” 
in wives had been observed at the psychiatric 
clinic of the Boston Psychoanalytic Institute. 
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By this she meant neurotic disturbance in 
women precipitated by separation from their 
husbands because of military service. 

Recent psychiatric literature has made 
passing reference to psychiatric disturbance 
in military wives precipitated or aggravated 
by separation from their husbands because 
of military duties(1, 5, 7, 8). In general, 
however, the military psychiatric literature 
has not focused on this important clinical 
problem. Because of the recent expansion 
of military dependents’ health care to cover 
Outpatient psychiatric treatment, and the 
continuing shortage of military psychiatrists 
(2, 3), this clinical problem is becoming 
of increasing interest to civilian psychiatrists. 

This paper focuses on the military wife 
who is separated from her husband, and the 
Psychiatric symptoms which are precipitated 
or aggravated by the separation. An attempt 
is made to determine the magnitude of this 
problem. Sixty-three women who developed 


Symptoms are compared with a control 


group of 113. Some of the dynamics of 
Separation Psychopathology are discussed. 


Method 


The data for the present study were col- 
lected while the author was director of a 
Psychiatric outpatient clinic in an Air Force 
general hospital. The clinic is the only 
military psychiatric facility servicing a large 
Midwestern metropolitan area, All civilian 
dependents are screened by a physician be- 
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fore they are seen for psychiatric consulta- 
tion. 

The psychiatric records for all married 
women with husbands on active duty were 
reviewed for the 18-month period from Au- 
gust 1965 to February 1967. All subjects 


' were seen by the author for a diagnostic 


psychiatric interview. Additional data were 
available on some who were subsequent- 
ly seen in individual or group psychother- 
apy. 

The women were divided into two groups 
for the purpose of this study. The first 
group, designated as "separated," consisted 
of those who displayed psychiatric symp- 
toms precipitated or aggravated by a current 
or impending separation from their hus- 
bands. Also included in this group were 
women who were first seen after the return 
of their husbands and displayed symptoms 
precipitated or aggravated by the end of an 
extended separation; these women may also 
have had symptoms during the separation. 
"Separation" is defined as the husband be- 
ing physically absent from the household 
for at least two months. (In most cases a 
husband's “unaccompanied tour" lasts for 
One year.) A few cases were included in 
Which briefer but frequent and repeated 
separations occurred over a period of sev- 
eral months. The other group, those "not 
separated,” was composed of women who, at 
the time of their referral, did not fulfill the 
above criteria. 


Results 


The results are summarized in tables 1, 
2, and 3. The separated wives comprised 
36 percent of the total. They were signifi- 
cantly younger and less well-educated (p — 
02). Army wives were significantly over- 
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represented (p —.01). There was a trend 
toward fewer Air Force wives (p —.12), 
more enlisted wives (p 2.18), and fewer 
Officers’ wives (p —.25). There were sig- 
nificantly fewer foreign-born wives (p= 
.01). There was a slight trend toward more 
neurotic reactions (p = .31) and fewer psy- 
chotic reactions (p = .25). Number of chil- 
dren, racial distribution, and suicide attempts 
were similar in both groups. 

Most of the separated wives developed 
symptoms during the actual absence of their 
husbands. About a third had husbands serv- 
ing in a war zone. Thirty percent requested 
that their husbands be returned or given a 
change of assignment so they could be to- 
gether. This request was statistically sig- 
nificantly less, however, if the husband was 
serving in a war zone. The majority of the 
separated group were living with or near 
parents or relatives. 


Discussion 


The data indicate that a significant num- 
ber. of military wives who are referred to a 
psychiatrist have symptoms directly related 
to separation from the husband because of 
military duties. The total number of military 
wives developing symptoms in response to 
this particular social stress is speculative 
but is most likely of public health signifi- 
cance. 

Lemkau(9) has pointed to the value of 
collecting and interpreting service statis- 
tics to determine incidence of mental dis- 
order and to plan for mental health ser- 
vices. He has also indicated the need for 
research with special risk groups. Military 
wives would certainly constitute a special 
risk group regarding separation problems. ; 

The separated wives were younger; this 
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TABLE 1 7 
General Comparison of Military Wives Referred to a Psychiatric Clinic 
* NOT SEPARATED 
FROM HUSBANDS FROM HUSBANDS 
(N = 63) (N = 113) 
VARIABLE MEAN RANGE MEAN RANGE 
Age in number of years ** 30.2 ns os vi 
Education in number of years ** 113 Hm es os 
Number of children 27 2 
* Husband physi from household because of military duties. 
r Difference Ae iom the standard error; p = .02. 
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TABLE 2 
Selected Comparison of Military Wives Referred to a Psychiatric Clinic 
SEPARATED * NOT SEPARATED 
FROM HUSBANDS FROM HUSBANDS 
(N = 63) (N — 113) 
VARIABLE NUMBER PERCENT NUMBER PERCENT 

Husband's branch of service 

Air Force 42 67 98 87 

Army ** 17 27 9 8 

Other 4 6 6 5 
Husband's rank 

Enlisted 15 24 17 15 

NCO 35 56 60 53 

Officer 13 21 36 32 
Foreign-born ** 4 6 23 20 
Race 

Caucasian 59 94 105 93 

Negro 3 5 7 6 

Other 1 1 1 1 
Attempted suicide 5 8 10 9 
Diagnosis 

Psychoneurotic reaction 29 46 40 35 

Personality disorder 23 37 45 40 

Psychotic reaction 8 13 22 19 

Other 3 5 6 5 


* Husband physically absent from household because of military duties. 


** p = .01 by x? test. 


TABLE 3 
Selected Characteristics of Military Wives Separated * 
from Their Husbands and Referred to a Psychiatric 


Clinic 
NUMBER 
VARIABLE (N= 63) PERCENT 
Time of referral 
Before husband’s absence 15 24 
During husband’s absence 37 59 
After husband's absence 11 17 
Place of residence 
(actual or anticipated) 
Self 23 37 
Parents 26 41 
In-laws 5 8 
Other relatives 2 3 
Unknown or undecided 7 11 
Husband serving in war zone 23 37 
(actual or anticipated) 
Change of assignment or return 
of husband requested 
Husband in war zone (N = 23) ** 3 14 
Husband not in war zone (N = 40) 16 40 
Total (N = 63) 19 30 


* Husband physically absent from household because of mili- 
tary duties. 
** p= .01 by xê test. 
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suggests that the older women had previ- 
ously found ways of coping with separa- 
tion. Separation, for a military wife, may be 
a developmental task which is more difficult 
early in life and becomes easier with prac- 
tice. The factor of less education suggests 
poorer ego development, less intellectual ca- 
pacity, and lower frustration tolerance. The 
fact that there were more Army wives in 
the separated group is not explained by at- 
tempts at correlation with other variables in 
the study. A possible explanation is the fact 
that the Air Force is an all-volunteer service 
whereas the Army is not. 

The meaning of the husband’s absence to 
his wife is probably important in determin- 
ing her response. This may account for the 
Army-Air Force difference as well as the 
enlisted man-officer difference. Many officers 
feel that an assignment to Viet Nam will 
further their careers. Wives frequently iden- 
tify with the status of their husbands (“She 
wears her husband’s rank.”), which may 
provide sufficient narcissistic gratification tO 
allow them to endure the other difficulties 
of separation. This is less likely to be the 
case for the wife of an Army draftee. If a 
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woman has significant masculine strivings 
and competitive feelings toward her hus- 
band, an absence which increases his status 
may provoke symptoms, as is illustrated by 
the following case: 


Case 1. Mrs. A. is a 32-year-old efficient, 
aggressive graduate nurse, the mother of four 
boys. Two years prior to referral she had 
reluctantly undergone a hysterectomy, which 
she felt had been forced on her by her hus- 
band and her doctor, who had warned her 
that if it was not done "Some day you'll come 
into the hospital bleeding and in shock." After 
the operation she was chronically depressed 
and irritable with her husband, but was able to 
function moderately well. Prior to her referral 
her husband, a medical corpsman, was sent 
to the noncommissioned officers’ academy at 
another base, which was an honor for him and 
helpful to his career. When he returned she 
provoked him, and they argued continuously. 
A few days later she cut her throat. She was 
discovered by her "favorite" son, who brought 
her to the hospital actually "bleeding and in 
shock." 


There were significantly fewer foreign- 
born wives in the separated group. Most of 
the foreign-born wives seen were struggling 
with problems related to separation. from 
their parents and adjusting to a new culture. 
A possible explanation for the difference 
in the separated and nonseparated groups 
is that if a foreign-born wife has the capacity 
to adapt to separation from her parents, 
she is more probably able to adapt to separa- 
tion from her husband. 

In discussing military wives separated 
from their husbands, Helene Deutsch(4) 
wrote: — 


What is in question is not the woman's erotic 
longing, or the absence of the father as a fam- 
ily supporter, but the motherliness of the hus- 
band, without whose active help that of the 
wife cannot function. In the life histories of 
Such mothers, one always discovers a strong 
infantile dependence upon their own mothers 
that has been transferred to their husbands. 


The women studied here frequently confirm 
Deutsch's observation and emphasize the 


' central importance of dependency conflicts. 


Case 2. Mrs. B. is a 30-year-old mother of 
three who was referred by à neurologist. She 
complained of nausea, vomiting, and head- 
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symptoms had been present since her husband 
left for a noncombat area. She had never been 
separated from him in 11 years, and they had 
always done everything together. She had had 
the feeling “Other husbands got sent away but 
mine won't." She begged for his return. 

Her mother had invited her to live with her 
during her husband's absence. Because of her 
headaches, Mrs. B. was spending three-fourths 
of her time in bed, and her mother had to quit 
work in order to care for her and the grand- 
children. As a child Mrs. B. had felt that her 
mother was cold and distant to her but was 
affectionate with her siblings. 


Some military psychiatrists(1) feel that 
women find support by return to a “familiar 
family milieu and relatives.” My data indi- 
cate that this is not always the case. The ma- 
jority of the separated group were living 
with or near relatives. Since women with 
unresolved dependency and oedipal conflicts 
may deal with these issues by leaving home 
at adolescence and marrying, the husband’s 
absence and returning to live with parents 
presents an opportunity for regression, with 
consequent reactivation of unresolved con- 
flicts. The following case illustrates this 
point. The case is also interesting because it 
illustrates the role played by the husband 
when he projects his own dependency needs 
onto his wife. 

Case 3. Mrs. C. is a 24-year-old mother of 

three. She complained of anxiety attacks re- 
lieved only by her husband's being with her. 
These were particularly severe when she was 
shopping for groceries or walking in open 
spaces, and when visitors came to their home. 
The symptoms had been present for a year 
since her husband's return from a noncombat 
area. 
She had had a close, affectionate relation- 
ship with her father who had died suddenly 
when she was 14 years old. Her mother had 
married an Air Force NCO a year later. Mrs. 
C. married a young man in the Air Force at 
age 17 and left home. Things went well for 
five years until her husband received a one- 
year remote assignment. Her mother insisted 
she come to live nearby during her husband's 
absence but Mrs. C. felt she could manage on 
her own. Her husband sided with her mother, 
and under the pressure she agreed. 

For the first six months she was lonely and 
occasionally depressed but functioned ade- 
quately. One night when she was visiting her 
parents" home and her mother was out, her 
stepfather kissed her. She felt sexually excited 
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but overcome with guilt and panic. She began 
to vomit the next morning and continued to 
do so every morning until her husband re- 
turned. Her mother insisted she move into the 
same house to take better care of her, and 
Mrs. C. felt she had to comply. Her symptoms 
became more severe but because of her guilt 
she was unable to talk freely with her mother 
or her doctors. 


Some women act out sexual impulses 
when their husbands are away and this ma 
produce family turmoil later on. 7 


Case 4. Mrs. D. is a 30-year-old mother of 
four. She complained of depression and anx- 
iety, fought constantly with her husband, 
and threatened suicide. When her husband had 
been overseas she had had an affair and be- 
came pregnant. When she later joined him she 
offered to give the baby up for adoption but 
her husband refused. He tried to get the other 
man court-martialed but was unsuccessful as 
his wife would not cooperate. They returned 
to the same base where the man was stationed; 
the husband became paranoid regarding this 
man and finally succeeded in getting him 
transferred shortly before Mrs. D.’s consulta- 
tion. 

They fought constantly over sex. Mrs. D. 
felt her husband had wanted intercourse too 
often since their return. She disliked sex with 
her husband and feared pregnancy. She started 
taking birth control pills, but then could not 
enjoy intercourse because she knew she could 
not become pregnant. This behavior enraged 
her husband because she could “enjoy it with 
the other man,” but not with him. 


Anna Freud(6) has described a form of 
separation anxiety which occurs in children 
when they are required to leave their par- 
ents to go to school. She writes: 


The conflict between love and hate of the 
parents can be tolerated by the child only in 
their reassuring presence. In their absence, 
the hostile side of the ambivalence assumes 
frightening proportions, and the ambivalently 
loved figures of the parents are clung to so as 
to save them from the child's own death 
wishes, aggressive fantasies, etc. 


A similar situation can develop in a wom- 
an who has transferred ambivalent attitudes 
toward her parent onto her husband and 
then is forced to be separated from him. If 
a husband is placed in a situation such as 
combat, where his life is actually in danger, 
one might expect unusual anxiety. This was 
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noted in some of the women in this study, 
However, only 37 percent had husbands in 
combat zones and they, interestingly, re- 
quested the husband's return significantly 
less often than women whose husbands were 
in a noncombat area. 


Case 5. Mrs. E. is a 26-year-old mother of 
three who complained of depression, feelings 
of worthlessness, weight loss, inability to take 
care of her children, and an intense delusional 
fear that she had cancer and was going to die. 
These feelings had been present in the past but 
had become much worse five months earlier 
when her husband was sent to another base for 
temporary duty. Although they had been mar- 
ried for eight years she had hardly ever been 
separated from him. Whenever they were 
apart she was anxious and had obsessional 
thoughts that he would die. 

Mrs. E. was the third child in a family of 
seven. Her parents were always "sick" when 
she was a child and there were constant family 
crises and turmoil. She felt that because of 
her mother's sickness she was always being 
given responsibilities she did not want. She 
recalled being furious and accusing her mother 
of faking illness, She recalled intense anx- 
iety whenever separated from her mother as 
a child, being afraid her mother would die. 
She had similar but less intense feelings re- 
garding her father and siblings. Six years be- 
fore her referral, her mother was successfully 
operated on for breast cancer. Mrs. E. had 
been moderately hypochondriacal since then. 


Should the psychiatrist attempt to arrange 
the return of a serviceman whose wife is 
experiencing psychiatric disturbance related 
to his absence? The author feels that in most 
cases this is neither desirable nor necessary. 
It offers the wife an opportunity for regres- 
sion and secondary gain by assuming a sick 
role; moreover it is a denial of the social 
reality of being a military wife. The expense 
of time and money to the government is 
obvious. 

I feel, however, that these women should 
be given the opportunity for adequate psy- 
chiatric treatment. The authors experi- 
ence in treating a few of the women in this 
study suggests that most women will be able 
to adapt if adequate treatment is provided. 
In those women who cannot tolerate this 
approach there is usually poor frustration 
tolerance and severe character pathology. 
In these cases I advise that the husband not 
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reenlist and that he find a career in which 
he can be home more regularly. 
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The Treatment of Enuresis 
with Imipramine 


Sin: I would like to comment on the article 
"Medical and Psychosocial Factors in Enuret- 
ic Children Treated with Imipramine Hydro- 
chloride," by Drs. Paul M. Bindelglas, George 
H. Dee, and Francis A. Enos, which ap- 
peared in the February issue of the Journal. 

In the last four years we have treated over 
100 children with imipramine privately and 
in the Mid-Fairfield Child Guidance Center. 
There were three times as many boys as girls. 
Our success with children under the age of 
six was poor. Between the ages of six and 
seven the success was only moderate. It was 
after age seven that we noticed the greatest 
response to imipramine. 

We found the dose of 25 mg. to be insuffi- 
cient—even for children younger than 11 years. 
Therefore, we gave 50 mg. to all age groups. 
The response in boys was much more success- 
ful than in girls, and it was much higher than 
the 20 percent mentioned in Dr. Bindelglas' 
paper. a 

The mode of administration seems very 
important to us. It has to be given at least one 
hour before bedtime to help children who 
wet early in the night. Contrary to Dr. Bindel- 
glas’ report we did not have to wait long for 
results. In fact, in cases where we were most 
successful the response was immediate. 

It is important to explain to parents and 
children that imipramine does not cure enure- 
sis. It only stops bedwetting for the duration 
of the treatment. This is why we discontinue 
medication each month for one week to see if 
enuresis is still present. We also tell the child 
that it is a voluntary procedure and can be 
stopped any time the child does not want to 
continue. In fact when a child refuses to take 
medication, he is dry at night without it. 

Imipramine is a relatively safe drug. We did 
not encounter sleeplessness. There were, how- 
ever, some unexpected effects: 

1. A boy, nine and one-half years old, who 


had a history of status epilepticus of 24-hour 
duration at the age of six years as a result of 
prochlorperazine (Compazine) medication and 
à grand mal pattern on a recent EEG, was also 
enuretic. Imipramine was administered. The 
enuresis was stopped, but the boy developed 
an allergic rash on the left forearm. This 
subsided with the discontinuance of the medi- 
cation. 

2. An aggressive boy, age eight and one- 
half years, who was sleepwalking was given 
imipramine with the hope that by decreasing 
the intensity of his sleep he might discontinue 
his nightly wandering, which was of great 
concern to his parents. Although the sleep- 
walking disappeared, the boy was found by 
the parents and the school to be much more 
aggressive and difficult to handle than prior 
to being placed on medication. The behavior 
problem improved when the imipramine was 
discontinued. 

3. A 13-year-old-boy, who since infancy 
would bang his head violently—and to a lesser 
extent even in his sleep—was given 50 mg. of 
imipramine one hour before bedtime, with the 
immediate disappearance of the symptoms 
which had persisted for years. 

It is quite clear that removal of a system 
does not modify the dynamics, although it 
decreases the stress in the child’s life. In 
many cases we find a need for psychotherapy 
in these children, the reason for which is 
based on causes other than enuresis. 


Leon Tec, M.D. 
Norwalk, Conn. 


Dr. Bindelglas Replies 


Sır: We appreciate Dr. Tec’s comments 
and his sharing of experiences with us. We 
would like, however, to take this opportunity 
to express our opinions on some of the 
points that he raised. 

Dr. Tec raises an important point that 
was not emphasized in our paper when he 


"Letters to the Editor are welcomed and will be published, if found suitable, as space per- 
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suggests that the time of administration of 
imipramine is important. He suggests that it 
be administered one hour before bedtime in 
order to be effective with those who wet 
early in the evening. Our experience now 
suggests that for those children who wet very 
early at night the medication should be ad- 
ministered right after supper (approximately 
three hours before bedtime). For those chil- 
dren who wet a little later at night the medi- 
cation should be administered one hour before 
bedtime, while for those who wet in the early 
hours of the morning the medication should 
be given at bedtime. We agree, therefore, that 
the time of administration of the medication 
is very important and feel that an accurate 
history as to the time of wetting is necessary 
for maximum results. However, when such a 
history cannot be Obtained, we would agree 
with Dr. Tec's recommendation that giving the 
medication one hour before bedtime would 
have the greatest chance of effectiveness. 

We have no basic disagreement with Dr. 
Tec's advocating a 50-mg. dose of imipramine, 
since in our study there was no greater in- 
cidence of side effects on this dosage than on 
the lesser one. We do feel, however, that with 
any medication the minimum dose that is 
effective should be prescribed. In our ex- 
perience 25 mg. was often effective. If it 
was not effective, we increased the dosage to 
50 mg., and in some of the older children we 
found a dose of 75 mg. to be necessary. 

Dr. Tec makes reference to our 20 percent 
success rate and states that from his experience 
the favorable response was higher. The 20 per- 
cent which we reported was only for those chil- 
dren that were completely dry at the end of six 
months. The 16-month follow-up found 40 
percent completely dry. These percentages do 
not include those who improved markedly but 
who were still wet occasionally. 

We are pleased that Dr. Tec's experience 
also substantiates our findings that imipramine 
is a relatively safe drug. The side effects that 
he reported seem to be minor and were re- 
versible when the drug was discontinued. 

Our main point of disagreement with Dr. 
Tec is in his concept of the etiology of 
enuresis. When Dr. Tec suggests that parents 
be told that imipramine does not cure enuresis, 
but rather that it only stops bedwetting during 
treatment, it seems to indicate that he feels 
the etiology of enuresis is psychogenic. This we 
acknowledge is the prevailing view; however. 
we feel from our experience that enuresis is a 
symptom for which there may be many etiolo- 
gies. It is our feeling that unfortunately most 
specialists see only those enuretics who fall 
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within the area of their specialty. Therefore, 
urologists tend to see those children in which 
some form of urological disturbance is sus- 
pected, and at child guidance clinics psychia- 
trists tend to see those children and families 
with obvious emotional problems. In our 
study, where the children came from the 
general population specifically for their enuret- 
ic problem, we found that the number of 
emotionally disturbed children and parents was 
about what one could expect in a random 
sample of the population. These findings were 
surprising to us in that at the Jane Wayland 
Child Center we are used to seeing enuretic 
children and their parents who have fairly 
marked emotional problems. 

We strongly agree with Dr. Tec that the 
indication for psychotherapy must rest on the 
presence of definite emotional pathology and 
not merely on enuresis per se. The problem 
of enuresis is an exceedingly complex one; 
only by keeping an open mind as to its 
etiology and treatment will continued study 
bring fruitful results. 


PauL M. BINDELGLAS, M.D. 
Phoenix, Ariz. 


Theory of Depression Based on 
Paleophysiological Principles Suggested 


Sig; The etiology of depression has too 
many facets to permit exhaustive elucidation 
in only one group of papers (May suppl. to 
the Journal). Many readers have had second 
thoughts as to why their favorite theory was 
not included. As one who has advocated the 
study of ethology for many decades, I should 
like to offer a theory of depression based on 
paleophysiological principles. It has been my 
contention that neurotic manifestations and 
maladaptive mechanisms have served a useful 
function somewhere on the lower rungs of the 
evolutionary ladder. 

Psychobiological depression corresponds to 
adaptation to environmental conditions chang- 
ing in the direction of impending hardship 
such as the approach of winter. Metabolism is 
altered toward retention of water, electrolytes, 
fat carbohydrates, and proteins. 

Sorrow and hibernation resemble each other 
in many ways—for example: 1) Some in- 
dividuals gain weight during periods of de- 
pression. The weight curves of manic-depres- 
sives accurately predict the impending mood 
change before it becomes clinically demon- 
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strable. 2) The drowsiness of hibernating 
animals compares with emotional retardation 
in the depressed, There is, however, a differ- 
ence; a bear in the depths of wintersleep can 
be aroused by thyroxine, whereas the same 
drug has no effect upon the depressed patient. 

Psychologically a loss sets into motion the 
same biological needs for conservation as the 
hibernating animal experiences just prior to 
the onset of winter. In this fashion, at least 
symbolically, the loss that one is decrying is 
thus negated. The unfortunate consequence 
of such a reaction is the awareness of a passive 
state, an inactivity, a loss of initiative, while 
society continues to make demands upon such 
an individual. Often the voice of society is 
residing within one’s inner ego-ideals. The 
feeling that one ought to make an effort and 
that one cannot creates the general feeling of 
an unspecifiable anxiety which is consciously 
experienced as a sense of overwhelming guilt 
and abysmal worthlessness. The latter symp- 
toms usually dominate the clinical picture, 
thus overshadowing the basic features of the 
depressive syndromes. 

The dullness and the sensation of emptiness 
and the concomitant of sodium retention in 
the brain imitate a biologically useful mecha- 
nism in the animal but have no survival value 
for the human being. It is here where the 
function of the lachrymal glands may serve 
to counteract the ill effects of the waterlogged 
brain. The liquid (salty tears) is rich in 
sodium and therefore by flowing copiously 
can relieve the electrolytic imbalance within 
the brain. The depressive state, at least in our 
culture, is not simply a matter of deranged 
metabolism. Guilt, social demands, standards 
of values, shame, embarrassment, and many 
other features complicate the psychological 
aspects. 

Therefore one cannot hope to reverse de- 
pression by relieving only the chemical im- 
balance, Undoubtedly an important step is 
taken toward easing this condition by draining 
away unneeded metabolites, but it is just as 
imperative to drain away unneeded feelings of 
guilt and shame. 

The main reason for this letter is not the 
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plausibility of the theory presented. Rather, 
my experience with neurotically depressed in- 
dividuals has repeatedly proven to me that 
the comparison of their plight with wintersleep 
makes more sense than the customary psycho- 
dynamic formulations. In addition, certain 
thalamic centers appear to be responsible for 
hibernation; characteristically their activation 
initiates a greater food intake. Thus the find- 
ing of a hormone capable of reversing hiber- 
nation could have therapeutic possibilities for 
man. 
A. D. Jonas, M.D. 
New York, N. Y. 


An Oversight 


Sir: The figures cited in. Dr. Hayman's ar- 
ticle “The Myth of Social Drinking" in the 
November 1967 issue of the Journal contain a 
common error: the acceptable level of alcohol 
in the blood is given as .05 mg. percent. 
Actually the correct figure is 50 mg. percent 
or 0.5 mg. per milliliter. The author apparently 
had in mind .05 gram percent. 


The reference is: 
1. Goodman, L. S., and Gilman, A.: The Phar- 
macological Basis of Therapeutics, 3rd ed. 
New York: The MacMillan Co., 1965, p. 150. 


Wicpor MankKiEWICZ, M.D. 
Cleveland, Ohio 


Dr. Hayman Replies 


Sir: Dr. Markiewicz is quite correct. I prefer 
to express blood alcohol level in milligrams 
percent—50 mg. per 100 cc.—but the figure 
has been commonly expressed in legislatures 
and elsewhere (for example, in connection 
with drunk driving) in grams—.05 gm, per- 
cent. I "combined" or I should say “miscom- 
bined" both ways. 


Max Hayman, M.D. 
Los Angeles, Calif. 
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Sanity AND SURVIVAL: PSYCHOLOGICAL Ås- 
pects oF War AnD Peace, By Jerome 
D. Frank, Ph.D., M.D. New York: Ran- 
dom House, 1968, 313 pp., $5.95. 


As Howard Mumford Jones has observed, 
we live in an era as brilliant and violent as 
the period of the French Revolution. Within 
the memory of living men there have been 
fought the Spanish-American War, the Boer 
War, the Russo-Japanese War, four or five 
wars in the Balkans, World War I, World 
War IL, the Korean War, the war in Viet 
Nam, and the six-day war between Israel and 
the Arab states. 

We have lived through a bloody revolution 
in Russia and its counterrevolutions, purges, 
and massacres; two revolutions in Italy; two 
in Germany (one the most fearful in modern 
history); two or three or four in China; and 
innumerable less spectacular revolts in the 
Balkan countries, Turkey, Poland, Austria, 
Spain, Portugal, France, Hungary, Algeria, 
India, what was once French Indochina, the 
Dutch East Indies, Egypt, and virtually all 
the Latin American republics. Many new coun- 
tries and some old ones seem unable to exist 
except in a state of tension with their neigh- 
bors: the Arab countries against Israel, Pakis- 
tan against India, Cuba against the rest of the 
New World, and contemporary China against 
every other country except Rumania and Al- 
bania. If one looks for. areas that have re- 
mained peaceful since 1890, one is hard put 
to go beyond Sweden and Switzerland. 

Apropos of this, Jerome Frank patiently, 
systematically, and with extensive documenta- 
tion from a wide assortment of references 
carefully unravels the tangled web of con- 
flicting drives, impulses, and conditioning that 
Constitute the psychological context of war as 
the social institution of organized violence. 
Admitting that conflict is a necessary part 
of the human condition, Frank asserts: "Sur- 
Vival today depends on reducing, controlling, 
channeling, and redirecting the drive for power 
and the impulse for violence and fostering 
fhe countervailing drives toward fellowship 
and community." 

. In accepting the responsibility for the de- 
lineation of the possible routes to this end, 
Frank in this way responds to the charge con- 
tained in the Vienna Declaration stated in 
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September 1958 at the Third Pugwash Move- 
ment Conference: 


We believe it to be a responsibility of sci- 
entists in all countries to contribute to the 
education of the peoples by spreading among 
them a wide understanding of the dangers 
and the potentialities offered by the un- 
precedented growth of science . . . education 
should stress improvement of all forms of 
human relations and should eliminate any 
glorification of war and violence. 


This echoes the first Pugwash manifesto 
which was an attempt by "like-minded, world 
renowned scientists of every political persua- 
sion from East and West . . . to urge the 
governments of the world . . . to acknowledge 
publicly that their purposes cannot be fur- 
thered by a world war . , . and urge them... 
to find peaceful means for the settlement of 
all matters of dispute between them." 

Sanity and Survival is a comprehensive and 
an eloquent thesis. It does not attempt to ex- 
plore beyond alluding to the many and hydra- 
headed ramifications (as General Gavin has 
termed them) of the psychological aspects 
of war and peace as alternative systems for 
the conduct of human affairs. It does, how- 
ever, present succinctly the more visible of 
these psychological facets of this awful dilem- 
ma, which in our time of discontent has been 
made the more urgent by the prescient state- 
ment of President Kennedy to which Senator 
Fulbright refers in the preface: “Mankind must 
put an end to war or war will put an end to 
mankind.” 

It is highly questionable whether in a plu- 
ralistic society of almost four billion people 
composed of pluralistic cultures, each dedi- 
cated to practices that have the net effect of 
imbuing the young with chauvinism and its 
cognate affects, that the extrapolation from 
the data on the foibles of individual behavior 
to what seem to be analogous phenomena 
among nations is a tenable thesis. Dr. Frank 
sees these extensions, however idealistically 
desirable, as “reckless undertaking(s)," "par- 
ticularly untidy, conceptually and descrip- 
tively,” when they are applied to methods 
of nonviolent substitution. 

Although Frank opts for “a change in atti- 
tudes of the magnitude of a mass religious 
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conversion or such a major revolution as the 
overthrow of czarism,” he reluctantly admits 
that this conversion “would be particularly 
unlikely.” This leads to the conclusions that 
“aspects of human nature are necessary, al- 
though not sufficient, causes for war . . . [and 
that] the chance that such a massive change 
of heart will occur in time is very small.” 
These sentiments recall Albert Camus’ esti- 
mate of the nature of man: “Man is the only 
creature who refuses to be what he is.” Camus 
also opted for rebellion as a way of resolving 
the absurdist position of being stuck in a blind 
alley, saying: “Rebellion arises from the spec- 
tacle of the irrational coupled with an unjust 
and incomprehensive condition. But its blind 
impetus clamours for order in the midst of 
chaos, and for unity in the very heart of the 
ephemeral.” 

The intensely personal, even impassioned, 
quality of Dr. Frank’s presentation never al- 
lows the reader to be unaware of where the 
author's sympathies lie, even though he has 
not allowed his own value judgments to intrude 
in any illegitimate way on questions of fact. 
Dr. Frank is one of an articulate handful of 
admitted idealists who urge us to break out 
of the tyranny of what is and think effectively 
of what can be; he and they say—and the rest 
of us need to believe—that existing values are 
the problem, not the means for solving the 
problem. 


Howanp P. Rome, M.D. 
Rochester, Minn. 


Tue Cominc REVOLUTION IN MEDICINE. By 
David D. Rutstein, M.D. Cambridge, Mass. : 
The M.I.T. Press, 1967, 172 pp., $4.95. 


This little book is based on a series of 
lectures delivered at the Massachusetts In- 
stitute of Technology in 1966. In an era 
where planning is high on the list of values 
in almost every field of human endeavor, 
this volume is particularly timely both as an 
example of the procedures of planning and 
for the content of the plan for medical prac- 
tice which forms its conclusion. 

“The paradox of modern medicine” in the 
United States is that in spite of great attention 
to research and great increases in the cost 
(both absolute and relative) of medical care 
the general health of the nation is falling. 
Other nations show lower rates of infant deaths 
and longer life expectancies than does the 
United States. These facts are supported by 
appropriate statistics. The second paradox 
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Rutstein finds is that while the number of 
physicians is increasing, the number of these 
devoted to first-level care of patients is de- 
creasing. More physicians have become special- 
ists or are involved in research, much of it 
nonclinical in character. This not only results 
in a depersonalization of medicine, which 
Rutstein regrets, but also interferes with con- 
tinuity of care. 

Medical practice is a web of services with 
little connection or exchange of information 
among them. Nor are problems evaluated as to 
priority. Medical manpower—physicians and 
nonmedical personnel alike—is not well dis- 
tributed. Jobs go unanalyzed into their com- 
ponents, so that in many instances parts of the 
service are carried out by people who are 
more highly trained than is necessary. 

The complex machinery of modern medi- 
cine is distributed not according to where it 
is needed, but by whose local pride or wealth 
plans it. Although everyone knows that modern 
medicine is immensely complex, the popular 
conception of the physician remains as the 
“lone physician” who carries out diagnosis and 
treatment unassisted. Rutstein points out how 
foolish it is to calculate ratios of physicians 
and patients as if all physicians were equally 
available, whereas an increasing number are 
not, being specialists or in research. According 
to Rutstein, one group of specialists so with- 
drawn are psychiatrists, who work too much 
in isolation from the rest of the profession. 

Much of the irrationality of modern medicine 
could be relieved by wholehearted acceptance 
of the computer in operations research—re- 
search with the goal of using what is available 
to maximum efficiency and to indicate where 
shortages are emergent. Machines of other 
types are also discussed, as well as the ethical 
problems involved, such as when the use of the 
life-saving machine should be terminated. This 
chapter contains a number of examples of 
Tesearch on methods of practice that are in- 
teresting and instructive; methodology for such 
Tesearch is needed and some of it is supplied 
in this volume. 

The book ends with a plan, presented but 
not worked out in detail, and with no case 
made that it is the only conceivable plan for 
future medical practice. Its basic tenet is that 
medical services should be regionalized, with 
the most complex and technical—Rutstein does 
not equate these with the most important, 
which he considers the patient-doctor relation- 
ship—in large centers and with quality-con- 
trolled satellite hospitals carrying out the 
definitive care for most patients. 

The schemes will use computer systems gen- 
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erously for the transfer of information among 
loci within the region to insure continuity of 
care. The centers will combine preventive and 
therapeutic care, and will have specialized 
facilities for psychiatric and chronic disease 
care as integrals in the system. Medical educa- 
tion will be changed so that the various types 
of physicians needed can be supplied, dis- 
carding the delusion that all physicians are or 
should be alike. Ancillary personnel will be 
trained for similar specialized or generalized 
services, depending upon where they work in 
the structure. 

When the reader puts this book down, he is 
left with one large question: How can medicine 
and the public be motivated to make such 
changes? 

It is probably too much to expect that such 
radical changes in a rational form for medical 
practice can be made merely because the need 
for the changes is clear; more motivation than 
that will be required. Probably Rutstein had 
this in mind when he included “revolution” 
in the title. It may well be that the need for 
radical reform will be neglected, as some 
believe that civil rights have been neglected, 
until a revolution will dictate change. Reading 
Rutstein’s book is one way to learn how badly 
these changes are needed and to learn ways to 
find the solutions in an evolutionary way. 


PauL V. LeMkau, M.D. 
Baltimore, Md. 


THE TECHNIQUE OF PSYCHOTHERAPY, 2nd ed., 
parts 1 and 2. By Lewis R. Wolberg, M.D. 
New York: Grune & Stratton, 1967, 1374 
Pp., $29.75. 


This is a monumental work which goes far 
beyond the narrow title, offering in two vol- 
umes a compendium of psychotherapies in- 
cluding authoritative and erudite discussions 
of the theoretical and conceptual underpin- 
nings. of treatments as well as their technical 
aspects, The author seems to have an affinity 
for the singular, as in the title and also in his 
definition of psychotherapy, according to which 
‘a trained person deliberately establishes a pro- 
fessional relationship with the patient. . - i 
Fortunately, Wolberg ignores his own defini- 
tion. He discusses group therapy and also 
includes milieu therapy and—less fortunately— 
Other forms of treatment which one hardly 
thinks of as “psychotherapeutic,” such as drug 
treatment, “bibliotherapy,” and others. In ad- 
dition to his own annotated definition of 
Psychotherapy the author offers 26 others by 
as many colleagues. 
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` Many controversial issues—basic principles 
in therapy, questions of effectiveness of psycho- 
therapy, and the placebo phenomenon—are 
met squarely, but at times the effort to be 
eclectic and encompass everything leads to 
diffuseness and far afield—for instance, the 
inclusion of “indoctrination to change value 
system” as a form of psychotherapy. Similarly, 
efforts at environmental manipulation or the 
phrase “mediating disturbed patterns of be- 
havior” may refer to practices by professionals 
who are also psychotherapists, but should not 
be called therapy, lest all educational and 
interactional efforts become mislabeled “thera- 
py,” or vice versa. 

However, the survey of psychotherapy orien- 
tations and the discussions of pharmacotherapy, 
the role of religion, and group methods in 
themselves are mostly excellent. The lengthy, 
detailed account of instinct and libido theory 
seems more of historical interest than of cur- 
rent value to the students of psychotherapy, 
with the exception of analytic candidates. (One 
might suspect that by now Freud, had he lived 
a few years longer, would have written a 
monograph titled “Beyond the Instinct Theo- 
ry.”) 

The section on “Ego Analysis” is the only 
one which does not conclude with a paragraph 
of criticisms, but only by this indirection does 
the author’s predilection for this mode of 
therapy reveal itself in the sea of eclecticism. 
On the whole, the case for “Reconstructive 
Psychotherapy” may seem overstated, if only 
because of the volume of the theoretical and 
conceptual chapters in a book entitled “tech- 
niques.” However, the author does state that 
the “best psychotherapy is not the method, but 
what fits the patient.” His plea for "ecumen- 
ism” in the mental health field is well taken, 
but the new chapter on “The Psychotherapist 
in Community Health” unfortunately has 
many earmarks of the superficial bandwagon 
writings of the day. 

This second edition is much enlarged and 
has several new sections in addition to the 
one on community health. New reference ma- 
terial is almost literally up to date, The 
chapters on resistance and countertransference 
phenomena have been updated and slightly 
enlarged but are concise and poignant; this 
is also true of the new chapter on “Working 
Through.” It is hard to imagine better writings 
on these topics. There are detailed descriptions 
of behavior therapy which are based, for the 


most part, on material published since the 


first edition. 
The sections on group therapy are also ex- 
t and up to date, but the discussion of 
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group dynamics seems slighted compared with 
other conceptual and theoretical topics. Still 
Other new sections are those on drugs and 
shock treatment; in addition, a good deal has 
been added to the chapter on hypnotherapy, 
including new illustrations. Short-term therapy 
is treated in too pat a fashion, without the 
appropriate caution that short-term therapy 
requires more experience on the part of the 
therapist, in contrast with the common notion 
which confuses "short" with "superficial" a 
temptation for inadequately trained therapists. 

The author appears rather more pessimistic 
about the psychotherapy of schizophrenics than 
seems warranted to this reviewer; and some 
pertinent recent work is not considered, for 
instance that of Searles. Wolberg recommends 
that schizophrenic patients be seen only once 
Or twice a week and does not recommend 
follow-up visits (only follow-up letters), which 
I believe is an important aspect in the treat- 
ment of schizophrenics. 

The chapter on supervision appears re- 
dundant, especially since the book seems to 
be geared primarily to the beginning therapist. 
Some other aspects of the book have a kind 
of how-to-do-it quality to them, such as various 
outlines, reading lists, and model charts. These 
add to the volume, and, as was noted over a 
decade ago, make the books difficult to 
handle. However, these detractions are minor 
compared with the great over-all value of 
these volumes. This is an essential reference 
work for psychiatrists and should be required 
reading for every student of psychiatry and 
psychotherapy. 


STEPHEN FLECK, M.D. 
New Haven, Conn. 


Privacy AND Freepom. By Alan F. Westin. 
New York: Atheneum, 1967, 458 pp., $10. 


The psychotherapist places Paramount im- 
portance on the confidentiality of the doctor- 
patient relationship because he believes that, 
without the guarantee of the privacy of his 
communications, the patient is unable to 
participate in treatment to his optimum bene- 
fit. The value of such privacy for the public 
good has been recognized through statutes on 
privilege enacted by many state legislatures. 

This report, which examines current patterns 
Of secret intrusion upon the privacy of the 
individual, therefore has special significance 
to the psychiatrist both as a professional and 
as a responsible citizen. A situation involving 
his professional relationships is the placing of 
psychiatric examinations and psychotherapeutic 
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interviews under electronic surveillance without 
the knowledge of either participant. Such in- 
cidents have occurred, for example, by the 
secret installation of a tiny radio transmitter 
by the husband of a patient. Although Professor 
Westin does not mention such specific oc- 
casions, he recounts in great detail a vast 
variety of situations in which the techniques 
of surveillance, made possible by modern 
technological advances, have been used for 
secret governmental and private objectives. 

Many persons are aware of the potentialities 
of wiretapping for blackmail and of such 
devices as the radio-“active” olive in the cock- 
tail. This study reveals an extraordinary range 
of modern instruments, readily and cheaply 
obtainable, which currently are widely used in 
the intrusion on personal privacy. Without tak- 
ing special precautions a person may no longer 
depend on complete privacy—whether confer- 
ring in a rowboat on a lake, half a mile from 
shore, or participating in the intimacy of the 
marital relationship. Electronic gadgets for 
listening, high resolution cameras, new photo- 
graphic film, and parabolic mirrors with radar 
and laser beams represent some of the highly 
sophisticated instruments now in fairly wide 
use. Closed-circuit television for instructional 
purposes would appear to have become a minor 
use of this technique. 

The book concentrates on three areas of 
intrusion into privacy including physical sur- 
veillance, utilizing such devices as those already 
mentioned, and the application of psychologi- 
cal tests and ego defense-inhibiting drugs so 
that the individual unknowingly reveals inti- 
mate information about himself. The third 
area, with perhaps the potentiality for the 
greatest evil, including the threat to a demo- 
cratic society, is the utilization of computer 
techniques and data processing machinery in 
data surveillance—that is, the collection, ac- 
cumulation, and permanent documentation of 
Breat amounts of personal information con- 
cerning every citizen. 

Although the abuse of physical surveillance 
is principally of concern to the psychiatrist as 
à responsible citizen, the application of psycho- 
logical tests and the accumulation of personal 
information in, for example, a national data 
bank, should have a more immediate profes- 
sional impact on him. Professor Westin brings 
out the grave issues confronting society which 
arise out of encroachment into the privacy of 
the individual, either as a person or as à 
member of a group. The basic conflicts origi- 
nate in the clash between the need of society 
(via governmental agencies) to defend and 
maintain its internal and external security an 
the citizen’s legitimate right to privacy. 
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This social value—the need of and right to 
privacy—is not a modern concept, despite the 
views of some writers to the contrary. Profes- 
sor Westin traces its sources to the biological 
origins of the human species, exemplified by 
the various territorial patterns of animals (well 
documented in scientific studies), and points 
to the cultural practices in primitive societies. 
He contrasts the differences in attitudes of the 
citizens of three Western societies with respect 
to the right to privacy and to the limitations 
placed on attempts to impair it. His thesis 
regarding the inherent relationship between the 
right to personal privacy and freedom within 
the society is clearly stated. 

This report is the outcome of a four-year 
study of the threats to privacy which have 
accompanied recent advances in technology, 
with the promise of more to come. The author 
is concerned with fundamental issues presently 
facing democracy in this country. The failure 
of Congress and state legislatures to come to 
grips with the issues and the confusion in 
law enforcement, originating in apparently con- 
flicting decisions of the U. S. Supreme Court, 
illustrate the difficulties in arriving at a just 
solution. 

For the psychiatrist interested in preventive 
psychiatry, there is yet another aspect to the 
problem because the type of society which, 
by implication, may emerge brings to mind 
the paranoid society of the Dobuans of New 
Guinea. 

The psychological aspects of privacy in the 
development of the human personality have 
thus far received scant attention. This report 
sounds a clarion call for the urgent study of 
privacy and for action on legislative, judicial, 
executive, and private levels. The psychiatrist, 
least of all, should not be deaf to this tocsin. 


Joun DoNNELLY, M.D. 
Hartford, Conn. 


Tue Intrapsycurc Ser. By Silvano Arieti. 
New York: Basic Books, 1967, 470 pp. 
$12.50. 


This book aspires grandly and achieves 
nobly, Concentrating on the relatively ne- 
glected domain of the “intrapsychic,” in con- 
tradistinction to the démodé "interpersonal," 
it is an effort to understand and describe the 
formal and structural components and mech- 
anisms of the phenomenology of the inner 
World of experience—in normality, psycho- 
Pathology, and supernormality, that is, Cte- 
ativity. For the first time and with demon- 
Strable success, here is a book which redresses 
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the imbalance between the intensive psycho- 
dynamic study of motivation and the relative 
neglect in psychodynamic psychologies of cog- 
nitive and allied processes. 

The advent of ego psychology presaged an 
inevitable move in this direction as the per- 
ceptual-cognitive processes, which Freud saw 
as the nucleus of the ego, were overdue for 
interest, study, and a place of greater signifi- 
cance in the psychoanalytic comprehension of 
man. It was therefore a logical development 
for the major systems of developmental psy- 
chology—those of Jean Piaget and Heinz 
Werner—to exert an attraction for psycho- 
analysts and psychodynamically oriented clini- 
cians interested in expanding their own 
dynamic but rudimentary developmental psy- 
chology to benefit from. the potentially en- 
riching knowledge of the more conceptually 
formalized developmental psychologies. As 
psychoanalysis has always been oriented 
toward biological, evolutionistic, adaptational, 
and teleological points of view, it would appear 
that it has a closer affinity to and is more 
easily made congruent with Werner's com- 
parative developmental psychology, which is 
organismic in point of view and marked by 
the phylogenetic, ontogenetic, and microge- 
netic unfolding concept. 

Silvano Arieti has forged an impressive, 
integrated, and productive synthesis of psycho- 
analysis and the comparative developmental 
psychological approach in this unique work. 
He has retained the essential conceptions of 
the former and yet enriched them by the angle 
of vision of the latter. An illustration of the 
resultant conceptual fertility is seen in his 
discussion of emotions and affects, which are 
viewed as being (hierarchically) organized 
in levels (e.g., fear and rage are lower order, 
and anxiety and anger are corresponding 
higher order levels) as a function of the 
modification of affective experience by its in- 
tegration with new elements of the organism's 
growing cognitive capacities (e.g, images, 
paleosymbols, symbols, etc.). 

The first and basic section of this three-part 
book deals with the evolution of the self, 
stressing the description of the complex stages 
in cognitive development as the leading edge 
in the transformation of human experience 
and behavior. Key concepts which permeate 
the discussions of perception, the thinking 
processes, and language development are the 
part-whole relationship and the primary and 
secondary processes. Arieti's understanding of 
these fundamental concepts is connotatively 
rich and potent in its explanatory implications. 
The second part of this book is an impressive 
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demonstration of the fruitfulness of the earlier 
delineation of cognitive development in in- 
creasing a logical understanding of the major 
psychopathological entities. The discussion of 
Schizophrenia is, as might be expected, a 
highlight in this regard. 

The final section deals primarily with the 
cognitive processes of man's highest creative 
faculties. In breadth of vision and undertaking, 
analysis of psychologically relevant materials, 
conceptual grasp and comprehension, and im- 
plementation and elaboration of his basic 
concepts, Arieti has few peers. His discussion 
of the creative process in wit, poetry, religious 
and mystical experiences, and science is based 
upon the thesis that the basic cognitive 
mechanisms underlying normal and psycho- 
pathological developments are used by the 
creative person in novel but characteristic 
arrangements to attain a new synthesis that 
generates a desirable enlargement of human 
experience. 

The author presents us with a vital em- 
bodiment of his concept of the creative process, 
and we are all in his debt. 


NATHAN I. KniTZBERG, M.D. 
New York, N. Y. 


STUDIES IN PSYCHIATRIC Art. By R. W. Pick- 
ford, Ph.D., D.Litt. Springfield, Ill.: Charles 
C Thomas, 1967, 330 pp., $14. 


Drawing is the first conscious attempt to 
communicate on paper. It is used as a medium 
of expression, in many instances, by the time 
the child is one year old. Later, conscious 
communication by the use of pencil and 
paper is made in the form of writing. Although 
this is still drawing of a kind, it is so stylized 
and restricted by the rules which govern 
legibility and coherence that the kind of tree- 
dom of expression which is so necessary to 
the emergence of the unconscious is rarely 
possible. Consequently, attempts have been 
made to use the freer expression of drawing 
as a means of interpreting unconscious 
thoughts as they emerge during analysis. 

One exponent of such a procedure is the 
author of this book, and this work represents 
his 30 years of endeavor in this field. The book 
is divided into 12 chapters, the first of which 
explains the principles governing the interpre- 
tation of psychiatric art. Dr. Pickford makes 
a comparison between psychiatric art and 
dreams, demonstrating how the manifest and 
latent contents in dreams have their counter- 
parts in paintings and drawings. Much that is 
rejected in a dream as being unacceptable to 
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the conscious ego is similarly rejected in a 
painting, and in similar fashion, latent content 
is disguised. Despite these unconscious efforts 
to disguise underlying conflicts, latent content 
does come through, even when the artist is 
psychiatrically sophisticated and is making a 
conscious effort to develop a theme in an 
uninvolved way. This is well demonstrated in 
the chapter “An Artist Looks at Neurosis.” 
Here, the artist drew her concepts of different 
neurotic manifestations in as objective a man- 
ner as possible, and yet her own unresolved 
conflicts appeared in what she considered to 
be quite impersonal illustrations of various 
psychiatric syndromes. 

Other chapters deal with paintings done by 
schizophrenic patients, delinquent boys, and 
a child during analysis. These case studies are 
all well illustrated, and the author is quite 
successful in tying in his explanations of the 
paintings with the progress in therapy and the 
changes taking place in these patients. 

A particularly fascinating chapter, “Trou- 
vaille,” is concerned with the analysis of a 
mid-19th-century book of flower paintings 
which demonstrate a period of marked mental 
disturbance. The earlier paintings are delicately 
drawn, realistic, and well integrated. Later 
paintings show a marked disintegration and 
symbolic distortion, and the last paintings re- 
turn to the realistic, delicate style shown at the 
beginning of the book. Nothing is known of 
the artist, but it is clear that he went through 
a brief psychotic period, probably schizophrenic 
in nature, The author’s explanations of the 
changes in the paintings and of the underlying 
dynamics are enthralling and in the best tradi- 
tions of the classic psychoanalytic case pre- 
sentation. 

The last chapter is a brief review of the 
works of some of the more notable classical 
and modern artists, works which demonstrate 
some of the underlying conflicts of these 
painters. A brief outline of each artist’s life 
accompanies the analysis of his work, and 
while the author does not pretend that his 
remarks are definitive or as full as they might 
be, he nevertheless shows a perceptiveness and 
an ability for succinct presentation which 
more than compensate for the brevity of this 
section. One would hope that Dr. Pickford 
will one day write the book of which this 
chapter seems to be the embryo. 

Finally, it must be said that Dr. Pickford 
has given us in this immensely readable and 
well-illustrated book some of the fruits of his 
30 years’ work in the field of psychiatric art. 
He has amply demonstrated the value of art 
therapy as a means of establishing communi- 


Amer. J. Psychiat. 125: 2, August 1968 


BOOK REVIEWS 


cation with an otherwise uncommunicative 
patient and as a method of exploring un- 
conscious fantasy material. 


RAYMOND VEEDER, M.D. 
Hartford, Conn. 


Tur PsvcuoLocx or Set. By D. N. Uznadze. 
New York: Plenum Publishing Corp., 
1966, 251 pp., $15. 


The material of this book, "the concept 
of relative set," was formulated by the author 
in 1923; in 1933 and 1934 two volumes were 
published on the subject. The author (now 
deceased) did his work at the Georgian In- 
stitute of Psychology on both animals and 
humans, elaborating the differences in the 
properties of "set" in pathological states as 
well as in normal states. This book is intended 
for clinical psychologists, behaviorists, and 
psychiatrists. 

In order to understand the book, one must 
begin with a definition of “set”: "The term 
set implies a definite state of preparation to 
solve a problem in which the manner of 
solution is predetermined." As an example 
the author refers to the comparison of the 
estimation of weights lifted in the right hand 
and in the left hand. The work of Wundt and 
Köhler is discussed. 

Uznadze reports his own work with rats, 
fowls, dogs, and monkeys, the normal human, 
and several forms of psychotics—schizophren- 
ics, epileptics, hysterics, psychasthenics. 

“Objectivization” is a quality which the 
author attributes to the human, but not the 
animal. Since much of his material centers 
around the use of this concept, we need to 
know his definition: “This specific act, turning 
an object or phenomenon included in a chain 
of human activity into a special, independent 
object of observation, may be called briefly 
an act of objectivization.” 

Using concepts of set and objectivization, 
the author analyzes various -psychotic con- 
ditions. t 

This book is unique for more than the 
reasons mentioned above: There is only one 
reference to Marx, one to Lenin, and none 
to Pavlov. The bibliography of 123 papers 1s 
made up almost exclusively ‘of Georgians, 
judging by their names. Finally, Uznadze 
offers some new psychological approaches to 
the study of animals and the human from 
the point of view of function. 

Like most Russian books, this one has the 
Serious defect of lacking an index. 
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Although the experiments seem to concern 
rather superficial functions, the treatment in- 
cludes a minimum of confusing subjective 
terms. The nature of schizophrenia has now 
been attacked from many angles—biochemical, 
genetic, developmental (Freudian), and func- 
tional, All of these have their advocates and 
have been in vogue at one time or another. 
At the present, in regard to a satisfactory 
solution of schizophrenia, we feel in the mood 
expressed by Omar Khayyam: 


Myself when young did eagerly frequent 
Both doctor and saint and heard great argu- 
ment 

About it and about, but evermore 

Came out by that same door where in I 
went. 


Nevertheless, it is good to examine many 
approaches to the study of so complex a 
problem. The test of which ones will be 
paramount will be largely pragmatic—which 
are most useful in identifying the essential 
factors, viz., the cause or causes. Hence may 
evolve a prophylactic psychiatry. 


W. HorsLEY Gantt, M.D. 
Perry Point, Md. 


Romors, Men AND Minps. By Ludwig von 
Bertalanffy. New York: Braziller, 1967, 


146 pp. $5. 


Robots, Men and Minds is a passionate, 
logically rigorous attack on the often un- 
recognized hold that the theory of mechanism 
maintains on our concept of man and of 
science, coupled with a passionate and vigor- 
ous plea for its replacement by a theory of 
organization in which the concepts of system 
and symbol become the key words in an 
emerging new science of man. It is a signifi- 
cant book by one of the great global minds 
of our era: Ludwig von Bertalanffy, the theo- 
retical biologist and philosopher and primary 
founder of general systems theory, whose ex- 
tremely important contributions to psychiatry 
were recognized by his election as an Honor- 
ary Fellow of the American Psychiatric As- 
sociation at the May 1967 annual meeting. 

Based on two lectures delivered by Bert- 
alanffy as the inaugural lecturer of the Heinz 
Werner Lecture Series at Clark University, 
Worcester, Mass., in January 1966, Robots, 
Men and Minds presents an overview of Bert- 
alanffys work during the past 45 years. It 
gives a remarkably clear and compact de- 
scription of general systems theory, including 
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such already well known concepts as open 
systems, isomorphism, progressive differenti- 
ation, progressive mechanization, central- 
ization,  negentropy, dynamic interaction, 
steady state, steering and trigger causality, 
teleology, anamorphism, etc. 

It is, however, in relation to the deep and 
foreboding problem of how "science in the 
20th century, though it is conquering the 
universe, has neglected and even actively sup- 
pressed human nature" that general systems 
theory establishes its fundamental importance 
as a science of wholeness or holistic entities, 
providing in its "scientific" aspects a frame- 
work for the elaboration and subsequent ap- 
plication of such entities to concrete phe- 
nomena; while in its "metascientific" aspects 
it provides a broader, more realistic, and 
"perspectivistic" world view. Bertalanffy at- 
tacks with particular vigor the robot model of 
man, with its stress on primary reactivity and 
urges its replacement by a new image of man, 
derived from general systems theory, as an 
active personality system. 

Bertalanffy provides brilliant and stimu- 
lating approaches to urgently needed redefi- 
nitions of education, to the needed develop- 
ment of sciences of culturology and theoretical 
history, and to the revision of current evolu- 
tionary theory, which continues to explain 
anamorphosis in terms of random mutation 
and selection and continues to view mind, 
personality, and human history as equally 
chance products of nature and nurture: “one 
damned thing after another without rhyme 
or reason." 

It is Bertalanffys hope that science may 
Still be able to present a grand view of the 
world and become deeply humanistic in its 
endeavor. Here he is talking about one of the 
important and yet overlooked aspects of gen- 
eral systems theory: its ability to serve as a 
humanizing and general framework for the 
more specific system theories that now abound 
and cause almost as much fear as they do 
hope. We have learned how to analyze and 
design systems of particularistic type more 
than we have learned how to understand 
and avoid the dangerous and perhaps fatal 
large-scale ecological repercussions that may 
result. It is a worthy and justifiable promise 
that general systems theory, with its broad 
outlook and its constitution as a science of 
man, will be instrumental in avoiding the 
dangers that promise to arise from local 
application of this most powerful new con- 
cept of science, that of "system." 

Robots, Men and Minds and the closely 
related work, The Ghost in the Machine by 
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Arthur Koestler (New York: Macmillan 
1967), are recommended as “must” rea 
for all psychiatrists. 


Active PsvcHorHERAPY. Edited by Ha 
Greenwald. New York: Atherton P 
1967, 377 pp., no price listed. 


The word itself is so simple and in such 
quent nontechnical use that we tend to ex 
ence a subjective feeling of comprehen 
(a feeling which may be very misleading) 
when it is used’ in a specific technical s 
In fact, we may feel so certain that we kno 
what we or others mean by the term that | 
may not even bother to seek clarification. 
had hoped that in reading Dr. Greenwali 
book I would gain a clearer understandin; 
the concept of “activity”; instead, I found 
slipping ever further away. 

In his introduction to this collection 
diverse approaches to psychological treatmen 
Dr. Greenwald states that “while it is diffieu 
to choose a precise rubric to cover all forms 
of experimentation in psychotherapy, one mi 
jor characteristic has been an increase | 
activity.” He elaborates on some of the diff 
culties inherent in the term but in the en 
accepts it with such a broad definition thi 
he fails to distinguish what he terms “act 
therapies" from what he refers to as “ 
more passive modes, such as classical psychi 
analysis and the non-directive approach." 
Greenwald's ‘definition of the active thera 
is one who "tends to utilize consciously d 
vised interventions for a specific preconcei 
goal.” Certainly this definition would co 
the use of interpretation in psychoanalysis 
well as the attempt on the part of the n 
directive therapist to actively limit himself 
and adequately reflect, the feelings of his cli 

What Dr. Greenwald does accomplish is t€ 
bring together in one volume a group of pap 
which summarize and suggest widely dif 
ing views of human beings, their adapta 
and maladaptations, and the modes of "th 
peutic" intervention derived from these vie 
Compare, for example, the following 
tation from Freud's article “Lines of Advani 
in Psychoanalytic Psychotherapy” with 
from Phillips and El-Batrawi. Freud, wit! 
emphasis on strengthening the patient t 
life, on liberating him to fulfill his. 
nature rather than trying to shape him i 
therapist’s image, disagrees with Putnam's 
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gestion that psychoanalysis should urge a par- 
ticular philosophical outlook on the patient. 
He states: “In my opinion, this is after all 
only to use violence, even though it is over- 
laid with the most honorable motives.” Jux- 
tapose this approach with that implied by 
Phillips and El-Batrawi in the following state- 
ment: 


In the simplest terms, R-centered therapies 
or theories of therapy allow for as much 
response manipulation as the ingenuity of 
the therapist or experimenter can name. .. . 
We are really much more in control over 
what the organism does, than we are in 
trying to learn why it behaves as it does 
in the genetic sense. 


The emphasis of the first is on freeing an 
individual from his self-imposed constraints 
so that he may maximize his potential ac- 
cording to his own values; the emphasis of 
the other, the control of a socially unac- 
ceptable behavior disturbance such as enure- 
sis. Similar startling contrasts can be found 
throughout the book, There are several ar- 
ticles presenting various approaches derived 
originally from psychoanalysis. There are ar- 
ticles written from the point of view of 
experimental psychology and learning theory. 
Some approaches to family therapy, group 
therapy, hypnotherapy, and short-term ther- 
apy are also included. 

As a review or exploration of the concept 
of “activity” in psychotherapy, this book does 
not succeed. However, as a convenient 
sampler of brief articles representing several 
varying and conflicting points of view, it is 
to be recommended. 


Roy M. Coreman, M.D. 
Washington, D. C. 


SLEEP AND ALTERED STATES OF CONSCIOUS- 
Ness, Edited by Seymour S. Kety, Edward 
V. Evarts, and Harold L. Williams. Re- 
search publication, vol. XLV, - Association 
for Research in Nervous and Mental Dis- 
ease. Baltimore: Williams & Wilkins Cox 
1967, 558 pp., $25.50. 


This publication of the proceedings of the 
45th annual meeting of the Association. for 
Research in Nervous and Mental Disease in 
1965 is a delectable smorgasbord of sleep 
research reports. The reader will get a glimpse 
Of some of the most important work by a 
large number of very productive investigators, 
many of whom were on the forefront of this 
relatively new field. 
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The father of sleep research in this country, 
Nathaniel Kleitman, set the stage for the 
meeting in the third paper, “Phylogenetic, 
Ontogenetic and Environmental Determinants 
in the Evolution of Sleep-Wakefulness Cycles.” 

There were 39 contributors and discussants 
at the meeting. The editors, who are senior 
investigators in this field, each presented a 
paper, and they all participated actively in the 
discussions. The published discussions of the 
papers serve as a valuable addition to the 
formal papers themselves. 

The topics range widely and include results 
of research on humans and animals, with the 
ever-sleeping cat being the most ubiquitous 
subject in the animal experiments. The 
phylogeny, ontogeny, physiology, chemistry, 
and behavioral and phenomenological aspects 
are all touched on by one or more authors. 
Discussion of experimental manipulation of 
sleep by means of stimulation, drugs, and 
brain lesions as well as behavioral manipula- 
tions, particularly deprivation experiments, is 
included. There are a number of reports de- 
scribing pathological sleep states as well as 
alterations of sleep in various clinical condi- 
tions. 

It is difficult to predict whether some of 
these papers will become "classics" in the 
history of sleep research, but certainly a num- 
ber of them have already been established as 
bench marks from which future observations 
can be measured. Two of these are Harold 
Williams’ paper on defining the depth of sleep 
and William Dement's paper on the effects 
of rapid eye movement sleep deprivation; and 
it is certain that others have become equally 
as important. 

It would be impossible in the time of the 
meeting and the limited space of the publica- 
tion to cover all areas of sleep research. One 
of many which are noticeably missing is the 
considerable amount of work which has been 
done to demonstrate the repetitive nature of 
EEG sleep patterns in individuals from night 
to night and the variation in these patterns 
among individuals. 

Each author presented a generous bibliog- 
raphy with his paper. This is not a treatise 
that one is likely to sit down and read as a 
review of the sleep research field because it 
obviously consists of many separate papers— 
papers impossible to tie together in editing. 
However, it will serve as a valuable reference 
for anyone who wishes to examine any of the 


areas covered. 


Rosert L. WiLLIAMS, M.D. 
Gainesville, Fla. 
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Psychosocial Factors in Riots—Old and New 


* BY JOHN P. SPIEGEL, M.D. 


The author gives a historical review of three 
main types of violence in the U. S. and 
their social and psychological causes. He 
feels that we have been more willing to 
settle for .violence than to attend to the 
social conflicts which generate it. Using an 
analogy from psychotherapy, he says a 
first step toward dealing with the under- 
lying problem would be acknowledging its 
existence; then we should approach its solu- 
tion through attempts to share power with 
previously excluded groups. 


po ARE THREE TYPES of collective 
violence which are of major concern to 
us at the present time: 1) the violence of 
Whites against blacks; 2) the violence of 
blacks against whites; and 3) the violence 
of police and other law-enforcement person- 
nel against those who in the name of non- 
violence are demonstrating Or protesting. 
The aim of this paper is to discuss some 
of the social and psychological factors which 
are associated with such collective hostile 
outbreaks. 

Because of the prominence with which 
each of these types of violence has been 
portrayed. in the press and the electronic 
media, it does not seem necessary to de- 
Scribe the phenomena in any detail. Still, 
for the sake of refreshing memories, a few 

Read ting of the Ameri- 
can n anon MEN d 1968, 
Boston, Mass. 

The author is director, Lemberg Center for 
Study of Violence, and professor of psychiatry. 
Florence Heller School for Advanced Studies in 
US Work, Brandeis University, Waltham, Mass. 
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examples of each category will be briefly 
reviewed. 


Violence of Whites Against Blacks 


The rate of collective violence of whites 
against blacks has been diminishing ever 
since World War II. Nevertheless, it still 
occurs and in all parts of the country. On 
January 8, 1967, in the small town of 
Brazelton, Ga., two black men were refused 
service at a white-owned restaurant. Re- 
sentful at this attempt to test the public 
accommodations aspect of the civil rights 


legislation, 25 white men jumped the blacks + i 


as they left the restaurant and beat them. 
One was badly injured. 

In Chicago on May 30, 1967, a crowd 
of 100 white youths attacked a smaller 
group of blacks in the wooded section of a 


park, throwing rocks and bottles and in- - 
persons. Thirty-seven whites were — - 


juring 12 
arrested. In Salt Lake City on July 2, 1967, 
at an integrated dance, male African sum- 
mer school students were dancing with 
white female Peace Corps workers. In- 
censed by this interracial display, a crowd 
of 100 white males attacked the African 
students and some were severely beaten. 


Violence of Blacks Against Whites 


This has been the most frequently re- 
ported of all three types of collective 
violence. Of 164 episodes of rioting ex- 
amined. by the President's Commission on 
Civil Disorders for the year 1967, eight 
(5 percent) were classified as "major," 33 
(20 percent) as “serious,” and 123 (75 
percent) as *minor'(1). The Riot Data 
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Clearinghouse at the Lemberg Center for 
the Study of Violence at Brandeis recorded 
43 incidents of collective violence for the 
first three months of 1968, and in April 
there were approximately 125 episodes after 
the assassination of Martin Luther King, Jr. 

It is important to recognize the phenom- 
enological contrast’ between these two forms 
of collective violence. The violence of 
whites against blacks is primarily against 
persons, secondarily against property. The 
violence of blacks against whites is directed 
primarily toward symbolic objects: white- 
owned property and small white business 
establishments in the ghetto. Attacks on 
persons are less frequent. 


Violence by Law Enforcement Personnel 


The so-called “legitimate” violence of 
local and state police and of the National 
Guard has been directed toward individuals 
and groups but has centered mainly on 
black people, college student demonstrators, 
and youthful protestors of all types. The 
frequently used term “police brutality” does 
not accurately describe this behavior. For 
example, in Boston on June 2, 1967, the 

' police roughed up a group of black female 
Protestors in the welfare station in Rox- 
bury, then beat and clubbed black residents 
gathering in the street, including a number 
‘of ghetto leaders who were trying to per- 
suade the crowd to disperse. 

In Dayton, Ohio, on September 17, 1967, 
in the course of a Shriners’ convention, 
two plain-clothes vice squad officers, dressed 
in Shriners’ costumes, saw a black man 
get out of a car a half-block away with what 
they thought was a gun in his belt. They 
ordered him to halt. Seeing their costume, 
he took fright and rapidly walked away. 
They shot him in the back of the head 
and killed him. When they overtook the 
dying man, they found that the "gun" was 
a pipe-case. Sat 

In Orangeburg, S. C., a group of black 
students staging a demonstration on the 
campus of South Carolina State College 
were fired upon by members of the state 
highway patrol. Three students were killed 
and 30 injured, many in the back and in the 
soles of the feet, as they had thrown them- 
selves upon the ground as soon as the 
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first shots were fired. On April 30, 1968, 
on the campus of Columbia University, 
more than 1,000 New York City police, 
many in plain clothes, evicting and dispers- 
ing student protestors from college build- 
ings, beat and clubbed students, faculty 
members, and members of the press, causing 
132 injuries. 

Since law enforcement officers, in con- 
trast to spontaneous assemblies of black or 
white community residents, are members of 
professional organizations, their violence 
has, in some quarters, been considered as 
particularly deviant or at the least, requiring 
a different order of explanation. But it is a 
tenable proposition that collective violence 
is responsive to the same set of underlying 
factors, no matter what group manifests the 
behavior. 


The Definition of Collective Violence 


Before turning to these underlying factors 
we should define what is meant by collective 
violence, and we should attempt to reach a 
tentative agreement on the factors asso- 
ciated with a display of violence. 

Let us define collective violence as be- 
havior exhibited by a group of three or 
more people acting in concert, character- 
ized by extremely destructive physical ag- 
gression directed toward persons, objects, 
or organizations. A necessary feature of the 
behavior we agree to call violent is its 
explosiveness. If violence is displayed at 
all, it will be released suddenly and fully— 
that is, close to the limit of intensity of 
which the person or group is capable. It 
is this outburst quality that distinguishes 
the behavior phenomenologically from oth- 
er forms of aggression. 

For example, the definition differentiates 
violence from planned, organized collective 
aggression such as occurs in war, revolution, 
Or conspiracy. Organized aggression, of 
course, is related to violence, but it is more 
rationally and deliberately directed toward 
the attainment of particular goals. 

Though less rational than collective ag 
gression, collective violence is nevertheless 
not random but is released under specific 
conditions. In the present undeveloped stage 
of violence research, it is not possible tO 
Present a complete, reliable list of these 
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conditions. However, it would appear that 
violence is released when the group of in- 
dividuals, acting in concert and reinforcing 
each others’ behavior, are in a state of 
angry excitation due to: 1) insult or injury 
to a group member or to the group as a 
whole; 2) a threat of loss of social status 
for the group of which the insult or injury 
is a concrete manifestation; and/or 3) a 
severe frustration of the group's desire for 
higher social status of which, similarly, the 
insult or injury is seen as a concrete repre- 
sentation. If this is a correct formulation 
of the conditions which stimulate collective 
violence, then it is understandable that the 
behavior is more spontaneous, emotionally 
expressive, and tension-reducing than its 
close relative, collective aggression. 


'The Origins of Contemporary 
Collective Violence 


It is appropriate at this point to ask: 
What are the social strains underlying the 
three forms of collective violence previously 
described? In addressing themselves to this 
question in connection with the recent wave 
of urban riots, the President's Commission 
on Civil Disorders proposed a general 
formula which they labelled “white racism.” 

While it has certain dramatic merits in- 
sofar as it draws the attention of whites to 
a problem they would prefer to ignore, 
there are a number of objections to this 
formula. It is too vague, proposing no tests 
which might enable a white person to de- 
termine whether or not he is, indeed, a 
racist. It is too accusatory and thus is more 
likely to evoke denial than affirmation; and, 
if affirmation occurs, it will probably be 
used to assuage guilt rather than promote 
Corrective action. Finally, it is too narrow. 
It assumes that the problem between the 
races in America is different in kind and 
Separable from the principal social strains 
of the society as a whole. 

The chief social strain in the United 
States has always been the incompatibility 
between its democratic ideals and its author- 
itarian practices. The rights of man, the 
equality among peoples, and the principle 
Of representative government, the main 
items in the democratic philosophy. have 
from the birth of our country been pitted 
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against an underlying and largely inarticu- 
late authoritarianism modeled after the 
European social systems that the American 
Revolution was presumed to have over- 
thrown. Because our democratic principles 
have been well advertised, while out author- 
itarian practices have received little sys- 
tematic attention, this deep-seated conflict. — 
this fatal flaw in our national life—has 
frequently generated civil disorder in the 
course of our history. In political dynamics, 
as in personality processes, an unattended 
or hidden conflict cannot be resolved until 
it breaks through to conscious and open 
struggle. j i 

Authoritarianism in the United States has 
been maintained in two ways: 1) by the 
principle of exclusion of social groups from 
the democratic process; and 2) by the op- 
eration of pyramidal bureaucratic structures 
with power centered at the top of the 
pyramid. Because of time limitations, this 
paper will focus mainly on the first method 
of maintaining autocratic power. 


Limitations of Democracy 


At the time of its formation, the Ameri- 
can system of democracy was limited by. 
six structural principles of inclusion and 
exclusion. In order to be admitted to the 
democratic society one had to be: 1) white; 
2) Anglo-Saxon or of some closely related 
national background; 3) Protestant in re- 
ligion; 4) a member of the middle or upper 
classes; 5) of the male sex; and 6) an 
adult. 

Clearly, these principles excluded more 
than théy included. Excluded were all non- 
whites, whether red, black, or yellow; all 
non-Protestants, whether Catholic, Jewish, 
or Muslim; all the working class and the 
poor in general; all “ethnics” such as the 
Irish, Italians, Portuguese, and Greeks who 
came in large numbers as 19th century 
immigrants; all women; and all youth and 
even young adults who were not considered 
sufficiently wise or experienced to engage in 
democratic decision-making. i 

From the beginning these structural prin- 
ciples were under attack from both sides— 
"by those who wanted to broaden them, such 
as Daniel Shays who in 1786 led a group 
of poor Western Massachusetts farmers in 
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a rebellion against the state legislature’s tax 
powers, and by those who wanted to narrow 
or get rid of them altogether, such as the 
reactionary Massachusetts business group 
known as the “Essex Junto.” From a 
psychological point of view, it is significant 
to note that each side reacted similarly to 
the conflict of interest between democracy 
and authoritarianism. Both the poor farmers 
and the wealthy businessmen felt threatened 
or oppressed—poor debtors by their exclu- 
sion from the system and wealthy business- 
men by the demand that they share power 
with their inferiors. 

Over time the “reconstructivists,” those 
seeking to broaden the principles of in- 
clusion, have generally overcome the resis- 
tance of the “nativists” seeking to prevent 
change or to turn the clock back to the 
earliest and narrowest exclusionary princi- 
ples. Still, the reconstructivists have suc- 
ceeded merely in winning partial victories 
without resolving the underlying conflict, 
Therefore it is necessary to examine the 
social-psychological features of each type of 
response to the underlying strain. 


Reconstructivists and Nativists 


Reconstructivists have drawn their re- 
cruits from that social group most likely to 
succeed in breaking through the elitist 
barrier at a given moment of time: in the 
1840s, the Irish-Catholics; from the 1880s 
on, the working class and labor organiza- 
tions; since World War II, blacks and youth. 
Because of Strong nativist reaction, all 
these efforts have been protracted and 
bloody—that is, characterized by repeated 
Outbreaks of violence. In addition to their 
determination to break into the democratic 
system of power, reconstructivists have 
generally advocated new ideas and ideol- 
ogies and have sought to enrich the stock 
of American cultural forms with a supply 
of artistic, musical, and linguistic practices 
drawn from their indigenous culture. Most 
importantly, when reconstructivist protest 
breaks into violence, the attacks are directed 
primarily against impersonal targets, such as 
buildings, machinery, and business estab- 
lishments. The aim of the attack is to 
disrupt established law and order but not 
to injure or kill people. 
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Nativists, in contrast, draw their recruits 
from those social groups most immediately 
threatened by the current wave of recon- 
struction. They perceive the reconstructivists 
as an alien force, at the least debilitating or 
corrupting the established American way of 
life, at the most determined to destroy it 
altogether. Therefore they nourish fantasies 
of riddance or elimination—at times, of 
annihilation—toward the  reconstructivists 
knocking so loudly at their doors. When 
fantasies of this nature are placed into 
action, the violence is directly aimed at 
persons. Nativists are thus consistently more 
inflexible and sadistic than their recon- 
structivist adversaries. Their aim is to in- 
timidate the reconstructivists, to make them 
go away and stop pressing for change. 

While the nativists have been unsuccess- 
ful in particular struggles, nativism as a 
social-psychological process has persisted. 
The “know-nothing” nativists of the 1840s 
and 1850s lost their battle against the Irish 
Catholics, and this defeat made the struggle 
to penetrate the elitist barrier easier for 
all subsequent ethnic and religious groups. 
Capital and management lost their pro- 
tracted battle to keep labor from organizing 
for collective bargaining, thus easing the 
path for other economically underprivileged 
groups. But as soon as the Irish Catholics 
and other ethnic groups penetrated the 
democratic barrier, they became nativists. 
Similarly, now that labor has won its battle, 
union members in particular, and the work- 
ing class in general, are among the most 
vigorous nativists where the black and youth 
rebellions are concerned. 

It is not possible at present to give 
a satisfactory account of this conversion 
from reconstructivist to nativist orientation 
among recently arrived groups. Speculation 
offers some plausible explanations, such as 
identification with the aggressor. The most 
Tecently arrived would, on commonsense 
Brounds, be the most insecure about their 
Status. But the question requires empirical 
research before it can be answered with 
assurance. For example, we need to find out 
whether the rapid conversion of recon- 
Structivists to nativists is merely a symptom 
of the underlying conflict or whether it i$ 
the very mechanism which prevents the con- 
flict from being resolved. 
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At the beginning of this discussion, I 
said that a general theory of collective 
violence ought to be able to account for all 
three forms of civil disorder currently in 
evidence. The violence of whites against 
blacks and of blacks against whites now 
falls into the general struggles between 
nativists and reconstructivists, as does the 
rising protest of youth of all colors. But 
what about police violence? Where does this 
behavior fit into the theory? 

The police and other law enforcement 
agencies are identified with the nativist ori- 
entation for a number of reasons. First, they 
are sworn to uphold the existing establish- 
ment of law and order, and it is this 
structure of established authority which the 
reconstructivists of any era are determined 
to oppose and to change. Second, and per- 
haps more importantly, the police are 
recruited from the most recently arrived 
ethnic and religious groups—those who, on 
this account, are most highly involved in 
the conversion process. To the Irish, Italian, 
or Polish police officer of working-class 
background, black-skinned activists and 
long-haired youthful protestors are the em- 
bodiment of everything that is alien, evil, 
and destructive of the American social sys- 
tem, Militant youths and black militants are 
perceived not only as un-American but also 
as nonhuman. Ruled out of the human race, 
they become nonpersons and therefore 
deserving of intense attack, as one would 
attack a rattlesnake. 


A Theory and a First Step 


If a theory is logically constructed, it 
should suggest some way of dealing with 
the empirical phenomenon. Where collec- 
tive violence is concerned, the theory will 
encounter some difficulties due to the Amer- 
ican attitude toward violence. Although 
Violence has occurred throughout our his- 
tory and is abundantly portrayed in the 
Public media, we keep on saying that we 
Will not tolerate it. Since we obviously do 
tolerate it, the phrase represents ritual 
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reassurance that we regard it as abnormal— 
as some aberration or affliction, rather than 
as something we enjoy, which is closer to 
the truth. 

A more realistic assessment would state 
that we are, within certain limits, more 
willing to settle for violence than to attend 
to the social conflicts which generate it, 
just as many persons are willing to settle 
for their neurotic reactions rather than un- 
dergo the experience of resolving their 
emotional conflicts. 

If the theory just outlined is correct, then 
the country will either tolerate a certain 
level of endemic collective violence or it 
will make a serious attempt to resolve the 
conflict between democracy and a privileged 
or indifferent paternalism. As it is now, the 
society can be pictured as an island of 
democracy floating on a sea of author- 
itarianism. The denizens of the sea are 
scrambling to get up on the island but 
are being pushed back. At the same time, 
they are told both that no such sea exists 
(we are a democracy) or that strenuous 
efforts are being made to rescue them 
(through civil rights and other legislation). 

The first step therefore consists, as in 
the case of individual psychotherapy, in 
speaking out in the name of reality. The 
conflict that actually exists must be acknowl- 
edged, particularly by the elite, safely (or 
dangerously?) ensconced on their island. 
Once acknowledged, the conflict can be 
approached more realistically through a 
variety of attempts to share power with 
the previously excluded groups. Some em- 
bryonic attempts in this direction are al- 
ready visible. To the degree that these 
attempts are successful, we can expect the 
level of collective violence to be reduced. 
Reciprocally, the continuance of collective 
violence will be the measure of our failure 
to resolve our underlying social conflict. 
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Staff-Patient Staff Conferences 


BY ERIC BERNE, M.D. 


The author describes a procedure whereby, 
following a ward meeting or group therapy 
session, the staff holds its professional con- 
ference—including treatment planning—in 
the presence of the patients. If certain rules 
(which he lists) are followed and each 
member of the staff speaks frankly and to 
the point, patients of all ages and diagnostic 
categories are almost unanimously apprecia- 
tive. A few staff members find this proce- 
dure distasteful while others find it congenial, 
stimulating, and therapeutically valuable. 


TE OBJECTS of a psychiatric staff con- 
ference may be listed, in order of ex- 
plicitness, as follows: 1) to give the patient 
the advantage of the best available profes- 
sional opinions; 2) to instruct the staff, par- 
ticularly the residents; 3) to enhance the 
morale of the staff; 4) to teach participation 
and the free expression of opinions; 5) to 
“survey” and “get acquainted with” the 
residents; 6) to increase the experience of 
the senior members; and 7) to stimulate 
thinking and the organization of thoughts. In 
general, if the first two are well planned, the 
others will take care of themselves. 

Insofar as the psychiatric staff confer- 
ences parallel the medical and surgical staff 
conferences from which they are descended 
—that is, insofar as they deal with “hard” 
matters, such as somatic diagnosis, shock 
treatment, or medication—it may sometimes 
be better for the patient's peace of mind if 
he is not present during the arguments for 
various diagnoses and Prescriptions, But 
where the conference deals with “soft” mat- 
ters, as is the case in Psychotherapy, social 
work, and psychoanalytic conferences, it is 
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not so easy to justify what is, from a strictly 
objective point of view, talking behind the 
patient’s back. 

Many psychoanalysts would object to the 
patient being present during a staff con- 
ference on the ground that this would re- 
sult in a “smudged transference"(4). But 
this objection is advanced a priori rather 
than after skillful experimentation. Even if 
it turned out that “the purity of the thera- 
peutic relationship would be sullied,” that 
might be irrelevant (or even beneficial), 
since the object of treatment (as distin- 
guished from research) is not purity but 
therapy. 

At present, the staff conference as con- 
ducted in many hospitals and clinics is one 
of the most highly institutionalized aspects 
of psychiatry. It has its own language and 
its own customs and culture. The language 
is the "therapist-therapist" dialect (as dis- 
tinguished from the "therapist-patient" and 
the “patient-patient” dialects), which may 
be operationally defined as that mode and 
vocabulary of talking which, if indulged in 
by a patient, would be called "intellectuali- 
zation.” 

A typical custom is to drink deep 
draughts of hot coffee while other people 
are talking and sometimes even while the 
patient is in the room. A typical cultural at- 
titude is that nurses should be kept in their 
places, while other females, such as doctors 
and social workers, are accepted by the 
men as “equals.” Patients are also kept in 
their places, but in return they have the 
privilege of “expressing affect,” an indul- 
gence which is denied the nurses. 


Three Types of Conferences 


In general, such staff conferences exist in 
three forms, which may be called the clas- 
sical, the didactic, and the romantic. 
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In the classical form, the resident or at- 
tending psychiatrist presents the “material” 
he has “gathered”; the patient is then 
brought in and interviewed; the third phase 
consists of diagnostic, prognostic, and ther- 
apeutic discussion after the patient has left. 
This phase, in turn, has two forms. In the 
“old-fashioned” or “European” protocol, 
the junior member of the staff gives his 
opinion first, and so on up the hierarchy un- 
til the chief gives his summary. This has the 
advantage that everyone has a standing 
invitation to speak in his proper turn and is 
not inhibited or intimidated by previously 
expressed opinions of those with more ex- 
perience. In the “modern” or “democratic” 
protocol, each member of the staff speaks as 
the spirit moves him, giving an impression 
of “participation” and equality, but leaving 
many opportunities for ulterior motivation, 
over-talking remaining silent, and com- 
plaining afterward. 

The didactic staff conference is essentially 
a clinical teaching demonstration which is 
not always immediately relevant to the pa- 
tient’s needs but rather to the instruction of 
the junior staff. 

The romantic staff conference is a “group 
dynamic experience” in which the staff is 
more interested in self-expression and mu- 
tual criticism than in the welfare of the 
patient—in many cases, more interested in 
their own psychological hypochondriases 


_ than in the patients’ schizophrenias. Such 


conferences may be legitimate if they are 
not regarded as the primary or even the 
Sole matrix for making executive decisions 
about patients. 


Six Rules 


In my own hospital and clinic practice 
(principally at the McAuley Neuropsychiat- 
Tic Institute 1 in San Francisco), which con- 
Sists of ward meetings, group therapy, and 


' Only rarely an individual patient, I have 


established the custom of having all staff 
Conferences in the presence of the patients. 
The rules which regulate these, and which 
have evolved over the past two years from 
€xperience, are as follows: 


—— 
- l Michael Khlentzos, M.D., director. 
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l. The ward or group meeting is sharply 
Separated from the staff conference. Dur- 
ing the meeting all the patients sit in the in- 
ner circle, and the staff members are con- 
fined to the outer circle. At the appointed 
time the meeting breaks up and the patients 
are informed that the staff conference will 
take place in five minutes and that they are 
all invited to come and listen. In five min- 
utes—no more—the staff assembles, and 
they now sit in the inner circle of chairs or 
perhaps in another section of the ward. 
Those patients who choose to stay and lis- 
ten are offered the outer circle to sit in, but 
if they prefer, and there is room, some of 
them may sit in the inner circle. 

2. This procedure makes it clear to the 
patients that this is not merely a continua- 
tion of the meeting but is a new session. 
They have been invited to listen and not to 
talk, join in, or interrupt. The invitation to 
listen will implicitly convey this restriction 
to them in nearly all cases. If a patient does 
join in or interrupt, he is reminded gently 
and firmly that he is there to listen only, as 
a courtesy to him if he wishes to avail him- 
self of the opportunity. The patients soon 
learn that if they want to interrupt they 
must first obtain permission, which may be 
granted or denied according to the perti- 
nence of what they want to say. Once this is 
established, even the most disturbed people 
will not break in. The main reason for this 
self-restraint is that most patients are ap- 
preciative of frank and thoughtful discus- 
sions about themselves and will suspend 
their psychopathology in order to pay care- 
ful attention. 

3. Every staff member who observes the 
meeting is required to stay for the staff con- 
ference and to say something. Visitors are 
usually informed of this before they sit in. 
This makes the situation bilateral. The staff 
has the privilege of listening to how each 
patient expresses himself, and in return the 
patients are given the same courtesy. If a 
staff member or visitor (even a first-year 
nursing student) is reluctant to talk, it is 
often the patients who will inform him that 
this is required of him in return for sitting 
in, and in every case thus far the staff mem- 
ber or visitor has then obliged. This is made 
easier by following the classical "European" 


protocol. 
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4. The conference is absolutely “straight.” 
When it ends the patients leave and so does 
the staff. There is no other staff conference 
or "post-conference" conference. If some 
staff members go to lunch together they may 
review what happened, but it is considered 
very bad form to withhold significant opin- 
ions until lunch time. Thus the staff is trained 
and expected to say everything worth saying 
while the patients are listening. An uneasy 
member who is holding back or is not talking 
"straight" is so informed, usually then and 
there. 

5. The use of technical polysyllables or 
other words beyond the probable grasp of the 
majority of the patients is discouraged. It is 
perfectly possible to hold staff conferences 
of maximum usefulness in plain English us- 
ing a minimum of technical terms, whose 
meaning can be taught to the patients. I 
know of one psychiatrist who has conducted 
several staff conferences per week for the 
past ten years without using a technical 
polysyllable and without appreciably im- 
pairing the usefulness of the conferences. 
“He had sexual feelings for his mother" or 
“He has sexual fantasies about his mother" 
is a synonym for “oedipal elements,” etc., 
which has proven acceptable to both pa- 
tients and staff. “He enjoys (beating) (being 
beaten up)” is an adequate and informative 
substitute for “sado-masochistic tendencies.” 

Similar operational phrases are used 
throughout, referring to actual clinical data 
which emerged during the patients’ meeting, 
rather than the poorly defined adjectives 
which are commonly scattered through staff 
discussions. Thus “dependent,” “passive,” 
"identification," “homosexual,” “narcissis- 
tic,” and similar terms behind which less 
well-informed people can often hide are com- 
pletely dispensed with. At these staff con- 
ferences no patient has ever been accused 
of “acting out oedipal hostility.” If it has 
been established that he was significantly 
disturbed by oedipal conflicts as a child, 
that these conflicts involved a significant 
hostility which has continued to the present 
day, and it is known precisely which aspect 
of this hostility motivates his behavior on 
the ward, it might be mentioned that his re- 
action to a known specific stimulus from 
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one of the nurses was influenced by a sexual 
fantasy known to be related to similar fan- 
tasies in childhood. Thus: “Tom got angry 
at Miss Jones when she offered to rub his 
back because, as he said last week, his 
mother . . ." etc. Or if it is a transaction 
between two patients: “Mary got into bed 
with Tom because, as we already know, 
she's a sexy girl and hasn't decided to con- 
trol herself yet, and yesterday she saw Tom 
put... (etc.) which, as she said, reminded 
her of the time her father . . ." etc. 

The fact is that there are few if any clin- 
ical items which cannot be described more 
precisely, validly, and intelligibly by a few 
short common words than by a long techni- 
cal term. 

6. Good therapy requires planning, and 
it is the duty of the instructors to impress 
this on residents. The therapist need not 
hesitate to discuss his plans in the presence 
of the patients if he "comes on straight." 
But if he is ambiguous or coy, he will only 
complicate the situation. For example, when 
one discussant said: “Some day we may 
hope to find out why Sally feels a need to 
reject you whenever you approach her ver- 
bally and perhaps she will eventually tell 
us how she felt about her father at an early 
stage of development" (coy smile), Sally 
muttered “Garbage!” which in her dialect 
meant that she, like most of the others pres- 
ent, was bored and slightly repulsed. 

The therapist later expressed the same 
thought by saying: "Sally is in love with 
me but she hollers at me when I talk to her, 
just like she hollers at her father, so the next 
step is to find out why she hollers at people 
she loves." To this, Sally commented loudly 
"Rubbish!" which in her way of talking 
meant that she would think about it; and 
She did during the ensuing meetings with 
good results. 

Similarly straightforward is: “Ricardo is 
obviously afraid to talk sense, so he talks 
crazy except when he thinks it’s safe not to. 
So the next step is to find out what ‘safe’ 
means to him, and how come.” This was 
quite acceptable to Ricardo and opened the 
way for the therapist to make him feel safe 
so that he could stop “talking crazy,” 2$ 
will be recounted below. 
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The philosophy behind this procedure is 
that older methods of treatment are not 
producing optimal therapeutic results. In- 
stead of getting well, the majority of patients 
“make progress’—sometimes for ten, 15, 
or 20 years. A prudent therapist and a 
compliant patient can thus form a relation- 
ship which will keep both of them contented 
for an indefinite period. Neither of them will 
“make waves" of the sort required for the 
patient to get well and strike out for him- 
self. Therefore a change is indicated: not 
new maneuvers based on the old premises, 
but a new set of premises. 

The staff-patient staff conference first at- 
tacks the comfortable and well-established 
sociological roles of “therapist” and “pa- 


tient” and substitutes a “bilateral contract" 


with rational exceptions. Everyone is treat- 
ed as a “person” with equal rights on his 
own merits. Thus the patients have as much 
right to hear what the staff has to say as 
the staff has to hear what the patients have 
to say; and if the staff have the courtesy to 
remain silent while the patients are talking, 
the patients are expected to extend a similar 
courtesy to the staff. / 

The rational exception here is the one 
referred to above. When a discussion of the 
therapeutic prescription may be too harrow- 
ing for the patient, this may perhaps be 
justifiably carried on in his absence—for 
example, an argument about the effects of 
different kinds of shock treatment, or the 
Possible side-effects of various combinations 
of drugs. In my own practice, however, no 
exceptions are made in this regard, so that 
each patient is aware of all the possibilities 
brought up by various staff members, With 
nO detrimental effect and considerable ap- 
Preciation of this frankness. 

As a logical product of this “equality,” 
Categorization of patients has been abol- 
ished. The most dramatic and satisfying ex- 
ample of this is the abolition of “teen-agers.” 
and of course, “delinquents,” although 
everyone present recognizes that "guys go- 
ing to high school" have to deal with teach- 
ers, parents, other guys at high school, and 
Sometimes also probation officers and judges; 
While men who have a hard time on their 
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jobs, women who don't menstruate any 
more (or sometimes “women past the men- 
opause"), and people who drink too much 
are each in a different situation. 

As for diagnostic categories, “people who 
feel sad" are asked if they really do feel 
angry, because somewhere along the line, 
almost invariably, someone has told them 
that is really their trouble and has in effect 
demanded that they produce a satisfying 
exhibition of anger. On the other hand, 
Freud, who first studied this matter sys- 
tematically, termed such demands “wild anal- 
ysis" and advised against it. Therefore the 
question may be gently asked, but no such 
“demand” to produce is made. “People who 
have been called paranoid schizophrenics” 
(as they almost invariably know from 
sneaking a look at their charts somewhere 
in the course of their hospitalizations) are 
offered the alternatives of continuing to “act 
crazy” or of getting well. The patient him- 
self, however, is permitted to use diagnos- 
tic categories if he so desires. For exam- 
ple, “Am I schizophrenic, doctor?” “At 
the moment, yes, and that’s what you're 
here to be cured of.” (Or, if the moment is 
right, the therapist might add: “And that’s 
what you’re here to be cured of, so how 
shall we go about it?”) 

The abolition of such categories makes 
simple the selection of patients for a ther- 
apy group: any eight patients taken at 
random or in some expedient order such 
as successive admissions constitute a ther- 
apy group, regardless of age, diagnostic 
category, or their relationship to each other. 
(In my own practice I do distinguish be- 
tween people over 14 and people under 
14, mainly because I do not have specialized 
training in child psychiatry. This, and deaf- 
mutism, acute mania, and degenerative 
brain disease are the only distinctions, I 
think, that have to be taken seriously, 
mainly so as not to hold up the other pa- 
tients in the group. ) 

On the staff side, the abolition of pro- 
fessional categories during the conference is 
a license for everyone to think without 
artificial restrictions: nurses can think like 
doctors if they wish, doctors can think like 
nurses, psychologists can think like social 
workers, and so on. All the staff members 
are equal because they are all observers and 
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have observed the same meeting; none of 
them has been distracted by coffee-drinking, 
which is not permitted; and they cannot 
segregate themselves by using specialized 
professional argots and phraseologies since 
the meeting is carried on in a language 
which is common to all the professions. 

Neither can a staff member wander off 
into “bright ideas” or speculations, since 
whatever he says he must substantiate on 
the basis of what he has actually observed, 
which (except for information brought in 
by the ward staff or the patient’s individual 
therapist) everyone else present has also 
observed, so that there is little room for 
distortion. (This undercuts the classical 
staff conference joke, where one member 
says: “I feel it’s anal,” another, “I feel it’s 
oral,” and so on with “phallic,” “depen- 
dent,” “oedipal,” etc., until just as the 
clock strikes ten the last social worker says: 
"I feel it’s sado-masochistic,” whereupon a 
skeptical resident says as everybody gets up 
to go: “Thank God they got that in under 
the wire.”) At these conferences, “I feel” 
is discouraged unless it is demonstrably 
pertinent, because the staff are not there to 
“feel,” they are there to think. 

The rational exceptions to the equality 
and bilaterality are based on the fact that 
the patients are paying to be there, while 
the staff is being paid, and for good reason. 
It is a reasonable assumption that the staff 
knows more about how to cure psychiatric 
disabilities than the patients do, and this is 
explicitly acknowledged. Thus there is a dif- 
ference between the staff and the patients, 
but this difference is not elaborated into 
social roles; it is accepted on its own merits 
as part of the proceedings, 

A logical extension of this is that since 
the leader of the group meeting, who is 
usually also the leader of the staff confer- 
ence, is taking the Tesponsibility for attain- 
ing the goal of both—the cure of psychiatric 
disabilities—he must be given the corre- 
sponding authority. He is thus entitled to 
make rules and decisions and to enforce 
them by imposing sanctions such as banish- 
ment. Only under such conditions can the 

proceedings go ahead in an orderly fashion 
SO às to attain the greatest therapeutic bene- 
fit for each patient. 
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On the other hand, the leader must not 
let himself be beguiled into thinking that he 
is there to “run,” “take,” or “lead” a group. 
That is merely a means to an end; it matters 
little whether or not the group is “well 
run," or whether "that was a good meeting" 
according to some irrelevant standard; the 
only relevant criterion for judging anything 
that he does or does not do is whether the 
individual patients get well faster as a re- 
sult. This is the main thing that has been 
impressed on the hundred or so observers 
and the two hundred or so patients who 
have been present at such meetings. 


Language of Transactional Analysis 


It has been found, in my experience, that 
the language most suitable for such a pro- 
gram is the language of transactional analy- 
sis(1, 2). Transactional analysis, as a spok- 
en argot, uses a simple English vocabulary 
of no more than 5,000 words, nearly all of 
them of one or two syllables; the occasional 
three-syllable word and the rare four-sylla- 
ble one are all in common street usage. Its 
five technical words are also words in com- 
mon usage whose specialized meaning can 
be easily taught to hospital and clinic pa- 
tients and staff members. These are Child 
(roughly, archaic ego states), Adult ( rough- 
ly, reality-testing ego states), and Parent 
(roughly, nurturing or prejudiced ego 
States), game (roughly, social operations 
with an archaic ulterior motive), and script 
(roughly, archaic preconscious life-plan). 

In these terms, what happens at the ward 
Or group meeting and the ensuing stafi- 
patient conference can be described thus. 
During the ward or group meeting the pa- 
tients "come on Child" or “come on Par- 
ent,” with the occasional exhibition of an 
Adult ego state, but more often of a 
"pseudo-Adult" or *precocious Child." The 
announcement of the staff conference then 
"hooks their Adult," so that the Child and 
Parent ego states of the patients are de- 
commissioned and they listen intelligently 
and critically during that phase. 

Since the pathology resides mostly in the 
Child and Parent ego states, there is in ef- 
fect a suspension of pathology during the 
staff conference. The mere fact of this sus- 
Pension is in itself therapeutic, since it 
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demonstrates to the patient that he is cap- 
able of “normal mental functioning” at will 
for at least a short period of time—30 to 
60 minutes—which means to him as well as 
to thé staff that he is curable. This is partic- 
ularly dramatic in the case of people diag- 
nosed as paranoid schizophrenics and hys- 
terics. 

The reactions of the patients (ranging 
in age from 14 to 74) to this procedure are 
uniformly appreciative. Remarks such as the 
following have been heard: “I got even 
more from the staff conference than from 
the group meeting," “I can hardly wait un- 
til next week when we have this again," 
“You guys are tough on us, but you sure 
talk straight," “It’s sure good to hear doc- 
tors talk in a way that I can understand." 
And from a particularly thoughtful patient: 
"It's interesting that the staff is getting bet- 
ter just as fast as we are." 

Staff members do not have the same con- 
sensus. Some who attend a few times stop 
coming. There is also some grumbling from 
therapists who do not attend but whose 
patients are in the ward group or the ther- 
apy group because the patients expect them 
to talk the way the staff talks at the con- 
ference. Others express delight and relief 
at the frankness of the proceedings and the 
patients’ reactions to them. These personal 
reactions of the staff, favorable and unfav- 
orable, are actually irrelevant to the goal 
of the conference, which is not to please the 
Staff, but to get the patients well. Some 
therapists who have this goal in mind and 
have observed the proceedings have adopt- 
ed the staff-patient staff conference as their 
normal method of procedure and state that 
they would find it difficult and uncomfort- 
able to return to the old system of one- 
way mirrors and segregated staff confer- 
ences, 


Focus Is on Patient 


The staff-patient staff conference is not 
an entirely new concept, as it has been fore- 
shadowed in many ways in various thera- 
Peutic communities, but its present develop- 
Ment is, I think, more clearly formulated 
and more systematic than it has been pre- 
viously, f 

Both Maxwell Jones(3) and Harry Wil- 
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mer(5) discuss in instructive detail their 
policy of “daily community meetings.” The 
primary purpose of these is to reduce 
tensions and clear up misunderstandings 
among patients and among staff members 
and between patients and staff—a form of 
social psychiatry which is of therapeutic val- 
ue because it smooths out the social organi- 
zation of the ward or section, with all the 
benefits resulting from that. At such “com- 
munity meetings,” of course, both patients 
and staff must be present in order to attain 
that goal. 

In this paper, however, we are not talk- 
ing about social psychiatry in their sense, 
we are talking about conventional clinical 
psychiatry: the professional scientific staff 
conference. At the “cómmunity meeting,” 
the daily life of the ward is the center of at- 
tention. At the staff-patient staff conference, 
the focus is on the clinical needs of each pa- 
tient. Thus at the staff conference, the resi- 
dent or attending psychiatrist may present 
pertinent information about a patient’s med- 
ical or psychiatric history, and the patient 
may be questioned to validate or invalidate 
hypotheses about his psychodynamics or 
prognosis, in this way heading off the un- 
substantiated “bright ideas” and specula- 
tions referred to above. 

The ward staff may also report pertinent 
details about ward incidents referred to by 
the patients, but these are treated from a 
clinical point of view, leaving their com- 
munity significance to be worked out else- 
where. While such critical incidents occur 
as a matter of course with inpatients, this 
area is almost eliminated in the case of out- 
patients who attend small treatment groups 
unless something untoward happens on 
their way from the front door of the clinic 
to the treatment room. 

Perhaps two anecdotes, both relating 
“unusual occurrences,” will clarify by con- 
trast how the principle of staff-patient staff 
conferences usually works. 


Two Examples 


In the first example, Ricardo, a hyper- 
active boy of 16 who habitually sat next to 
the therapist, spent most of his time during 
the group treatment session muttering, in- 
terrupting, delivering monologues about 
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baseball, and calling jocular threats across 
the room to his friend Dan: e.g., “I’m gonna 
take Dan to a butcher shop and cut his 
head off, hahaha.” At which Dan, of similar 
age, would break through his auditory hal- 
lucinations and reply, perhaps three or four 
minutes later and regardless of who else 
was talking: “Hahaha. I’m gonna give Ric- 
ardo a karate chop that will break his neck,” 
at which they would both giggle. In transac- 
tional language, they were both “coming 
on confused Child.” This was very dis- 
turbing to some of the observers, particu- 
larly those who thought that only one per- 
son at a time should speak in the group, 
without being able to explain the advantage 
of such a policy. 

When the staff conference began, since 
Ricardo could not sit next to the therapist 
he would sit next to Dan and keep up his 
usual chatter. Dan would do his best to lis- 
ten to the staff with his Adult, but from 
time to time Ricardo would “hook his 
Child," and Dan would answer him. The 
other patients, who with only an occasional 
lapse would listen to the staff conference 
with their Adults, would get angry at Ri- 
cardo and tell him to shut up because they 
couldn't hear what the staff was saying. 
Some of the staff members would reinforce 
this by angry looks at Ricardo or by well- 
controlled corroboration: “I can't hear ei- 
ther." The more experienced observers, how- 
ever, were able to tolerate Ricardo's chatter 
without much discomfiture. 

When he decided that the time was ripe, 
the therapist one day interrupted the staff 
meeting to tell Ricardo that he would have 
to keep quiet if he wanted to Stay—spe- 
cifically, that he would have to move to a 
chair at the very end of the outer circle (as 
far away as possible from Dan) and stop 
talking, or else leave. There ensued a battle 
of wills between Ricardo and the therapist, 
with Ricardo making all sorts of promises, 
offering to move to the second chair from 
the end, etc. The therapist insisted: *Either 
move to that (the end) chair, or leave.” 

Eventually Ricardo made his decision and 
moved, saving face by saying: “Then the 
meeting has to end at 12 o'clock." The 
therapist agreed to this since that was the 

time it was supposed to end anyway, as 
Ricardo knew. Away from the stimulation 
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of Dan, Ricardo's Child subsided enough 
to allow his Adult to listen to some of the 
discussion. This became evident at the fol- 
lowing week's group session, where to every- 
one's surprise and gratification, for the first 
time he referred to topics for which he 
had previously exhibited a conspicuous lack 
of attention and interest, such as his early 
childhood experiences. 

The observers were much impressed be- 
cause Ricardo's overt and oft-stated posi- 
tion was that he did not see any reason 
either to come to the group meetings or to 
stay on afterward for the conference; yet 
under pressure he elected to stay, even 
though he lost face by doing so, rather than 
exercising his option to leave. This was 
discussed quite openly in front of him im- 
mediately after the incident. The therapist 
said that he knew he was gambling by giving 
Ricardo such an ultimatum and explained 
the thinking that had led to his decision 
to do it at that time. One of the observ- 
ers, who habitually confined himself to 
“Positive thinking," favorable prognoses, 
and compliments to the patients, became 
very sentimental about Ricardo's fortunate 
choice; the therapist interrupted to ask if 
he would not say something negative for a 
change, and the other observers agreed that 
that would perhaps be "straighter" than his 
usual “marshmallow throwing.” 

This example illustrates the following 
points: 1) The staff conference can be in- 
terrupted on occasions when the therapeutic 
indications are strong enough. 2) The 
group need not be run according to some 
preconceived model, but with a “minimax” 
Strategy which will yield the greatest good 
for the greatest number of patients. In the 
Situation cited, all were agreed that every- 
one (except two or three who were stand- 
ing still) was “getting better,” whatever 
that meant in each individual case. This in- 
cluded Ricardo, Dan, the other patients, 
the observers, and the therapist. 3) An ob- 
server who does not “talk straight” must be 
corrected. 4) With a strong leader, it is pos- 
sible to “hook the Adult” of even the most 
disturbed patient. 

The second example concerns the locked 
ward meeting. On one occasion there was à 
new patient, a European girl who had been 
in this country only a short time; she gave 
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a rare exhibition of grand hysteria—moan- 
ing, swaying, and swooning throughout the 
meeting. When the staff conference began, 
all the patients remained silent and listened 
to the discussion except the new girl, who 
continued moaning and swooning. The ther- 
apist did not understand why. A nurse 
whispered to him: ^I think the reason she 
doesn't stop is that she doesn't realize that 
this is a staff conference; she thinks it's still 
the therapy group." 

“Oh!” said the therapist. He decided that 
he had better intervene, so he addressed 
the patient: “The patients’ meeting is over 
now, Maria, and this is a conference for 
the staff. You can stay and listen if you 
want to.” At this Maria looked up from her 
swoon, straightened up in her chair, and 
began to listen attentively. 

This example illustrates the following 
points. 1) It is important to listen to nurses. 
2) A firm approach will temporarily “hook 
the Adult” of even the most disturbed pa- 
tient. 3) The therapist’s job is not to sit 
passively but to make decisions. 

In order to have a “sane society” in 
psychiatric hospitals, which is what our au- 
thors(3, 4, 5) are striving for, the patients 
need even more than the conventional 
concessions of the therapeutic community. 
Experience shows that nearly all patients 
can call up just as much ego strength as 
therapists can if they are “given permission” 
to do so, and the staff-patient staff confer- 
ence is one way of giving that permission. 
Experience also shows that it is in general 
More difficult to give the staff permission 
to talk freely in the presence of the patients 
than to give even very disturbed patients 
Permission to listen quietly and attentively 
to what the staff has to say. 

Further discussion is not indicated at 
this point because any clinician who works 
in a hospital or clinic can try this way of 
Proceeding for six months or a year and 
See for himself how it works. 
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Summary 


The staff-patient staff conference is a 
procedure whereby, following a ward 
meeting or a group treatment session, the 
staff holds its professional conference in the 
presence of the patients. The basic rules 
are as follows: 

1. The staff conference is sharply sepa- 
rated from the meeting by an announcement 
and a short interval, so that all the patients 
can readjust themselves to the new situation. 

2. The patients are invited there to lis- 
ten and not to interrupt. 

3. Every staff member is required to ex- 
press an opinion at the conference. 

4. The staff members must talk 
*straight," with no fudging, and there must 
be no other staff conference or postcon- 
ference conference about the aspects al- 
ready discussed. 

5. The use of technical terms beyond the 
probable grasp of the majority of patients is 
discouraged. 

6. If these conditions are properly met, 
therapeutic planning can be discussed frank- 
ly and usefully in the presence of the pa- 
tients. 

The reaction to this procedure of pa- 
tients of all ages, from 14 to 74, and of all 
diagnostic categories, is uniformly favorable. 
Among staff members, some find it distaste- 
ful; some, particularly those who are able 
to express themselves in simple language, 
adopt it as standard procedure in their own 
practices. 
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Comparison of Therapeutic Effects and Memory Changes 
with Bilateral and Unilateral ECT 


BY J. J. STRAIN, M.D., L. BRUNSCHWIG, PH.D., J. P. DUFFY, M.D., 
D. P. AGLE, M.D., A. L. ROSENBAUM, M.D., AND T. G. BIDDER, M.D. 


The relative merits of bilateral and unilater- 
al electroconvulsive therapy in the treat- 
ment of depressed patients were investigated 
in a double-blind clinical comparison. Al- 
though most patients who received the 
unilateral mode of treatment experienced 
significantly less immediate memory loss, 
they required an average of one more 
treatment and two additional days of hos- 
pitalization, as compared with the bilaterally 
treated group. In addition, a wide range of 
responses was evident among individuals 
within each treatment group. The authors 
conclude that neither treatment mode is un- 
iformly superior; the choice should be made 
in each case on the basis of patient needs 
and available treatment facilities. 


B ILATERAL ECT is now generally accepted 
as an effective treatment for a num- 
ber of psychiatric disorders. Since the in- 
troduction of muscle paralyzants, the risks 
of physical injuries as a consequence of ECT 
have been reduced. However, no way has 
been found to lessen the memory impair- 
ment which has been noted to occur with 
bilateral treatment. Unilateral ECT, with 
the electrodes applied to the nondominant 
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side of the brain, has been stated to result 
in little or no memory loss. 

Recent research studies in which bilateral 
and unilateral ECT have been compared 
with regard to therapeutic outcome and 
memory functioning are summarized in table 
l. A review of the literature showed that 
considerable disagreement exists about the 
relative therapeutic effectiveness of the two 
treatment modes. One investigator reported 
that unilateral ECT produced more favor- 
able results(3). In two of the studies the 
therapeutic merits of bilateral and unilateral 
ECT were judged to be the same(4, 14). 


Two other investigators reported a better / 


clinical outcome with the bilateral mode of 
treatment( 11, 13). 

With respect to memory impairment, the 
consensus was that bilateral ECT produced 
the larger amount of loss. This conclusion 
was based largely on observations of mem- 
ory dysfunction made shortly after ECT or 
30 to 36 hours later. No data have been 
reported on the sequential memory changes 
Occurring at stated time intervals during 
and after a treatment course. In only one 
of the studies was information given about 
the parameters of the electrical stimulus 
employed. The omission of such data from 
the other investigations made evaluation of 
the reported memory changes difficult, be- 
cause electrical parameters have been dem- 
onstrated to be a factor in memory loss(9, 
15). 

We have listed a number of the chief 
methodological shortcomings of these stud- 
ies (table 1, last column), because they 
raise a question about the validity of some 
of the conclusions. The recommendation 
made in recent studies that unilateral ECT 
"should henceforth be considered the stan- 
dard method" might well be held in 
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abeyance until there is more factual knowl- 
edge about the therapeutic efficacy of the 
two treatment modes(5, 20). Also, we need 
to know much more about the kinds and 
the duration of the cognitive changes 
ascribed to bilateral and to unilateral ECT. 


The Problem 


The present study was undertaken to 
compare the effects of bilateral and unilater- 
al ECT with respect to therapeutic outcome 
and memory changes in psychiatric patients 
hospitalized with a diagnosis of depression. 
The research design employed a double- 
blind approach. Criteria were formulated in 
advance for patient selection, for the assess- 
ment of clinical improvement, and for 
measuring the differential effects that the 
two treatment modes might have on three 
areas of memory functioning. 


Method 


Subjects 


This study was conducted at Hanna 
Pavilion, the psychiatric division of Uni- 
versity Hospitals of Cleveland. Patients 
with depressive reactions, for whom ECT 
had been prescribed, were included in this 
Study if they could be placed in one of the 
following four diagnostic categories: manic- 
depressive, depressed type; neurotic de- 
Pressive reaction; psychotic depressive re- 
action; involutional psychosis, depressed 
type. A senior psychiatrist, who has had 
extensive experience with depressed patients, 
reviewed all cases with respect to diagnosis. 
He decided when treatment should be 
terminated and when the patient should be 
discharged from the hospital. All patients 
in this study were seeb by him after every 
two treatments and prior to discharge. 
„Patients were excluded if they had ad- 
ditive complications in the form of organic 
illness or severe characterological problems. 
Only right-handed patients were accepted; 
they were evaluated for right-handedness 
With a series of tests for handedness and 
tight eye and right foot dominance. Pa- 
tients were not to have taken psychotropic 
drugs for at least 48 hours before ECT or 
Monoamine oxidase inhibitors for at least 
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ten days prior to the first treatment. No 
patients who’ had received ECT within a 
three-month period prior to their present 
admission were included. Of the 102 pa- 
tients initially in the study, five were 
dropped because of termination of ECT 
due to intercurrent illness and one because 
a schizophrenic reaction became apparent 
during treatment. 


Administration of ECT 


Consistent with a double-blind approach, 
neither the patients nor the investigators, 
except those directly involved in the ad- 
ministration of ECT, were aware of the 
treatment mode received by individual pa- 
tients. The patients were randomly assigned 
to mode of treatment by a biometrician 
who had no other connection with the study 
while it was in progress. All patients were 
given an uninterrupted series of bilateral or 
unilateral ECT three times a week. 

ECT was administered by a standardized, 
controlled-convulsion technique employing 
oxygenation, atropine, thiopental, and suc- 
cinyldicholine(2). Electrode placement for 
the bilateral form was temporal-parietal. 
For the unilateral mode of treatment, the 
electrodes were applied over the right 
temporal parietal hemisphere in the manner 
described by Lancaster(13). A standard 
stimulus of 500 milliamps: 2 seconds was 
delivered from an Offner Stimulator. This 
stimulus was adequate to induce a grand mal 
seizure throughout the full course of treat- 
ment of all patients except two (one bi- 
laterally and one unilaterally treated), for 
whom it was necessary to increase it to 600 
milliamps: 2 seconds, after the fourth 
treatment. 


Clinical Assessment 


Therapeutic response to the two modes 
of treatment was evaluated by means of 
five criteria: 1) number of treatments 
needed for symptom relief; 2) number of 
days of hospitalization after the last ECT; 
3) amount of change from pre- to post- 
ECT on Clyde Mood Scale self-ratings; 4) 
amount of change from pre- to post-ECT 
on the Depression Rating Form (rated by 
the senior staff psychiatrist); and 5) number 
of patients in each treatment group requiring 
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Summary of Recent Research Studies Comparing Bilateral and Unilateral i 


BILATERAL AND UNILATERAL ECT 


TABLE 1 


METHODS TO METHODS TO i 
EVALUATE EVALUATE RESULTS Qr 
THERAPEUTIC THERAPEUTIC MEMORY MEMORY — 
INVESTIGATORS SUBJECTS RESPONSE RESPONSE FUNCTIONING FUNCTIONING | 
Blaurock and ' 27 bilateral clinical unilateral more not studied not studied 
associates(3), 17 unilateral impression effective 
1950 (diagnoses : 
not stated) 
[ 
Impastato and number given clinical unilateral less clinical unilateral | 
Pacella(11), 1952 ^ each mode of impression effective impression produced less “ 
treatment not confusion i 
specified i 
i 
18 schizophrenic i 
6 manic-depres- H 
sive i 
6 involutional 
Lancaster and 15 bilateral 1. rating scale 1. no significant 1. orientation to unilateral 
associates(13), 21 unilateral after four difference time, place, produced less i 
1958 7 unilateral ECTs 2. more complete age, name memory loss 
(subconvulsive) — 2. clinical remission with 2. one sentence 
impression bilateral given just A 
before ECT 
(measured 15 ; 
minutes after 9 
fourth ECT) | 
Cannicott(4), 1962 number given 1. symptoms no significant 1. nursing 1: significant 
pilot study each mode of after ECT difference impression in less post 
treatment not recorded in recovery room confusion it 1 
specified ward book 2. patient's unilateral — 
2. follow-up self-report 2. patients fell 
40 patients, at eight themselves 
diagnoses months less confusi 
not given with unilatel 
Cannicott(4), 1962 — 30 bilateral psychiatrist's no significant 1. nurses’ ih siia 
clinical trial 20 unilateral assessment after ^ difference recovery room less post ll 3 
each ECT using report confusion Wi g 
depressive a symptom bilateral mode immediately unilateral 
reactions check-off list required after ECT 2 significant!) 
only fewer ECTs 2. patient’s less post 
self-report confusion V 
unilatera 1 
Martin and asso- 20 bilateral questionnaire no signifi score gait 2 
ciates(14), 1965 20 unilateral of symptoms to FOR RAT s v^ unilateral. 43 
j patient before before and form 2. score loss" 
depressive ECT and one 2 one day after bilaterals 
reactions day after last tenth ECT 3. unilaterals 
only ECT improved 
memory fut") 
tioning af 
ECT 
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COMMENTS 


. Study not double blind. 

. Patient assignment to treatment mode not randomized. 
| No test of handedness specified. 

|. Constancy of current not specified. 

. Time of clinical observations not specified. 

No replicable measures of clinical improvement. 


. Study not double blind. 

. Patient assignment to treatment mode not randomized. 
. No test of handedness specified. 

, Constancy of current not specified. 

. Time of clinical observations not specified. 

? 
li 


. No objective measures of clinical and memory changes. 


. Heterogeneous diagnostic groups. 


. Double blind not specified. 

| No test of handedness specified. 

. Constancy of current not specified. 
Application of results over-extended. 


4 


: Patient assignment to treatment mode not randomized. 
* No test of handedness specified. 
| Constancy of current not specified. 


- No objective measures of clinical and memory changes. 


' No controls for concurrent somatic therapies. 


- Patient assignment to groups not fully randomized. 
No test of handedness specified. 

Constancy of current not specified. 

: No objective measures of memory changes. 


i Bus not described as double blind. 
ey Of current not specified. 
NO objective measures of clinical improvement. 
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more ECT or psychiatric rehospitalization 
within one year of treatment. 

The Depression Rating Form, consisting 
of a list of 13 symptoms and a provision 
for global evaluation, was a revision of the 
Clinical Rating Scale for Evaluation of De- 
pressed Patients used in a previous in- 
vestigation(16). On the revised form, each 
symptom was rated for severity on a scale 
of 1 to 4 on the basis of information ob- 
tained by the clinician in his interview with 
the patient. Two psychiatrists, trained in 
the use of the Depression Rating Form, 
rated the severity of depressive illness prior 
to ECT and again ten days after the last 
treatment. 

The reliability of the Depression Rating 
Form was tested in a pilot study in which 
the two psychiatrists independently inter- 
viewed and rated the same patients. Agree- 
ment within one point or better was ob- 
tained for 88 percent of the items rated. 
The over-all reliability of item agreement 
was significant (chi square = 34.2; d.f. 
= 3; p < .01) and the rank order correla- 
tion of the total scale scores was .80. 

Patients’ self-reports about their feelings 
were obtained before ECT and ten days 
after the last treatment by means of the 
Clyde Mood Scale(6). This is described by 
the author as a tool for measuring change 
of mood as influenced by drugs. Of the 
six factors scored in this scale, two have 
been found to be especially valid indicators 
of depression, namely, the factors “Unhap- 
py" and “Dizzy”(7). 


Memory Testing 

Three tests were employed to assess 
different aspects of memory functioning— 
the Paired Associates Learning Test, the 
Revised Benton Visual Retention Test, and 
a Personal Data Sheet. The several equiva- 
lent forms of the Paired Associates Learn- 
ing Test devised for the present study each 
consisted of ten noun pairs. The test pro- 
cedure provided for a combined visual and 
auditory approach during the learning pe- 
riod with encouragement to the patient to 
read and to pronounce each word pair as 
it was presented to him. In other respects 
the methods of administering and scoring 
were similar to those described for the 
Associate Learning subtest of the Wechsler 


[53] 


298 BILATERAL AND UNILATERAL © 
Table 1 (continued) 
METHODS TO METHODS TO 
EVALUATE EVALUATE 
THERAPEUTIC THERAPEUTIC MEMORY 
INVESTIGATORS suBsEcTS RESPONSE RESPONSE FUNCTIONING 
Zamora and 14 unilateral not studied not studied 1. Wechsler 
Kaelbling(20), (dominant) Memory Scale 
1965 14 unilateral (without 
(nondominant) visual sec- 
tions) before 
wide range of ECT and 30-36 
diagnostic hours after 
categories fifth ECT 
2. clinical 
impression 
Impastato and 130 patients not studied not studied 1. clinical 
Karliner(10), 1966 impression 
number given immediately 
each mode of after ECT 
treatment 2. patient’s 
not specified self-report 
wide range 
of diagnostic 
categories 
Cannicott and 14 bilateral not studied not studied 1. memorize four 
WaggoneriS), 1967 10 unilateral ridunsibafore 
ECT 
depressive 2. recent 
reactions memories 
only 3. cognitive 
functioning: 
a) Wechsler- enc 
Bellevue in other — 
Similarities measuremel 
b) Wechsler- cognitive 
Bellevue functioning 
Block 
Design 


aaamooo 


Memory Scale(19). The Benton Visual 
Retention Test, similar to the Visual Re- 
production subtest of the Wechsler Mem- 
ory Scale, required the patient to draw a 
series of geometric designs from memory 
on a ten-second exposure of each design 
(1). 

The Personal Data Sheet was designed 
to elicit in the course of pre-ECT memory 
testing a minimum of 50 items of personal 
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all observations 
30 minutes after 
» fifth ECT 


information from each patient. One set 
at least 25 questions, hereafter referred to 
“Remote Memory,” involved recall of 
tual information pertaining to personal 
periences prior to the patient's pres 
illness. The second set of 25 or more qu! 
tions, labeled “Recent Memory," 
recall of factual memory content pertain 
to events related to the period leading 
to and including the present hospitalizati 
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COMMENTS 


]. Study not double blind. 

2, Amount of current varied with different patients. 
. Application of results overextended, 

4, Heterogeneous diagnostic groups. 

5. Many incomplete seizures reported. 


1, Study not double blind. 


2, Patient assignment to treatment mode not randomized. 


3, No test of handedness specified. 

4, Constancy of current not specified. 

§, Heterogeneous diagnostic groups. 

6, Treatment schedules varied for different patients. 


Study not double blind, 


3. No test of handedness specified. 
4, Constancy of current not specified. 
5, Application of results overextended. 


Å= M — — 


. Patient assignment to treatment mode not randomized. 


Inventories similar to the Personal Data 
Sheet for assessing memory with bilateral 
ECT have been used by other investigators 
(12, 17). In their use of such an instrument 
these investigators had sought to differen- 
tiate in the patient’s post-ECT recall be- 
tween the retention of personal and im- 
Personal memories, or between affect-laden 
and neutral associations. The Personal Data 
Sheet in the present study was designed 
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to be a more objective and quantifiable 
procedure for evaluating post-ECT retention 
than the “clinical impression of memory 
functioning” frequently employed in studies 
of the effects of bilateral and unilateral 
ECT. In order to ensure maximal neutral 
content, Personal Data Sheet questions 
found to be related to a patient's personal 
problems or disturbing past events were 
replaced by other factual items. 

Psychiatric nurses administered the series 
of the three memory tests under the super- 
vision of a clinical psychologist, who had 
trained them for this procedure. In con- 
nection with this study, results obtained 
from the administration of memory tests 
to patients prior to ECT, 36 hours after 
the last treatment, and ten days after ECT 
were considered. The several alternate forms 
of the Paired Associates and Benton tests 
permitted randomized ordering of test forms, 
but the same set of questions was repeated 
at each of the three administrations of the 
Personal Data Sheet. 


Results 
Clinical Assessment 
The two ps, 46 bilaterally treated 


and 50 unilaterally treated patients, showed 
essentially the same distribution over the 
four diagnostic categories of depression 
(table 2). In both groups, the average age 
of patients was approximately 55 years, 
with a range extending from 22 to 82 
years, The number of treatments per patient 
ranged from four to 12 in each treatment 
mode. However, the unilateral group re 
quired on the average one more treatment 
than did the bilateral group (8.4 vs. 7.5; 
p «.01). A total of 18 patients, or 40 
percent, of the unilateral group but only 
seven patients, or 17 percent, of the bi- 
lateral group required from ten to 12 treat- 
ments to obtain a therapeutic response. 

The additional two days of hospitalizat 
averaged by the unilateral group was con- 
sistent with the larger number of treatments 
required. There was no difference in aver- 
age number of days of post-ECT hospital- 
ization for the two groups. 

Prior to treatment the two groups were 
similar with regard to severity of depressive 
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TABLE 2 
Characteristics of Patients Included in the Bilateral 
and Unilateral ECT Groups 


BILATERAL UNILATERAL 
GROUP GROUP 
CHARACTERISTICS (N= 46) — (N= 50) 
Sex: 
Number of men 1 17 
Number of women 35 33 
Diagnosis: 
Manic-depressive, 
depressed 21 21 
Neurotic depressive 18 21 
Psychotic depressive 5 6 
Involutional depressive 2 2 
Mean age 55.5 54.8 
Mean number of ECTs 75 84 
Mean number of days in 
hospital from first ECT 
to discharge 332 35.1 
Mean number of days in 
hospital after ECT 179 17.7 


symptomatology as measured by scores on 
the Depression Rating Form. Both groups 
showed pronounced and equal amounts of 
improvement when rated ten days after the 
last ECT. An item analysis of the 13 symp- 
toms included in the rating form showed 
differences between the two treatment 
groups on only two items. The bilaterally 
treated patients were rated as less im- 
proved on "self-esteem" (p «.05), and 
the unilaterally treated patients were rated 
as showing less gain on the item "sleep" 
(p < .025). 

Pre-ECT Clyde Mood Scale self-ratings 
on the six factors were similar for the two 
groups. Post-ECT Clyde scores changed 
significantly in the direction of improvement 
for both groups. The bilaterally treated 
patients scored as more improved than the 
unilaterally treated patients on the two 
Clyde factors found to be the most valid 
indicators of depression, namely, “Un- 
happy" (p =.008) and “Dizzy” (p — .065), 
Amounts of change from pre-ECT scores 
to post-ECT scores on the Clyde Mood 
Scale were essentially the same among the 
four diagnostic categories of depression(7) 

In order to compare the long-term effec- 
tiveness of the two treatment modes, all 
patients were followed up one year after 
their last treatment. One bilaterally treated 
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. a relapse during the year; that is, 
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not be located one year later. One bilate 
treated patient had committed — suici 
Death by natural causes had occurred fc 
one bilaterally treated and one unilatera 
treated patient. 

Thirty-seven percent of the bilatera 
treated patients and 34 percent of the ui 
laterally treated patients had experieni 


required additional treatment or rehi 
pitalization, The distribution of these 
tients in the two treatment groups wa 
strikingly similar with regard to sex, diap 
nostic categories, age, and interval at which 
relapse occurred (table 3). All patient 
who experienced a relapse, including thos 
admitted to other psychiatric facilities, wi 
diagnosed on readmission as having a 
pressive illness. 


Memory Assessment 


Nine of the patients could not be giv 
pre-ECT memory tests because of the se- 
verity of their depressive symptoms. In 
other respects these nine patients show 
no distinctive features with regard to a 
diagnostic classification, depression rating 
score, and number of treatments. Memo 
test scores were obtained from 42 bilateral 


TABLE 3 
Characteristics of Patients Who Relapsed Within 
One Year of Their Last Treatment 


BILATERAL UNILATERAL 
GROUP GROUP. 


CHARACTERISTICS (N = 17) (N= 17) — 


Sex: 
Number of men 3 
Number of women 14 
Diagnosis: 
Manic-depressive, 
depressed 7 
Neurotic depressive 8 
Psychotic depressive 2 
Involutional depressive 0 
Mean age 59 
Mean number of ECTs 7 
Relapse interval: 
Immediately—not 
discharged 3 
Within three months 4 
Three to 12 months after 
discharge 10 
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and 45 unilaterally treated patients. Prior 
to ECT, memory test score averages were 
essentially the same for the two groups. 

As a first step, an analysis was made of 
memory changes within each treatment 
group. In both groups there were statisti- 
cally significant amounts of memory loss 
(p< .001) from the pre-ECT level to 
performance measured 36 hours after the 
last treatment on the Paired Associates 
Learning Test, Recent Memory, and Re- 
mote Memory (table 4). The largest amount 
of loss occurred in Recent Memory, where- 
as the Benton scores remained unchanged. 
On retests, ten days after the last treatment, 
the two groups registered gains from their 
36-hour post-ECT baselines on all four 
test measures. The Benton Visual Retention 
Test score had improved above pre-ECT 
levels, and the Paired Associates Learning 
Test averages had returned to close to the 
pre-ECT baseline. The largest residual defi- 
cit was in test scores of Recent Memory 
and Remote Memory. 

The direction of changes before and after 
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ECT on the four sets of memory scores 
was alike for the two treatment groups. 
But amounts of memory change were sig- 
nificantly different. Notwithstanding the 
fewer number of treatments given to the bi- 
laterally treated patients, they averaged 
more memory impairment than the uni- 
laterally treated group on the Paired As- 
sociates Learning Test (p < .05), Remote 
Memory (p «.01), and Recent Memory 
(p € .05). The largest difference in amount 
of immediate post-ECT memory loss be- 
tween the two treatment groups occurred on 
the Recent Memory test (figure 1). During 
the ten days following the last treatment, 
however, the recovery rate in memory func- 
tioning among the bilaterally treated patients 
was more rapid, and the memory test scores 
of the two treatment groups converged so 
much that there were no longer any signifi- 
cant differences between the two groups ten 
days after the last treatment. Scores from the 
Benton Visual Retention Test did not dis- 
criminate between the effects of bilateral 


TABLE 4 
Changes in Memory Test Scores Within Each Treatment Group* 


TEST SCORE CHANGE FROM PRE-ECT TO 
36 HOURS POST-ECT 


TEST SCORE CHANGE FROM 36 HOURS POST-ECT 
TO TEN DAYS POST-ECT 


TEST BILATERAL UNILATERAL BILATERAL UNILATERAL 
1. Paired Associ 
Wain si —8.95 —6.87 +8.00 +4.15 
SD 8.95 9.62 8.04 8.17 
4,52 6.25 317 
t Value 6.25 et x 
A Probability 001 001 I T 
. Benton errors £ 
Mean T37 -172 -325 2.82 
7.94 4,31 6.07 
SD 5.62 
141 4.71 2.94 
t Value Al ite d 
3 Probability ns. ns. 4 
. Remote Memory 
Mean —2448 —15.51 +10.72 at 
19.77 14.25 . 
SD 21.09 240 
5.20 4.83 ; 
t Value 744 i 001 05 
" Probability .001 00 
- Recent Memory 4783 
Mean — 40.28 —28.72 +14.21 ca 
24.32 19.48 | 
- re 4.67 3.25 
t Value í 9.09 ja Ey at 
Probability 001 d 
tween correlated scores. A minus 


“All probability values are based on two-tailed tests of the sig 


(> sign in connection with mean change on tests 1, 
Sign indicates gain. For test 2, Benton errors, a minus sig 
Performance, 
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nificance of a difference be! 
d 4 indicates a decrement in m! 
n indicates improved performance, 


emory functioning, a plus (4-) 
a plus sign indicates poorer 
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FIGURE 1 


Mean Changes in Recent Memory Scores Following ECT 
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and unilateral ECT either 36 hours after 
the last treatment or ten days later. 

These results about the effects of the two 
forms of ECT on memory functioning have 
been presented in terms of average trends. 
This emphasis on averages masks the wide 
range of differences shown by individual 
patients in each treatment group. To il- 
lustrate the range of individual differences, 
we tabulated the post-ECT test scores on 
Recent Memory for individual patients in 
terms of treatment mode and number of 
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ECTs (table 5). Notwithstanding the group 
tendency for greater memory loss to occur 
with bilateral treatment, patients as in- 
dividuals differed widely in amount of mem- 
ory impairment regardless of treatment 
mode or number of ECTs given. 

For instance, one patient with four uni- 
lateral treatments had greater memory 
loss than two of the bilaterally treated 
patients who had been given 12 ECTs, 
Practically no memory loss occurred in 
17 percent of the bilaterally treated patients 
and 27 percent of the unilaterally treated 
patients regardless of the number of treat- 
ments. No statistically significant relation- 
ship was found betwen amount of memory 
loss and patient's age. 


Discussion 


In this study we have attempted to evalu- 
ate the comparative effects of bilateral and 
unilateral ECT on clinical responses and 
memory functioning in hospitalized non- 
Schizophrenic depressed patients. The ex- 
perimental design was double blind and in- 
cluded randomized assignment of patients 
to treatment groups and the collection of 
all data in quantifiable form. 

The therapeutic responses to bilateral 


TABLE 5 
Distribution of PostECT "Recent Memory" Test Scores of Individual Patients 
(Maximum Score — 100) 


POST-ECT MEMORY SCORES TOTAL 
GROUP 90-100 70-89 50-69 30-49 10-29 1-9 CASES 
Four ECT treatments 
Bilateral 2 1 1 1 5 
Unilateral 1 1 2 
Six ECT treatments 
Bilateral 2 4 3 1 1 2 13 
Unilateral 3 8 1 12 
Eight ECT treatments 
Bilateral 2 3 6 4 1 1 1 
Unilateral 6 3 2 1 1 13 
Ten ECT treatments 
Bilateral 1 3 1 5 
Unilateral 1 3 4 1 9 
Twelve ECT treatments 
Bilateral 1 1 2 
Unilateral 4 2 2 1 9 
Percent of total cases 
Bilateral 17 21 24 21 10 7 100 
Unilateral 27 24 29 13 7 100 
[58] Amer. J. Psychiat. 125: 3, Sept. 1968 
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and unilateral ECT were the same as judged 
by the following criteria: 1) length of hos- 
pital stay after termination of ECT; 2) 
frequency of relapse within one year; and 
3) clinicians’ ratings of post-ECT improve- 
ment on a Depression Rating Form. Results 
favoring the therapeutic superiority of bi- 
lateral treatment included: 1) slightly fewer 
ECTs required to achieve symptom relief; 
2) a proportionately shorter hospital stay; 
and 3) more improvement in patients’ 
self-ratings on the two Clyde Mood Scale 
factors that are significant in evaluating 
depression. 

Both bilateral and unilateral ECT were 
found to produce statistically significant 
amounts of memory loss. Post-ECT im- 
pairment was more lasting in both treatment 
groups in the retention of previously stored 
information as measured by Recent and 
Remote Memory than in short-term recall 
of new learning as measured by the Paired 
Associates Learning Test. Performance on 
the Benton Visual Retention Test was not 
altered by either bilateral or unilateral ECT. 
Previous investigators have found immedi- 
ate visual memory, as measured by the 
Benton, to be unimpaired after bilateral 
ECT(8, 18). Post-ECT gains on tests of 
new learning can be ascribed in part to 
improvement in mental efficiency which 
accompanies recovery from a depressive 
illness, 

The bilaterally treated patients as a group 
had more immediate post-ECT memory 
impairment than unilaterally treated pa- 
tients. This greater loss occurred in spite 
of the fact that the patients who received 
bilateral ECT had averaged fewer treat- 
ments. This significantly greater memory 
impairment among bilaterally treated pa- 
tients was found to be of relatively short 
duration, however. Retests ten days after 
the last treatment indicated that both groups 
had made gains over the immediate post- 
ECT baseline in all memory measures. 
Gains made by the bilaterally treated pa- 
tients were proportionately larger, so that 
Significant differences were no longer present 
in the test scores of the two groups ten days 
after their last treatment. 

Individual patients showed extensive vari- 
ations in post-ECT memory loss regardless 
Of treatment mode, the number of ECTS. 
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or age. It is difficult to predict with any 
degree of certainty the number of treatments 
needed or the probable amounts of mem- 
ory loss for the individual patient. Never- 
theless, the observed differences between 
the responses to unilateral and bilateral 
ECT have practical implications for the 
management of depressed patients. 

The probability of less memory loss dur- 
ing the treatment period with unilateral 
ECT must be balanced against the expec- 
tation that this method may require a 
larger number of treatments. For hospital- 
ized depressed patients who are able to 
remain in the hospital for the usual one- 
to two-week post-ECT recovery period, the 
bilateral mode is to be preferred. Bilateral 
treatment is particularly advantageous for 
high-risk patients for whom an additional 
anesthetic exposure would be an important 
consideration. For certain other patients, 
such as those treated on an outpatient 
basis, unilateral ECT gives promise of less 
marked memory impairment even though 
a larger number of treatments may be 
required. 

In the light of our present knowledge 
concerning the effects of bilateral and uni- 
lateral ECT, there are no decisive differ- 
ences that would dictate uniformly the 
preference of one treatment mode over 
the other. As has been found in other forms 
of psychiatric therapies, the treatment of 
choice can be decided only after a careful 
consideration of the needs of the individual 
patient and the available treatment facilities. 
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Simple Schizophrenia-Syndrome or Shibboleth 


BY ALAN A. STONE, M.D., ROBERT HOPKINS, M.D., MARK W. MAHNKE, M.D., 
DANIEL W. SHAPIRO, M.D., AND HARVEY A. SILVERGLATE, LL.B. 


The authors review the diagnosis of simple 
schizophrenia, using as source material 
classical and contemporary textbook de- 
scriptions, a statistical survey, and case 
studies, The evidence demonstrates no typi- 
cal premorbid history, no standard time of 
onset, and no characteristic pattern of symp- 
toms or thought disorder. In essence, the 
data suggest that no syndrome as such 
exists—that it is not a reliable or valid diag- 
nosis and cannot be used to support Bleuler’s 
original dichotomy of “essential” and “acces- 
sory” symptoms. 


qve HAS RECENTLY been an increasing 
barrage of criticism directed at the re- 
liability and validity of psychiatric diagno- 
sis(1, 35, 39). Despite this, most psychia- 
trists are convinced that some of their 
nosological concepts are useful and that, for 
example, typical or classical psychotic syn- 
dromes do exist and in these instances 
Prognosis and diagnosis are clinically re- 
liable and valid. A constructive response, 
We believe, is to reconsider the classical 
Syndromes, consolidating those which have 
Clinical validity and abandoning those which 
are in fact the product of outmoded clas- 
Sifications, 

This paper will attempt to demonstrate 
that one of our “standard” syndromes, 
Simple schizophrenia, is among this latter 
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group—that it is not applicable to a co- 
herent group of patients and is no longer a 
viable psychiatric diagnosis. The evidence 
offered for this conclusion is derived from 
four areas: 1) a statistical survey of the 
frequency of the diagnosis; 2) a review of 
15 current textbook descriptions of the 
syndrome; 3) a survey of the literature and 
a historical consideration of the criteria 
emphasized by the two major originators of 
the syndrome—Otto Diem and Eugen 
Bleuler; and 4) a clinical reexamination of 
eight patients so diagnosed. 


Historical Background 


Psychiatric diagnosis at best consists of a 
collection of syndromes(1), each of which 
describes a symptom complex that can be 
readily recognized by means of an anamne- 
sis and mental status examination. Despite 
our increased understanding of both biologi- 
cal and psychological factors, this remains 
the essence of descriptive psychiatry. 
Throughout the history of psychiatry there 
have been efforts to group these syndromes 
on the basis of some unifying explanatory, 
pathognomic, or etiologic element! rather 
than a descriptive symptom complex. 

For example, dementia praecox, as 
Kraepelin(25) originally called a group of 
three syndromes, had dementia as one of 
its two unifying features. This concept was 
derived by analogy from ]9th century 
clinical neurology and seems always to have 
assumed the presence of some underlying 
degeneration or defect similar to the organic 
dementias. However, the concept of demen- 
tia lost a great deal of precision in its 


1Equally problematic was the 19th century 
psychiatrist’s tendency to create endless new syn- 
dromes out of relatively minute differences. 
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translation into diagnostic psychiatry? and 
has never been conceptually delimited with 
clarity or unanimity, despite the important 
and interesting work of Goldstein(18), Vig- 
otski(37), Sullivan(34), Arieti(3), Kasa- 
nin(24), and others. Clinical psychiatry has 
elected to give up the term “dementia 
praecox” in favor of Bleuler’s “schizophre- 
nia.” 

Bleuler(8) felt that the unifying principle 
in these patients could be better presented 
in terms not so directly derived from clinical 
neurology. He introduced what are now well 
known and widely taught as the four A’s— 
loose associations, ambivalence, autism, and 
disturbances of affect. He suggested that 
these elements were fundamental and uni- 
versal in what he termed schizophrenia. 
This formulation led him to divide the 
phenomenology of these patients into es- 
sential (fundamental) and accessory symp- 
toms and to include two new types of 
syndrome, latent and simple schizophrenia, 
which could primarily be identified by the 
presence of the fundamental symptoms 
alone. 

Although most psychiatric authorities 
attribute the delineation of simple schizo- 
phrenia to Bleuler—for example, Arieti(4) 
and Stierlin(33)—at least two scholars, 
Bellak(5) and Kant(23), credit Otto Diem. 
Diem(11), in his 1903 classic monograph, 
wrote in the tradition of Kraepelin, as 
evidenced by the title, *Die einfach demente 
Form der Dementia Praecox (Dementia 
simplex)." 

This detailed monograph summarized all 
of the relevant published cases of the 18th 
and 19th centuries including Bleuler’s. It 
concludes: 


We can summarize thus: In addition to the 
clinical pictures of hebephrenia, catatonia, de- 
mentia paranoides and the paranoid form, 
which all terminate in the particular dementia 
of dementia praecox (after Kraepelin), there 
is a further type of clinical course leading to 
the same terminal state—to the same distur- 
bance of intelligence and affect. But here the 
onset is regularly simple, indolent (slow), 


? As Adolf Meyer put it, “To try to explain ... 
a delusional system out of hypothetical cell al- 
terations which we cannot reach or prove is at the 
present stage of histophysiology a gratuitous per- 
formance"(28). 
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without special prodome and the sickness de- 
velops without acute episodes and remissions, 
without marked manic or melancholic de- 
jectedness, without illusions or hallucinations 
and without the other peculiarities of the above 
mentioned forms characteristic of dementia 
praecox: catalepsy, tics, affectations, manner- 
isms, stereotypes, negativisms, mutisms, etc, 


(11). 


Although Diem maintained the earlier 
orientation to dementia, his general empha- 
sis is similar to Bleuler’s, as the above 
quotation demonstrates. Thus it was as a 
result of the efforts of Diem and Bleuler 
that simple schizophrenia (or simple de- 
mentia) was established as a psychiatric 
entity. However, by 1936, when Lewis com- 
piled his bibliography, Research in Demen- 
tia Praecox(26), it was already apparent 
that this syndrome was problematic: It "is 
a very heterogeneous affair . . . a sort of 
diagnostic waste basket." 

Despite this admitted confusion, Lewis 
retained the category, as did Bellak in his 
two subsequent surveys of the litera- 
ture(5, 6). However, our review of these 
surveys and of Psychological Abstracts, 
1930 to present, reveals interestingly that 
only one significant clinical paper was sub- 
sequently produced, that of Otto Kant in 
1948(23), which reexamines a group of 
Simple schizophrenics. This is in striking 
contrast to the extensive literature which 
has developed over the same period dealing 
with the other “classical schizophrenic 
syndromes.” Kant's clinical findings, al- 
though he did not interpret them in that 
manner, are strikingly at variance with the 
original descriptions. 

Unlike the original three syndromes 
which Kraepelin had included in dementia 
praecox, each of which at least occasionally 
Presents a typical symptom complex,’ this 
new syndrome was vaguely defined and 
without typical positive features. If one 
takes Bleuler literally, it would include 4 
majority of those patients currently de- 
scribed as having a wide variety of person- 
ality disorders and thus would inevitably 
be a “wastebasket.” For example, in his 
discussion of simple schizophrenia, he says: 


3 By symptom complex we imply time and DP 
of onset, characteristic symptoms, and a typie 
course and outcome. 
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It is these patients who make our world un- 
certain under the banner of psychopathy, of 
degeneration, or moral insanity, alcoholism, 
and perhaps, most commonly, under that of 
health. . . . On the higher levels of society, 
the most common type is the wife (in a very 
unhappy role, we can say), who is unbear- 
able, constantly scolding, nagging, always mak- 
ing demands but never recognizing duties. . . . 

Furthermore, there are many simple schizo- 
phrenics among eccentric people of every sort 
who stand out as world saviors and world re- 
formers, philosophers, writers and artists, be- 
side the “degenerated” and deteriorated(8). 


Current nosology and even the con- 
temporary textbook profile of the simple 
schizophrenic are hardly compatible with 
the above wide variety of behavior patterns. 
Bleuler's account of latent schizophrenia is, 
if anything, even more ambiguous. For this 
and other reasons psychiatrists generally 
have abandoned the diagnosis of latent 
schizophrenia (it is included in the diagnos- 
tic manual of the APA[2] under the head- 
ing "Schizophrenic Reaction, Chronic Un- 
differentiated Type"); however, the diagno- 
Sis of simple schizophrenia is still made, 
although rarely, as the following tabulation 


Suggests. The data are from one state 
hospital. 
APPROXIMATE 

TOTAL DIAGNOSIS OF 

TIME PERIOD ADMISSIONS SIMPLE SCHIZOPHRENIA 
NUMBER PERCENT 

May 1960- 
March 1963 4500 bl gn 
(33 months) 
March 1963- 
May 1965 4560 8 18 
(26 months) 
May 1965- 
May 1967 4080 2 04 
(24 months) 


Despite the fact that such statistics would 
seem to indicate both the rarity of the 
diagnosis and a trend toward diminution, 
Other data suggest that the diagnosis is 
still made in a significant number of cases 
in the category of schizophrenia. 

Kant(23) surveyed a state hospital pop- 
ulation in 1948 and found a total of 81 
Patients who had the specific diagnosis of 
simple schizophrenia. This represented 5.1 
Percent of the total group of patients 
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diagnosed as schizophrenic. We reviewed 
data from that same hospital, whose total 
population has decreased substantially, and 
found there were 25 simple schizophrenics; 
this represents 4.5 percent of the total 
schizophrenic group. 


Profile of the Syndrome 


Thus the diagnosis, although unusual, is 
still being made, and most of the standard 
textbooks continue to include it without 
question as a well-defined subtype of “the 
group of schizophrenias.” A survey of 15 
contemporary textbooks(2-4, 9, 12, 14-16, 
20, 21, 25, 27, 29, 30, 38) reveals the 
following profile of this alleged syndrome: 


1. Time and Type of Onset 


Most textbooks describe a gradual onset 
around puberty in a previously healthy in- 
dividual. This follows the apparent empha- 
sis of Diem(11), e.g., “It is not an uncom- 
mon experience that previously healthy 
young people, to whom a good future 
seemed assured, become dejected in their 
achievements approximately around the 
time of the developing years, sometimes 
earlier, sometimes later, and also become 
unproductive and indifferent.” 

However, Diem, in the conclusions of 
his monograph and from an overview of 
the data, suggested that the gradual nature 
of the onset was more reliable than the 
time of onset in puberty. Furthermore, all 
of the patients selected and cited by Bleuler 
in his Dementia Praecox, or the Group of 
Schizophrenias(8) were considerably past 
adolescence at the time of onset. Bleuler 
also blurred these criteria for onset by 
suggesting “The anamnesis invariably indi- 
cates that the disease has been mistaken for 
many years; it was a latent schizophre- 
nia.”(7) Despite the fact that the “classical 
syndrome” is alleged to be a gradual demen- 
tia beginning in adolescence ina previously 
healthy individual, none of Bleuler’s cited 
examples conform to this picture. 

Thus, all the clinical data we have been 
able to review, including the cases of Diem 
and Bleuler, suggest: a) that time of onset 
in adolescence is not reliable; and/or b) 
that the previous health of the patient is 
not established. The fact that these two 
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originators of the syndrome placed less 
stress on the time of onset and on previous 
health is not generally appreciated. How- 
ever, if adolescent onset and previous health 
are not necessary features of the syndrome, 
we have sacrificed much of the definitive 
descriptive framework which was considered 
essential to the original cases described in 
the 18th and 19th centuries and quoted by 
Diem. See, for example, Haslam(19), 
Esquirol(13), Tuke(36), Fink(17), Clous- 
ton( 10), and Kahlbaum(22). 

Time of onset and previous health of the 
patient deserve particular attention in re- 
viewing this "syndrome" for two reasons. 
First, there is a definite possibility that 
some patients given this diagnosis are, in 
fact, brain-damaged (see case example A, 
below); to use Gesel's metaphor, the 
"shadow of mental retardation grows longer 
with increasing age." Thus it may well be 
that careful developmental histories would 
reveal earlier patterns of cognitive malad- 
aptation which could be partially com- 
pensated or obscured in a younger child 
but would become more apparent in ado- 
lescence, This would tentatively explain why 
over one-half of Kant's cases(23) were of 
"subnormal intelligence.” 

Second, as Bleuler himself points out, 
many patients reveal serious psychopathol- 
ogy beginning earlier than adolescence. This 
Suggests that what is called simple schizo- 
phrenia may in many instances be the later 
outcome of milder cases of infantile autism 
or other types of serious psychopathology in 
childhood, Whatever the underlying con- 
dition may be, the clinical data of the 
original investigators and our review of. them 
are sufficient to suggest strongly that there 
are no classical cases of simple schizophrenia 
as regards time of onset or previous health, 


2. Symptoms 


Most frequently cited in contemporary 
texts are: a reduction in external activities 
and interests, constriction and poverty of 
thought, an impoverishment of human re- 
lationships, a loss of ambition and of will, 
and a loss of deeper feelings. Along with 
these features the major emphasis of con- 
temporary textbooks still seems to derive 
from Bleuler’s dichotomy of essential and 
accessory symptoms. Thus, most textbooks 
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emphasize the negative feature—the 
sence of hallucinations and delusions 
what really sets this syndrome apart: A 
ti(4), Noyes and Kolb(29), Bleuler(9 
Henderson and Gillespie(20), Mayer-Gross, 
Slater, and Roth(27), Ewalt and Farnswo 
(14), and Redlich and Freedman(30). 
The APA's diagnostic manual(2) sid 
steps this issue by stating that hallucinations 
and delusions are “rarely conspicuous.” 
This, of course, may mean that they a 
often or even always present though i 
conspicuous. In fact, Kant(23) found wh 
he examined 64 patients with simple schi 
phrenia that all but two had hallucinatio 
and delusions, as evidenced by history a 
or careful mental status examinations, 
in 42.9 percent these symptoms were pi 
nounced. 
Our own clinical experience and revi 
of cases documents Kant's findings and 
in complete agreement with White(38 
who stated: “The more carefully the histo 
is taken, the less great are the chances 
the case will be classified under the simp 
form. This is because the patient may ha 
experienced delusions and  hallucinatioi 
and may have engaged in queer behavior. 
when by himself without revealing thes 
facts to anyone." Thus we confront a S 
drome which: 1) does not have a defini 
time of onset or pre-morbid personali 
and 2) whose most impressive. distinguis 
ing feature, the absence of hallucinatiom 
and delusions, cannot be substantiated. 
These facts suggest that Bleuler's stai 
ment that simple schizophrenia “demons 
Strates the difference between the essenti 
and the accessory symptoms; the latter al 
absent in simple schizophrenia,"(8) sh 
not be given such easy credence. In view: 
this, one might ask why our standard t 
books of psychiatry continue to describe 
clinical picture without “accessory Syl 
toms” which echoes older textbooks rath 
than clinical realities, 


3. Formal Thought Disorder 


Still more extraordinary and parado: 
are the data when we consider the nai 
of the thought disorder in simple sch 
Phrenia. Bleuler, of course, emphasized 
simple schizophrenia was characterized 
schizophrenic thought disorder (a 
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aspect of his essential symptoms). This 
emphasis is maintained in the most recent 
Bellak survey(6): “A thought disturbance 
was prominent.” 

In contrast, the contemporary psychiatric 
texts are widely divergent. “Thinking be- 
comes disorganized . . .” Henderson and Gil- 
lespie(20); "thought disorder may occur 
but is . . . never prominent,” Mayer-Gross, 
Slater, and Roth(27); “may show streaks of 
autistic or fantastic thinking,” Redlich and 
Freedman(30); “there is no looseness of 
ideas or illogical sequence of thought,” but 
rather “impairment of abstract thinking,” 
“poverty of thought,” Arieti(4). 

In short, contemporary textbooks do not 
agree about the thought disorder, and none 
emphasize the presence of loose associations 
despite the fact that loose associations is 
central to Bleuler’s ideas(32) about the 
schizophrenic thought disorder; e.g, “In 
schizophrenia . . . thinking operates with 
ideas and concepts which have no, or a 
completely insufficient, connection with the 
main idea, and therefore should be excluded 
from the thought process. The result is that 
thinking becomes confused, bizarre, incor- 
rect, abrupt" (8). 

If we return to Bleuler's reason for in- 
cluding this “group” under the rubric 
Schizophrenia, we face a striking logical in- 
consistency, Bleuler had argued that this 
"group" of patients constituted a subgroup 
of schizophrenia because it demonstrated 
the “essential” or “fundamental” symptoms. 
“Loose associations,” as Stierlin(31) dem- 
onstrates, is a pivotal aspect of Bleuler's 
“essential” symptoms, and basic to his con- 
tribution to schizophrenia. However, Bleuler 
does not mention loose associations as à 
Significant aspect of the clinical picture of 
Simple schizophrenia in either of his major 
texts. In fact, despite Bleuler's important re- 
formulations about the mature of thought 
disorder in schizophrenia, in the case of 
Simple schizophrenia he did not bring his 
new insights to bear; instead he merely 
reiterated what had been said about “simple 
dementia," a concept which had never been 
reliably defined. It is interesting that Bleuler 
emphasized that his reasons for renaming 
'simple dementia" simple schizophrenia are 
Practical, ie.: “The concept of ‘primary 
dementia’ is still not generally accepted. In 
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fact, many authorities do not recognize it 
at all'(8). The solution of renaming a 
discredited concept seems to have permitted 
the acceptance of that concept by a majority 
of psychiatrists for the subsequent 60 years, 


Case Reports 


A careful review and reexamination of 
eight currently diagnosed simple schizo- 
phrenics revealed certain interesting trends 
which may, when compared with earlier 
case reports, be helpful in explaining why 
this diagnosis, though rare, is still made in 
certain instances. These cases bear a gen- 
eral resemblance to those described by 
Diem(11) in his monograph, although in 
most of our cases the early developmental 
history is more complete. First, there are a 
group of patients who would seem by 
history to have minimal brain damage pres- 
ent from birth or early childhood, Case 
A illustrates this. 


Case A. The patient is a 72-year-old single 
man who has been hospitalized continuously 
for 18 years. His birth and early motor de- 
velopment were normal, but by age four he 
was noted to be slow in learning and never 
made an adequate social adjustment, He had 
private tutors from age eight until age 47. He 
then lived with a nurse-companion until age 54, 
when the nurse died and he was hospitalized 
for continuous residential care and supervision. 
His major traits are slowness of understanding, 
sensitivity to teasing which he provokes, a 
pleasant but infantile disposition, and an eager- 
ness to be helpful. He has never been able 
to work or go to school but has been sociable 
and has maintained an interest in bridge and 
musical concerts. 

His thinking tends to be infantile but ap- 
propriate; it is constricted, and obsessional to 
the point of perseveration. There have been no 
ideas of reference, hallucinations, or delu- 
sions, At age 70 his IQ was measured at 90. 


Two other similar cases suggest that on 
occasion the diagnosis of simple schizo- 
phrenia is made, at least in some hospitals, 
on patients with questionable organic brain 
problems but without localizing neurological 
findings. They in no way fit the classical 
syndrome because careful developmental 
history reveals a lifelong pattern of intellec- 
tual and social maladaptation rather than 
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instances of a “promising individual” with 
gradual onset of “dementia” at or around 
adolescence(11). 

A second group of patients is obviously 
misdiagnosed despite clear evidence of de- 
lusions and hallucinations. This may be 
attributed to the fact that there were long 
prodromata during which the most notable 
feature was increasing social isolation. Case 
B illustrates this. 


Case B. The patient is an 87-year-old wo- 
man who has been hospitalized almost con- 
tinuously since age 31, when she suffered the 
acute onset of delusional ideas, confusion, and 
manic behavior. There is evidence of gross 
psychopathology in all of her three siblings. 
She had attended a finishing school and then 
lived at home for ten to 12 years occupied 
with painting, long solitary walks, and horse- 
back riding. There was no obvious precipitant 
to the acute episode. She became unable to car- 
ry on her daily habits or to attend to her per- 
sonal care. 

When admitted, her attention span was quite 
Short; her memory as far as could be tested 
seemed intact. Her thinking was bizarre; she 
expressed the belief that she was a hermaphro- 
dite, She was observed to have auditory hal- 
lucinations. Her behavior reflected her dis- 
turbed thought processes; she was denudative 
and assaultive. Her affect was labile, but 
principally elated. 

Her condition in the hospital has been very 
stable. She remains deluded, hallucinating, and 
assaultive. The content of her delusions and 
hallucinations has remained unchanged over 
the 50-odd years. 


There is a third group of patients who 
show marked social isolation in conjunction 
with alcoholism. The nature of their eventual 
thought disorder is always problematic be- 
cause of the complicating toxic features, 


Case C is illustrative. A 65-year-old single 
Irish immigrant has been institutionalized for 
23 years—19 years in a state hospital for the 
indigent and chronically ill, then in a mental 
hospital because of the development of dis- 
orientation, auditory hallucinations, depres- 
sion, and suicidal ideas. 

He was the 11th of 13 children born to a 
farmer in Ireland. After a grade school educa- 
tion and service with the Irish Republican 
Army, he worked on the farm until his emi- 
gration in 1930. In this country he chose to 
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live alone rather than with brothers or sisters 
and worked in a liquor warehouse. His life 
included drinking on the job and in bars at 
night. In 1944 he injured his shin which re- 
quired extensive surgical treatment and pro- 
longed hospitalization. During this period he. 
was disoriented and therefore he was trans- 
ferred to a state hospital. This symptom sub- 
sequently improved, his attention span was 
normal, and his memory was largely unim- 
paired. His stream of thought was noted orig- — 
inally to be unrealistic and drifting. He had 
no hallucinations or delusions when first ob- 
served but now seems to have paranoid di 
lusions. His behavior is unremarkable; affect is 
generally apathetic, but he displays flashes of. 
hostility. 1 

There is evidence of cerebellar degeneration 
and peripheral nerve damage, probably due to. 
alcoholism. 


A fourth example illustrates the type of. 
patient who had evidence of profound 
psychopathology from earliest childhood. ~ 


Case D. The patient is a 43-year-old single 
man who has been hospitalized for 21 years. 
He was a frail, withdrawn child who bega 
school at age four but never did well and was 
a constant problem due to slow learning and. 
stuttering. Beginning at age 14 he was in- | 
structed by a tutor for a while, but then be-- 
came completely idle at home, occupied only — 
by long solitary walks in the woods. At age 22 
he stopped bathing and shaving, did not 
change his clothes, and began saving his feces 
in shoes and shoe boxes around the house. He - 
has never been very sociable nor has he been 
able to read for pleasure or pursue hobbies. 

Attention and memory are unimpaired. 
Thinking is concrete, impoverished, stereo- 
typed, and perseverative. He has never ac- 
knowledged ideas of reference, delusions, Or 
hallucinations, but he is generally noncommuni- — 
cative. Behavior is constantly like that of E BE 
timid nocturnal animal suddenly startled by à. 
bright light. Other than fear and tension, n9. 
affect is expressed. E 

During hospitalization the patient has im 
proved minimally in his ability to socialize and 
care for himself; his condition is generally — 
stable. 

There seems little doubt that this patient 
has been grossly disturbed all of his life and 
therefore does not fulfill the classical criteria 1 
of a thought disorder with loss of will and 
constriction of interest beginning around adO-- 
lescence. 4 a 
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Summary 


1. A historical review of the “syndrome” 
of simple schizophrenia suggests that the 
existing criteria for such a diagnosis are 
either vague or contradictory. The condition 
does not demonstrate the difference between 
the essential and accessory symptoms of 
Bleuler since in a majority of patients so 
diagnosed hallucinations and delusions are 
present, and there is no general agreement 
about the nature of the thought disorder, 
nor can published reports be equated with 
Bleuler’s own descriptions of schizophrenic 
thought disorder. Therefore, Bleuler’s di- 
chotomy of essential and accessory symp- 
toms does not receive clinical support on 
this basis, as he had suggested. 

2. A statistical sample suggests that 
though infrequent, the diagnosis of simple 
schizophrenia is still made. 

3. A review of 15 contemporary text- 
books suggests a continued and uncritical 
acceptance of this diagnostic entity despite 
contradictory clinical evidence and the 
acknowledgement by some that it is ill- 
defined and a “wastebasket” diagnosis. 

4. A review of eight new cases and a 
comparison with published reports confirm 
the impression that there are no classical 
examples of this syndrome. Instead, cases 
cited as simple schizophrenia either have a 
strong organic overlay (viz, alcoholic 
dementias, minimal mental retardation, 
etc.); have severe personality disorders; or, 
most often, can be more accurately 
diagnosed as schizophrenic reaction, chronic 
undifferentiated type. X 

In sum, the thrust of our investigation 
indicates that Diem and Bleulers efforts 
to include these patients as one coherent 
Subgroup in the group of schizophrenias is 
misleading, oversimplified, and outmoded. 
It is a vague and inherently unreliable 
diagnosis without foundation in psychologi- 
Cal theory or psychiatric practice; We be- 
lieve it should be discarded. 
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Is the Unconscious Necessary? 


BY RICHARD RABKIN, M.D. 


The author relates Freud’s theory of the un- 
conscious to that of Descartes and com- 
pares both to C. S. Peirce's doctrine of 
“contrite fallibilism," which held that no 
knowledge is direct and intuitive—that all 
knowledge is subject to error. The author 
believes that anyone confined to insisting on 
the doctrine of the unconscious is limited in 
his ability to inquire and thus is impaired 
in his responsibility for learning and teach- 
ing. The consequences for therapy are also 
pointed out. 


7| jen TITLE of this paper is deemed by 
many psychiatrists to be an unthinkable 
question. Still others have assumed it to be 
à problem of interest to psychoanalysts and 
perhaps philosophers. Yet when a psychia- 
trist whose orientation is predominantly or- 
Banic attempts to explain hallucinations, or 
When a social psychiatrist tries to distin- 
Buish between mental health education and 
Psychotherapy, each may find himself tend- 
Ing to conceptualize his problem by utilizing 
certain notions that have come to be called 
the concept of the unconscious, even if he 
does not subscribe to a psychoanalytic solu- 
tion to these problems. 

The purpose of this paper is to show how 
this widespread concept can obscure and 
limit inquiry. I shall explore the possibility, 
first suggested by the American pragmatist 

harles Sanders Peirce, that errors, mis- 
takes, poor judgment, ignorance, or what 
he called fallibility can account for those 
Phenomena explained in psychiatric theory 
by the concept of unconscious motivation. 


The Source of Ignorance 


It is Descartes who, because he expressed 
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himself so clearly, is held responsible for 
our current common sense notions of how 
we think about things. On the surface the 
ideas he expressed seem perfectly reason- 
able; there are some thoughts and percepts 
which are intuitively obvious, which we just 
know, and other knowledge which is de- 
tived from these original building blocks. 
The argument is, however, usually reversed. 
That we derive our thoughts from previous 
thoughts seems unquestionable. Then log- 
ically there must be some irreducibly obvi- 
ous first principles at the start of all this, 
The basic idea is as old as Plato, who de- 
scribed Socrates proving the intuitively evi- 
dent character of Euclid’s geometry by mere- 
ly asking questions of a slave—a process 
of delivering the obvious that Socrates is 
said to have likened to midwifery, Yet 
Euclid’s concept of space is no longer seen 
as intuitively obvious “in the clear light of 
reason,” to use Descartes’ metaphor. Look- 
ing back from the many geometries of the 
20th century and the space-time of Einstein, 
we now somehow doubt that we would 
have delivered the same baby that Socrates 
did." 

The problems discussed in this paper arise 
from this assumption that there is intuitive 
knowledge. Although delivered by philoso- 
phers, the baby has been laid at psychiatry’s 
door. Namely, there have always been a 
group of people who fail to have the most 
widely agreed upon obvious and intuitive 
thoughts and perceptions; they see things 


1For Descartes’ philosophy, particularly his 
notion of intuition, see his Sixth Meditation 
(1641) in Meditationes de Prima Philosophie 
(2). Plato’s use of intuition is to be found in the 
dialogue Meno(15). A reference to this dialogue 
and “midwifery” in relationship to the role of the 
therapist can be found in May (12, p. 44). 
Peirce’s doctrine of fallibility may be found in 
his collected papers(14) or, as reviewed in re- 
lationship to Descartes, in the chapter "The 
Assault on Cartesianism" in Gallie(7). 
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that aren't there, distort reality, and con- 
struct all sorts of peculiar beliefs. If there is 
intuitive knowledge, how are we to account 
for these madmen, for the source of this 
ignorance? What to do with them and how 
to explain these exceptions to the rule con- 
stitutes the history of psychiatry. 

The earliest and most obvious answer 
has been to assume that these mistakes— 
concerning things about which we cannot be 
mistaken—must be caused by damage to 
the brain, that the source of these errors is 
organic. There are, however, two other ex- 
planations: the concept of the unconscious, 
and that of fallibility (the doctrine that there 
is no intuitive knowledge). 


The Argument for the Unconscious 


The concept of the unconscious was ex- 
tensively propounded by Freud in papers 
intended for the general public. However, 
he also discussed the concept in his most 
technical and theoretical work. These writ- 
ings have been the focus of a recent study 
by Holt(9). Holt emphasizes that Freud's 

to a subject such as the uncon- 
scious was derived from the classical Greek 
tradition, a tradition that still existed among 
literate men of his times and whose methods, 
goals, and intentions differed from those of 
science. 

The classical Greek tradition depended 
mainly on oral expression. Its medium was 
the spoken word. In this tradition the search 
for truth in most subject matters was under- 
taken by individuals whose only mode of 
communication was talking to each other. A 
commentary developed about how this dia- 
logue should take place—what were its 
forms, how one was to do it best, and so 
forth. This methodology or criticism was 
called "rhetoric," theory of persuasive 
spoken communication. At the time there 
was no science in the sense that we know it 
today, and no parallel commentary akin to 
rhetoric applied to it which today we would 
call the scientific method. 

By examining Freud's manner of draw- 
ing conclusions in his entire corpus, and by 
carefully scrutinizing all Freud's arguments 
for the concept of a psychic unconscious 
in two of his major technical papers on the 

subject, Holt concludes that Freud rarely 
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proved anything in our modern scientific 
sense of the word(9): 


The upshot of this survey of the means 
Freud used in what was ostensibly a search 
after truth is that he relied heavily on all the 
classical devices of rhetoric. The effect is . . , 
to persuade, using to some extent the devices 
of an essayist but even more those of an 
orator or advocate, who writes his brief and 
then argues the case with all the eloquence 
at his disposal. 

It is therefore appropriate to treat the 
unconscious as nonscientific, as a basic as- 
sumption which cannot be proved or dis- 
proved but must be accepted as a given. In 
so doing, I am following Freud himself; in 
his General Introduction, among other 
places, he says he must be given this as- 
sumption or nothing satisfying can be made 
out of dreams and parapraxes(5). In a sim- 
ilar, more general argument Jones quotes 
Freud: "What speaks against the physio- 
logical conception is its unfruitfulness; for 
the psychoanalytic one it can be claimed 
that it has been able to make intelligible in- 
terpretation of thousands of dreams and has 
used them to achieve a knowledge of in- 
timate mental life" (6). 

Thus Freud’s argument is not in the form 
of a scientific proof; his point is that such an 
assumption is practical in its consequences. 
It is also clear from this excerpt that Freud 
set his theory against organic ("physiolog- 
ic") theory. In this formulation Freud ar- 
gues not that dream interpretation leads to 
the unconscious, but the reverse—that the 
assumption of an unconscious leads to an 
interpretation of a dream. In modern ter- 
minology, Freud's argument runs that the 
concept of an unconscious is a condition of 
the psychoanalytic game; if you are to inter- 
pret a dream you must grant this hypothe- 
sis. As such it cannot be tested but rather 
is a general program by which such activity 
is designed to proceed—a map, or a topog 
raphy. 

In science as in psychoanalysis this fact 
is sometimes obscured and the converse i$ 
maintained: that such determinism is itsel 
subject to proof (thus Freud could also 
maintain that dreams proved the uncon 
scious). Such a reduction of this basic as- 
sumption or program to the status of a test- 
able hypothesis leads to metaphysics, in this 
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ease the free will-determinism controversy, 
which I shall omit here. 

= Recent research has again brought to our 
attention the problem of evaluating the con- 
cept of the unconscious. Foulkes(4, p. 246) 
has reviewed the issue in dream research 
where discrepancies arise between psycho- 
analytic theory (that dreams stem from the 
unconscious) and electro-physiological stud- 
ies: 


No one who has had experience in col- 
lecting, examining or interpreting dreams can 
doubt that dreams often do express a person's 
basic feelings and indicate his problems. And 
yet, the . . . data now available suggest that 

—we err in assuming that since this may be the 
tional significance of the dream, the 
, therefore, must have started with the 
ssion of such feelings or the posing of 
‘such problems. Rather it seems as if the 
am allows the dreamer, eventually rather 
immediately, to express himself in a 
r profound way; it is not that the dream, 
posing a basic challenge at its outset, 
es him to do this. . . . Dream theorists 
€ tended to assume . . . a necessary 
lorrespondence between interpretation theory 
‘and process theory . . . but this overlooks the 
"possibility that how a dream begins and what 
å dream becomes may be two entirely different 
Lo TS. 
In a dream reported by Richard 
ones(10), a female student dreams that 
was looking for a job, walking all over 
finally she located one in which her 
loyers seemed quite satisfied but which 
herself found grim—with an additional 
am fragment where her mother advises 
to "get out of that place" but she does 
do so. In a commentary on the dream, 
are told that: 1) in the wish-fulfillment 
ysis (that is, in a transaction with a 
ical analyst), the emphasis would be on 
walking and prostitution fantasies; 2) 
the existential interpretation would highlight 
the existential dilemma of finding “oneself 
tisfied with" rather than being “satisfied 
h oneself;” 3) the epigenetic analysis of 
son would deal with initiative (job-find- 
), industry (employers satisfied), auton- 
(opposing mother), and so forth. 
We add to these interpretations the 
that might be produced from other 
hools of psychoanalysis, we see how en- 
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tirely different is "what a dream becomes" 
in a variety of situations within psychoanaly- 
sis; with different programs, one reaches 
different destinations, even when the dif- 
ferences are minor, A relationship based on 
Freud's rules, or any one of the modifica- 
tions mentioned above, can produce pro- 
fundities of personal insight. As we shall 
see, a transaction obeying radically different 
rules may lead in other directions. 


The Argument for Fallibility 


Up to this point we have been discussing 
two complex ideas or philosophies. We have 
the point of view, usually ascribed to Des- 
cartes, that the truth will manifest itself un- 
less one is organically impaired (crazy), 
and Freud's modification of it, that the truth 
will manifest itself unless there is uncon- 
scious resistance to it. Both would state, for 
instance, that the redness of a patch of 
paint is intuitively seen as red unless there is 
interference. 

The American pragmatist C. S. Peirce 
proposed a third alternative: that there is 
only one class of knowledge. He stated that 
no knowledge is direct or intuitively obvi- 
ous but that acts of judgments are involved 
even in perceptual experiences. He would 
assert the possibility of seeing the red patch 
as brown, just as he would endorse the pos- 
sibility of being wrong about anything else. 
The notion that much of what we take for 
granted actually consists of judgments or in- 
ferences and is thus open to error led Peirce 
to call his theory “contrite fallibilism"( 18). 


For Peirce, the perceptual "act" only 
seems different from other fallible judg- 
ments, such as arithmetic. 


Our feeling that perceptions are different 
from other judgments stems from our lack 
of awareness of the in-betweens, and from 
our assumption that there are special at- 
tributes of a real situation that distinguish it 
from a false or hallucinatory one. For exam- 
ple, if I add two and two and get five as the 
answer, and a few moments later correct my 
mistake, I still cannot change the fact that 1 
thought two and two were five. Similarly, 1 
cannot change the fact that I saw the colored 
patch as brown rather than red. Such errors 
need not be explained further for Peirce; 
one can only be contrite about them. 
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Recent cross-cultural studies seem to sup- 
port this position. For example, in Navaho 
there is no distinction made between grey 
and blue; in Yoruba, no red-brown distinc- 
tion. Linguistic patterns seem to determine 
a lot of what we tend to consider intuitive 
knowledge. 

The argument for fallibility can be illus- 
trated by a consideration of the use of the 
term “hallucination” and its relationship to 
dreams, viewed from a non-Cartesian 
framework. Recent findings in the area of 
dream research have strongly suggested that 
a dream is not known to be a dream in- 
tuitively, as the Cartesian view would ad- 
vocate, but is identified as such only upon 
awakening(1). The experience is thought 
about and the judgment, “I have had a 
dream," is made. 

By implication, this Peirce-like point of 
view must also hold that one may err in this 
judgment and decide "that was a real ex- 
perience.” It is possible to extend this argu- 
ment to include dream-like states that occur 
during the day. The judgment, "this is a 
night dream," is similar in form to the judg- 
ment, “this is a day dream." In both situa- 
lions a person may err. 

As an illustration we may consider the 
case in which a young girl one day gives a 
first-hand report that her friend's sister 
had all her hair burnt off while bending over 
à fire, She tells several people about the ac- 
cident, but later that day she begins to 
think about it and suspects that it might 
have been a dream. She makes a telephone 
call to check; to her surprise she is given 
information which shows that it was, in 
fact, a dream. She accepts this revised in- 
terpretation quite calmly and tells her friends 
that she was mistaken, that she had had a 
dream. They in turn report to her similar 
experiences they have had. None of those 
involved regard the situation as anything 
other than a mistake in judgment. 

It is easy, however, to see how this ex- 
perience could be labelled as hallucinatory, 
Only two further steps would be necessary 
to create a fullblown hallucination, First, 
the subject must see the occurrence as a 

new experience for her rather than related 
to common occurrences (failures in judg- 
ment). Secondly, the public must corrobo- 
rate this; as Hawthorne put it in The House 
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of the Seven Gables, “The sick in mind .. , 
are rendered more darkly and hopelessly 
so by the manifold reflection of their dis- 
ease, mirrored back from all quarters in 
the deportment of those about them; they 
are compelled to inhale the poison of their 
own breath, in infinite repetition” (8). 

To summarize the foregoing discussion, 
the use of the word “hallucination” depends 
upon the theory of knowledge to which one 
subscribes. This theory of knowledge de- 
termines the subsequent careers of those in- 
volved and, in fact, is a program by which 
people guide their conduct, transactions, and 
their very lives. Descartes’ position, adopted 
by the organic school of thought, is that in 
some areas failures in judgments are not 
possible without an organic explanation. 
Freud’s modification of this point of view 
is that a more profitable explanation is 
teached by employing the concept of the 
unconscious, Peirce’s position attacks the 
fundamental assumption of both: that there 
are things about which we cannot be mis- 
taken. If we turn to a discussion of errors 
and their relationship to the unconscious, it 
is possible to further differentiate these 
three points of view. 


Parapraxes, Errors, and Ignorance 


In psychoanalysis, the functional signifi- 
cance of an error is to reveal a wish. But 
that does not have to mean that the error 
started with such a wish. As seen above 
with respect to dreams, functional relation- 
ships do not necessarily require causal re- 
lationships. What a mistake becomes and 
What it began as may be two different 
things. Popper(16) has criticized in detail 
the point of view inherent in psychoanalysis 
which states that an error is the presence 
of something, constructed for the benefit of 
unconscious agencies of the mind which are 
not interested in, and in fact, conspire to 
prevent the truth from manifesting itself. 
This notion inevitably leads to the conclu- 
Sion that once reality is unveiled, resistance 
analysed, we have the power to be aware of 
it with insight, “to distinguish it from false- 
hood, and to know that it is truth . . . a most 
optimistic view" (16). 

As Nietzsche put the ultimate expression 
9f this view, *Every extension of knowledge 
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arises from making conscious the uncon- 
scious"(13). Reducing it to absurdity, this 
view seems to hold that one would know 
Chinese if resistance to it were removed by 
psychoanalysis.” Obviously this is not the 
contention of the analyst, but methodologi- 
cal confusion brings us to this point; it is 
sometimes forgotten that the Cartesian pos- 
its two types of knowledge, direct and in- 
direct. Nietzsche's statement overstates the 
Cartesian position and implies that all 
knowledge is direct and would be available 
if there were not unconscious resistance. 
The doctrine of resistance is the psycho- 
analytic bulwark to the notion that the 
truth will manifest itself, once unveiled. Ex- 
ternal reality as well as the reality of psy- 
choanalytic formulations are said to be 
Tecognized as "truth" when the conspira- 
cies against them are removed. Reality test- 
ing goes on properly, this view maintains, 
Unless there is "resistance" or “defense.” 
As we have seen, Plato's Socrates in the 
Meno was able to help an uneducated slave 
"remember" the proof of a special case of 
Pythgorean theorem. Similarly, the analyst 
incorrectly conceives of his job as helping 
the patient to see the light of psychoanalytic 
truths which, once unveiled or revealed, are 
intuitively obvious. 
Once again, it is helpful to distinguish 
‘between rhetoric, a persuasive technique, 
and a clear and distinct theoretical posi- 
tion. No one likes to consider himself ig- 
orant and inept. I believe that patients 
themselves would often prefer to think of 
themselves as, for instance, castrating fe- 
Males and latent homosexuals rather than 
as simply embarrassingly inept and inex- 
Wrienced with the opposite sex. We must 
96 careful with a concept such as the un- 
Conscious, which started out as an interest- 
Mg program for psychological investigation 
nd manipulation, that it not become an 
Excuse for incompetence. Kazin(11) has 
Seriously discussed this problem with re- 
“pect to creative writing. The notion that 
very sexual deviate is a poet manqué, he 


As D 


Lit Dewey, another pragmatist, has pointed 
I 
Ww 


S equally absurd to assume one would 
inese if one were lectured (given "in- 
about it. This has led to a search for 
"Ier theories of instruction(3). 
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warns, is a wonderful opportunity for the 
"hack and the quack" to get together. 

As an alternative to the foregoing, it 
would seem profitable to adopt Peirce's 
"fallibilism" and search for ignorance and 
cognitive deficits, seeking to correct them 
in therapy (whatever the rhetorical devices 
used). An educational model may be fol- 
lowed, as Sullivan was wont to do, instead 
of being theoretically confined to a discus- 
Sion of defenses, the conspiracy against 
reality testing, underlying conflict, negative 
self-image, and so forth. In this way a cli- 
mate is created in which error and igno- 
rance are acceptable, in contrast to the 
prevalent situation today where asking why 
someone made a mistake is resolved by the 
conclusion that unsavory motivation lay be- 
hind the error. Peirce would simply argue 
a need for an openness to learning and re- 
pair of error. 

Similarly, Sullivan said, *No essential dif- 
ference exists between better integration of a 
personality to be achieved by way of psy- 
choanalytic personality study and better in- 
tegration to be achieved by an enlightened 
teacher of physics in demonstrating to his 
students the property of matter"(17). In 
this statement, Sullivan is clearly treating 
both experiences as educational. It is ap- 
parent that the properties of matter re- 
ferred to above are not in the students’ un- 
conscious—that no amount of analysis will 
reveal them to the natural light of reason or 
to insight. In this view there is no essential 
difference between education and psycho- 
therapy. 


Relevance to Psychotherapy 


The three points of view I have been dis- 
cussing can be illustrated by case material. 
In the first case, a young woman in therapy 
complains that she must achieve orgasm by 
employing a spanking fantasy, most intense 
when she imagines her mother is spanking 
her. At this point the therapist has at least 
three options available to him. He may as- 
sume that such material is determined by 
the unconscious, that orgasms occur natural- 
ly unless there is some resistance. He may 
assume, although it is unlikely today, that 
orgasms occur naturally except in the case 
of local or organic mental disease. He may 
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assume that orgasms are capable of being 
modified by error (Peirce’s contrite falli- 
bilism). 

Each of these positions has inherent in it 
a plan of action. In this case the patient 
was able to have an orgasm and drop the 
spanking fantasy (of many years’ duration) 
in the course of a week when she discov- 
ered that if she waited, she could have an 
orgasm without the fantasy. Since then (one 
year), the problem has not recurred. This 
problem, which certainly seems to resemble 
that which psychoanalytic theory is designed 
to handle, could also be dealt with in terms 
of ignorance of the cognitive map of sexual 
stimulation. 

The second case concerns a patient who 
had difficulty falling asleep and entered 
therapy asking specifically, “What is pre- 
venting me from getting to sleep?” When 
asked what she meant, she indicated, in a 
manner that Popper would enjoy, that there 


must be some mysterious agent preventing , 


her from sleeping. Here again the problem 
—in this case sleep onset—can be ap- 
proached from an educational vantage 
point. The therapist has the option of saying 
that ignorance of sleep onset techniques is 
responsible for the patient's inability to 
sleep, or alternatively, that sleep is a natural 
state which is achieved if there is no resis- 
tance involved, such as fear of death or 
dreaming. The third possibility would be 


that of an organic basis for sleep distur- 
bance. 


Discussion 


Freud's concept of the unconscious is seen 
as a basic assumption supported by certain 
rhetorical devices in his writings and in 
therapy itself, which allows certain trans- 
actions to take place which the patient en- 
ters into with the expectation that he will 
benefit. He is inducted into a relationship 
with the analyst in which certain rules are 
followed (whereby the analyst has definite 
advantages and delegated powers). Here it 
is only important to emphasize that the con- 
cept of the unconscious and the analyst's 
interpretative powers may be used as effec- 
tive devices for personality study and 
change, but such a notion does not imply 
that the unconscious has been or could be 
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*proved" by scientific method, or that all 
adaptive problems are to be attributed to it. 
Freud’s concept of the unconscious is 
seen as an important modification of what 
today is called a Cartesian theory of knowl- 
edge. It takes the position, in essence, that 
adaptation (mental health) and acceptance 
of the “truth” of psychoanalytic exegesis is 
something about which one does not err un- 
less some disruption (what Popper calls a 
conspiracy and Freud, a resistance) occurs. 
Methodologically this position would state 
that the madder an action, the more can be 
gained by making it “rational” (finding the 
resistance or unconscious forces making it 
happen). The important point is that the 
Cartesian criterion of madness, that cer- 
tain things are never mistaken, is accepted. 
The psychoanalyst makes two related 
claims. First, the behavior he deals with 
falls within Descartes’ category of direct, 
infallible knowledge—that which is not 
learned but which is intuitively obvious. 
Second, failures in this direct knowledge can- 
not actually be failures at all but are in- 
tended by an unconscious agency of the 
mind. They are, in fact, highly complex, suc- 
cessful unconscious behaviors which pre- 
clude the need to claim that the individual 
is organically ill. For example, if I fail to 
get a job as an actor, I can say that I failed 
to do something I am intuitively capable of 
doing and my failure actually reflects the 
success of my unconscious. I therefore need 
a psychoanalyst, not an acting teacher. 
There are some, like Kazin, who take 
exception to the wide range of problems 
considered intuitive knowledge and would 
regard acting, in the above example, as clas- 
sified incorrectly. However, in the situation 
where I see something that is not there, the 
notion of the unconscious is quickly evoked 
and similar reasoning is employed. Peirce, 
on the other hand, with his concept of con- 
trite fallibilism challenges the very criterion 
of madness accepted by Descartes and 
Freud. His point is that no knowledge, 
adaptive behavior, or even perception is 
direct and intuitive. Because it is not taught 
in school does not mean that it is not 
learned behavior and therefore open to €f- 
ror. 
This point has been illustrated by CO- 
Sidering so-called hallucinations that result 
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from incorrectly judging whether something 
is a dream or daydream. What characterizes 
a hallucination is not failure of intuitive 
knowledge but failure in the correction of 
error. That in relatively rare instances such 
individuals are deemed mentally ill is a 
function of two things: their social undesir- 
ability and the community’s intolerance of 
error by its failure to encourage repair. 

The behavioral scientist or practitioner 
who is confined to a doctrine that obscures 
the fundamental role of knowledge and its 
absence, who cannot ask the question in 
the title of this paper, is limited in his ca- 
pacity for inquiry. Any doctrine, whether 
physical or psychological in approach, that 
does not consider the consequences of ig- 
norance, detracts from personal responsi- 
bility for learning and teaching and the fun- 
damentally moral nature of the problem 
with which we are continually faced: to 
learn to learn—even in those areas such as 
perception that have always been consid- 
ered intuitive. 
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Tybamate—A Perplexing Drug 


BY KARL RICKELS, M.D., PETER HESBACHER, M.A., 

WILLIAM VANDERVORT, M.D., FRED PHILLIPS, M.D., 

JAMES HUTCHISON, M.D., LESTER SABLOSKY, M.D., 
AND DONALD LAVAN, M.D. 


Tybamate was evaluated in a controlled, 
double-blind study conducted with 126 anx- 
ious neurotic patients seen in general prac- 
tice. Tybamate produced significantly more 
improvement than placebo only at the final 
four-week evaluation. The largest tybamate- 
placebo differences were observed on mea- 
sures of somatic manifestations of free 
anxiety, followed by measures of bound 
anxiety such as phobic-obsessive-compulsive 
symptoms. Severity of initial symptomatol- 
ogy was related to the patient's response 
to tybamate but not to placebo; those pa- 
tients who were initially sickest improved 
significantly more than patients who were 
initially less sick. 


ll Dose IS clinically an interesting yet 
perplexing drug. It has been heralded 
in the literature as "highly significantly bet- 
ter than placebo"(1-3, 7, 13, 14), “signif- 
icantly better than its parent compound 
meprobamate"(2, 18), and "significantly 
better than  chlordiazepoxide" (16, 17). 
Most of these studies were reported to be 
double-blind and were carried out primarily 
with anxious neurotic patients seen in pri- 
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vate practice but also with geriatric(2, 18) 
and dermatological patients(14), with psy- 
chotics(7), and prisoners(16). These stud- 
ies rarely reported dropouts or marked 
dosage deviations, and doubt may be raised 
as to the scientific quality of some of them, 
Several years ago our research group 
found tybamate to be less effective than was 
reported by most other authors in the treat- 
ment of anxious neurotic patients seen in a 
clinic, yet the drug was still significantly 
better than placebo(9, 10). We considered 
as one possible reason for our less enthu- 
siastic results the fact that our population 
consisted primarily of chronically ill, low 
socioeconomic class patients. We found 
tybamate to be slower acting than either 
chlordiazepoxide or meprobamate, to be 
certainly not more effective clinically than 
these agents, and to be of greatest value 
in patients who had initially high neurotic 
psychopathology scores and who tended to 
express their anxiety by somatization. In 
contrast, tybamate was of much less value 
in the treatment of patients who were ini- 
tially only mildly symptomatic. i 
Shelton(15) observed that tybamate, 1 
contrast to meprobamate and chlordiaze- 
poxide, does not produce withdrawal reac- 
tions, even if given in extremely high dosages 
over long periods of time; his findings Were 
confirmed by Feldman and Mulinos(5), who 
treated psychotic patients for several weeks 
with 4 grams of tybamate. Certainly a drug 
which does not produce withdrawal reac- 
tions—but at the same time shows some 
clinical efficacy —would represent a worth- 
while addition to the physician's therapeutic 
armamentarium. 
. The lack of certainty regarding indic? 
tions as well as the clinical efficacy 9 
tybamate led our research group to initiate 
a large-scale double-blind controlled study 
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comparing tybamate with placebo in anx- 
jous neurotic patients seen in general prac- 
tice. This population was chosen because 
most earlier glowing reports have come from 
private practice and not from hospital out- 
patient clinics. 


Method and Design 


The five authors of this paper who are gen- 
eral practitioners in private practice (hereaf- 
ter referred to as the investigators) collected 
all research data. Individually the data con- 
tribution ranged from 12 to 37 patients. The 
investigators practice in the Delaware Valley, 
a metropolitan area; all have active private 
practices and large patient loads of middle- 
and working-class patients, and their ages 
range from 27 to 45 years. All had positive 
attitudes toward drug therapy in the treat- 
ment of anxiety. 

The investigators were trained by the 
senior author in several group meetings, 
and individual site visits were used to fa- 
miliarize their technicians with the research 
methodology. During the first several months 
of the study the senior author made frequent 
contact with the investigators in order to 
Solve any data collection problems at the 
Onset. Special attention was given to the 
Interpretation of research forms, patient con- 
cern about participation in a research study, 
and patterns of data collection and measure- 
ment. 

"The investigators selected all patients to 
Whom they would administer drug therapy. 
They selected anxious, tense, irritable, 
Worried, upset, mildly depressed neurotic 
Patients. Patients with psychosis, organic 
brain syndrome, alcoholism, and sociopathic 
Personality were excluded. 

The 126 patients who participated in 
this study are described demographically 
ns table 1. Seventy-six percent had re- 
ceived previous drug therapy, primarily with 
Sedatives and tranquilizers; 94 percent ex- 
Pécted drug therapy and 69 percent were 
aware of having emotional problems. Al- 
most all patients desired drug therapy (90 
Percent), and more patients sought relief 
ftom emotional than from physiological 
Symptoms (56 percent and 38 percent, 
Téspectively). 
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TABLE 1 
Demographic Variables of the Study Population 
(N = 126) 
PERCENT OF 
TOTAL 
DEMOGRAPHIC VARIABLES POPULATION 
Mean age 29 
Sex: female 78 
Race: white 98 
Marital status: married 79 
Education: 
Above high school 23 
High school 38 
Seven to 11 years 34 
Less than seven years 5 
Income: 
Under $5,000 22 
$5,000-$8,999 52 
$9,000 or over 26 
Occupation: 
Executive, semiprofessional 9 
Clerical 17 
Skilled 9 
Semiskilled and unskilled 18 
Housewife 47 
Mean score, Hollingshead and Redlich 
Two-Factor Social Class Index 45 
Diagnosis: 
Anxiety reaction 53 
Depressive reaction 19 
Mixed anxiety and depressive reaction 18 
Other 10 
Duration of present illness: 
Less than 6 months 41 
Six-12 months 13 
More than one year 46 


Evaluation Instruments * 


Intake form. This was completed at the 
first study visit only and served as a record 
of demographic and predictor variables. 

Physician Questionnaire (PQ). At each 
visit the physician completed this form; 
anxiety, depression, irritability, phobia- 
obsession, hostility, hypochondriasis, so- 
matization, sleep disturbances, headaches, 
and appetite disturbances were rated on 
7-point scales, ranging from “not present 
(rated as 1) to “severe” (rated as 7). 
The first five items form the “emotional” 
cluster and the second five items form the 
“somatic” cluster. An over-all judgment of 


1Sample forms are available from the senior 
author upon request. 
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degree of psychopathology was made by 
the physician on an 8-point scale. In ad- 
dition, during the second and third visits, 
information on dosage deviation and side 
effects was recorded, and patient and 
physician estimated “global improvement” 
on 7-point scales (from +3 to —3). 

Patient Symptom Checklist (SCL). This 
64-item checklist, completed on each visit 
by the patient, covers the more common 
psychoneurotic complaints. The patient in- 
dicates on a 4-point scale how much each 
symptom had bothered him during the pre- 
vious week. The total score, its emotional 
and somatic clusters, and six factors derived 
from a factor analysis were chosen as im- 
provement criteria(8). 

Social Interaction Questionnaire. This 10- 
item questionnaire, developed originally by 
Lipman, was completed on each visit by the 
patient. It measures the relative difficulty a 
patient has in getting along with his family, 
relatives, and others at work or in the com- 
munity. Social relation ratings range from 
“no difficulty” (rated as 1) to “a lot of dif- 
ficulty” (rated as 4), and a mean score is 
obtained. Those relations involving “no con- 
tact" are excluded. 


Medication 


Patients originally received 2000 mg. 
per day of tybamate (Solacen), or placebo 
(8 large yellow capsules). This dosage 
was reduced to 1250 mg. per day (5 
capsules) for the last 43 patients of this 
study, because physicians and patients com- 
plained about the many "big, yellow, ugly 
horse capsules." In fact, one may raise the 
question whether the less than enthusiastic 
acceptance of tybamate by physicians and 
patients may in part be a function of tablet 
color and size. All patients received sufficient 
medication for an additional week in case 
they should have to miss an appointment. 

A "between patient” design was chosen, 
with each patient being randomly assigned 
to either drug or placebo. The investigators 
explained to their patients that they had 
received from a pharmaceutical company 
a new and safe drug which they believed 
would help their “nerves.” 

Patients were seen biweekly for a study 
duration of four weeks. They had to be 

without medication for at least three days 
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prior to the onset of the study. The in- 
vestigators inquired extensively about dos. 
age deviation. Additional procedures to con- 
trol for sufficient medication intake were 
developed. Any patient who went without 
medication for more than three days prior 
to his visit as well as any patient who took 
less than an average of three capsules per 
day was dropped from the study. 


Results 


Attrition rate was found not to differ 
significantly between drug (29 percent) and 
placebo (27 percent) and was surprisingly 
similar to that found in our earlier tybamate 
study conducted with a different study popu- 
lation(9). Eleven patients dropped out dur- 
ing the first two weeks and 23 patients 
dropped out or were dropped by the doctor 
during the second two weeks. Eleven drop- 
out patients discontinued for reasons not re- 
lated to the study, 19 dropped out due to 
treatment failure (about equally divided be- 
tween drug and placebo), and four dropped 
out due to treatment success (three on drug 
and one on placebo). 

In contrast to dropping out, dosage 
deviation (a departure of more than ten 
percent in average daily medication intake 
from standard protocol) was found to 
differ significantly between tybamate (38 
percent) and placebo (17 percent) (N= 
115, x?—6.26, p «.02). Seven patients 
on drug and five patients on placebo de- 
viated 50 percent or more. Patients who 
deviated about 25 percent from prescribed 
dosage were more often on drug (26 per- 
cent, N — 16) than on placebo (8 percent, 
N —4). One may speculate that in these 
patients dosage deviation represented à 
device by which a patient controlled his 
own level of drug effect (19). 

The number of reported side effects did 
not differ significantly between tybamate and 
placebo at either the two-week (30 per- 
cent vs. 18 percent, x? — 2.07) or the four- 
week (23 percent vs. 9 percent, x? = 2.57) 
period; yet a trend for more side effects 
to be reported by drug than by placebo 
patients is present. Drug dosage had no 
effects on the reporting of side effects. In 
table 2 all side effects are grouped into 
four major categories. 
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: TABLE 2 
Side Effects of Patients Receiving Tybamate and Placebo 
FIRST TWO WEEKS LAST TWO WEEI 
SIDE EFFECT TYBAMATE PLACEBO TYBAMATE Dru 
CLUSTER (N — 60) (N — 54) (N = 47) (N = 45) 
Behavioral | * 16 $ 6 2 
Behavioral II ** 4 1 3 0 
Autonomic 7 4 3 2 
Allergic 3 0 2 1 
Total number of side effects 30 10 nu n 
Total number of patients 
reporting side effects 18 10 11 4 


* Primarily drowsiness and dizziness. 
** Primarily agitation and restlessness. 


During the first two weeks none of the 
ten placebo patients who reported side 
effects had more than one, whereas 18 
drug patients had a total of 30 side effects. 
Incidences of side effects were less in this 
study than was reported in the study men- 
tioned earlier, carried out with clinic pa- 
tients by the same research group(9). 

Significantly more dropout patients (57 
Percent) reported side effects on the drug 
than did patients who completed the study 
(21 percent) (x? = 5.06, p<.05), and a 
patient who reported side effects at two 
Weeks was more likely to drop out sub- 
sequently than a patient who did not report 
Side effects. Allergic reactions consisted of 
mild pruritis and face and arm rash, appear- 
ing in two patients only after two weeks of 
treatment, and the physicians were not sure 
Whether these allergic reactions were actually 
drug-related. Yet the reporting of three defi- 
Nite and two possible drug-related allergic 
Skin reactions was higher than has been 
Ieported before in the literature. 

Initially, two multivariate analyses of 
Covariance ? were carried out(4). A 2 x 2 
factorial design was used, testing for drug 
(tybamate vs. placebo), dosage (high vs. 
low), and drug x dosage interaction effects. 
One multivariate analysis was performed for 
three global improvement measures and 
One for all ten items of the Physician Ques- 
tionnaire, to which were added the scores 


ES The authors wish to acknowledge the assistance 

lab Dr. Dean Clyde, director of the biometrics 
oratory, University of Miami, who performed 
ese initial analyses. 
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of the global psychopathology rating and 
of the Social Interaction Questionnaire. 

Both multivariate analyses demonstrated 
significant drug-placebo differences in im- 
provement rate over the four-week study 
period (p <.023 and p<.016 respective- 
ly), but failed to demonstrate significant 
dosage or drug X dosage interaction effects. 
Further statistical tests therefore disregarded 
dosage differences. The patients' estimate of 
improvement contributed mostly to the sig- 
nificance level of the first, and sleep dis- 
turbance (p < .004), headaches (p < .001), 
total psychopathology (p < .148), and social 
interaction (p<.172) to the significance 
level of the second multivariate analysis. 

An examination of the two-week scores 
for the same items revealed no significant 
drug-placebo differences. In other words, 
the differential improvement produced by 
drug and placebo could be demonstrated 
only after four weeks of treatment. 

Having decided to combine high and low 
dosage medications, we were able to perform 
a series of one-way analyses of covariance, 
which in addition to a covariance F ratio 
also provided us with a test for homo- 
geneity of regression. Table 3 presents the 
data thus derived for several improve- 
ment criterion measures. 

We again found significant drug-placebo 
differences in the items headaches and sleep 
disturbances, in the somatic cluster con- 
taining five somatic items, and in the total 
Physician Questionnaire. In addition, in 


3 All statistical data were interpreted conserva- 
tively as two-tailed. 
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TABLE 3 
Clinical Improvement of the Patients, as Measured by Differences Between Prestudy and 
Final Evaluation Criterion Scores 
ADJUSTED MEANS COVARIANCE REGRESSION 
IMPROVEMENT CRITERION DRUG PLACEBO ANALYSES ANALYSES 
MEASURE (N = 40-46) (N = 34-40) F P F P 
Total PQ 1.80 2.07 4.382 «05 5.278 « 05 
PQ emotional cluster 1.97 2.19 1.813 «25 .954 
PQ somatic cluster 1.63 1.97 7.740 « 01 7.131 « 01 
PQ items 
Anxiety 2.88 3.34 2.989 « 10 1.071 
Depression 213 2.29 .654 298 
Irritability 2.27 2.50 .653 .000 
Phobia-obsession 1.09 121 2214 «25 4.742 « 05 
Hostility 1.63 1.84 1.295 .109 
Hypochondriasis 1.63 1.79 710 440 
Somatization 2.04 2.13 186 .667 
Sleep disturbance 173 2.73 12.767 < 001 3.196 « 10 
Appetite disturbance 152 154 .025 .059 
Headaches 1.28 179 15.220 < 001 11.263 < 001 
Social ineffectiveness 1.27 1.36 2.532 <.20 1.707 «05 
Total SCL 2.89 3.09 4.131 <.05 1,959 «25 
Somatic symptoms 148 1.61 6.669 « 025 7.988 «01 
Psychological symptoms 142 144 .051 .599 
Factor |—Anxiety 145 1.53 1.165 .827 
Factor II—Somatic 142 1.52 2.143 Eid 15.057 < .001 
Factor Ill—Performance 1.42 1.56 2.665 « 20 17.939 < 001 
Factor IV—Anxious depression 1.74 2.01 5.296 <.05 .021 
Factor V—Fear 1.26 1,32 562 12.655 < 001 
Factor VI—Somatic depression 142 145 51 2.242 « 25 
contrast to the multivariate analysis, found, significant heterogeneity of regression 


a trend was also seen in the items phobia- 
obsession (p <.25) and anxiety (p <.10). 
Data derived from the 64-item Symp- 
tom Checklist, completed independently by 
the patient, confirmed the results obtained 
from the analyses of the Physician Ques- 
tionnaire. Again patient improvement was 
greatest in the somatic cluster of the SCL. 
Significant tybamate-placebo differences 
were also observed, however, in factor IV 
(anxious depression)(8), containing such 
items as poor appetite, nervousness or shaki- 
ness inside, feeling low in energy or slowed 
down, and in the total score of the SCL. 
Since our earlier experience with tyba- 
mate had indicated that the patient's 
response may in part be a function of his 
initial symptom level, we were particularly 
interested in tests for homogeneity of re- 
gression. These data are presented also in 
table 3. Indeed, in a large number of 
criterion measures, including some in which 
significant covariance differences were 
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occurred, In other words, initially sicker 
patients improved significantly more on 
tybamate than initially less sick patients, 
while initial symptom level did not affect 
the placebo response. 

Again, most significant drug-placebo dif- 
ferences were seen in somatic manifesta- 
tions, yet heterogeneity of regression was 
also found in the item phobia-obsession and 
in factor III (performance) and factor V 
(fear) of the Symptom Checklist (8).* 


4 Items contributing primarily to factor III are: 
“having to check and double-check what you do, 
“having to do things very slowly in order to be 
sure you were doing them right," “trouble remem- 
bering things,” “trouble concentrating,” “your min! 
going blank,” “difficulty making decisions,” “feeling 
blocked or stymied in getting things done,” "diffi 
culty in speaking when you are excited.” — . 

Items contributing to factor V are: “having tO 
avoid certain things, places, or activities because 
they frighten you,” “feeling fearful,” “suddenly 
scared for no reason,” “being unable to get rid o! 
bad thoughts or ideas," "bad dreams." 
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FIGURE 1 
Significant Heterogeneity of Regression for Factor II of 
the Symptom Checklist 


POSTMEDICATION SCORES 


1 2 3 4 5 6 7 
PREMEDICATION SCORES 


In order to illustrate the clinical im- 
portance of significant differences in re- 
gression lines between tybamate and 
placebo, i.e., the importance of initial level, 
we have presented in figure 1 the re- 
gression lines for factor II of the Symptom 
Checklist. As can clearly be seen, drug 
patients responded best to the drug when 
they were sicker, while initial level of illness 
had no effect on the response of patients 
to placebo. 

Finally, the investigators attempted to 
assess how each patient felt at the end 
of therapy, either at the time of completion 
or when the patient dropped out, in the 
latter instance frequently by telephone. 
Forty-four percent of 59 placebo patients 
but only 28 percent of 65 tybamate pa- 
tients stated that they felt unimproved, the 
difference being statistically significant 
(x? = 4.37, p <.05). 


Discussion 


This study confirmed the senior author’s 
former experience(12) that it is feasible 
and practical to carry out intensive, well- 
designed collaborative research in private 
Practice. Such research appears to gain in 
importance as more evidence accumulates 
that low socioeconomic class clinic patients, 
who often comprise the subject population 
in controlled research, frequently respond 
Significantly less well to drug treatment than 
do private practice patients( 12). 
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The few controlled studies that are car- 
ried out in general practice often provide 
the most glowing reports about the clinical 
efficacy of the drug under study. While 
such reports may well reflect the patients’ 
true response to treatment, a more objective 
evaluation of the efficacy of anti-anxiety 
agents such as tybamate in the treatment 
of private practice patients appeared de- 
sirable. 

Indeed, the results of this study support 
this contention. On many clinical measures 
tybamate produced significantly more im- 
provement than did placebo, yet the 
observed drug-placebo differences were 
much closer to the ones found by us earlier 
(9, 10) and not so large by far as have 
been reported in several studies carried out 
in private general and private psychiatric 
practice. 

It was particularly gratifying to us, and 
in our opinion gives more credence to our 
findings, that we could not only substanti- 
ate and reconfirm our earlier findings 
(9, 10), but also that we observed 
similar results with the Physician Question- 
naire as well as with the Symptom Checklist, 
which was independently completed by the 
patient. On both measures the largest 
tybamate-placebo differences occurred in 
areas related to somatic manifestations of 
anxiety, while the smallest differences oc- 
curred in the emotional manifestations of 
anxiety. Interestingly, tybamate also seemed 
to affect bound anxiety, namely phobic and 
obsessive symptoms. 

In other words, we may have an anti- 
anxiety agent which is not primarily effec- 
tive against free anxiety but mainly against 
secondary manifestations of such anxiety. 
While mild phobic-obsessive symptoms were 
also slightly decreased by tybamate's parent 
compound meprobamate(11), in our ex- 
perience anti-anxiety agents such as mepro- 
bamate and chlordiazepoxide usually do not 
differentially affect somatic symptomatology 
of neurotic patients and in fact frequently 
improve primarily emotional symptoms of 
anxiety. 

The present study also confirmed our ear- 
lier conclusion(10) that tybamate-placebo 
differences can be most clearly demonstrated 
in symptomatically sicker neurotic patients 
but not in patients who are only mildly ill. 
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Differential tybamate effects, depending on 
the patient’s initial level of symptomatology, 
may in part explain some of the divergent 
results reported in the literature. We did not 
find the same consistent heterogeneity of re- 
gression between drug and placebo with 
other anti-anxiety drugs(6). 

Since most anti-anxiety drugs (minor 
tranquilizers) are frequently given to pa- 
tients who are only mildly anxious or who 
have few somatic symptoms, it can be 
easily understood why tybamate has not 
been found very efficacious in the prac- 
tical clinical experience of many clinicians, 
despite the many earlier-mentioned glowing 
reports in the literature. Tybamate does not 
appear to act generally against neurotic 
symptoms or free anxiety, as has been 
claimed, but appears to act more specifi- 
cally on the somatic and, possibly, mild 
phobic and obsessive secondary manifesta- 
tions of such anxiety. Most importantly, it 
seems most effective in the initially sicker 
neurotic patient. Indeed, if these findings 
can be replicated, a new and revised list 
of indications would have to be considered 
for tybamate before this perplexing drug 
can finally find its proper place in the 
armamentarium of the physician. 
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Group Psychotherapy for Sexual Maladjustments 


BY SAMUEL B. 


On the basis of his own experience and the 
reports of other therapists, this author con- 
cludes that group therapy is a sound ap- 
proach to the treatment of sexual maladjust- 
ment. The group provides realistic and 
constructive criticism for each of its mem- 
bers, along with support that is conditional 
upon the individual's efforts to change. The 
authority of such a peer group does not 
activate the hostility often encountered by 
therapists in a one-to-one relationship with 
similar patients. 


ECENTLY THERE HAS been an increase 

in the number of articles on homo- 
sexuality appearing in the medical literature. 
Although a few of these articles emphasize 
the relationship between homosexuality and 
the recent increase in venereal disease and 
Others are concerned with the legal aspects 
of the problem, it is encouraging to note 
that more articles on treatment are ap- 
pearing as well and that their tone is more 
Optimistic. The pessimistic attitude which 
has prevailed for so long may soon cease to 
dominate psychiatric thinking and teach- 
ing about the treatment of homosexuality. 


Etiology 


In the literature, no general agreement 
can be noted on specific etiology except 
that the importance of early experience is 
Meteasingly recognized. Disturbed child- 
Parent and interparental relationships are 
seen as contributing to the development of 
the maladjustment. In my study of the de- 
Yelopmental history of men who adopted 
à homosexual pattern of adjustment, I noted 
that they were commonly maladjusted at 
the time they started to school. 


Bu 
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I feel that peer play—from the toddling 
stage through preschool period—is an im- 
portant determinant of one’s eventual social 
and sexual adjustment(5, 6). The boy who 
freely participates in the rough-and-tumble, 
hugging, wrestling, and embracing play of 
this period enjoys warm and intimate 
closeness with his peers and acquires a 
feeling of belonging and of acceptance. From 
this experience of close and intimate re- 
lationship with his peers he is able to relate 
to others and thus moves into the school 
setting with confidence. The feelings of 
significance so engendered seem to assure 
for the boy an adequate adjustment in the 
mainstream of masculine activity in sub- 
sequent periods of life. 

Some boys who are not comfortably in- 
tegrated in grade school seem to blossom 
forth in high school by becoming actively 
involved in theatrical, debating, musical, 
and journalistic pursuits. Participation in 
swimming, tennis, track, gymnastics; and 
other individual sports enables others to win 
acceptance. Despite participation in such 
activities, however, some boys still do not 
experience the comforting feeling of be- 
longing, and their continuing loneliness and 
aloofness may activate a yearning for close 
and intimate relationships. At such a time 
acceptance as a sexual object by a similarly 
maladjusted homosexual male may become 
preferable to continuing a lonely, isolated 
existence. It is during the high school period 
that many boys embrace a homosexual 
pattern of maladaptation. Early recogni- 
tion of the problem may bring them into 
treatment at a time when a homosexual 
orientation can be avoided. 

In any discussion of homosexuality, es- 
pecially its treatment; it is necessary to 
point out that homosexual activity is a 
symptom of maladaptation in a variety of 
disorders. It is one common to a variety of 
psychotic states. Often it is a regressive 
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phenomenon observed in a sexually de- 
prived prison population or in the armed 
services. It is common in the sociopath and 
is also seen in conjunction with character 
disorders, immaturity reactions, and neu- 
roses as a part of the pattern of malad- 
justment. 

Since I regard homosexuality as a symp- 
tom I should point out that most of the 
homosexuals I have seen in private practice 
were in the categories of the neurotic and 
character disorders. Practically all were 
well educated and in the middle income 
brackets. A high percentage sought help 
because of anxiety or depression; some 
were precipitated into treatment by family 
pressures or arrest. While most of these 
patients wished to be helped to achieve a 
heterosexual adjustment, they were prone 
to doubt such a possibility. Others expressed 
their intention of remaining homosexual; 
and some resented being forced into treat- 
ment by their families or because of arrest. 


The Group Approach to Treatment 


We select individuals for group therapy 
on the basis of their intelligence and ability 
to fit into the group to which they will be 
assigned. We have found it desirable to limit 
membership in the groups to those reason- 
ably close in age and to strive for a balance 
in traits that will assure effective interaction. 
Before assignment to a group each patient 
is seen in a number of private interviews. 
This enables us to gain a reasonable aware- 
ness of the nature of the patient's activity, 
his approximate ego strength, and some in- 
formation about his early life. 


Role of the Therapist 


In the individual sessions before intro- 
duction into a group, each patient is in- 
formed that we regard homosexual orienta- 
tion as but one symptom of a state of 
maladjustment. We emphasize our belief 
that experiences which occurred in early 
life, especially in the home and family 
circle, are related to his problem. We in- 
form each one that, since his homosexual 
orientation has been experientially deter- 
mined, we believe that corrective experience 
through treatment can alter this orientation. 
We make it clear that our objective is the 
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progression of each one to an effective 
heterosexual pattern. We never mention or 
discuss such limited goals as the relief of 
anxiety so that the individual can live com- 
fortably as a homosexual. 

We repeat these views as each new mem- 
ber joins the group. Since our groups are 
open-ended, this repetition is reassuring to 
the whole group and keeps our objectives 
before them. Every patient is asked to agree 
to attend at least six sessions before with- 
drawal; should he wish to withdraw at any 
time we ask him to make his reasons known 
to the group. This gives the group first-hand 
information about withdrawals and on some 
occasions the member intending to with- 
draw is influenced to continue. 

We feel that this presentation of our views 
on homosexuality is important, both in the 
preliminary private sessions and at the time 
of introduction into the group. We stress 
the fact that each member presents other 
signs of emotional disturbance and that his 
sexual pattern is only a part of his defenses 
and reactions to stress and fantasies of the 
developmental period. We emphasize our 
belief that effective reorganization of per- 
sonality can be brought about, but we do 
not speak of cure since cure implies res- 
toration to a previously existing state of 
health. We point out that psychic barriers 
created within the individual by experience 
prevent him from reaching the degree of 
sexual maturity he desires and that other 
symptoms of maladaptation are also of con- 
cern to us. 

As each patient attends his first session 
he is asked to talk briefly about the duration 
of his homosexual activity, his reasons for 
coming into treatment, and his attitudes 
toward his affliction. Following this, he 18 
often asked a few clarifying questions with 
the assurance that he need not answer 
anything he considers too personal or t00 
embarrassing. Once he has introduced him- 
self to the group, he is told that he need 
not reveal anything else of an autobio- 
graphical nature until he is ready to do 59 
However, he understands that he will even 
tually present meaningful material when he 
deems it appropriate and helpful. 

In preliminary discussions with the grouP> 
we point out that it is helpful to focus a 
tention on feelings they may have about 
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themselves and to reveal feelings activated 
by material under discussion. Fantasies as- 
sociated with their homosexual acts are 
explored, as are the fantasies activated by 
the group discussion. Dreams are presented 
and their interpretation by the group is 
encouraged at all times. Although the ther- 
apist must at times make interpretations 
and comment on the interpretations of 
the members, it is desirable that he do this 
only when the group would otherwise be 
deprived of a meaningful experience. 


Peer Influence 


When a member of the group announces 
that he has no intention of changing be- 
cause homosexuality is just what he wants, 
he is certain to be asked to explain why 
he thinks homosexuality is desirable. He 
is hard pressed to defend his statement 
because his peers are also homosexual and 
they have not uniformly found homosexu- 
ality to be so desirable. They soon break 
down his rationalization and activate suffi- 
cient anxiety for him to want to commit 
himself to treatment. These homosexual 
peers make it clear that they accept him as 
he is; they demonstrate their understanding 
of his problem and they assure him of 
their interest in him. They manifest their 
desire to help him and to have him do like- 
wise for them. It soon becomes apparent 
that each member has a degree of emotional 
investment in the group and in each of the 
other members; as a result the group is 
determined to strive for progress and re- 
main united in their efforts to move forward 
to more mature patterns of behavior. 

In their early discussions of feelings about 
their homosexuality, group members focus 
upon their loneliness and aloofness from 
their peers, and they develop awareness of 
Numerous inadequacies. They begin to 
realize that their homosexual acts are a 
means of combating their isolation and are 
basically a defense against their feelings of 
masculine inadequacy. 

. The group members vigorously pursue, 
individually and collectively, the genesis of 
their feelings of masculine inferiority. In 
their efforts to understand the early presence 
of these feelings, they discuss the parental 
Telations thoroughly. The roles of the harsh, 
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rejecting mother and the seductive, smother- 
ing dominant mother are brought to the fore 
and their influence upon the development 
of the masculine image is investigated in 
each case. 

The parental influence is further exam- 
ined by exploration and discussion of the 
interparental relationships. Disturbed inter- 
parental relationships and conflict are rec- 
ognized as contributing to difficulty in 
developing an effective masculine identi- 
fication, The mother who dominates (cas- 
trates) the father is feared; to protect. 
himself from a similar fate, the son develops 
a negative (protective) identification with 
the mother because he fears that he cannot 
safely aspire to masculinity. Many of the 
group members quickly recognize that they 
surrendered their masculinity and castrated 
themselves to avoid the dreaded hostility 
of the mother and the fate of the castrated 
father. 

The cajoling, seductive, and overly pro- 
tective mother establishes such a strong tie 
with her son that he renounces his mascu- 
line strivings and passively identifies with 
this overidealized figure. Often the passive 
father makes the figurative castration of 
the son easy by his failure to provide a 
masculine pattern and support. 

The harsh and rejecting father intensifies 
oedipal fears, and in many instances the son 
renounces masculinity to protect himself 
from the fear of annihilation by the father. 
In other cases, the son may respond to the 
threatening father by fostering an intense 
hatred of him and of masculinity. 

It soon becomes apparent to patients that 
the varied experiences in the parental re- 
lationships determine their attitudes and 
the pattern of their sexual orientation. 
Each member thoroughly examines the re- 
lationships between his parents and between 
his parents and himself and what influence 
they have had upon his development. This 
awareness of early evidence of maladjust- 
ment then leads to discussion and explora- 
tion of the reasons. 

In addition to recognizing the importance 
of parental relationships, group members 
focus upon the deprivation of peer play in 
the scrambling period as an extremely im- 
portant determinant. Parental edict and fear 
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of getting hurt or getting dirty are com- 
monly recognized as important reasons for 
failure to participate in peer play. 

As one member of a group presents a 
meaningful experience which contributed to 
his maladjustment, each member is en- 
couraged to examine similar areas of his 
own life. Direct and vicarious catharsis in 
the group promotes insight; each member 
gains meaningful insights both from the 
recall and reliving of his own past experi- 
ences and from sharing the experiences 
of others. A member of the group may 
recall a previous discussion about a trau- 
matic experience in the life of another 
member and relate this to current experi- 
ence and feelings. The problems of each 
are so meaningfully shared with the others 
that a collective reorganization of person- 
ality seems to occur. 

My experience in the treatment of homo- 
sexuality has been largely restricted to 
males. Although my therapy groups have 
generally been made up exclusively of 
homosexuals, I have also treated male homo- 
sexuals in mixed groups after they had 
been in individual treatment for some time. 
Even then, they were placed in groups that 
had advanced considerably toward a ma- 
ture status. If the homosexual is placed in a 
mixed group of new members, I think he 
is likely to feel rejected and withdraw. It 
is gratifying to note, in the increasing num- 
ber of reports in the last few years, that a 


variety of groups have been used to treat 
the condition with benefit. 


Group Composition 


Stone, Schengber, and Seifried(11) re- 
ported on the treatment of a female homo- 
Sexual in a mixed group. The homosexual 
woman had been in individual treatment for 
about a year prior to being assigned to the 
group, and she continued in individual treat- 
ment with another therapist during the time 
she was in the therapy group. The group 
had been meeting for 16 months when this 
homosexual woman and two new male mem- 
bers were introduced. Despite the fact that 
the group was relatively stable at the time 
the three new members were assigned, one 
of the new men and one woman, who had 
joined the group earlier, dropped out. This 
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may be related to the anxiety activated by 
the introduction of a homosexual into a 
going group before it has reached a substan- 
tial degree of maturity. Despite this disrup- 
tion of the group the authors reported benefit 
to the other members who continued in the 
group, as well as to the homosexual. 

The effect of a therapist's attitude on a 
group was also demonstrated in the article 
by Stone and associates: the integration of 
the homosexual into the group was difficult 
until the rejecting attitude of one of the 
co-therapists was recognized, brought for- 
ward, and worked through. The therapist's 
rejecting attitude can unconsciously be com- 
municated to patients and handicap their 
efforts, 

Singer and Fischer(10) reported on the 
treatment of eight male homosexuals in an 
exclusively homosexual group. Although the 
experience was brief (one year), their re- 
sults were encouraging and their experience 
enlightening. One of the therapists was 
male and the other, female. This allowed for 
the projection of remarkable transference 
reactions onto the therapists and supplied 
the group with the experience of observing a 
heterosexual relationship that was natural 
and safe. 

In this group, most of the members were 
of superior intelligence; they were psychi- 
atrically sophisticated because they had all 
previously had some individual dynamically 
oriented psychiatric treatment and they rep- 
Iesented patients with favorable prognoses. 
The group had been meeting with two male 
therapists for a year when the new team was 
introduced. The presence of the female ther- 
apist activated much greater emotional re- 
sponse and some explosive interactions be- 
cause the heterosexual team represented the 
parental dyad. The transference distortions 
were thought to provide a bridge toward 
greater maturity. The authors concluded 
that an exclusively homosexual group is à 
valuable treatment approach to this problem 
and that a heterosexual team of co-thera- 
pists is a good combination. 

Mintz(7) reported on ten male homo- 
sexuals treated for two or more years Over 
an eight-year period in combined individual 
and group psychotherapy. She stated that 
the general adjustment of all was improved: 
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Three patients reported satisfactory hetero- 
sexual states. As I did in an earlier paper 
(4), she emphasized the value of the group 
in effecting a dissolution of the rationaliza- 
tions about homosexuality and in providing 
corrective emotional experiences which bring 
about improvement of the self-image. 

Mintz’s patients were all self-referred, 
above average intelligence, and were seen 
in one to three individual analytic sessions 
weekly in addition to the weekly group 
sessions. None of her patients came directly 
for treatment because of homosexuality but 
initially complained of anxiety, depression, 
and other symptoms. Her groups were made 
up mainly of heterosexual men and women, 
but usually there were two homosexuals in 
each open-ended group. Mintz feels that 
the presence of heterosexual men and women 
provides an ideal setting in which the homo- 
sexual’s fear and anger associated with his 
primitive dependency can be worked through 
and appropriate feelings toward women can 
emerge. She obviously regards the group 
approach as superior in the treatment of the 
homosexual. 


Group Therapy with Convicted 
Pedophiles 


In addition to the increasing use of group 
psychotherapy in the treatment of homo- 
sexuality it is also being used with benefit 
in the treatment of other patterns of sexual 
maladjustment. Resnik and Peters(9) have 
reported on the use of group psychotherapy 
in the treatment of convicted pedophiles on 
probation, The patients were referred to their 
clinic by the courts soon after being put on 
Probation following conviction. All came 
from low socioeconomic levels and, of the 
24 on whom their report was based, only 
seven had a high school education. This 
group was one in which poor prognosis 
would be generally acknowledged. 

A minimum attendance at sixteen 90-min- 
ute sessions was mandatory, and each missed 
Session required two additional make-up 
Sessions. Patients were encouraged to con- 
tinue with the group after they had com- 
Pleted the compulsory number of sessions 
if they wished, and many did. 

Resnik and Peters point out that intro- 
duction of offenders into the group soon 
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after trial and conviction is advantageous 
because the shock of arrest, trial, and con- 
viction destroys the defensive barrier of 
rationalization and denial, leaving them ac- 
cessible to psychotherapy. Individual therapy 
with this type of offender, they feel, is gen- 
erally financially impractical and not clini- 
cally encouraging. They found, as others 
have, that the group provides realistic and 
constructive criticism along with support that 
is conditional on consistent efforts to change. 
The authority of a peer group does not acti- 
vate hostility as does a therapist in the one- 
to-one relationship because he is consistently 
identified with authority. 

As a result of continuation of this work 
Peters and Resnik(8) reported improvement 
in the attitude of the treated pedophile 
toward authority and the development of 
better patterns of socialization, A more 
friendly attitude toward the therapist and 
improvement in self-esteem were apparent. 
The patients themselves felt that their great- 
est benefit was their improvement in social 
adjustment. 

The treated group of pedophiles was com- 
pared with a matching group of untreated 
pedophiles on probation. Before going into 
treatment, the treated group had a higher 
incidence of previous arrests for sex offenses, 
indicating that they were the ones most likely 
to repeat. The treated group also had a 
higher incidence of previous major convic- 
tions for non-sex offenses and was considered 
to be a more disturbed and antisocial group. 
A two-year follow-up revealed that no mem- 
bers of the treatment or control groups had 
additional sex crime arrests, and the treated 
group had no arrests for non-sexual crimes 
while the untreated control group of 11 had 
three such arrests. From their experience in 
the treatment of this group, the authors 
concluded that incarceration for pedophiles 
is not desirable if a proper treatment pro- 
gram can be initiated. 

Peters and Resnik also concluded that a 
group psychotherapeutic approach is superi- 
or to an individual one in the treatment of 
pedophiles. The authors found that these 
offenders, who are so strongly rejected by 
society, realistically and constructively criti- 
cize the individual and collective pedophilic 
activities of their fellow therapy group mem- 
bers. They accept society's rejecting attitude 
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as justified and they provide support for each 
other that is conditional on consistent effort 
to change. A homosexual group provides 
similar provisional acceptance and support 
for its members. 


Conclusions 


In previous reports(1, 2, 3) I have em- 
phasized the value of homosexual groups in 
breaking down the rationalization of its mem- 
bers that they are satisfied with their homo- 
sexual pattern of maladjustment. The resul- 
tant anxiety is eased by group support and 
reassurance. A feeling of belonging develops 
and the emotional investment of each mem- 
ber in the others provides an atmosphere of 
acceptance and tolerance in which there is 
a constant reality demand for consistent ef- 
forts to change. Inappropriate and self-de- 
feating behavior is examined in tolerant 
fashion. It is understood but not condoned. 
There is no unreasonable demand that homo- 
sexual behavior be stopped but that a con- 
sistent effort be made to overcome the 
intrapsychic barriers to the development of 
responsible masculinity. 

The group provides constant support and 
is especially helpful as a member begins to 
commit himself to a heterosexual pattern of 
behavior, In the move toward heterosexuality, 
each member of the group is encouraged 
by the reality of those further along in their 
readjustment and especially of those whose 
dissatisfaction and unhappiness with their 
maladjustment is greater than his own. 

There is a growing body of evidence that 
a group psychotherapeutic approach to sexual 
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maladjustment is a superior approach and 
one that psychiatrists are coming to utilize 
with greater frequency and confidence. 
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- The Pattern of 
Discharge and Readmission in Norwegian Mental Hospitals 
: 1936-1963 


BY @RNULV ØDEGÅRD, M.D. 


This analysis of over 17,000 first admissions 
to psychiatric hospitals in Norway during 
the period 1936 to 1958 is based upon 
three separate four-year cohorts of patients 
admitted for psychoses. The data do not 
support the theory that the current rising 
rates of discharge and readmission reflect 
a "revolving door" pattern of multiple re- 
admissions which can be traced to the in- 
troduction of psychoactive drug therapy. 


" pe THE past ten to 15 years the 

pattern of discharge from psychiatric 
hospitals has changed in the general direc- 
tion of higher discharge rates, shorter hospi- 
tal stays, and more frequent readmissions. 
This change has been ascribed primarily to 
drug therapy, which has in particular been 
blamed for the “revolving door” pattern of 
multiple readmissions. Actually this may be 
doubtful, at least in Norway. 

_ Going back in our mental hospital statis- 
tics to 1925 we have found that 30 percent 
of the total admissions were readmissions. 
Since then the percentage has increased 
Steadily, and in 1964 it reached 56.4 per- 
cent. The trend follows an almost straight 
line (figure 1), and there is no evidence of 
à steeper rise around 1936, when the 
discharge rates took their first sudden jump 
upwards, or after 1954, when the introduc- 
tion of drug therapy led to a similar upward 
Movement in the discharge rate. The rise 
, is perhaps steepest between 1945 and 1955. 

More exact statistical data are available 
for the years since 1936, when an adequate 
Tegistration system was introduced, making 
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i FIGURE 1 
Readmissions per 100 Total Admissions to Mental 
Hospitals in Norway from 1910-14 to 1960-64 
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it possible to follow each individual patient 
from his first admission to any Norwegian 
psychiatric hospital through all his succes- 
sive discharges and readmissions(7 ). 


Method 


For the present study three four-year 
cohorts of first admissions Were selected: 
1936-39, 1945-48, and 1955-58. Each pa- 
tient was followed by means of the national 
register for five years following first admis- 
sion. The investigation consequently covers 
a period of 27 years, during which marked 
changes have taken place in mental hospital 
therapy. The first cohort does not quite take 
us back to the time before the shock 
therapies, but the impact of these methods— 
direct and indirect—was not at its maximum 
until the second period. For the 1945-48 
cohort the entire period of observation is 
prior to the introduction of the psychotropic 
drugs, while the 1955-58 admissions are 
altogether within the drug era. 

Other changes which might represent 
sources of error have scarcely taken place 
during the period. Administrative and legis- 
lative reforms have been few and moderate. 
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The official classification of mental diseases 
has not been revised (except for unimportant 
details), but diagnostic practice has changed 
in that schizophrenia and manic-depressive 
psychosis have been diagnosed less readily, 
while such diagnoses as paranoid psychosis 
and reactive psychotic depression have in- 
creased correspondingly. In order to avoid 
this source of error all tabulations are based 
upon two main diagnostic groups only: 

1. Functional psychoses, including schizo- 
phrenia, manic-depressive psychosis, and the 
mixed group of reactive psychoses (affective 
and paranoid states, without known somatic 
etiology and supposedly of a psychogenic 
and constitutional origin). 

2. Other psychoses, comprising mainly 
senile and other organic psychoses as well 
as alcoholic and other symptomatic types. 

We have distinguished among three main 
telease categories: 1) discharge from or- 
ganized psychiatric care; 2) transfer to other 
types of care, mainly nursing homes or 
organized family care; and 3) death in hos- 
pital. “Discharged from care” does not nec- 
essarily mean that the patient is in a satis- 
factory condition, socially or medically. He 
may actually be a total invalid who is taken 
care of in his own home without any 
assistance from psychiatric institutions. On 
the whole, however, this category corre- 
sponds to such terms as “cured” or “im- 
proved." 


Results 


Table 1 shows that the number of first 
admissions for functional psychoses has re- 
mained remarkably constant during the 
period of investigation. This means that the 
selection of psychotic cases for admission 
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to a mental hospital has probably not under- 
gone any change which could be a source 
of error when the three cohorts are com- 
pared. There has been a tendency to hos. 
pitalize an increasing number of less serious 
cases, but these patients are usually ad- 
mitted to psychiatric clinics (including 
psychiatric departments in general hospi- 
tals). These clinic admissions are, therefore, 
omitted so as to make the three cohorts 
more accurately comparable. More serious 
cases which are transferred from the clinic 
to the mental hospital are included in our 
data. 

The number of “other psychoses” de- 
creased markedly from 1945-48 to 1955-58, 
in part because of the virtual disappearance 
of general paresis, but mainly because other 
ways have been found to care for senile 
patients. 

Table 1 confirms our impression of a 
change in the pattern of readmission, and 
this change was particularly great from 
1945-48 to 1955-58. The number of pa- 
tients with three or more admissions for 
functional psychoses within a five-year 
period increased from 216 in 1936-39 to 
358 in 1945-48 and to 853 in 1955-58. 
Nevertheless, even for the latter period these 
cases do not comprise more than 20 per- 
cent of the total first admissions for func- 
tional psychoses, and more than half of the 
patients were not readmitted at all during 
the first five years following the first admis- 
Sion. It is hardly justified, therefore, to talk 
about a "revolving door," but the problem 
is sufficiently important to warrant a closer 
analysis. 

The number of readmissions is perhaps 
of less practical importance than the total 
time spent in hospital and out of it. Accord- 


TABLE 1 
Hospitals in Norway, by Numher of Admissions 


During the First Five Years Following First Admission 


FUNCTION, 

NUMBER OF ADMISSIONS 1936-39 aie aes 195556 isis Vbi pia OSES api 
0 

p 2,998 2,855 2,205 1470 1,514 961 
e 810 968 1202 238 270 289 
W A 260 508 39 49 " 
Five or more i 10 i in 4 3 i 
Total number of patients 4,024 4,181 4,260 ee 1 FR 1,371 
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à ; 1 TABLE 2 
Time Spent in Hospital and Out of Hospital Expressed as Percent of Total Patient Time 
During the First Five Years Following First Admission * 
FUNCTIONAL PSYCHOSES OTHER PSYCHOSES 
1936-39 1945-48 — 1955-58 1936-39 1945-48 1955-58 
CATEGORY (N=3,788) (N=4,010) (N=4,152) — (N—1,217) (N=1,358) (N= 1,152) 
Time in hospital, discharged patients 22.5 18.8 19.1 18.5 16.3 17.5 
Time in hospital, patients not discharged 
during five-year period 19.8 10.6 54 16.0 17.2 12.2 
Time out of hospital 57.7 70.6 75.5 65.5 66.5 70.3 


* Excluding patients who died in the hospital. 


ing to table 2 the 1936-39 admissions for 
functional psychoses spent 57.7 percent of 
the next five years out of the hospital. The 
percentage increased to 70.6 in 1945-48 
and to 75.5 in 1955-58, which means that 
the increase was definitely greatest in the 
interval from 1936-39 to 1945-48. Further- 
more, we notice that the change is mainly 
due to a decreasing number of patients who 
remained in the hospital during the entire 
five-year period. For patients who were dis- 
charged at all, the change is comparatively 
moderate. 

In the diagnostic group of “other psycho- 
Ses" the time spent out of hospital in- 
creased much more moderately—from 65.5 
percent to 70.3 percent. This corresponds 


with what we know about the efficacy of 


our therapy in these predominantly organic 
cases: the progress has not been nearly so 
great as for the functional psychoses. This 
Would seem to indicate that our statistical 
findings reflect clinical realities and not 
merely a tendency on the part of the 
hospitals to discharge patients more readily 
Tegardless of their condition. 

Table 3 shows the status of the patients 
at the end of the five-year period of ob- 


servation. The percentage of patients with 
functional psychoses who at this point were 
out of care increased from 52.4 to 70.7, 
while the percentages of patients who died 
in the hospital and those who are still in 
the hospital decreased correspondingly. 

The same table gives the number of cases 
per 100 admissions who became chronic 
hospital inmates. This group is defined, 
somewhat arbitrarily, as patients who had 
been in a hospital continuously for two 
years or more at the end of the five-year 
period or who were transferred to other 
care and then readmitted within the period. 
The percentage of such cases among the 
functional psychotic group decreased mark- 
edly, from 28.0 in 1936-39 to 18.2 in 1945- 
48 and to 11.0 in 1955-58. 

The relation of outcome to number of 
readmissions is shown in table 4. In 1936- 
39 the percentage of “favorable cases” 
among the group of functional psychoses 
(patients out of care at the end of the 
five-year period) decreased moderately with 
an increasing number of previous discharges 
and readmissions. By 1945-48 a change had 
taken place in that readmission became 


TABLE 3 


Status of Patients at the 
Expressed as Perce 


End of the Period of Observation (Five Years After First Admission), 
nt of Cohort in Each Diagnostic Group 


FUNCTIONAL PSYCHOSES 


OTHER PSYCHOSES 


1936-39 1945-48 1955-58 1936-39 1945-48 1955-58 
STATUS (N= 4,024) (N=4,181) (N= 4,260) (N=1,752) (N= 1,826) (N= 1,371) 
i 17.9 
In hospital 30.4 23.2 18.0 17.2 18.8 
Under other care 11.3 6.6 8.8 23.1 144 245 
Out of psychiatric care 524 66.1 707 n ns ale 
Died in hospital 59 41 25 30. He n 
Chronic patients per 100 admissions 280 182 110 214 E f 
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TABLE 4 Mt. 
Percent of Patients Alive at the End of the Five-Year Period Who Are Out of Psychiatric Care, 
by Number of Admissions During the Period * 


FUNCTIONAL PSYCHOSES 


OTHER PSYCHOSES 


1936-39 1945-48 1955-58 1936-39 1945-48 1955.58 
NUMBER OF ADMISSIONS (N= 3,611) (N — 3,843) (N — 3,891) (N = 1,130) (N— 1,271) (N = 979) 
One 59.8 718 79.0 44.2 57.9 49.8 
Two 52.0 57.6 73.2 46.7 53.4 65.0 
Three 46.6 46.7 65.1 47.6 SLT 68.0 
Four or more 48.6 27.6 64.8 50.0 55.6 57.7 


* Excluding patients transferred to other care. 


much more closely related to a poor prog- 
nosis. When compared with one-admission 
patients, those with four or more admis- 
sions had less than half the chance of being 
out of care at the end of the period of 
observation. 

But for 1955-58 the picture changes 
again, and here the number of readmissions 
appears to have little or no connection with 
outcome. There is, in fact, a return to a 
pattern similar to that of 1936-39, but at 
a considerably higher level of therapeutic 
success, 

Evidently the increasing therapeutic ac- 
tivity in our mental hospitals between 1936 
and 1945 resulted in a closer connection be- 
tween clinical relapse and a poor outlook, 
The methods of treatment seem to have 


been most successful among first admis- 
sions, while among relapsing cases they 
tended to fail. After 1955 this is no longer 
the case, and patients are treated with un- 
diminished success even during their third 
or fourth hospital stay. This is precisely 
what is supposed to be the typical differ- 
ence between drug therapy and the earlier 
methods: the psychotropic drugs retain their 
efficacy much better in chronic and relaps- 
ing cases. 

The problem of readmission is closely 
linked with the length of hospital stay. Is 
the high incidence of readmissions a con- 
sequence of premature discharges, and could 
it possibly be brought down by a prolonga- 
tion of hospitalization? The figures of table 
5 are in fact not convincing. In 1936-39 the 


TABLE 5 
Pattern of Readmission According to Length of First Hospital Stay, Expressed as 
Percent of Cohort (Functional Psychoses Only)* 


COHORT READMISSION 


LENGTH OF FIRST HOSPITAL STAY, IN MONTHS ** 
46 7312 


3 13-24 Eu 
193639 ^ None 603 87 705 68.1 821 
One 28.4 25.4 25.4 27.8 ay 
i Two or more 113 6.9 41 41 is 
ola 100.0 100. i Í mi 
j 4 .0 i 0.0 
Number of patients 8 650 ss 220 p 
1945-48 None 632 63.8 67.3 69.0 iis 
One 25.1 25.0 27.7 28.0 oe 
Two or more 117 12 50 30 m 
Total i 100.0 100.0 100.0 100.0 1002 
Number of patients 1,823 784 461. 236 188 
1955-58 None 47.1 48.9 45.2 51.6 ue 
One 29.9 277 32.8 30.7 D^ 
Two or more 230 234 220 17.7 
Total 100.0 100.0 100.0 100.0 ime 
Number of patients 2,104 855 465 212 E: 


* Excluding patients who died in the hospital and 
** Time intervals are registered in 
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percentage of those discharged without sub- 
sequent readmission increased slightly when 
the hospital stay was prolonged from 0-3 to 
4-6 months. Apart from this there does not 
seem to be any association between re- 
admission and length of hospital stay. 
(Naturally patients with a first hospital stay 
of more than two years will for purely sta- 
tistical reasons have reduced chances of 
being readmitted within the five-year pe- 
tiod. ) 

The number of readmissions observed in 
a group of patients is mainly a function of 
the number of cases exposed to risk. In 
the tables hitherto presented this has not 
been given due consideration. Table 6 
presents rate of readmission per 1,000 per 
month during successive time intervals after 
first discharge from the hospital. The num- 
ber exposed to risk is calculated by the 
life table method and is equal to the number 
of patients in our first admission cohort who 
are out of the hospital at the given time 
interval. 

The probability of readmission is clearly 
Breatest during the first month after dis- 
charge, and from the first to the second 
month it falls to somewhere around half. 
After the second month the decrease is 
slower, and during the third year after 
discharge the readmission rates are reduced 


TABLE 6 
Rates of Readmission per 1,000 at Risk per Month 
During Specified Intervals After First Discharge 
from Hospital (Functional Psychoses Only)* 


TIME INTERVAL 


(MONTHS): * 1936-39 1945-48 1955-58 

01 38.3 36.4 55.4 

2 218 21.1 28.0 

3 20.6 15.2 22.5 
46 16.7 147 26.9 
79 14.0 13.2 21.8 
10-12 9.2 13.5 20.4 
13-18 64 82 14.6 
1924 6.6 5.9 13.6 
25.36 49 59 100 
37-48 36 44 76 
49-60 18 25 40 


Eun Patients who died in the hospital and patients 

ansferred to other care. 

"Time intervals are registered in whole months: that is, 
he difference between month of readmission and month 
Of discharge. 
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to one-fifth or one-sixth of what they were 
initially. In other words, the longer a patient 
remains out of the hospital after his first 
discharge the better are his chances of 
avoiding readmission, The critical point 
seems to lie around one month after dis- © 
charge, and a less decisive point of greater 
tisk is found after one year (the curve 
declines most steeply at these points). 

This pattern of readmission may in part 
result from administrative practices in Nor- 
wegian mental hospitals. The system of 
prolonged parole is not used. Discharge “on 
trial” in the form of visits to the home is 
common, but such visits hardly ever last 
for more than three to four weeks. Con- 
sequently even experimental releases which 
may be expected to fail are duly registered 
by the hospital. 

At no time do the patients achieve any- 
thing like an immunity from readmission. 
Even during the fourth year after discharge 
the risk still amounts to 4.3 percent per 
year for the 1936-39 cohorts, increasing to 
9.1 percent in 1955-58. The excessively low 
rates for the fifth year are to some extent 
statistical artifacts: the probability of read- 
mission within the five-year period of ob- 
servation will approach zero when the time 
since discharge approaches 60 months: 

From 1936-39 to 1945-48 the rates of 
readmission are found to decrease for most 
of the time intervals shown in table 6. This 
would seem to contradict the findings pre- 
sented in some of the preceding tables, 
which rather suggested a slight increase in 
the readmission tendency. In those tables 
the number of readmissions was, however, 
related primarily to the number of first ad- 
missions, while in table 6 it is (more 
adequately) related to the number exposed 
to risk. 

When readmission rates among the 1945- 
48 cohort and 1955-58 cohort are com- 
pared, the difference is striking. For every 
one of the time intervals the readmission 
rate is much higher for the 1955-58 cohort, 
quite often twice as high as for the 1945-48 
group. These figures prove conclusively that 
the tendency toward readmission has in- 
creased greatly during this relatively brief 
period of time, while prior to 1945 it had 
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remained constant or even decreased slight- 
ly for at least ten years. 


Conclusions 


Mass statistics are not meant to give a 
complete picture of the course and outcome 
of psychiatric treatment or a final evaluation 
of therapeutic results. The details must of 
necessity be filled in by means of intensive 
clinical observation in an experimental set- 
ting with selected groups of patients, A 
statistical framework is nevertheless of val- 
ue, particularly for giving an over-all survey 
on a national scale of the population of the 
psychiatric hospitals. Long-term trends can 
hardly be studied by any other method. 

In previous studies of this type I have 
used the criterion of discharge without re- 
admission within a specified period of ob- 
servation. If the patient was readmitted with- 
in 12 months, the discharge was not counted 
and the hospital stay was registered as 
having been continuous. By these rather 
Strict criteria a 1936-40 cohort had a dis- 
charge percentage of 52.5, compared with 
63.2 percent for a 1948-52 cohort and 66.7 
for a 1955-59 cohort (table 7). Elsewhere 
a much more dramatic improvement took 
place around 1955, as has been reported, 
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for instance, by Brill and Patton(1) for New 
York state. However, our method of sta- 
tistical analysis omitted all social remissions 
which take place after one or more read- 
missions, and it has been claimed that this 
is where the advantage of drug therapy is 
most striking. 

The present study is based upon the 
same statistical data, but all discharges and 
readmissions during a period of five years 
have been taken into consideration. In order 
to express the discharge rate we have used 
the percentage of the admission cohort which 
is out of care at the end of this period of 
observation. The figures are given in table 
7 and show an increase from 52.4 percent in 
1936-39 to 66.1 percent in 1945-48 and 
70.7 percent in 1955-58. 

A second and different index of the 
discharge and readmission pattern is the 
time out of hospital expressed in percent of 
the total five-year period of observation. 
For the three cohorts the percentages are 
57.7, 70.6, and 75.5, respectively (table 7). 

The figures of table 7 illustrate the long- 
term trend in pattern of discharge according 
to three criteria which are rather different, 
and the high degree of correspondence be- 
tween the figures is, therefore, striking. In 
each of the three instances the increase from 


TABLE 7 
Time Trends in Pattern of Discharge from Norwegian Mental Hospitals According 
to Three Different Criteria (Functional Psychoses Only) 


DISCHARGED FROM CARE AND 

First admitted 1936-40, observed until end of 1941 
Change from 1936-40 to 1948-52 

First admitted 1948-52, observed until end of 1953 
Change from 1948-52 to 1955-59 

First admitted 1955.59, observed until end of 1960 


OUT OF CARE AT END OF PERIOD OF OBSERVATION: 

First admitted 1936-39, observed 

Change from 1936-39 to 1945-48 

First admitted 1945-48, observed for five years follo 
Change from 1945-48 to 1955-58 


First admitted 1955-58, observed for five years following first admission 


TIME OUT OF HOSPITAL, EXPRESSED AS PERCENT OF TOTA 
First admitted 1936-39, observed for five years follo 
Change from 1936-39 to 1945-48 

First admitted 1945-48, observed foi 
Change from 1945-48 to 1955-58 


First admitted 1955-58, observed for five years following 


for five years following first admission 


wing first admission 


T five years following first admission 


NOT READMITTED DURING PERIOD OF OBSERVATION: 


52.5 per 100 first admissions 
+20.4 percent : 

63.2 per 100 first admissions 
+5.5 percent 

66.7 per 100 first admissions 


52.4 per 100 first admissions 
+26.2 percent 4 

66.1 per 100 first admissions 
+7.0 percent - 

70.7 per 100 first admissions 


L PERIOD OF OBSERVATION: 
Wing first admission 


57.7 per 100 days 
+22.4 percent 

70.6 per 100 days 
+6.9 percent 


first admission 75.5 per 100 days 
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the first cohort to the second is more than 
20 percent, while from the second to the 
third it lies between five and seven percent. 

We have found that up to 1945 read- 
missions increased only moderately, but 
from then on the increase was very marked. 
In spite of this, readmission remains the 
exception rather than the rule, Of the pa- 
tients admitted in 1955-58, 52 percent were 
not readmitted at all during the first five 
years and only 20 percent had two or more 
readmissions. 

An interesting pattern emerges when the 
percentage of patients out of care is related 
to the number of readmissions. In the 
1936-39 cohort the percentages are uni- 
formly low, regardless of the number of 
readmissions. By 1945-48 they increased 
remarkably for patients with one admission 
‘only, while for readmitted patients they re- 
mained on the same level as in 1936-39. 
When we come to 1955-58 the percentage 
of patients out of care is uniformly high 
and apparently unrelated to the number of 
admissions—as in 1936-39 but on a gen- 
erally higher level. Evidently it has now 
become possible to discharge even patients 
who have had one or more relapses re- 
quiring rehospitalization. This is not so in 
the English statistics, where the risk of re- 
admission increases with the number of 
admissions even in 1955(2). 

Finally, the following as points of prac- 
tical importance should be mentioned: no 
evidence has been found of any relation 
between the length of first hospital stay and 
the probability of readmission, and the read- 
Mission rate is at its highest during the first 
month following discharge. 

These findings, which are not unexpected 
to the clinician, are in general agreement 
With the results of other statistical investiga- 
tions(4). A notable exception is Hobbs and 
Associates(3), who found a decrease in the 
number of readmissions from their 1950-52 
Cohorts to the 1956-58 cohorts; they felt 
that this was due to the addition of the 
Psychotropic drugs to the previous treatment 
Method, electroconvulsive therapy. à 

May, comparing groups of schizophrenics, 
found readmission to be independent of the 
type of therapy(6). It is probable that re- 
Sults depend not only upon therapeutic 
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method but even upon indirect factors con- 
nected with staff attitude, hospital atmo- 
sphere, and administration (as pointed out 
by Smith and associates for Colorado[8]). 
Readmission could be regarded as a break- 
down of the therapeutic optimism when the 
patient leaves the hospital atmosphere(5). 


Summary 


Statistical data on more than ‘7,000 first 
admissions to psychiatric hospitais in Nor- 
way from 1936 to 1958 have been analyzed 
with particular emphasis upon readinissions, 
their possible causes, and their practical 
consequences. As a means of studying time 
trends three separate four-year cohorts of 
first admissions were followed for a period 
of five years. 

Between 1936-39 and 1945-48 a marked 
increase occurred in the percentage of pa- 
tients discharged from psychiatric care. The 
number of readmissions did not increase, 
but for patients who were readmitted the 
chances of discharge were considerably re- 
duced. During the interval between 1945-48 
and 1955-58 the rates of discharge con- 
tinued to rise but somewhat less steeply. 
Among the 1955-58 cohort the patients with 
one or more readmissions had the same 
chances of being discharged from psychiatric 
care as those who were in their first hospital 


stay. 
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This Month’s Special Section 


LSD, STP, and Marihuana 


Chronic Users of LSD: The *Acidheads" 


BY K. H. BLACKER, M.D., REESE T. JONES, M.D., GEORGE C. STONE, PH.D., 
AND DOLF PFEFFERBAUM 


Twenty-one volunteers who were 


paid 


chronic users of LSD were interviewed and - 


participated in a series of cognitive and 
perceptual tests and EEG studies. Among 
other observations derived from both in- 
terviews and testing, the authors noted that 
the group shared a set of magical-mystical 
beliefs and profound nonaggressive attitudes, 
as well as a unique sensitivity to certain 
types of sensory stimulation. The authors 
suggest that the beliefs and attitudes of the 
group may have arisen as learned conse- 
quences of frequent, intense LSD experi- 
ences in susceptible individuals. 


, 


HE INGESTION of LSD produces pro- 
,* found alterations in an individual's sub- 
jective world(8). We have some knowl- 


. Read at the 124th annual meeting of the Amer- 
ican Psychiatric Association, Boston, Mass., May 
13-17, 1968. 
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is a medical student, University of California 
School of Medicine. 
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tacting and obtaining ‘the coopera 
lects, 
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edge of the concomitant physiological and 
psychological events(16), and we know that 
such experiences in susceptible individuals 
can lead to psychosis requiring psychiatric 
hospitalization(6, 10, 12). We also know 
that perceptual distortions and emotional 
storms continue to occur in individuals long 
after the ingestion of the drug(15, 19). 

We know little, however, about the effects 
of continued and frequent use of this drug 
or about the effects of the continued pro- 
duction of this intense state of altered 
consciousness, strong affect, and distorted 
reality. Examination of these phenomena 
may not only offer us an opportunity to 
gain further knowledge of the mind and its 
workings but can also provide us with 
information concerning a drug whose name, 
if not its effects, has produced great social 
furor. 

We studied 21 chronic LSD users. Our 
subjects, chosen on the basis of their history 
of use of LSD, were paid volunteers who 
lived in the community. They were not 
psychiatric patients. Each subject agreed to 
come to the Langley Porter Neuropsychi- 
atric Institute for a day of interviews and 
tests. 

Drug, social, and psychological histories 
were obtained in two 45-minute interviews. 
Cognitive testing, perceptual testing, and 
electroencephalographic studies filled the 
remaining hours. One subject was admitted 
to the research ward for a six-week period 
for observation and testing. Fifteen of the 
subjects were restudied after a six-month 
interval. No subject ingested LSD within 
48 hours of the test sessions. 
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Electroencephalographic Studies 


Clinical electroencephalographic record- 
ings were read independently by two ex- 


perienced electroencephalographers, one of” 


whom was unaware of the clinical con- 
dition. Reading independently, they agreed 
on 70 percent of the records. Of the 
initial 21 records, one was read as abnormal 
by both readers. Five others were rated 
as abnormal by one or the other reader. 
Such an incidence of abnormal EEGs is 
not unusual in a group of young adults. > ~“ 

Twelve of the subjects were retested six 
months later. Of these 12 records, three 
were read as abnormal by both readers 


CHRONIC USERS OF LSD 


number of waves within a given band and 
the amplitude is ignored. 

Subsequently, the digital output from the 
analyzers was processed by an IBM 360/50 
computer. The data were averaged over 
frequency bands and time (100 seconds) 
for a representative sample from each sub- 
ject. In this manner total counts, a sum- 
mation. of the number of waves in each 
of the conventional EEG frequency bands 
(delta, theta, alpha, and beta) during a 
100-second epoch, were obtained (25). 

The computer analyses of the EEG re- 
cordings from the left occipital region, 
Occiput to vertex, were compared with 
data obtained in a similar fashion from a 


and three others were read as abnormal group of 63 male psychiatric inpatients 
by one or the other reader. Although there « at the U:S. Naval Hospital (average age, 
was an increase in the percentage of ab- 25; range, 17-44), primarily. characterolog- 


normal records in the restudied subjècts, 
there was no relationship between contin- 
ued LSD ingestion and changes in the 
clinical EEG. 

The abnormal records were characterized 
by poor organization, high amplitudes, and 
increased fast and slow activity. They were 
compatible with either drug effect or cen- 
tral nervous system dysfunction. 

Each record was analyzed by the fre- 
quency analyzer of Grey-Walter!(23, 24) 


ical disorders, and a second group of 25 
unselectéd normal volunteers (average age, 
32; range, 19-58). Comparisons of the 
méan energy in each frequency band as 


“determined by the period analyzer and the 


frequency analyzer were made by an analy- 
sis of variance technique. 

The values for the Navy and the normal 
groups were similar on each measure except 
for the presence of increased fast (beta) 
activity in the Navy group as measured by 


and the period analyzer of Burch?(4, 5). the period analyzer. The Navy group was 
The frequency analyzer of Grey-Walter significantly different (p <.01) from both 
Stores the voltage for a given frequency the normal and the LSD group in the 
band present in a ten-second epoch. At amount of beta activity present (figure 1). 
the end of each successive epoch, the con- The outstanding feature of the data is an 


densers are discharged into a System that 
transcribes the energy in the form of a 
histogram. The period analyzer converts all 
voltage gradients into constant amplitude 
Square waves, measures only zero cross- 
ings, and holds the information for the 
same predetermined ten-second epoch. The 
resulting total counts from the frequency 
analyzer reflect both the frequency and the 
amplitude of activity within a given fre- 
quency band, while the total counts from 
the period analyzer are determined by the 


l The commercial name for the Grey-Walter 
frequency analyzer is the Burden neurological in- 
strument (BNI) low frequency analyzer. 

?' The commercial name for the Burch period 


analyzer is the bio-physical research inst 
(BPRT). strument 
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increased abundance of energy in all four 
frequency bands in the LSD group as 
measured by the frequency analyzer at the 
left occipital recording site. These values 
are significantly different (p< .01) from 
the values of both the Navy and normal 
groups, which are similar to each other 
(figure 2); 


Perceptual Studies 
Visual E voked Response 


. Visual evoked response amplitude-inten- 
sity functions were obtained from eight of 
the subjects using a technique described by 
Buchsbaum and Silverman(3). A cold cath- 
ode light source filling the subjects’ visual 
field provided the visual stimulus. Light 
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1 FIGURE 1 
Comparisons of Meam Energy in Each Frequency Band as Determined by the Period Analyzer 
(Analysis of Variance) 
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FIGURE 2 
Comparisons of Mean Energy in Each Frequency Band as Determined by Frequency Analyzer 
(Analysis of Variance) 
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b. FIGURE 3 
Amplitude of Evoked Responses at Five Intensities 
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flashes, five milliseconds in duration and pre- 
sented one every two seconds, were used. 
Five stimulus intensities ranging in bright- 
ness from 3 to 410. foot-candles were 
presented in balanced blocks of 32 of the 
same intensity. A total of 96 stimulus 
presentations of each brightness were sum- 
med using a Mnematron CAT 300 com- 
puter, 

The LSD group showed increased am- 
Plitudes (figure 3) at peak 3 and 4 at 
the dimmer intensities, as compared with a 
Control group of 16 normal volunteers 
ranging in age from 19 to 25 (.05<P 
<.10). The LSD group also had decreased 
latencies at peak 3 and 4 at all intensities 
(p < .01). 


Kinesthetic Figural Aftereffects Task 


The Kinesthetic figural aftereffects 
(KFA) task was administered using the 
technique described by Buchsbaum and 
Silverman(3). It involves simultaneous size 
estimations of a standard and comparison 
bar before and after stimulation obtained 


by rubbing test bars. 
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The KFA task can be considered a 
peripheral measure of perceptual style, and 
the visual evoked response a central mea- 
sure of perceptual style. Both measures are 
sensitive to the manner in which sensory 
input is controlled. Individuals who reduce 
stimuli as measured by the peripheral KFA 
task also reduce stimuli as measured by 
the shape of the visual evoked: response(3). 

The correlation between these two mea- 
sures for our control group (r=.73) was 
significant (p «.01). In our LSD group, 
unlike the normal group, there was no 
association between the peripheral and the 
central measures. The correlation between 
these two measures in the LSD group was 
an insignificant —.05. 


Auditory Evoked Response 


Using ten subjects (which included the 
eight tested with the visual evoked response 
measure) average auditory evoked re- 
sponses were obtained in the manner de- 
scribed in our previous studies(13). The 
subjects were asked to remain alert and 
seated with their eyes open watching their 
EEG displayed on an oscilloscope. They 
were asked to ignore the tones, Four sets 
of forty 600 Hz tones and forty 1000 Hz 
tones were presented in a haphazard order. 
The EEG was recorded from a vertex to 
a left ear electrode. The difference in wave 
form between the two resulting averaged 
evoked responses was measured by the 
product moment correlation between 400 
corresponding points on the two evoked 
responses. 

We have shown that the two-tone audi- 
tory evoked response is correlated with the 
degree of thought disorder present In psy- 
chiatric patients. The group of LSD users 
had a mean two-tone evoked response 
ion of .964, with a range of .931 
significantly different 
lue of .970. On the 
auditory evoked response, and in contrast 
to the visual evoked response data, there 
were no amplitude or latency differences 
between the LSD user group and the con- 
trol group. Therefore, on this measure the 
LSD users do not demonstrate the charac- 
teristics of schizophrenic patients, nor did 
they differ from a normal population. 


correlat 
to .982. This is not 
from our normal val 
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Cognitive Studies 


Elementary intellectual capabilities were 
investigated with a series of tasks that re- 
quired rapid response to visual stimuli of 
varying color, form, and complexity. The 
tasks were performed on a console where 
five display cells presented stimuli in a 
horizontal row. The subjects responded by 
pressing on transparent panels that covered 
these stimulus cells or by pressing on anoth- 
er single response panel with no stimulus 
behind it, which was placed two inches 
below the row of five. . 

Two task formats were used. In the 
matching task, a block of 12 trials began 
with a simple stimulus in the cell at the 
far left. Pressing the lower single response 
panel caused the sample to disappear and 
four comparison stimuli to appear in the 
panels on the right. The subject was re- 
quired to press the response panel that 
covered the stimulus in which the relevant 
attribute was the same as in the sample. 

Response latencies were recorded to the 
nearest millisecond and punched on paper 
tape. A correct response caused the com- 
parison stimuli to be replaced by the sample 
for the next trial. An incorrect Tesponse 
was recorded but produced no change in 
the stimulus display. 

In the oddity task, a block of trials began 
with a frame in which no stimulus informa- 
tion was presented. When the subject pressed 
the lower panel, four stimuli appeared in the 
four right panels. Three of the stimuli were 
the same on the relevant attribute and one 
was different, The task was to press the odd 
stimulus as rapidly as possible. 

In another series of tasks two levels of 
complexity of form stimuli were used in 
the matching format, The number of com- 
parison stimuli was varied to obtain an 
estimate of perceptual speed separately from 
response speed. 

Interpretation of the results of these 
tests is complicated by great variability 
within the group of LSD users. Some of 
them performed as well as any of our 
normal subjects; others appeared to be 
deviant. But the deviance of a few subjects 
is a phenomenon that is difficult to demon- 
strate statistically in that it requires a large 
normative population. 
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In terms of over-all speed, then, and a 
variety of subdivisions of the information- 
processing capabilities, our results indicate 
that heavy LSD usage is compatible with 
normal performance but that a number of 
our LSD users were slow. 

Two special patterns of deviance deserve 
comment, One subject who had used LSD 
a great deal between contacts showed a 
marked change in the pattern of his scores, 
although his over-all speed did not change 
appreciably. Specifically, he became relative- 
ly poorer in matching compared to oddity 
responses to stimuli with irrelevant com- 
ponents. In this respect his performance l 
became more like that of young children 
and like that of the single patient (with 
Korsakoff's syndrome) that we have tested. f 

A second deviant pattern was seen in 
three cases. These subjects tended to re- 
spond relatively slowly in the oddity task, 
particularly when form stimuli were the - 
basis for response. We view this pattem § 
as resulting from difficulty in coping with 
a sudden onslaught of information. We 
have also observed this pattern in two psy- 
chotic female psychiatric patients. We are 
inclined to think that this unusual pattern 
is not due to drugs. 


Interviews 


The average age of the subjects, 13 men 
and eight women, was 20; the youngest 
was 15; the oldest was 27. Twenty were 
Caucasian; one was Chinese. Four were 
married, but none lived with their spouses. 
Ten were from middle-class and ten were 
from — upper-middle-class socioeconomic E 
backgrounds. Nine were Protestant; six were 
Jewish; five were Catholic; one was Bud- 
dhist. Eighteen were high school graduates. 
Two had graduated from college. Ten were 
employed but only one, a trained artist, 
planned to continue to work at his present 
occupation. 

The pattern of drug use in these subjects 
was remarkably similar. All had used mat- 
ihuana before using LSD. The men were 
introduced to marihuana at an average age 
of 16, the women at 19. The subjects had 
liked marihuana, found the psychological 
effects interesting, and four to six months 
later. often at a time of emotional stress 
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had begun to use LSD(9). The average 
number of reported ingestions for the group 
was 65, the most 300, the least 15. The 
drug was usually taken with friends present, 
rarely in isolation. 

A smattering of other psychotomimetic 
drugs—peyote, mescaline, psilocybin, DMT, 
morning glory seeds, STP, nitrous oxide, 
and assorted mushrooms—had been used 
by most subjects. The experience with these 
drugs never approached the frequency or 
the intensity of the LSD use. All had tried 
amphetamines orally and three of the wom- 
en had used methamphetamine intraven- 
ously for brief periods. At the time of the 
initial interviews none were using ampheta- 
mines, and 19 of the 21 said they had 
never used them heavily. Barbiturates, al- 
cohol, and narcotics were not used by these 
subjects. 

They were a remarkably homogeneous 
group in their attitudes and showed only 
minor variations in their appearance. Their 
physical condition appeared good. Their 
dress was casual to sloppy, mod to hippish 
in nature. Their clothes were clean. Hair 
Styles were of varying length and with var- 
ious degrees of grooming, but generally 
clean. Curious, intense, troubled by both 
internal and social stresses, they spoke 
openly and intelligently. They were inter- 
ested, relaxed, and cooperative subjects and 
the research personnel responded warmly 
to them. 

Several had unusual facies. Their faces 
looked like those of old men and women. 
The facial muscle tone looked droopy, 
Washed out, or flattened. The curves or 
lines of youth seemed absent. Three had 
unusual gestures or mannerisms. The ges- 
tures seemed uncoordinated and poorly 
timed. Often they were more expansive, 
“looser,” than usual in hand and body 
Speech punctuation. Sometimes the individ- 
ual seemed to find himself in the midst of 
à gesture not knowing quite how he got 
there, Occasionally he seemed to recognize 
What he was doing, then tone it down for 
awhile only to have it escape again several 
minutes later, 

Four complained about a particular type 
9f memory disturbance. They said they were 
no longer able to pull out facts when they 
Wanted to. Daily memory for details was 
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difficult for them. They described lapses or 
blank spots in their stream of associations. 
Three had difficulty in organizing their 
thoughts and talking clearly. Each would 
begin a thought, pause, often after a prep- 
osition, and begin another incomplete sen- 
tence. In this fashion they would wander 
about a particular point, but were unable 
to define or clarify issues. In addition to 
this wandering and pausing, their concepts 
seemed vague, and their placement and 
organization of words unusual. 

Often they spoke of increased sensitivity 
to colors and to people's gestures and pos- 
tures. One said the environment was colored 
by dots of colors, “discrete dots like in the 
the funny paper strips." Another said that 
even when he was not on LSD, he was on 
the verge of experiencing perceptual dis- 
tortion. He could look at objects or at 
people and see what ordinary individuals 
saw. However, if he relaxed his attention 
or control he could see a face, for example, 
melting or turning into plastic or oil. 

Most spontaneously described a frighten- 
ing LSD experience. The “bum trip" usually 
began in the context of anger. Under such 
conditions familiar scenes changed into 
frightening, weird perceptions. To one in- 
dividual, angry with an obnoxious friend, 
victorian buildings became ugly, dirty, and 
crumbling. Simultaneously she felt someone 
was going to attack and hurt her. 

Another reported that he had ingested 
the drug in his room while he was angry 
with his mother. Initially the “trip” had 
been beautiful, and then it exploded. He 
became very frightened. He thought he 
could hear monsters coming up the stairs. 
He was convinced that they were coming 
through the door, would surround him, and 
eat him. One subject saw monsters coming 
at him. One felt she was in the midst of 
enemy airplanes. s 

Two of the subjects’ attitudes or beliefs 
stood out because of their intensity and be- 
cause of their unusual nature, at least in 
our society. The chronic users themselves 
attributed their attitudes to their frequent 
intense LSD experiences. This assertion 
was supported by our observations in the 
follow-up interviews—the length of hair, 
degree of personal grooming, and intensity 
of belief was directly related to the number 
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of LSD ingestions reported during the in- 
tervening six-month period. 

All of the subjects were very passive 
individuals, the men particularly so. All, 
in one form or another, stressed that anger 
was very bad and that they were peaceful. 
Several carefully avoided “stepping on in- 
sects,” because it showed disrespect for life 
to do so. This attitude seemed to permeate 
every aspect of their lives. They did not 
play competitive games. Each individual 
was supposed to do his own “thing” and 
to gain his own inner satisfaction. There 
was a deemphasis of any form of com- 
petition, a denial of any possible pecking 
order, and a purposeful negation of the 
possession of materials. 

Over half held naive, almost omnipotent 
beliefs(21). One believed that thoughts can 
set fires miles away. Others believed that 
one can read anothers mind and that 
inanimate objects such as trees, tables, or 
books, for example, react to their emotional 
surroundings. Statements like the following 
were made frequently: *A cigarette will not 
go out if people are arguing." “A desk will 
react to any kind of violence in the room." 

Many were interested in astrology and 
cosmology and felt they had the power to 
be mediums. Such ideas were held as fun- 
damental tenets of their view of the world. 
For example, one subject who espoused, 
at every opportunity, beliefs in mysticism 
and cosmology lived on a research ward 
for six weeks. During one approximately 
half-hour period of extreme emotional stress 
occasioned by a quarrel between the sub- 
ject and a nurse, the subject changed her 
intellectual statements about cosmology. 
She said her nurse and attending physician 
were, in fact, creatures from another plan- 
et No amount of information altered her 
belief. After the stress was relieved, she 
returned to making her former intellectual 
comments regarding the probability of life 
on other planets and of communication be- 
tween worlds. 


Discussion 


We found these chronic LSD users to 
be suprisingly similar in their backgrounds 
and to hold in common a number of unusual 
beliefs. They reported increased sensitivity 
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to stimuli, and we found that on a visual 
evoked response measure they differed from 
a control group in their sensitivity to and in 
their organization of stimuli. Some of the 
EEG findings and some of the behavior 
seen in the interviews were suggestive of 
minimal brain damage but the evidence for 
this remains scattered and inconclusive, 
particularly in the absence of data from 
neurological examinations and conventional 
psychological testing. 

We found several abnormal EEG records 
in which the findings were compatible with 
either drug effects and/or CNS dysfunction. 
Some of the subjects’ behaviors and ap- 
pearance were suggestive of CNS dysfunc- 
tion. In one subject who continued to use 
the drug heavily, there was a deterioration 
in his performance pattern on the cognitive 
tests suggestive of organic damage. On the 
other hand one of our subjects maintained 
an A average in junior college while in- 
gesting LSD on most weekends. 

Also, we found no relationship between 
the clinical readings of EEG change in two 
sets of records, summer '67 and spring 
'68, and reported drug ingestion during 
the intervening six-month period. Computer 
analyses of these latter records are not yet 
completed. Our findings are inconclusive 
regarding the question whether LSD in- 
gestion produces known forms of CNS dam- 
age. 

Comparison of the computer analysis of 
the EEGs of the LSD group, a normal 
group, and a Navy group disclosed that 
the LSD group had increased abundance 
of energy in all four bands as measured by 
the frequency analyzer. This finding 1s 
probably related to the increased amplitudes 
present in the records of the LSD users 
and is probably also related to our obser- 
vation that these subjects seemed more able 
to relax and ignore the external environ- 
ment in the test setting than ordinary lab- 
oratory subjects. This explanation woul 
fit with Kamiya’s(14) observation that 
when individuals alter their state of con- 
sciousness the amplitudes of their EEG 
waves change. It would also account for the 
finding that more fast activity, usually a9 
sociated with anxiety, was present as mea 
sured by the period analyzer in the records 
of the Navy group. It would seem that 
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we have an electroencephalographic de- 

scription of a relaxed LSD user and an 

anxious, “up tight” straight patient. 
Alternative explanations are possible for 


‘these findings. One is that the findings are 


totally independent of the subjects’ chronic 
use of LSD. This explanation, stated simply, 
is that they had to be different or unusual 
in order to repeatedly ingest a powerful 
unknown substance. It can also be argued 
that the findings observed in chronic LSD 
users are merely those present in schizo- 
phrenics who have incidentally ingested 
LSD, since the nature of the beliefs in 
chronic LSD users and schizophrenics is 
similar. We have, however, observed im- 
portant distinctions between the two. The 
chronic users, unlike schizophrenics, are in- 
volved with people and skilled interpersonal- 
ly. In addition, their values on the two-tone 
auditory evoked response measure are sim- 
ilar to those of normals rather than schizo- 
phrenics. The clinical picture of unusual 
beliefs, relatively intact interpersonal rela- 
tionships, and cognitive abilities suggests 
that these subjects are more similar to 
individuals usually termed eccentric than to 
individuals diagnosed as schizophrenic. A 
third possible explanation of their beliefs 
is that they reflect the social stress of our 
time(1). 


Speculations 


The profound nonaggressive attitudes and 
Magic-mystical beliefs seen among LSD 
users have been described by others(2, 11, 
20, 22). Our observations suggest that these 
beliefs may arise as learned consequences 
of frequent, intense LSD experiences in 
Susceptible individuals. Before ingesting 
LSD our subjects were passive individuals, 
angry with their parents and with their own 
Inabilities. Their personality characteristics 
Were similar to the passive, introverted 
College students studied by McGlothlin(18). 
After frequent ingestions they were passive 
and internally oriented, perhaps more S0, 
and similar in many respects to Ditman's(7) 
Broup 1. 

Sensory input or sensory modulation is 
affected in the acute LSD state(16). The 
Individual experiences an increased aware- 
Ness of colors, sounds, textures, etc. The 


Amer. J. Psychiat. 125: 3, Sept. 1968 


349 


stimuli seem brighter, louder, or fluffer. 
Occasionally, sensory crossing occurs. 
Sounds, for example, may affect visual 
images. The jangling of a telephone can 
turn a quiet, restful patterned image of 
pink and grey into a visual field of jarring 
green. Transpositions across various con- 
ceptual levels occur more readily. Thoughts 
may be seen as pictures; feeling or emo- 
tions may appear in the visual or cognitive 
system as artistic or poetic creations. 

Emotional coldness may be experienced 
as images of icebergs or may appear in 
the thinking processes as metaphors. LSD 
also alters some of the basic reality-organiz- 
ing and testing systems of the mind. The 
sense of time is altered and the individual's 
awareness of himself as a separate entity 
from the world around him is affected. 
At times he can no longer discriminate 
internal mental events from external events. 

Given this altered state of mind, what 
one experiences depends on one's person- 
ality structure and on the type of emotional 
pressure present. If the emotion is love, 
one's images would reflect this emotion. 
The images and sensations might consist 
of tender scenes from childhood or reli- 
gious themes. The diffuseness of one's 
self-boundaries accentuates the experience 
and one would perceive oneself, as the acid- 
head would say, as an inseparable part of 
a universe of love, a “bag of love.” 

If the emotion is anger or hate, the re- 
sult would be images and sensations of 
anger or hate magnified into nightmarish 
proportions and experienced in an altered 
state of consciousness in which one is part 
of a world of blackness populated by 
horrible, primitive, cannibalistic creatures, 
One's anger would be turned into images 
of demons who attack and destroy their 
creator. As in a dream there would be no 
clear definition of self from the surroundings 
—no beginning, no end. The resulting night- 
mare of one’s anger is a “bum trip.” hn 

We suggest that these intense cognitive 
and affectual experiences act as powerful 
reinforcers, gradually shaping an individual's 
thinking, beliefs, and behavior. Experiences 
with affects such as hate and anger are 
strongly punished. Belief in magic or in 
one's own omnipotence is increased by the 
frequent subjective experience of controlling 
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the external world with one’s thoughts. As 
Freedman(8) described it, such individ- 
uals are “confronted with the coexistence 
of two compelling and contradictory orders 
of reality—with the interface of belief and 
the orderly rules of evidence.” 

Both observations, the extreme passivity 
or avoidance and denial of aggressive im- 
pulses and the increased omnipotence or 
belief in magical thinking, can be ascribed 
as arising from an alteration in the ego’s 
critical facilities, in its ability to test 
reality. These alterations are perhaps re- 
flected in the perceptual changes. Phenom- 
enologically, the components of both super- 
ego and id seem to have been reified or 
concretized as a result of the intense ex- 
periences. The abstract “thou shalt not” 
of the superego is transformed into attacking 
monsters or swords. The infantile wishes of 
the id are transformed into magical powers 
capable of performing miracles, or moving 
mountains, or of enveloping everything into 
one world of love and warmth. Conse- 
quently, the resultant personality structures 
are more child-like, in a descriptive but 
not a pejorative sense. 

If LSD causes the perceptual alterations 
observed in these subjects and if it also 
plays a major role in the production of 
their beliefs concerning aggression and 
magic, then it follows that the repeated 
administration of this drug in a medical 
setting could be a useful agent for some 
types of individuals. Lorenz(17), in his 
analysis of intraspecies aggression, argues 
that derivatives of man's aggressive instinct 
play à crucial role in the organization of 
man's social behavior. Aggression provides 
a motivating force for intimate relation- 
ships, a force that, as psychiatrists, we some- 
times observe to interfere with social func- 
tion. Lorenz points out, however, that with 
the elimination of aggression 


. . the tackling of a task or a problem, the 
self-respect without which everything that a 
man does from morning till evening, from the 
morning shave to the sublimest artistic or 
scientific creations, would lose all impetus; 
everything associated with ambition, ranking 
order, and countless other equally indispens- 
able behavior patterns would probably also 
disappear from human life. 
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This sounds remarkably like behaviors 
the chronic LSD users described. If LSD 
can alter aggressive derivatives, it would 
follow that the drug could, depending on 
dosage, frequency, and type of individual, 
be used as a powerful therapeutic agent 
or as an agent to dissolve biological bonds 
necessary for human social organization. 


Summary 


We studied 21 subjects, each of whom 
had ingested LSD an average of 65 times. 
This group was found to be different from 
nondrug groups on several EEG measures. 
Using a computer analysis of their EEGs, 
we found an increased abundance of delta, 
theta, alpha, and beta activity. Such find- 
ings could be related to the presence of 
drug within their systems, to central nervous 
system dysfunction, personality factors, or 
to the subjects’ attitudes during the EEG 
recording sessions. There was no increase 
in the expected number of clinically ab- 
normal EEG records in these subjects. 
When the records were read using usual 
clinical criteria, several records were judged 
to be poorly organized and showed in- 
creased fast and slow activity of the type 
that may be related to the effects of drugs 
but is also frequently found in other in- 
dividuals in this age group. 

EEG evoked potential studies of electri- 
cal response to specific stimuli were also 
done. On a measure which has been found 
to be sensitive. to intellectual disorganization 
in schizophrenia, the auditory two-tone 
evoked potential, this group showed no ab- 
normality. They also appeared normal, al- 
though perhaps slow, on visual information 
processing tasks. However, on visual evoked 
potential procedures they gave evidence of 
being uniquely sensitive to low intensity 
stimulation and, in contrast to non-LSD- 
using groups, there was no relationship 
between their evoked responses to visual 
stimuli and their subjective response to the 
intensity of tactile stimuli. They seemed to 
modulate and organize sensory input in 2 
different fashion. 

In the interviews these LSD users were 
found to hold unusual beliefs about ag- 
gression and magic. Before taking the drug 
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they had been middle- and upper-middle- 
class youths apparently holding convention- 
al beliefs. Passive, frustrated, angry with 
their parents and their own life situations, 
they began to use the drug, often in a 
conscious attempt to alter their unpleasant 
emotions. It is not completely clear what 
role the LSD experience played in their 
subsequent behavior and beliefs. 

We suggest that the repeated intense 
emotional experiences arising out of the 
use of LSD provided a special learning 
environment which may have given rise to 
their unusual beliefs. We also want to 
emphasize the personality factors and the 
social climate in which they lived as well 
as the taking of drugs. All were important, 
and untangling the complex effects of the 
predrug personality, the drug experience it- 
self, and the social milieu is a difficult and 
perhaps impossible task. 
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ADVERSE REACTIONS TO Lsp 


A Statistical Survey of Adverse Reactions to LSD 
in Los Angeles County 


BY J. THOMAS UNGERLEIDER, M.D., DUKE D. FISHER, M.D., 
STEPHEN R. GOLDSMITH, M.D., MARIELLE FULLER, AND ED FORGY, PH.D. 


The authors surveyed a sample of psy- 
chiatrists, psychiatric residents, internists, 
general practitioners, and psychologists in 
Los Angeles County to determine the 
number of patients with adverse LSD re- 
actions seen by these professionals during 
an 18-month period. Over 2,000 adverse 
reactions were reported on, and the authors 
regard this as a conservative estimate. Al- 
though many clinicians feel that the number 
of adverse LSD reactions is decreasing, 
the data reported here indicate a substan- 
tial increase from the first six-month period 
to the third, 


HE PAST THREE years have witnessed 

great public and professional concern 
over untoward reactions from the illicit use 
of LSD. Several centers have reported 
series of hospitalized patients with adverse 
reactions to this drug(2, 6). Other studies 
have indicated an increased use of psyche- 
delic drugs by high school and college stu- 
dents(1). 

There has been much hysteria and 
speculation with regard to the actual inci- 
dence of adverse reactions to LSD. For 
example, in the popular literature these 
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statements have appeared: “. . . it is dif- 
ficult to say what the probability of risk 
is in a psychedelic experience. . . . Taken 
at the maximum, with a few hundred in New 
York City hospitals, several score institu- 
tionalized in Los Angeles and the San 
Francisco Bay Area, and more all around 
the country, we could have upwards of a 
thousand hospital visits by acidheads in the 
next year" (4). And, “. . . one case in 10,000 
is going to flip out . . . (but) one episode 
out of 10,000 LSD cases is no reason for any 
kind of hand-wringing and grandmotherly 
panic”(3). There is no mention of the 
methodology of data collection to support 
such conclusions. 

There are few reported cases of adverse 
reactions in the professional literature. For 
example, one study states, *by June of 1967 
there were 21 reports which contained the 
details of 225 adverse reactions to LSD. 
Although this may not include all reported 
cases, it is believed that coverage is nearly 
complete"(5). ' 

This study, utilizing a questionnaire, i$ 
an attempt to eliminate some of the con- 
fusion regarding the incidence of adverse 
LSD reactions by surveying professionals 
in a particular geographic area (Los Angeles 
County) during the 18-month period from 
July 1, 1966, to January 1, 1968. 


Definition of an Adverse Reaction 


There is considerable disagreement Te- 
garding the definition of an adverse reaction 
to LSD. For example, we have heard some 
professionals label any of the perceptual 
changes that occur after using LSD as 
“adverse reactions.” On the other hand, 
some advocates of LSD, including profes- 
sionals, maintain that there are no adverse 
reactions to LSD. 
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We made no attempt to impose an 
arbitrary definition of an adverse LSD re- 
action on the recipients of the question- 
naire. They were asked to report those 
adverse reactions they had seen on a pro- 
fessional basis in a professional setting. 
This would prevent individuals from listing 
as an adverse reaction someone they knew 
socially’ or whom they might have seen 
in a confused state away from their practice 
setting. Hence, the definition of an adverse 
reaction was left to the judgment of the 
professional but was implicitly defined as 
a drug-induced state which had led in- 
dividuals to seek professional help. 


Methodology 


Design of Questionnaire 


An 18-part questionnaire was sent to 
à representative. sampling of psychiatrists, 
psychiatric residents, internists, general 
practitioners, and psychologists to determine 
the number of adverse reactions to LSD 
seen by these professionals in Los Angeles 
County during the 18-month period from 
July 1, 1966, to January 1, 1968.1 Re- 
spondents were initially asked whether they 
had seen any adverse LSD reactions. If 
the answer was negative, they were asked 
to answer two questions about the setting 
of their practice and the listing of any other 
adverse hallucinogenic drug reactions they 
had seen. If they responded affirmatively, 
they were asked to check the number of 
LSD reactions seen monthly for each of 
the three consecutive six-month periods 
(see table 1) and to complete the question- 
naire. 

The remaining questions were designed 
to characterize the patient population with 
respect to age, sex, professional setting 
Where seen, dispositions made, percentage 
emotionally disturbed” prior to LSD in- 
gestion, and the percentage of patients with 
prior bad trips and subsequent flashbacks.” 
The last two questions concerned the number 
of patients who had adverse reactions from 
other hallucinogenic drugs. 


Darya 
1 Population of Li Janu- 
os Angeles County on Janu: 
hy, D 1968, was 7,087,677. 
Hie Se oe ithout ingest- 
ing additional nud the LSD state without ing 
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TABLE 1 
Wording of the Initial Questionnaire Regarding Number 
of LSD Reactions Seen per Month 


About how many LSD adverse reactions did you deal with 
per month in the periods of July 1-December 30, 1966, 
January 1-June 30, 1967, and July 1-December 30, 1967? 
Please check in the appropriate space provided below. 
Place an “0” by those that do not apply. 


QUESTION 2. QUESTION 3. QUESTION 4. 
JULY-DEC. JAN.-JUNE — JULY-DEC. 
1966 1967 1967 
None ..... - 
TOR ee e eH 
10-19 
20 or more ... 
Sampling 


Questionnaires were sent to 2,700 pro- 
fessionals in Los Angeles County. These 
included all psychiatrists who were listed 
in the membership rosters of either the 
Southern California Psychiatric Society or 
the Los Angeles County Medical Associa- 
tion, all psychiatric residents in Los Angeles 
County, three-sevenths of the general prac- 
titioners and internists listed with the Los 
Angeles County Medical Society (randomly 
selected), and three-sevenths of all cer- 
tified psychologists (randomly selected). 

All respondents who had seen adverse 
reactions to LSD also received a follow-up 
letter asking them to list the total number 
of LSD reactions for each of the six-month 
periods. As the questionnaires were re- 
turned, the answers to the 18 questions were 
coded on IBM cards and the data were 
tabulated. 


Results 


Fifty-nine percent (1,584) of the 2,700 
questionnaires were returned. There was no 
significant difference in the response rate 
of the several professional groups. Twenty- 
seven percent (428) of all respondents had 
seen adverse LSD reactions. (Some of this 
group also reported having seen adverse 
reactions to other drugs.) Ten percent 
(163) had seen adverse reactions only to 
drugs other than LSD, for a total of 37 
percent (591) of the respondents reporting 
adverse drug reactions. Table 2 shows the 
percentages of each professional group who 
saw adverse reactions to LSD. Seventy-five 
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TABLE 2 


Respondents Who Reported Having Seen Adverse LSD Adverse LSD Reactions for Each Six-Month Period as ` 
Reported by 250 Respondents 


Reactions, by Group 


PROFESSIONAL PERCENT REPORTING 
GROUP ADVERSE LSD REACTIONS 
Psychiatrists 47 
General practitioners 11 
Internists 11 
Psychologists 31 
Psychiatric residents 75 


percent of the psychiatric residents and 47 
percent of the psychiatrists saw adverse LSD 
reactions, compared to 11 percent of the 
general practitioners and internists respec- 
tively. 

In an effort to avoid overestimating the 
total number of adverse LSD reactions, we 
used the smallest possible number of re- 
actions in each category. As an example, if 
a respondent checked the space for “one 
to nine” adverse reactions per month, then 
the number one per, month was used for 
calculating the total reactions seen. If the 
respondent checked the space for “20 or 
more” adverse reactions, then the number 
20 per month was used for the final cal- 
culation. Based on this method of tabu- 
lation, the number of LSD reactions for 
the 18 months was 8,958. 

In an effort to double-check the reporting 
of adverse reactions, we sent a follow-up 
letter to the 428 respondents who had seen 
adverse reactions to LSD, asking them to 
simply list the total number of LSD re- 
actions for each of the six-month periods 
(table 3). Figure 1 shows the total number 
of adverse LSD reactions for each six-month 
period as reported by the 250 respondents 
(58 percent) who replied to the follow- 
up letter. Adverse reactions to LSD re- 
ported for each six-month period were as 
follows: July to December 1966—613; 
January to June 1967—781; and June to 
December 1967—995. The total number 
of adverse reactions for the 18-month period 
as reported in the follow-up response was 
2,389. 

Only one and two percent respectively 
of the professionals reported that a majority 
of their patients with adverse’ reactions to 
LSD were under the age of 15 or over 

the age of 30. Only 20 percent of the 
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FIGURE 1 


2500 


NUMBER OF ADVERSE REACTIONS TO LSD 


JulyDec.  Jan.June ^ JulyDec. Total for 
1966 1967 1967 18-month 
period 


respondents reported that a majority of 
their patients were females. 

Approximately 60 percent of the 
respondents felt that over half of their LSD 
patients were emotionally disturbed before 
they took the drug, as indicated by dropping 
out of school, inability to hold a job, or 
having had previous psychiatric treatment. 
Sixty-one percent of the professionals who 
had seen adverse LSD reactions reported 
that none of their patients had experienced 
the same symptoms prior to using LSD. 


TABLE 3 
Wording of the Follow-Up Letter 


Dear Doctor: à 

Because of the totally unanticipated number of adverse 
LSD reactions reported, we are making a double check 
of the recent survey we sent you and would appreciate 
your answer. 

Would you please insert the (approximate) total number 
of adverse reactions to LSD you have seen during each 
of the three periods provided in the space below? 


JULY-DEC. 
1956 


JAN.-JUNE 
1967 


JULY-DEC. 
1967 


Thank you very much. 
T——————————————————— 
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TABLE 4 
Adverse Reactions to Other Drugs Reported by 
Respondents 

NUMBER OF 

DRUG PATIENTS 
. Marihuana 1,887 
Psilocybin 21 
Peyote 85 
DMT 101 
DET 19 
STP 167 
Asthmador 145 
` Other 352 


Twenty-six percent of the respondents in- 
dicated that over half of their LSD pa- 
tients had experienced “flashbacks.” Table 
4 shows the number of other drug reactions 
' seen. Marihuana topped the list of adverse 
reactions to other hallucinogenic drugs with 
a total of 1,887 reported cases for the 18- 
month period. 


Discussion 


Some consideration should be given to 
interpreting the significance of the incidence 
of adverse reactions to LSD reported here. 
In this study "adverse reaction" was im- 
plicitly defined as a drug-induced effect 
Which led individuals to seek professional 
help. We recognize that the professionals’ 
Opinions about the various drugs may have 
influenced their decisions as to whether or 
not particular drug-induced states should be 
labeled as “adverse reactions.” 

The nature of the following statements 
by respondents supports this idea: “Patients 
Use such a variety of drugs at the same time 
that it is often difficult to assess which drug 
is causing the adverse reactions.” “From 
my understanding of the effects, I would 
Consider all reactions to LSD as ‘adverse’ 
Tegardless of the immediate subjective re- 
sponse,” 

. While it is impossible to say whether the 
individual biases of the respondents about 
drugs tended to increase or diminish the 
number of reported adverse reactions, it is 
Quite evident that the sampling employed 
in this study contributed to a smaller num- 

T of reactions being reported than actu- 
ally occurred in the community. Those not 
Surveyed included: interns, physicians who 
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are not general practitioners, internists, or 
psychiatrists; four-sevenths of the psychol- 
ogists, internists, and general practitioners; 
and psychiatrists who do not belong to 
either the Southern California Psychiatric 
Society or the Los Angeles County Medical 
Society. 

Other professional groups who have had 
experience with adverse reactions to LSD 
and were not questioned included: police 
and narcotics officers, probation officers, 
ministers, social workers, school counselors, 
and teachers. In addition, we have seen LSD 
users in the Los Angeles area who were 
grossly psychotic for prolonged periods of 
time following LSD ingestion. Many of 
these individuals, who were supported by 
their subculture, were not seen on a pro- 
fessional basis and hence were not included 
in this study. 

It is likely that a number of people with 
adverse reactions were seen by more than 
one respondent. It was not possible to 
estimate to what degree multiple reporting 
increased the number of reported cases. 

As mentioned previously, the initial esti- 
mate of 8,958 cases was double-checked 
by a follow-up questionnaire. Fifty-eight 
percent of the follow-up questionnaires 
were returned, reporting 2,389 adverse re- 
actions to LSD in the 18-month period 
(figure 1). Extrapolating from the follow- 
up questionnaires, we estimate that if all 
had been returned the total number of 
adverse reactions would be approximately 
4,100. 

The discrepancy between the 8,958 cases 
reported by the respondents to the initial 
questionnaire and the extrapolated figure 
of 4,100 cases derived from the responses 
to the second questionnaire is worth con- 
sideration. Perhaps some respondents mis- 
understood the original question, which 
concerned the number of adverse LSD re- 
actions seen per month in each six-month 
period (see table 1), and erroneously re- 
ported the total number seen in the six- 
month periods. The follow-up letter request- 
ed a listing of the number of LSD reactions 
seen in each six-month period (see table 3). 
Several respondents who had initially re- 
ported adverse reactions indicated in writing 
that they were unwilling to reexamine their 
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files and then reported no adverse reactions 
on the follow-up questionnaire. 

Although many clinicians have the im- 
pression that the number of adverse LSD 
reactions is decreasing, our data indicate 
an increase of 62 percent from the first 
six-month period to the third (figure 1). 

Psychiatrists saw more adverse LSD re- 
actions than did any other professional 
group. It is interesting to note that a large 
number of professionals felt that their pa- 
tients were “emotionally disturbed” prior 
to using LSD. The psychiatrists tended to 
see more of their patients as being emo- 
tionally disturbed prior to LSD ingestion 
than did the other professionals; the general 
practitioners and internists regarded the 
fewest of their patients as having had a 
prior emotional disturbance. This might be 
explained in part by the tendency for psy- 
chiatrists to focus more on past emotional 
development and psychopathology; they are 
also more inclined to view drug use as 
symptomatic of emotional difficulty. 

The number of professionals who re- 
ported that substantial percentages of their 
patients had experienced “flashbacks” 
seems to indicate that this phenomenon 
is fairly common among LSD users, This 
study does not include individuals who have 
“flashbacks” but do not consider them 
disturbing enough to seek professional help. 
We have attended “LSD parties” and 
spoken with groups of psychedelic drug 
users in which many individuals talked about 
their “flashbacks” as being enjoyable. These 
individuals described them as being bother- 
some at times, but they were not inclined 
to seek professional help. 

Many people feel that adverse reactions 
to marihuana are relatively uncommon. The 
1,887 adverse reactions to marihuana re- 
ported in this study tend to contradict the 
opinion that it is an innocuous drug (table 
4). In addition, several respondents re- 
ported long-term personality changes from 
marihuana which they did not list as adverse 
reactions. Other drugs were not nearly so 
frequently mentioned as producing adverse 
reactions. 


Summary 


In this study results are presented of a 
survey of 2,700 professionals (psychiatrists, 
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psychiatric residents, general practitioners, 
internists, and psychologists) in Los Angeles 
County regarding adverse reactions to LSD 
and other hallucinogens seen in the 18- 
month period from July 1, 1966, to Jan- 
uary 1, 1968. A minimum of 2,389 adverse 
reactions to LSD were reported. 

For a number of reasons, this figure 
represents a conservative estimate of the 
total number of adverse reactions which 
actually occurred. The sampling methods 
employed contributed to a lesser number 
being reported. Most physicians and psy- 
chologists in Los Angeles County were not 
surveyed. Other professional groups who 
have had experience with adverse reactions 
and were not questioned include police, 
narcotics officers, probation officers, minis- 
ters, social workers, school counselors, and 
teachers. Also, many individuals who have 
adverse reactions are supported by their 
subculture and do not seek professional 
help. 

The original questionnaire responses 
suggested that 8,958 adverse reactions to 
LSD were seen by the professionals sam- 
pled. The revised figure of 2,389 represents 
the number reported by the respondents 
who returned the follow-up questionnaire 
(58 percent). If all respondents had replied 
to the second questionnaire, the total num- 
ber of adverse reactions to LSD would be 
approximately 4,100. 

Data characterizing the patient popula- 
tion with respect to age, sex, number “emo- 
tionally disturbed” prior to LSD ingestion, 
the number of prior bad trips, and sub- 
sequent flashbacks are also reported. Data 
characterizing the professional setting iP 
which the patients were seen and disposition 
made will be presented in a subsequent 
communication. y 

The respondents also reported on their 
experiences with adverse reactions to vaf- 
ious hallucinogens other than LSD. It is 
of interest that, despite claims that 
marihuana is an innocuous drug, 1,887 
patients with adverse reactions to it Were 
seen during the 18 months. 
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DOM (STP), a New Hallucinogenic Drug, and DOET: 
Effects in Normal Subjects 


BY SOLOMON H. SNYDER, M.D., LOUIS A. FAILLACE, M.D., 
AND HERBERT WEINGARTNER, PH.D. 


DOM, a hallucinogen related to mescaline 
and amphetamine and designated “STP” 
by hippies, along with DOET, the ethyl 
~ homologue of DOM, were given in small 
doses to normal subjects in a double-blind 
study. Both drugs increased self-awareness 
and produced mild euphoria but no hal- 
lucinogenic or psychotomimetic effects. The 
two drugs “freed up” subjects’ word associa- 
tions without impairing memory or con- 
centration; in fact, DOM enhanced per- 
formance on serial learning tasks. Although 
DOM did not affect visual discrimination, 
it altered the perception of tachistoscopically 
A 


presented TAT cards. 


IHE PSYCHEDELIC DRUGS embrace a num- 
A ber of compounds with widely varying 
chemical structures but which produce 


markedly similar subjective effects. 


E 
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Perceptual effects include perceptual dis- 
tortions, psuedo-hallucinations, and halluci- 
nations. There are also feelings of enhanced 
awareness of the self and of the universe 
(mind-manifesting, hence psychedelic), al- 
terations in mood, and impairment of 
intellectual processes. Do these numerous 
perceptual and cognitive effects derive from 
a single primary action of the drug? The 
cross tolerance between psychedelic com- 
pounds of different structures(2, 5) favors 
this possibility, as does a molecular con- 
formational(13) and electronic(10, 11) 
analogy among numerous psychedelic com- 
pounds. A knowledge of which psycho- 
logical effects precede and determine the 
others might clarify the "mental organiza- 
tion" of the psychedelic experience. The 
hypothesis of multiple primary actions. of 
psychedelic drugs would be favored if com- 
pounds existed after whose administration 
a single component of the psychedelic effect 
predominated. Such compounds might also 
have therapeutic utility. 

Shulgin(9) has synthesized a number of 
methoxylated amphetamines related both to 


Blindness, and by Public Health Service grant 
MH-33128 from the National Institute of Mental 
Health, a research career development award to 
Dr. Snyder. Public Health Service Ubi FR-35 
from the National Institutes of Hea ith provided 
the support to hospitalize subjects on the Osler 
Research Ward of the Johns Hopkins Hospital. 

The authors wish to thank Herbert Markley 
for his assistance with the experimental testing. 


[113] 


358 


mescaline and amphetamine. One of these 
derivatives, DOM (2,5-dimethoxy-4-methyl 
amphetamine), whose chemical structure is 
shown in figure 1, has been informally desig- 
nated “STP” by hippie populations. We have 
found it to be uniformly hallucinogenic in 
doses exceeding 5 mg./70 kg. and more than 
50 times as potent as mescaline(12). In pre- 
liminary experiments(8), low doses of DOM 
and its ethyl homologue DOET (2,5-di- 
methoxy-4-ethyl amphetamine) produced 
euphoria without perceptual distortion or 
psychotomimetic changes. Accordingly we 
decided to examine the effects of DOET 
and DOM in normal male subjects. 

At low doses, DOET consistently pro- 
duces subjective feelings of enhanced self- 
awareness and mild euphoria, with no 
evidence of hallucinogenic or psychotomi- 
metic actions and no intellectual impair- 
ment. Using low doses of DOM we have 
found enhanced performance in serial learn- 
ing tasks and changes in ‘perception of 
Thematic Apperception Test (TAT) cards, 
while simple visual perception and intel- 
lectual functioning were unaffected. 


DOET Study 


Subjects for both the DOET and DOM 
experiments were male volunteers aged 21- 
35 obtained through the financial aid office 
of the Johns Hopkins University; each was 
paid $200 for his participation. The Min- 
nesota Multiphasic Personality Inventory 
(MMPI) and an interview with a psychi- 
atrist (L.A.F.) were used in Screening 
applicants, who were rejected if there was 
a history of extensive drug use or evidence 
of borderline or psychotic emotional dis- 
turbance. 

Subjects for the DOET study were ad- 
mitted twice to the research ward of the 
Johns Hopkins Hospital, with a two-week 
interval between sessions. They were in- 
formed that they would receive, on separate 
occasions, d-amphetamine or DOET—a test 
drug which might produce “psychological 
effects,” E 

DOET (1.5 mg. as the hydrochloride) 
or d-amphetamine (10 mg. as the sulfate) 
were given orally at 9:00 a.m. in a double- 
blind design to subjects who had fasted 

since the preceding midnight. The subjects 
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with a research assistant in a relaxed, 
neutral atmosphere not designed to elicit 
any particular emotional set. On the eve- 
ning prior to receiving the drug they were 
administered tests of free associations and 
their reproductions, free recall of random | 
and organized words, and ranking of as © 
sociations. These tests were re-administered 
two, four, and six hours after drug admin- - 
istration. 

Semi-structured interviews were tape re- 
corded at hourly intervals to elicit descrip- 
tions of drug effects. Transcriptions of the 
recordings were scored blindly with respect 
to features which might be expected to 
characterize the experience of either drug. — 

Pulse rate, blood pressure, oral tem- 
perature, and pupillary diameter were de- 
termined at hourly intervals. Urine was — 
collected just prior to drug ingestion and — 
after three, six, nine, and 24 hours, re- 
frigerated, and assayed for unchanged 
DOET by a specific spectrophotofluoro- 
metric method sensitive to 0.05 pg of 
DOET. 


Subjective Experiences 


The most notable effects of DOET were 
a mild euphoria and feelings of enhanced 
self-awareness. These began one to one and - 
a half hours after drug administration, 
peaked at three to four hours, and subsided — 
by five to six hours. | 

Certain subjective experiences produced 
by DOET resembled those after d-ampheta- | 
mine, as shown in table 1. The visual — 
effects reported under DOET consisted of. 
“closed-eye” imagery; there were no pet 
ceptual distortions or hallucinations. K 

The following excerpts from recorded 
interviews illustrate some features of the 
drug experiences: Mr. O., who received 
DOET first, described his experience with | 
DOET in the following way: "I can skip 
readily from one thing to another . . . but if 
something gets my attention I can get very 
involved and really focus. . . . I am mole 
aware of myself. . .. Gee, I’m smiling a lot 
On d-amphetamine he noted: “No, T2 | 
not noticing more about myself this time. 1 
- : . This time I haven't done any dee? 
thinking . . . I am able to concentrate 
more." E 
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TABLE 1 
Subjective Effects of DOET and d-Amphetamine 


NUMBER OF SUBJECTS 
REPORTING EFFECT * 


EFFECT DOET D-AMPHETAMINE 


Feels high 
Reports insight 
Notably pleasant experience 
Aware of body image 
Impatient with tests 
Difficulty in concentrating 
Better concentration 

(than normal) 
Talkative 
Thoughts faster than words 
Visual effects 
Euphoric 
Time passes slowly 
Time passes quickly 
“Washed out” after drug 
Feels especially alert 
Loss of appetite 


c Bodo 
ocoooooo 


Ormemornmosco-co 
ce oO-—-onfo0oo- 


“Transcripts of tape recorded interviews with subjects under 
DOET or d-amphetamine were graded blindly for the presence 
or absence of each effect. Data are presented as the number 
of subjects reporting the presence of an effect. Ten subjects 
received DOET and d-amphetamine on two separate occasions. 


Mr. K. received amphetamine first and 
described it in the following way: “I’m 
concentrating more. I’ve just been focusing 
On those cards and attending to the ques- 
tions asked. . . . I find this annoying. It 
isn’t the way I like to be.” On DOET, Mr. 
K. said: *I am more likely to have inter- 
esting or new associations of ideas. The 
other drug (d-amphetamine) helped con- 
centration but wasn't relaxing and didn't 
help me to associate at all except in a 
Very limited sense. A number of 
things are closer to the surface than they 
Would normally be (on DOET) . .. I 
Was tremendously suggestible today." 


Associative Organization and Its 
Reproducibility 


In order to evaluate the effect of DOET 
On a basic cognitive task, a free association 
experiment was used. 

On the evening prior to receiving the 
drug and two, four, and six hours after drug 
administration, subjects were administered 
the following procedures: ; 

ree associations and their reproduction. 
he subjects were read equivalent lists of 
words each and asked to say the first 
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word that came to mind. The stimuli chosen 
had known distributions of responses(7) 
and were controlled for frequency of oc- 
currence in English. Associations were scored 
as high frequency responses (occurring more 
than 50 times per 500 in control studies), 
medium strength (5-50 times per 500), low 
strength (1-5 times per 500) and idiosyn- 
cratic associations (< 1 per 500). The sub- 
jects were also asked to reproduce their asso- 
ciated responses to the previously presented 
stimuli on a second reading of the stimuli. 
DOET produced a marked decrease in 
the proportion of high frequency associ- 
ations (at four hours x? = 13.7, p<.01), 
as shown in figure 2. This effect was 
greatest at four hours, corresponding to 
the peak subjective effects and the highest 
urinary excretion of unchanged DOET. D- 
amphetamine produced a slight, insignificant 


FIGURE 1 
Structural Formulas for DOM and DOET 
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2,5-DIMETHOXY- 4-METHYLAMPHETAMINE (DOM) 2,5+DIMETHOXY-4-ETHYLAMPHETAMINE (DOET) 


The Effect of DOET and Amphetamine on the Production 
of Free Associations 


PROPORTION OF 
HIGH-FREQUENCY ASSOCIATIONS 


NUMBER OF HOURS 
AFTER INTRODUCTION OF DRUGS 


—— Amphetamine 
------ DOET 
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decline in high frequency association. The 
decline in high frequency associations under 
DOET was related to an increase in low and 
medium strength associations, with no in- 
crease in idiosyncratic associations (figure 
3). The DOET subjects produced less com- 
mon, but not bizarre, associations. Strikingly, 
these less common associations under DOET 
were as reproducible (97.5 percent) as the 
high frequency baseline associations (94 per- 
cent). Usually, uncommon associations are 
not reproduced as readily as high frequency 
associations(3). This suggests that the high- 
ly reproducible “uncommon” associations 
produced by DOET are meaningful to the 
subjects but not normally accessible to 
consciousness. This finding accords with the 
enhanced “insight” reported by subjects 
under DOET. 

Ranking of associations. The subjects 
were presented with single stimulus words 
and asked to rank seven words in order 
of how closely they seemed related to the 
stimulus word. The words varied in the 
frequency with which they are given as 
associates to the stimulus word(7). A sub- 
ject’s rankings of these words were scored 
as correlations between his rankings and 
the rankings of the same words based on 
normative data. 

Both at baseline and after DOET and 
d-amphetamine, the subjects effectively 
ranked associative words to their stimuli 
according to their free associative strength. 
The correlation of subjects’ rankings and 
the rankings of these same words based 
on their associative response strength to 
the stimuli used to generate them was 
r=0.50 (p<.01). Neither DOET nor 
d-amphetamine impaired performance on 
this task. Unlike the free association task, 
wherein performance was altered by DOET, 
the ranking procedure provides a clear 
structure which is nested in the words to 
be ranked, and in fact, the subject can 
utilize this organization in his ranking of 
the words. In this way, DOET at this 
dose differs from most psychedelic drugs, 
which consistently impair conscious logical 
organization(6). DOET appears to en- 
hance self-awareness and facilitate insight 
without affecting conscious intellectual pro- 
cesses. We have also found that DOET 
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FIGURE 3 


The Effect of DOET on the Production of High, Medium, 
and Low Frequency and Idiosyncratic Free Associations 
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at this dose does not significantly affect 
the free recall of organized word-sets. 

Physiological changes. There were no 
Significant changes in pulse or blood pres 
sure under DOET or d-amphetamine. 
DOET produced pupillary dilatation of 
about ten percent. 

Urinary excretion of DOET. The °% 
cretion of unchanged DOET in the urine 
for the 24 hours following drug adm! 
istration ranged from 103 pg to 657 ME 
with a mean of 365 pg, so that betwee? 
ten and 40 percent of the ingested drug 
was excreted as the unmetabolized p 
pound. The rate of excretion was greates 
during the second three hours after dre 
administration, coinciding with the peak © 
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clinical effects. If urinary excretion of 
DOET reflects plasma and brain concen- 
trations, this suggests that the psychological 
effects are closely related to the concen- 
tration of the unchanged drug. 


DOM Study 


In this study, the subject selection, hos- 
pitalization on the research ward, and ex- 
perimental setting were the same as in the 
DOET experiment except that the subjects 
were hospitalized only once and received 
only one drug treatment. In a double-blind 
design, four subjects received 3.3 mg. of 
DOM as the hydrochloride dissolved in 
water, two received 2.7 mg. of DOM, and 
six received only water. 

Interviews with the subjects were tape 
recorded and transcripts blindly analyzed 
as in the DOET study. Subjects were 
administered the free association tests used 
in the DOET experiment as well as serial 
learning tasks. Urine samples at three 
hourly intervals were assayed for unchanged 
DOM by a specific spectrophotofluoromet- 
ric assay similar to that used for DOET. 
Blood pressure, pulse rate, pupillary diam- 
eter, and oral temperature were recorded 
each hour. Details of tape transcripts, free 
association, and serial learning tasks as well 
as vital signs and DOM excretory rates 
will be reported separately. 

The subjective effects of the two dose 
levels of DOM resembled those of DOET 
and were distinguishable by blind analyses 
of tape transcripts from placebo. There was 
à moderate euphoria and subjective reports 
Of enhanced self-awareness. These effects 
had a similar time course to those fol- 
lowing DOET, with onset after one to one 
and a half hours, a peak effect at three 
io four hours, and subsidence by five to 
Six hours. 

There were no hallucinogenic or psy- 
Chotomimetic effects in any subjects. The 
only perceptual effects were reports of 

Closed-eye” imagery, as was reported by 
DOET subjects. DOM had an effect similar 
to DOET on vital signs. The time course 
of DOM excretion resembled that of DOET 
excretion, except that there was not as pro- 
Nounced a peaking of urinary DOM during 
the three to six hour collection period as for 
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DOET, and total DOM excretion was five 
to 20 percent of the ingested dose—about 
half the excretion of DOET. 


Serial Learning Task 


In the DOET experiments, the subjects 
had reproduced their free associations at 
least as well, and possibly slightly better, 
under DOET than under d-amphetamine. 
Moreover, in the structured intellectual task 
of ranking of associations, they performed 
as well under DOET as under d-ampheta- 
mine. This was surprising since most psy- 
chedelic drugs impair logical intellectual 
organization, while d-amphetamine usually 
enhances performance of intellectual tasks. 
Accordingly, we decided to examine the 
effect of DOM on a serial learning task. 

Each subject was asked to learn a list 
of eight random words read to him. 
Learning trials were continued until he pro- 
duced one perfect list, i.e., repeated all 
eight words in the order that they were 
presented. Equivalent lists were read to 
the subject prior to drug administration 
and two, four, and six hours after DOM. 
Strikingly, the subjects who received DOM 
learned the lists in significantly fewer trials 
than did those who were administered 
placebo (figure 4). The improved perfor- 
mance by the DOM subjects was maximal 
four hours after drug ingestion, coinciding 
with maximal subjective effects and peak 
urinary excretion of unchanged DOM. 


FIGURE 4 
Number of Trials Required by Two Groups to Reach 
Criterion (One Perfect Reproduction of an Eight-Word 
Serial List) 
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Perceptual Tasks 


Although DOM did not produce any 
gross perceptual changes, the possibility of 
subtle effects on visual perception and per- 
ceptual organization was examined using the 
following two procedures: 

Judgment of horizontal and vertical lines 
at short exposure. Possible effects of DOM 
on visual perception of nonmeaningful, uni- 
dimensional stimuli were examined by re- 
quiring subjects to judge the lengths of hori- 
zontal and vertical lines at 1/100 sec. ex- 
posure. Eight horizontal and eight vertical 
lines, each differing in 2 1/4 inch steps 
viewed at 20 feet, were used in combinations 
to generate 64 stimuli. All 64 stimuli were 
initially presented to subjects at long ex- 
posure (> 1 second) and labeled 1 through 
8 according to increasing length. The labels 
for each horizontal and vertical line were 
over-learned after presentation of all 64 
stimuli. During experimental sessions, sub- 
jects were presented sets of eight stimuli, 
randomly selected, at 1/100 sec. exposure 
time prior to drug and two, four, and six 
hours after drug ingestion. Each set con- 
tained each of the eight horizontal and eight 
vertical dimensions in a unique combination. 

There were no differences in performance 


FIGURE 5 
The Effect of DOM in Changing Associations to Thematic 
Apperception Test (TAT) Cards Exposed for Varying Time 
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of this task between subjects receiving DOM 
or placebo. At all time intervals and with 
both drugs the average misperception of 
these lengths was one category (124 percent 
error in judgment of lengths). 

Associations to TAT stimuli presented 
at different exposure speeds. Eight TAT 
cards were projected as slides for a period 
during which subjects were asked to give 
eight different associative labels to each 
card. The slides were then reprojected in 
different, random orders successively at 
1/100 sec., 1/25 sec., and 1/10 sec. ex- 
posures, and subjects were required to label 
the cards with any of their initial associa- 
tions. All procedures, including choosing as- 
sociative labels during long exposure time 
and attempting to reproduce them at short 
exposures, were performed prior to drug in- 
gestion and two, four, and six hours after- 
wards. 

In this task, subjects receiving DOM mis- 
labeled stimuli more frequently than did 
subjects receiving placebo (figure 5). This 
effect of DOM was maximal at four hours, 
corresponding to the time of peak sub- 
jective effects. The differences in perfor- 
mance between subjects receiving DOM and 
those receiving placebo were greatest with 
the shortest exposure times. This difference 
in mislabeling tended to disappear as view- 
ing time was increased. 


Discussion 


In this study, DOET produced mild 
euphoria and a subjective feeling of en- 
hanced self-awareness in the absence of 
perceptual distortion, intellectual impair- 
ment, or psychotomimetic effects. ^ 

Free association tasks revealed an in- 
creased production of low-medium frequen- 
cy associations which were readily repro- 
duced and presumably meaningful to the 
subjects. The associative changes and the 
Subjective effects suggest that DOET may 
make accessible to consciousness associa- 
tive material which is not normally avail- 
able, hence it might be useful as an adjunct 
to insight psychotherapy. Psychedelic drugs 
have been used in relatively small doses 2$ 
facilitators of psychotherapy(1). With most 
Psychedelic compounds it is difficult o 
obtain a therapeutically useful dose at whic 
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there are no perceptual distortions or 
psychotomimetic effects. The potentially 
therapeutic effects of DOET, on the other 


hand, occurred at low doses in the absence 


k 


of hallucinogenic-psychotomimetic effects. 

The actions of DOM at 2.7 and 3.3 mg. 
were similar and resembled those of 1.5 
mg. of DOET. Although DOM at these 
doses produced no pseudo-hallucinations or 
hallucinations, there was some “closed- 
eye” imagery. In a previous study we re- 
ported that one subject had a hallucinogenic 
experience after ingesting 3.2 mg. of DOM. 
The six DOM subjects in the present study 
and six others in a Palo Alto study(4, 12) 
reported no hallucinogenic effects at com- 
parable doses. Although no dose-response 
study has been performed with DOET, the 
similarity of effects produced by 1.5 mg. 
of DOET and about twice this dose of DOM 
suggests that DOET is more potent than 
DOM. In preliminary observations(8), doses 
of DOM under 2.0 mg. could not be dis- 
tinguished from placebo. 

A dramatic effect of DOM was its en- 
hancement of performance in the serial 
learning task. This procedure, which in- 
volves learning in sequence a list of eight 
random words, probably measures “rapid 
learning” and/or “short-term” memory. 
The possible effect of DOM, and presum- 
ably DOET, on rapid learning presumably 
would be most manifest in the learning of 
€motionally relevant material. Such an ef- 
fect might be especially useful as an adjunct 
to psychotherapy. 

DOM, at doses which produced notice- 
able subjective effects, did not impair visual 
Perception in estimating the lengths of 
Vertical and horizontal lines at short ex- 
Posure times. However, DOM significantly 
altered labeling of TAT cards presented 
for Short exposures. The cards are complex 
Stimuli that presumably contain emotionally 
meaningful information, while the horizontal 
and vertical lines are not emotionally mean- 
ingful. This suggests that DOM altered 
Subjects’ performance in the TAT task by 
affecting the associative organization of 
Perceptual information without affecting 
Simple” visual perception, In the TAT 
fasks the “labels” were the subjects’ own 
associations to the cards. 

Both DOM and DOET significantly al- 


Amer. J. Psychiat. 125: 3, Sept. 1968 


363 


tered subjects’ free associations. Thus the 
changes in labeling of TAT cards produced 
by DOM may be related to its effects on 
associative organization. This suggests that 
DOM and possibly other psychedelic drugs 
alter perception as a consequence of their 
effects on associative organization. This 
hypothesis is supported by the capacity of 
low doses of DOET and DOM to produce 
subjective effects of euphoria and self- 
awareness without any subjective changes 
in perception. 


Summary 


Low doses of DOET and DOM were 
administered to normal male volunteers and 
their effects compared, in a double-blind 
design, to those of d-amphetamine and 
water, respectively. Both drugs produced 
subjective effects of mild euphoria and en- 
hanced self-awareness in the absence of 
hallucinogenic or psychotomimetic effects. 

In tests of associative organization, both 
drugs increased the production of low- 
medium associations, which were readily 
reproduced by subjects. Subjects receiving 
DOM performed better on serial learning 
tasks than did subjects receiving water. Al- 
though DOM did not cause gross perceptual 
distortions or affect perception of vertical 
and horizontal lines, it was able to cause 
mislabeling of TAT cards when these were 
exposed for very brief times. 
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Flight from Violence: Hippies and the Green Rebellion 


BY JAMES R. ALLEN, M.D., AND LOUIS JOLYON WEST, M.D. 


The role of marihuana and LSD is crucial 
in the hippie rebellion. Drugs provide a 
social ritual, a focus of guiltless lawbreak- 
ing, and an effective medication to relieve 
undesired feelings of anger and aggression. 
The future of the hippies and their re- 
bellion. depends in part upon the further 
evolution of society’s reaction to them but 
also, and perhaps most importantly, upon 
the long-term effects of drugs chronically 
employed as the materia medica of a flight 
from aggression and violence. 


IOLENCE IS a generic term, and its role 

in human behavior is broad. The ex- 
ertion of force to injure or to destroy 
describes many patterns of overt, and by 
extension, of symbolic behavior. 
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In terms of the socially organized ex- 
pression of violence in war, in systematic 
killing and potential destruction of human 
beings, the 20th century is the most 
violent time in human history. Simulta- 
neously, we loudly assert the futility of 
violence (sometimes) and the desirability of 
peace (under certain conditions). Like all 
the major powers, most of us are prepared 
to fight fiercely for peace. 

In a world so divided between aspira- 
tion and practice, there is a habitus of 
aggressiveness said to represent the Amer- 
ican posture. It is perhaps indicative of 
our ambiguous image that it remains unclear 
Whether "the aggressive American" has 
translated “ad” to mean “against” or to 
mean “toward.” Ad-gero could mean “I go 
to meet" or “I go to destroy,” and aggres- 
Sion can refer to initiative and a moving 
into the world in a constructively active 
manner or to an activity whose goal is 
destruction. Thus, while we decry aggres- 
sion in our politics and propaganda, aggres- 
Siveness is listed as a desideratum in 
Personnel effectiveness reports. Fierce 
competition is the order of the day for 
achievement in education, business, sports, 
and the arts. 

Because of changes in age distribution, 
urbanization of the population, greater 
affluence, more insurance, better reporting. 
and the development of techniques which 
dip deeper into the reservoir of previously 
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unreported crime, it is difficult to ascertain 
the extent of crime per unit population and 
the extent to which this is changing. How- 
ever, it is widely believed that violent 
crimes are increasing, although this may be 
due partly to the reporting of crime by 
mass media and to the blurring of def- 
initions of "crime" with manifestations of 
youthful unrest, ghetto uprisings, and other 
issues more social than individually criminal. 
In this climate, it is not surprising to see 
youth becoming more aggressive and com- 
petitive. 


The Green Rebellion 


In such a climate, too, an eventual 
reaction could be predicted. The hippies 
and the Green Rebellion(7) fulfill that 
prediction. Green symbolizes their ingen- 
uous ideals, their love of nature, and, of 
course, "grass." This movement can be 
seen as a rebellion against institutionalized 
and political violence, war, power struggles, 
cutthroat competitiveness, aggressive mate- 
Tialism, and the various forms of dehuman- 
ization found in modern society. 

Drugs play a crucial role in this re- 
bellion. Powerful psychedelic substances 
such as LSD provide the pharmacological 
Sacrament for a pacifist mystique, and 
Marihuana provides the cement that holds 
the movement together, giving it a social 
Itual, a camaraderie of guiltless lawbreak- 
ing, an endless topic of conversation, and 
an effective medication for the relief of 
feelings of anger, resentment, and aggres- 
Sion. Acts of violence under the influence 
9f alcohol are commonplace, but marihuana 
Smoking has the opposite effect. Drugs, 

en, provide a magic carpet to transport 
the pilgrims of the Green Rebellion in 
their flight from violence. The nature of 

at flight, its success and its failure, com- 
Prise the theme of this paper. 
ting the summer and fall of 1966 the 
Haight-Ashbury district of San Francisco 
merged as the Mecca of hippiedom. An 
extensive description of these hippies, and 
the differences between them and other 
Contemporary rebels, has been reported else- 
Where(8) 
To study them in their natural habitat, 
_ We established an apartment or “pad” as 
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a laboratory in the Haight-Ashbury district 
of San Francisco. During the summer of 
1967, the heralded “summer of love,” an 
estimated 30,000 young people invaded the 
“Hashbury.” With the assistance of three 
college undergraduates and three graduate 
students, we studied the Green Rebellion 
at first hand through September and, on 
a modified basis, we have been doing so 
ever since. Our efforts ranged from joining 
Plastic Man (a Los Angeles Digger) as he 
fed people in the park to transforming “bad 
trips” into good ones in the back rooms of 
the Haight-Ashbury Free Medical Clinic. 
Hundreds of individual interviews and the 
logbooks of the research team constitute 
the major sources of data. 

While many youngsters flocked to the 
Haight-Ashbury (seekers of truth, brother- 
hood, sanity, and sex; tourists; entrepre- 
neurs; and moochers) only a fraction were 
considered genuine “hippies” by our crite- 
ria(8). Others might talk and dress like 
hippies and use drugs, but they themselves 
realized the difference, identifying them- 
selves instead as runaways, "acidheads," or 
“speed-freaks.” Genuine hippies might ac- 
cept the label, but put no special stock 
in it, saying, “Hippie? What's that? I'm a 
free man, or as free as you can be in our 
society. If you want to call me a hippie, 
O.K.—but those are your blinders, and 
your IBM categories may keep you from 
seeing the world." 

The hippies fall heir to what Anthony 
(1) has called our stereotypes of adoles- 
cence—the object that is dangerous or 
endangered, that we wish to eject, yet whose 
loss we mourn. The Green Rebellion pro- 
vides a Rorschach card onto which each 
man can project, then rediscover, a small 
part of himself. Thus, Bishop Pike(4) has 
heralded the hippies as comparable to the 
early Christians, while others see them as 
a diseased band of useless, filthy, drug- 
taking gypsies, the quintessence of parasitic 
degeneracy. 

The hippies message of love, brother- 
hood, freedom, and nonviolence is not new; 
it is resonant with great religious and 
ethical systems of the past. But like those 
disconcerting people who reply to a ritu- 
alized greeting by actually telling how they 


[121] 


366 


feel, the hippies seem to take literally the 
words of such teachers as Moses, Jesus, 
and Gautama. They recall to their elders 
the ideals of youth, mobilizing both the 
yearning for its return and the defenses 
against its loss. If heard clearly, the hippie 
suggests that “the glories of our blood and 
state” are indeed “shadows,” and that 
most of us are working hard, and long, 
for consolation prizes. 

The Green Rebellion of 1967 espoused 
a world view and a way of life based on 
tolerance, brotherhood, altruism, and non- 
violence. The hippies tended to meet others 
affectionately with the attitude, “I’m okay 
and you're okay (or potentially so),” a 
position usually reached through the use of 
psychedelic chemicals. Although most had 
a gourmet's approach to drugs, none was 
addicted. Some had gone on, like the 
Beatles(3), to the “nonchemical turn-ons" 
mantras, chanting, Yoga, and meditation. 
They favored exotic reading, music, and 
clothes, but these were not essential, and 
the long hair and beads were regarded as 
only “the outward signs of inner grace.” 
As one young girl said, “You can have the 
inner grace without the outward signs, or 
all sorts of outward signs and no grace at 
all” (i.e, the so-called “plastic hippies”). 


The Stages of Hippiedom 


The hippie way of life apparently evolves 
with the individual’s Passage through a series 
of stages that may be listed as follows: 

Step 1: Dissatisfaction and frequently a 
sense of impotence in dealing with the 
world, usually symbolized by one's middle- 
class parents. While our Subjects ranged 
in age from 17 to 52, the vast majority 
of the hippies were intelligent, college- 
educated 20-year-olds of white middle-class 
background, from which they were trying 
to escape—less with a feeling of anger than 
with disillusionment and the sad conviction 
that their parents were unable to offer rele- 
vant models of competence. These were 
mostly thoughtful, sensitive youngsters with 

liberal, idealistic values—values perhaps ar- 
ticulated but not necessarily practiced by 
their parents, 

Step 2: A search for meaning in the 
light of a good educational background and 
from an initial posture of financial —not 
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rected toward the Haight-Ashbury by th 
mass media, hot and cool, establishm 
and underground. They supplied guidebook: 
and manufactured stereotypes for the youth 
to live out. 

Step 3: Association with other search 
some of whom seem to have discovere 
a Way. 

Step 4: Turn on (with drugs). Tune 
(on the hip scene). Drop out (from the. 
competitive life of society). 


The Glue and the Sacrament 


Marihuana is, in many ways, the glue 
that holds the Green Rebellion together. — 
It is the lowest common denominator, sep- 
arating the “in,” or "hip," from the 
“square,” or “straight.” By heightening 
sensory perceptivity and producing altered 
States of consciousness, it generates a 
sense of closeness with fellow pilgrims and 
creates a cabal outside the law. This, aS 
well as the social dynamics of guiltless law- 
breaking, turned Haight-Ashbury into an 
asphalt Sherwood Forest. For some aficio- 
nados, LSD was no longer necessary; 
“pot” was sufficient for the psychedelic ex- 
perience. Even when other drugs were hard 
to obtain, “pot” was nearly always available. 

If marihuana was the glue of the Green - 
Rebellion, LSD was its sacrament. Those 
who sought only excitement and colorful - 
visions were regarded as “low-level trip- 
Pers," but when the surroundings included: 
others going through the same experience - 
even they discovered a sense of sharing, 
and interpersonal communion, an experience. 1 
best understood empathically by others - 
similarly intoxicated. | 

It was widely held that LSD could get — 
rid of old hang-ups engendered by the i 
"rat races" of life, increase one’s capacity - 
for intimacy, and help one find the Truth. 
within the vast realms of his own mind— — 
Whether this was sought in psychological, 1 
Spiritual, or educational terms. For many, 
there followed a strong conviction that all 1 
people—perhaps all living things—are some- 
how connected in a timeless, spaceless umia 
rendering the concept of interpersonal Vio- 
lence unthinkable. ODE 

Although most of the hippies were intel- — 
ligent, this is not an intellectual movement 
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and their statements are generally based 
on perceptual and emotional changes in- 
duced by the drugs. As one girl stated, 
*[ used to believe in love and brotherhood 
but I didn't experience it: it's like knowing 
about the Grand Canyon and then suddenly 
finding yourself there, seeing it, feeling it, 
touching it, smelling it.” 

The extent to which psychedelic agents 
produce change by chemical action on the 
brain, allow for change, or provide an 
explanation for change is hard to judge. 
One youth said, “I really used to enjoy 
fighting, and it didn’t take much to get 
me mad, but when you feel hooked up 
with all time and all nature, it sort of takes 
the point out of stomping some guy, be- 
cause in a way he’s you. Besides, ‘acid’ 
has shown me I’ve lived other lives and 
will live more, so I figure it’s more impor- 
tant to be a beautiful human being now.” 

Indeed, some hippies considered the 
effects of “acid” to be so beneficial that they 
used it prophylactically. Sometimes infants 
and toddlers were given LSD to “immunize” 
them against the hang-ups of the world. 

Both establishment and underground com- 
mentators often viewed “dropping out” 
as the end of the hippie story. For the 
hippie it was the beginning. Once he had 
“dropped out,” the hippie was likely to 
Participate in some loosely organized liai- 
Son with others, a primary group between 
himself and the rest of the world—a com- 
mune, a tribe, a clan. 

There is a great variety among these 
groups. Some even establish themselves in 
business! Others have attempted to develop 
Small utopian agrarian communities. These 
Pastorales are perhaps based on a very 
idealized picture of the American Indian, 
especially the Hopi, who is seen as having 
lived in gentle peace and harmony with his 
Neighbors and with an unpolluted nature. 
Authority is distrusted; indeed, “power” is 
Seen as the basis of many of society's woes. 
Power is regarded as almost synonymous 
With violence to the extent that leadership 
itself is distrusted lest it become manip- 
ulative power and ruthless domination. d 
. Anger can occur among hippies, but it 
I5 anger at the eyeball level. It has a 
human quality, quite different from vio- 
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lence which is the outcome of a cost- 
effectiveness analysis. 

During the summer, many a debate de- 
veloped spontaneously on Hippie Hill in 
Golden Gate Park over the question whether 
it was nobler to depart from the city and 
its “hassles” or to drop out but remain on 
the scene and, by example, teach a way of 
life that the “power-mad” urbanites might 
follow before they destroyed themselves 
utterly. If enough drop out, hippies com- 
mented, the old “rat race” society will col- 
lapse of its own accord. “If there are no 
tuled, there can be no rulers!” 

Thus, at a time of great escalation of 
man’s wants, the hippie Gemeinshaft(6) 
way of life reduces some sources of frus- 
tration, and the hippie mystique offers 
models for those whose remaining aggres- 
siveness (reduced by drug effects) is turned 
toward the creation of a different way of 
life. The hippies see themselves, if they 
have truly “dropped out,” as both sane and 
successful. They view those who accept 
unquestioningly the roles society offers as 
“hung up,” the tragic casualties of a 
doomed culture of violence. 

That the hippies, however peaceful, 
threaten the destruction of the social struc- 
ture has not gone unnoticed. Cambridge 
Mayor Hayes(2) stated, "They're not 
preaching love; they're preaching hate. 
... Preaching hate by downgrading every- 
thing the vast majority of people of this 
country believe in. This would be religious 
and moral concepts, law concepts; they're 
trying to break down everything; they’re 
just preaching hate.” 

The Haight-Ashbury hippie encountered 
many problems. For example, few of the 
vast hordes of pilgrims were true hippie 
material. While the “plastic hippies” were 
often masters of passive-aggressive tech- 
niques and of “blowing the minds” of 
straight people—a series of transactions de- 
signed to leave the “straight” feeling sick, 
stupid, or crazy—the real hippies attempt- 
ed to befriend the lost, the strayed, and 
the sick. However, this seemed only to 
confirm many “straights” in their conviction 
that hippies are fey at best, more likely 
mad, and somehow not quite human. Al- 
though the hippies felt that they alone were 
escaping dehumanization, it is nevertheless 
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difficult to maintain a position of “I’m okay 
and you're okay” in the face of a world and 
of media that state clearly you are not. 
By midsummer, there were already fewer 
true hippies in Haight-Ashbury, and the 
“summer of love” was fading into a winter 
of discontent. 


An Uneasy Alliance and the 
Threat of Violence 


With the smoking of the marihuana pipe 
of peace at the great human Be-In in January 
1967, the peace-loving hippies and the 
notoriously violent “bikies” (motorcyclists) 
had formed an uneasy alliance. Each group 
seemed intrigued to share vicariously in the 
life of the other, and each group itself was 
more clearly defined by contrast with the 
other. Both were sensitive to violence, al- 
though in outwardly opposite ways. In 
common, they shared a kind of fluidity of 
identity, anti-intellectualism, ambivalence 
toward technology, and scorn for what they 
regarded as the hyprocrisy of the “straights.” 

The motorcyclists in Haight-Ashbury 
were arranged as along a Great Chain of 
Being, with the Hell’s Angels at the top. 
The Gypsy Jokers were further down. At 
the bottom were the Street Commandos; 
they could not afford motorcycles, but only 
the exoskeleton of denim, leather, and dirt, 

For a time the Hell’s Angels became 
wildly unlikely folk heroes, protectors of 
the oppressed and persecuted, a change 
attributed by Thompson(5) to Kenneth 
Kesey and LSD. They were expected to 
react with violent indignation against those 
who would abuse the gentle flower children, 

The image of the Street Commandos was 
different. These were people who seemed 
bereft of ability to manipulate their environ- 
ment. Large motorcycles like Harley-David- 
Sons cost several thousand dollars, and they 
had been unable to obtain even a Honda. 
For them there was no righteous wrath and 
no target. For them the act or the threat 
of violence seemed an end in itself and to 
hurt or to be hurt seemed to bestow some 
measure of meaningfulness. 

Once, in July, a street Scuffle drew 
crowds. Police, misunderstandings, rumors, 
and high drama followed rapidly, A riot 
seemed imminent. Most of the true Haight- 

Ashbury hippies (who, it must be remem- 
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bered, were only a minority group in that 
neighborhood) were active in trying to 
stop rumor, to "cool" the situation. Others 
were meeting to discuss legal aid to the 
arrested and legal action against the police, 

The motorcycle groups were eager to 
erupt: sorties, ambushes, and escapes were 
planned and seemed delayed only by the 
waiting for more guns and ammunition, An 
air of Gétterdiimmerung hung over these 
people. They spent much of the night 
drinking champagne in melodramatic toasts 
to their expected deaths. From the reaction 
of those around, it became apparent that 
they were acting out the daydreams of 
losers. They were surrounded, suddenly, 
by an excited horde of “winos,” old news- 
papermen, and derelicts, societal losers who 
didn't know how to be outlaws. 

Just as violence seemed imminent, the 
ballet artists Nureyev and Fonteyn were 
"busted for pot," creating an international 
incident. They were held only a few hours 
by the police. Tension on Haight Street 
suddenly dissolved into laughter. The prompt 
release of the famous stars was interpreted 
as world-wide exposure of hypocritically dif- 
ferential law enforcement and of the moral 
bankruptcy of the establishment and its hor- 
rendous drug laws. LSD suddenly seemed 
more plentiful than ever, and there was no 
riot. 

It was interesting to find that these gentle 
hippies, with their talk of love and peace, 
somehow attracted violence, thus increas- 
ing both their sensitivity to it and their 
defenses against it. Violence came, as Was 
always feared and expected, from without. 

The Negroes living in the Haight 
Ashbury, especially those participating ™ 
the black rebellion, were not happy wit 
the hippies. Here were whites turning theif 
backs on the very things Negroes ve 
striving to attain and who, like the blac 
rebels’ parental generation, make à b 
tient, gentle, basically religious adjustme? 
to deprived circumstances. Bands of ang) 
Negro boys not infrequently attack 
hippies, and greater violence was oY 
narrowly averted by black community 
workers. 

Violence also came from within. I 
of the country communes, all was happ) 
until there was an influx of “winos” ?P 


n one 
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returned soldiers. They began to spend 
their days in the non-hippie pleasures of 
drinking and fighting, but the hippies, be- 
cause of their philosophical position and 
lack of organization, were unwilling and 
unable to oust them. However, the Gypsy 
Jokers rushed in to help their friends of 
the Green Rebellion. Thus, the flower 
children found themselves in the midst of 
pitched battle. Gertrude Stein to the con- 
trary, civilization may not begin with a 
flower. 


Whither the Green Rebellion? 


The future of the hippies and their Green 
Rebellion is dim. It depends upon the inter- 
action of many factors: the evolving re- 
actions of society towards them, their own 
abilities to solve problems of organization 
and authority, their ambivalence about re- 
turning to society, war (at home or abroad, 
on poverty or on the poor), and above all 
the debilitating effects of drugs chronically 
employed as the materia medica of their 
flight from violence. 

The Green Rebellion is not merely a 

Spiritual and mystical one. Unlike the 
bohemias of the past, it is based on a 
pharmacological revolution. Our old drug 
models, based on the opiates and toxic 
delirium, may be inadequate for the drugs 
of today—let alone those of tomorrow. 
But chronic use of LSD and probably of 
marihuana in large amounts leads to apathy, 
Re ation and psychological immobiliza- 
ion. 
. This decrease in aggressiveness, compet- 
itiveness, and striving for usual goals has 
been usually interpreted medically in terms 
of passivity, avoidance, or even brain dam- 
age. However, among the “hippies” these 
qualities are viewed differently, are sought 
after, and are socially reinforced as valuable 
both to the individual and to society. Thus, 
even should it develop that the hippies and 
those imitating them pharmacologically are 
actually performing chemical self-leukoto- 
Mies, we may face a new and even 
greater dilemma: Can society allow an 
individual, existentially suffering, to leu- 
kotomize himself gradually with drugs until 
he feels comfortable even if he does so 
knowingly? 

Before replying and starting out to 
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save the hippies from themselves, we 
should remind ourselves that psychiatrists 
are often seen by society as serving pri- 
marily to administer whatever treatment 
is necessary to bring the individual to a 
comfortable life adjustment. The hippies, on 
the other hand, with characteristic toler- 
ance, see the psychiatrist as a nice, mis- 
guided man trying to do his thing, but 
under hopeless conditions: “Man, most of 
these shrinks have hang-ups worse than 
anybody’s. Then they try to talk some cat 
into being happy though straight. Why, 
that’s impossible! And, like, they give them 
the wrong dope (drugs) until they are 
like zombies. They ought to blow their 
own minds first, man, and then turn on with 
their patient and together they might find 
out where it’s at.” 

Let me end with a story told me by a 
hippie, which illustrates one genre of 
thought in the Haight-Ashbury. It’s about 
a teen-age runaway Italian kid called 
Frank. Frank was a real cool guy—he 
grooved on trees, on birds, and on people. 
But his parents were worried and embar- 
rassed. They had worked hard and now 
had a good life, and here Frank was running 
around with a bunch of dropouts. He didn’t 
bathe too often, he went barefoot, he even 
panhandled for food. 

Finally, Frank was discovered breaking 
into his father’s warehouse and giving out 
things free—the first Digger store. His old 
man took him to court. In a fit of pique, 
Frank stripped off his clothes, threw them 
at his father’s feet, and stomped out of 
the courtroom, stark naked. Well, Frank 
didn’t run away to Haight-Ashbury, for 
there was no San Francisco then, but he 
has become a kind of patron saint to the 
hippies, and, as St. Francis of Assisi, he 
gave his name to San Francisco. 

Bishop Pike may have been correct when 
he likened the hippies to the early Christians: 
but, then, Shaw too may have been correct 
when he ended Saint Joan with the declara- 
tion that the world is not yet ready to receive 


its saints. 
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The Marihuana Problem: An Overview 


BY WILLIAM H. MCGLOTHLIN, PH.D., 


Current knowledge of the use of marihuana, 
its physical and mental effects, and its rela- 
tion to crime and to other drug use are re- 
viewed. The authors feel that a reappraisal 
Of the social and legal policies regarding 
marihuana use is needed to resolve the crisis 
brought about by the rapid increase in its 
use despite the severe penalties prescribed 
for violation of the marihuana laws, 


T COMBINATION of a very rapid in- 

crease in marihuana use and the severe 
penalties prescribed for violation of the 
marihuana laws has brought about a social 
crisis. These two phenomena are not neces- 
sarily independent. The extreme legal pen- 
alties and the gross exaggerations of the 
consequences of marihuana use as fostered 
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by the Federal Bureau of Narcotics make it 
an ideal target for rebellious youth to poini 
to as an example of adult hypocrisy. 4 
The situation is especially crucial in Cale 4i 
ifornia. In 1967 there were 37,500 mari- 
huana arrests in California, compared to 
7,000 in 1964. Three-fourths of the Cases — 
are dismissed without trial, yet marihuana ~ 
cases still accounted for 17 percent of all 
felony complaints issued by the Los Ange- -— 
les district attorney's office during the peru 
od June through September 1967. The pres 
ent rate of increase in marihuana arrests 
would indicate that such cases would com- 
prise over 50 percent of the felony comz 
plaints within two years. On the other hand, 3 
in one highly publicized recent case of a= " 
Test for violation of marihuana laws, the de | 
fense collected 2,000 affidavits, the majori- 
ty from persons who stated that they used P 
marihuana and found it harmless. : 
A reappraisal of the social policies con- 
trolling marihuana is clearly needed, but 
unfortunately there is very little recent 1 — 
Search to provide a basis for rational de- | 
cisions. Virtually all the studies done if 
this country were conducted some 25 to 30 
years ago. The dearth of recent research andi 
absence of long-term studies is a situation - 
largely brought about by giving the same” 
Amer. J. Psychiat. 125: 3, Sept. 19687 


WILLIAM H. MCGLOTHLIN AND LOUIS JOLYON WEST 


governmental agency control of both en- 
forcement and research. 

In assessing the current state of knowl- 
edge pertaining to the use of marihuana, 
probably the most important fact to keep in 
mind is that the range in amount used is ex- 
tremely wide. Since marihuana use has been 
traditionally defined in legal rather than in 
health terms, there is a tendency to consider 
all users as a single group. In fact, there are 
no physiologically addictive qualities, and 
the occasional users have always far out- 
numbered those using it in a habitual man- 
ner. 

The older studies in this country found 
that regular users consumed around 6 to 10 
cigarettes per day(4, 8); however, a much 
larger number used it on an irregular ba- 
sis(3). Studies done in Eastern countries, 
especially India and North Africa, have 
concentrated on users of the highly potent 
hashish. Heavy users consume 2 to 6 grams 
of hashish per day which is equivalent to 
smoking at least 20 to 60 marihuana ciga- 
rettes(5, 9). Moderate use of the less potent 
cannabis preparations in the East is not 
considered to be a health problem; and, in 
fact, bhang (the Indian equivalent of mari- 
huana) is not even considered to fall within 
the definition of cannabis by Indian author- 
ities and so is excluded from U. N. treaty 
control(6). 

The recent increase in marihuana use in 
the U. S. is primarily among middle- and 
upper-class youth, the large majority of 
Whom do not average more than two or 
three cigarettes a week. Some members of 
the hippie subculture and certain other in- 
dividuals use marihuana in amounts com- 
Parable to that found in the older studies 
(6 to 10 cigarettes per day). 

. With this as preface, we propose to pro- 
Vide a brief overview of what is known about 
the effects of marihuana use, followed by 
Some preliminary data from a current study. 


Classification 


In small amounts marihuana acts as a 
mild euphoriant and sedative somewhat like 
alcohol, although in comparable doses it is 
Probably more disruptive of thought pro- 
cesses, In larger doses marihuana effects 
More closely resemble those of the halluci- 


Amer. J. Psychiat, 125: 3, Sept. 1968 


371 


nogens than any other group of drugs. Most 
of the phenomena experienced with LSD, 
such as depersonalization, marked visual 
and temporal distortion, and hallucinations 
have been observed with sufficiently large 
amounts of marihuana and especially with 
hashish. The effects, however, are generally 
much milder and easier to control than 
those of LSD. Isbell and associates recently 
demonstrated a similar dose effect with 
tetrahydrocannabinol (THC), an active 
constituent of marihuana(7). 

On the other hand, there are considerable 
differences in users’ descriptions of mari- 
huana and LSD effects; also, marihuana 
acts as a sedative and tends to produce 
sleep, whereas the strong hallucinogens 
cause long periods of wakefulness. In addi- 
tion, marihuana produces virtually no tol- 
erance, whereas very rapid tolerance ac- 
companies use of LSD-like drugs. Isbell 
found no cross tolerance to THC in sub- 
jects tolerant to LSD, indicating that the 
two drugs probably act by different mech- 
anisms. 


Dependence 


Mild irritability frequently follows with- 
drawal from heavy use of marihuana, but 
there are virtually no other symptoms of 
physical dependence. Psychological depen- 
dence may develop in the sense that the in- 
dividual prefers the mood state resulting 
from marihuana use to the undrugged state. 
The fact that 65 percent of the hashish users 
in a recent Egyptian survey indicated they 
would like to get rid of the habit indicates 
appreciable psychological dependence(9). 

Of course, many forms of socially ac- 
ceptable behavior (e.g. smoking tobacco, 
watching TV) may produce a form of psy- 
chic dependence. The harmfulness of such 
behavior should be based on the conse- 
quences of the activity rather than its exis- 


tence. 
Physical and Mental Effects 


No long-term physical effects of mari- 
huana use have been demonstrated in this 
country, although more current studies are 
needed before this issue can be resolved 
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with any degree of certainty. Eastern studies 
of chronic users, who consume several times 
the amounts generally used in this country, 
report a variety of cannabis-induced physi- 
cal ailments. Conjunctivitis is the most fre- 
quent, followed by chronic bronchitis and 
various digestive ailments(5). Sleep difficul- 
ties frequently occur, as is the case with 
opiate users in this country(5, 9). It is in- 
teresting to note that from 25 to 70 percent 
of regular hashish users in two Eastern sur- 
veys reported some impairment in physical 

health due to the use of the drug(5, 9). 

There have been several cases of mari- 
huana-induced temporary psychosis report- 
ed in this country(3, 8). Panic reactions 
are not uncommon among inexperienced 
users, and such reactions occasionally de- 
velop into a psychotic episode. These very 
rarely last more than a day or so, and they 
do not usually require hospitalization. The 
danger of a prolonged psychosis from mari- 
huana is very small compared to that for 
LSD. j 

On the other hand, in India and other 
Eastern countries, cannabis has long been 
regarded as an important cause of psychosis. 
One study reported that 25 percent of some 
2,300 men admitted to psychiatric hospitals 
were diagnosed as having cannabis psycho- 
Ses; of the total male admissions 70 percent 
of the patients admitted to smoking canna- 
bis, and one-third were regular users(1). 
Other investigators have argued that the 3 
to 1 ratio of male to female hospitalized 
psychotics is a result of cannabis use being 
almost entirely restricted to males. 

These studies are definitely not in agree- 
ment with the findings in this country, and 
many Western authorities question the ade- 
quacy of both the diagnoses made and the 
methodology of the studies themselves, Al- 
though part of the difference may be due to 
the fact that much larger amounts of the 
drug are used in the East, it is doubtful that 
this could reasonably account for the wide 
discrepancy in the findings. 

' While there is little concern about mari- 
huana-induced psychosis in this country, 
there is considerable interest in the our 
bility of personality changes resulting from 
marihuana use, particularly in the develop- 
ment of what has been called an "amotiva- 
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tional” syndrome. The older studies of regu- 
lar users in this country typically described 
them as tending to be passive and nonpro- 
ductive, Eastern studies characterize heavy 
users in a similar manner. However, there 
has generally been no attempt to distinguish 
between preexisting personality traits and 
the effect of the drug use. 

While systematic studies of the recent 
wave of young marihuana users are not yet 
available, clinical observations indicate that 
regular marihuana use may contribute to 
the development of more passive, inward- 
turning, amotivational personality charac- 
teristics. For numerous middle-class stu- 
dents, the subtly progressive change from 
conforming, achievement-oriented behavior 
to a state of relaxed and careless drifting 
has followed their use of significant amounts 
of marihuana. 

It is difficult to parcel out social factors, 
as well as the occasional use of LSD, but it 
appears that regular use of marihuana may 
very well contribute to some characteristic 
personality changes, especially among high- 
ly impressionable young persons. Such 
changes include apathy, loss of effectiveness, 
and diminished capacity or willingness to 
carry out complex long-term plans, endure 
frustration, concentrate for long periods, 
follow routines, or successfully master new 
material. Verbal facility is often impaired, 
both in speaking and writing. 

Such individuals exhibit greater introver- 
sion, become totally involved with the pres- 
ent at the expense of future goals, and 
demonstrate a strong tendency toward re- 
gressive, child-like magical thinking. They 
Teport a greater subjective creativity but 
less objective productivity; and, while 
seeming to suffer less from vicissitudes and 
frustrations of life, at the same time they 
seem to be subtly withdrawing from the 
challenge of it, 


Marihuana and Crime 


Enforcement agencies have long attempt- 
ed to justify existing punitive marihuana 
laws by contending that marihuana use is 
criminogenic. No acceptable evidence has 
ever been offered to support these claims; 
and virtually every serious investigator who 
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has attempted to examine the question has 
found no relationship between marihuana 
and major crime. Indeed, many feel that 
the characteristic passive reaction to mari- 
huana use tends to inhibit rather than cause 
crime, whereas alcohol consumption is more 
likely to release aggressive behavior. 

One recent study of drug use among 
juveniles reported that those who were most 
delinquent preferred alcohol, whereas the 
“pot-heads” tended to be nonaggressive and 
stayed away from trouble(2). Moreover, a 
shift from alcohol to marihuana use tended 
to be correlated with a change toward less 
delinquent behavior in other respects. There 
apparently is some validity to the claim that 
professional criminals sometimes use mari- 
huana as a means of fortifying themselves 
in their criminal operations; however, other 
drugs such as alcohol, amphetamines, and 
barbiturates are equally popular for this 
purpose. 


Relation of Marihuana to 
Other Drug Use 


A possible indirect hazard of marihuana 
Smoking has been much debated. According 
fo the stepping-stone theory, the use of 
marihuana will lead to the use of heroin in 
the search for greater thrills. Proponents 
Cite the fact that most heroin users have 
Previously used marihuana. Opponents deny 
that this indicates causality and cite the 
fact that while heroin use has remained at 
Virtually the same level during the last few 
Years, marihuana use has experienced a rap- 
id rise, 

Although present-day marihuana use has 
Not been shown to predispose to heroin use, 
it does play a role in initiation to other po- 
tent drugs, particularly LSD. To the extent 
that marihuana contributes to a general dis- 
egard for the realistic consequences of be- 

avior in young persons, its use increases 
the p Tobability of the abuse of other more 

angerous drugs. Thus, members of the 

"Pbie subculture frequently use metham- 
Phetamine and a host of other drugs. There 
E also some experimentation with heroin. - 
a ‘nally, to the extent that hashish is avail- 

2 its use is causally related to marihuana 
se. Many if not most marihuana users would 
Welcome the opportunity to try hashish, 
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and, if it were available, many would prob- 
ably continue to use it in preference to the 
low-potency marihuana. Of course, the use 
of hashish does not necessarily lead to ex- 
cess any more than does a preference for 
distilled liquor over beer or wine. However, 
the history of mind-altering drugs invariably 
shows that excessive indulgence increases 
sharply as more potent preparations of a 
given drug become available. 


Marihuana Use Among a Selected 
Group of Adults 


Table 1 presents some characteristics of 
users and nonusers of marihuana among a 
sample of 189 persons randomly drawn 
from a population of 750 who received 
LSD from a physician in either an experi- 
mental or psychotherapy setting during the 
period 1955-61. The marihuana data are 
incidental to an ongoing follow-up inter- 
view study of LSD effects; however, these 
results are of interest in two respects. First, 
they provide information on the use of 
marihuana among an older group of largely 
professional persons, Second, the observa- 
tions of this group concerning the effects of 
marihuana are based on more experience 
and are considered to be more objective 
than assessments made by the less reality- 
oriented younger groups of marihuana users. 

Forty-two percent of this group of 189 
have had some experience with marihuana, 
although only 17 percent have used it ten 
or more times. One-half of the latter group 
were introduced to marihuana prior to 1954. 
About one-third of those who had not tried 
marihuana indicated that they might do so 
in the future, and a slightly higher propor- 
tion stated that they might try it if it were 
legal. The large majority of those who had 
used marihuana favored its legalization, and 
about one-half of those who had not tried it 
indicated a similar preference. 

The remainder of the data apply to the 
32 respondents who used marihuana ten 
or more times. Table 2 provides profession 
and frequency of use. Table 3 presents data 
on various motivations for marihuana use. 

Inquiry was made concerning the effect 
of marihuana on driving competence. Of 
the 32 respondents, eight stated that they 
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TABLE 1 
Characteristics of Users and Nonusers of Marihuana Among a Sample of Persons 
_ Receiving LSD Under Medical Conditions, 1955-61 


MARIHUANA USE 


LESS THAN TEN OR MORE 
NONE TEN TIMES TIMES 
CHARACTERISTIC (N = 110) (N = 47) (N = 32) 

Percent of total group 58 25 17 
Mean age (years) 46 40 39 
Percent male 63 72 66 
Education: B.A. degree or higher (percent) 56 64 44 
Income: $10,000 or more (percent) 68 66 58 
Used LSD under nonmedical conditions (percent) 7 19 64 
Median year of initial marihuana use — 1962 1954 
Used marihuana prior to LSD (percent) — 30 69 
Use of marihuana in future: 

No (percent) 65 40 12 

Yes (percent) 7 30 72 

Possibly (percent) 28 30 16 
Use of marihuana in future if legalized: 

No (percent) 54 32 9 

Yes (percent) 15 36 84 

Possibly (percent) 30 32 6 
Favor removal of legal penalties against: 

Possession (percent) 54 81 97 

Both possession and sale to 

persons over 21 (percent) 40 74 84 


never drove under the influence of mari- 
huana. Twenty of the remaining 24 felt that 
their driving competence was impaired. The 
reasons given were: perceptual distortion, 
Speed distortion, slower reaction time, less 
alert, disoriented, poor judgment, and less 
careful, 

Fourteen of the 32 indicated that they 


sometimes worked under the influence of 
marihuana; five stated that the effect on 
work was positive, four, that it was nega- 
tive, and five, neutral or mixed. Fifteen of 


TABLE 3 
Motivation for Use of Marihuana Among 32 
Respondents Who Have Used It Ten or 


More Times 
TABLE 2 eee ASAI 
Profession and Frequency of Use of Marihuana UT oco dli 
Among 32 Respondents Who Have Used It Produce "high" or 
Ten or More Times euphoria 66 25 
———ÁÁÓ— — ——— 
VARIABLE number Relax 2 i 
: Relieve tensions or 
Profession Stress 38 4 
Arts (artist, writer, actor, TV-radio, Increase sociability 25 50 
designer, etc) 14 Increase sexual 
Physician, dentist, psychologist 7 satisfaction 35 38 
petits 4 Increase enjoyment of 
Gee 2 plays, movies, etc. 22 Br 
er 5 Increase enjoyment of 
Frequency of use food 32 32 
Daily i 5 To go along with group 16 A 
Two or three times per week 6 To cope with uncom- 
Once a week 4 fortable social 
Less than once a week 8 Situations 13 28 
Do not use currently S Relieve depression 16 25 
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the 32 indicated that they sometimes used 
marihuana to enhance creative endeavors 
such as art, writing, music, singing, and de- 
sign. Those who felt it aided in writing gen- 
erally indicated that the ideas occurred to 
them while under the influence of mari- 
huana, but the actual writing was done in 
an undrugged state. 

A frequently reported advantage of mari- 
huana over alcohol is the absence of hang- 
over effects. Twelve of the 32 respondents 
reported that they sometimes experienced 
undesirable aftereffects the day following 
the use of marihuana; however, nine of the 
12 indicated that such effects occurred only 
when large amounts were used or when it 
was smoked just prior to retiring. The 
most frequently reported symptom was 
lethargy, followed by inability to concen- 
trate, irritability, and headaches. 

Twenty-five of the 32 felt marihuana had 
resulted in no long-term effects; six reported 
positive long-term effects (increased insight, 
tolerance, spontaneity, and sexual free- 
dom); one respondent regarded the long- 
term effects as mixed. It is interesting to 
Compare these results with those of heavy 
hashish users in India and Egypt, where up 
to 70 percent report some harmful effects. 

Nine of the 32 respondents were not cur- 
rently using marihuana. Three said they 
Stopped because they did not particularly 
like the effect, two stopped due to legal 
Concerns, and four, due to other reasons. 
Of the 23 currently using marihuana, 18 
indicated that they planned to continue at 
the Same level of use and five stated they 
Planned to decrease the frequency of use. 

Four of the 32 had been arrested in con- 
nection with their marihuana use—two 
Cases Were dismissed and two received pro- 
bation. Twenty of the 32 had used LSD 
Under nonmedical conditions and 17 had 
Used other strong hallucinogens such as 
Peyote, mescaline, and psilocybin. Six had 
Some experience with heroin—one had been 
addicted, 


Social Policy 


Social policy with respect to marihuana 
and other psychoactive drugs has many im- 
Portant dimensions other than those al- 


er. J. Psychiat. 125: 3, Sept. 1968 


375 


ready mentioned. The most basic issue is 
whether or not the prohibition of behavior 
whose direct effects are limited to the in- 
dividual is within the function of the state. 
Those who feel it is not argue that the state 
has no more right to intervene with respect 
to the use of harmful drugs than it does with 
regard to harmful overeating. 

Those who take the contrary position ar- 
gue that the harms are not limited to the in- 
dividual but burden society in a variety of 
ways; hence the state is entitled to prohibit 
its use in the public interest. It is certainly 
clear that the very existence of government 
entails individual restraints. Whether or not 
individual freedoms should be curbed with 
respect to drug use depends on the extent 
of the threat to society and whether or not 
the sanctions against it are effective. 

An objective assessment of the threat or 
benefit to society resulting from the non- 
medical use of a drug should consider: 
physiological effects resulting from occasion- 
al or chronic use; tendency to produce 
physiological or psychological dependence 
as a function of period of use; release of 
antisocial behavior; effect on motor activity, 
especially driving safety; and tendency to 
produce long-lasting personality changes. 
Other relevant considerations are: cost; 
ability to control and measure potency; con- 
venience of mode of intake, oral vs. intra- 
venous, for example; capacity for self-titra- 
tion. to control effect; protection against 
overdose; availability of an antidote; spe- 
cific effects attainable without unpredictable 
side effects; predictable length of action; 
hangover or other short-term properties 
which may spill over to affect work or 
other activities; ability to return to nor- 
malcy on demand; and ability to detect the 
drug, as for monitoring drivers, etc. 

One of the most neglected questions in 
evaluating drug effects concerns the indi- 
vidual benefits which motivate the user. 
Drug use in many instances may well be an 
attempt to alleviate symptoms of psychiatric 
illness through self-medication. In some 
cases, marihuana use might postpone or 
prevent more serious manifestations of an 
illness. Especially for recreational drugs, 
such as alcohol and marihuana, an objec- 
tive assessment of user motivation should 
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consider: effectiveness in producing plea- 
sure, relaxation, and aesthetic appreciation; 
enhancement of appetite and other senses; 
enhancement of interpersonal rapport, 
warmth, and emotionality; utility of variety 
or newness of perception and thinking; and 
enhancement of enjoyment of vacations, 
weekends, or other periods devoted to rec- 
reation, rest, and pleasure. 

Other effects of nonmedical drug use 
may have more far-reaching ramifications 
for society in general. Does the drug use 
provide an emotional escape-valve similar 
to institutionalized festivities employed by 
other cultures? What is its effect on per- 
sonality, life style, aggressiveness, competi- 
tiveness, etc.? Does it affect military effec- 
tiveness through increased passivity? Would 
its adoption by large numbers affect the 
direction of society? For example, the use 
of peyote changed the direction of the Amer- 
ican Indian culture by creating a pan-Indian 
movement—the hippies would advocate a 
similar cure for the ills of the present so- 
ciety. 

In considering the effectiveness of legal 
sanctions against the use of a drug, three 
telated questions must be considered at the 
Outset: 1) How many persons would abuse 
the drug if legal controls were removed or 
not adopted? 2) Do the laws deter use, or 
perhaps encourage it, as has been suggested 
with relation to rebellious youth? 3) Is the 
drug abuser a sick person who, if one drug 
is prohibited, will find another drug or some 
equally destructive behavior as a substitute? 
More specifically, each of these questions 
must be examined in the context of criminal 
sanctions against both the user and the dis- 
tributor as opposed to sanctions against sale 
only. 

Clearly, if the law protects against a non- 
existing harm, society is better off without 
the law. The recent elimination of all laws 
pertaining to written Pornography in Den- 
mark, for example, apparently resulted in 
no ill effects. The incidence of marihuana use 
as opposed to LSD use supports the posi- 
tion that legal penalties are by no means the 

overriding determiner of drug usage. The 
number of persons who have used mari- 
huana is several times that for LSD and is 
increasing in spite of severe penalties. LSD 
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usage is apparently declining because of 
concern over the hazards rather than be. 
cause of any deterrent effect of the rela- 
tively moderate laws. 

The argument that the drug abuser would 
simply find another means of escape or self- 
destructive behavior if the drug were not 
available is probably only partially correct. 
It is clear that persons are more vulnerable 
to the abuse of drugs at certain times in 
their lives, such as during adolescence or 
other highly stressful periods. If a potential 
drug-of-abuse is unavailable at these times, 
an undesirable chain of events may well be 
avoided. Also, it.is known that alcoholism 
results from sociogenic as well as psychogen- 
ic causes, and marihuana abuse can un- 
doubtedly follow a similar pattern. 

Concerning the kind of drug-control laws 
which should be enacted and enforced, there 
is general agreement that the government 
has not only the right but also the obliga- 
tion to enforce certain practices with regard 
to the distribution of drugs. Disagreement 
exists as to the point at which the advan- 
tages of restricting availability are out- 
weighed by the harm resulting from the il- 
licit supplying of the demand for the drug, 
Such as occurred during the prohibition of 
alcohol. 

Regulation, as opposed to prohibition, 
permits the orderly control of potency and 
the conditions of sale, such as age of pur- 
chaser, hours of sale, and licensing. It also 
permits taxation and eliminates the support 
of organized crime as well as the crimino- 
genic aspects of forcing the user to deal with 
illegal sources. On the other hand, prohibi- 
tion of sale clearly indicates social disap- 
Proval, whereas open sale does not. . 

Arguments for criminal sanctions against 
the drug user primarily stress: 1) their de- 
terrent effect and 2) the aid such laws give 
to enforcement agencies in apprehending 
Sources of supply. Major arguments against 
such laws stress that enforcement inevitably 
encourages the violation of constitutional 
Buarantees of privacy, as well as various 
other practices, such as informers posing 95 
Students, hippies, or other potential drug 
Users, which are ethically questionable 
though technically legal. 
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The social control of drug use is most 
difficult to handle via legal means when the 
drug in question permits both use and 
abuse: e.g., alcohol and marihuana. The 
problem of penalizing the majority because 
of the abuse by the minority was specifically 
dealt with by the Supreme Court at the time 
of the Volstead Act. The Court ruled that 
the state had the right to deny access to al- 
cohol to those who would not abuse it in 
order to remove the temptation from those 
who would abuse it. 

On a few occasions, exceptions have ac- 
tually been carved out of the law to permit 
use of a drug otherwise prohibited: e.g., 
sacramental use of wine and religious use of 
peyote by the Indians. More frequently, 
Society has informally disregarded the en- 
forcement of the law for various groups, 
conditions, or in certain districts of the 
City. For example, during the '40s, police 
frequently overlooked the use of marihuana 
by jazz musicians because they were other- 
Wise productive and did not cause trouble. 
Another means of allowing use but con- 
trolling abuse is through compulsory treat- 
ment. 


Conclusion 


What is especially needed is a concerted 
effort to produce congruence among the 
Various drug policies and laws. What we 
have at present is an assortment of ap- 
Proaches which are not only lacking in con- 
Sistency but often operate in clearly oppo- 
Site directions. Much of the incongruity is 
based on unrecognized attitudes and fears 
Which must be made conscious and explicit 

fore a congruent policy can emerge. One 
Means of forcing some of the most glaring 
Inconsistencies into perspective is to treat 
alcohol abuse and drug abuse as a single 
Problem, an approach suggested by the 
World Health Organization(10). 

A rational approach to reducing the harm 
Caused to society by excessive drug use must 
elude examination of the contributions of 

€ massive advertising programs for al- 
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cohol and tobacco and weigh this against 
the economic and other costs of interven- 
ing in our free enterprise system. If public 
drunkenness is the manifestation of an ill- 
ness to be treated rather than punished, is 
dependency on other drugs not also an ill- 
ness? 

We should critically examine the legal 
reasoning which concludes that being an 
addict is not a crime, but possessing the sub- 
stance necessary to be an addict is a felony 
deserving a five- or ten-year sentence. The 
methods of controlling narcotics supply 
should be weighed against the expense to 
the victims burglarized, the increased num- 
ber of prostitutes, and the large profits to 
organized crime, all of which accompany il- 
legal drug traffic. The deterring effect of the 
current marihuana laws should be evaluated 
against the resulting alienation, disrespect 
for the law, and secondary deviance involv- 
ing a sizeable portion of an entire genera- 
tion. 

Finally, in a somewhat speculative vein, 
part of the lack of congruence among drug 
policies in this country may be due to the 
fact that economic and technological fac- 
tors are changing at a faster rate than are 
cultural attitudes and values. The drug 
laws in this country have always been an 
attempt to legislate morality, although they 
have been justified in terms of preventing 
antisocial acts. These laws and attitudes 
evolved at a time when the Protestant ethic 
and the competitive, achievement-oriented 
value system were very much in dominance. 
The freely chosen, passive withdrawal to a 
life of drug-induced fantasy was an extreme- 
ly threatening concept. 

Now we are told we are verging on an 
economy of abundance rather than scarcity; 
an age of automation will eliminate half 
or more of the labor force necessary for the 
production of goods. The concept of work 
will have to be redefined to include non- 
productive pursuits which are now consid- 
ered hobbies; a guaranteed annual income 
program will likely be in effect within five 
or ten years. The children of today's middle 
class have never experienced a depression 
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or any appreciable difficulty in satisfying 
their material needs. They do not share the 
materialistic value system to the same ex- 
tent as their parents because they have little 
fear of material deprivation. 

There also appears to be an increasing 
acceptance of pleasure in its own right 
rather than as something that needs to be 
earned as a reward for hard work. The tra- 
ditional American attitude toward pleasure 
was quite evident in the opinion recently 
given by Judge Tauro in upholding the con- 
stitutionality of the Massachusetts mari- 
huana laws. In denying that the fundamental 
right to the pursuit of happiness is violated 
by the marihuana laws, he argues that such 
rights must be "essential" to continued 
liberty and are particularly those "closely 
related to some commonly acknowledged 
moral or legal duty and not merely to a 
hedonistic seeking of pleasure.” In affirming 
that the state was justified in permitting 
alcohol and prohibiting marihuana, Judge 
Tauro argued that alcohol was used most 
frequently as a relaxant and “as an incident 
of other social activities," whereas mari- 
huana was “used solely as a means of in- 
toxication,” i.e., pleasure. 

If the age of economic abundance, auto- 
mation, and greatly increased leisure time 
becomes a reality, it is doubtful that these 
viewpoints toward pleasure (hedonistic and 
otherwise) can survive. Excessive drug use 
would be seen as a threat to the individual 
—not as "a threat to the very moral fabric 
of society." The over-all welfare of society 
would be much less dependent on the pro- 
ductivity of the individual, and a value Sys- 
tem which demands that pleasure be earned 
through work would be obsolete. 

In conclusion, whether or not the age of 
abundance arrives, social policy, with some 
minor reversals, will probably move in the 
direction of permitting greater individual 
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freedom with respect to drug use. Society 
will promote the concept of allowing adults 
the privilege of informed decision. The cru- 
cial problem which will remain is that of 
protecting those who are too young to make 
an informed decision. 
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Experimental Studies of Marihuana 


BY LINCOLN D. CLARK, M.D., AND EDWIN N. NAKASHIMA 


The study reported here, designed to ex- 
tend knowledge of the behavioral toxicity 
of marihuana, illustrates some of the prob- 
lems involved in measuring the effects of 
such drugs. A number of performance tests 
proved insensitive to marihuana in the doses 
used. Effects on complex reaction time and 
on digit code memory tasks were impaired, 
but there were marked individual differ- 
ences, 


Masaa, the most widely used psy- 
chedelic substance, has been a source 
of controversy for years. The principal 
issues have been its harmfulness and the 
fairness or justifiability of laws prohibiting 
its use. Marihuana advocates argue that it 
is a relatively harmless weed (and certainly 
“safer” than alcohol) and that free avail- 
ability is an inalienable right in their pur- 
suit of happiness. They try to arouse moral 
uncertainty by complaining that the “estab- 
lishment” enjoys its legal intoxicant, while 
they are denied their drug of choice. De- 
spite the sound of the arguments, this 
controversy is not basically pharmacological 
but social. It involves marihuana not 
Primarily as a drug but as a symbol of 
Social conflict. 

Experimental studies of the behavioral 
effects of Marihuana in man are conspic- 
Uously few, The best organized effort to 
Study marihuana was made over two de- 
cades ago and published in the so-called 
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"Mayor's Report"(3). This reference is 
frequently cited by marihuana advocates, 
who allege that the report found marihuana 
to be a benign euphoriant—nonaddictive 
and without significant adverse behavioral 
effects. Actually, this is far from the case. 

The most scientifically valuable portion 
of the Mayor's Report is the findings from 
a battery of psychophysical and intellectual 
tests given to subjects under the influence 
of various amounts of marihuana. The 
drug was found to produce significant dose- 
related impairment of static equilibrium, 
hand steadiness, and complex (choice) re- 
action time, Using the Army Alpha, Pyle's 
Digit Symbol, Koh's Block Design, and 
several form board tests, the investigators 
found decrements in over-all mental func- 
tioning and—more strikingly—in subtests 
involving memory, number concepts, and 
problem-solving ability. The higher the dose 
and the more complex the task, the greater 
the impairment. Marihuana produced no 
significant changes in hand strength, audi- 
tory acuity, perception of length of lines 
on paper, or tapping speed. 

However, the section on laboratory 
findings in the Mayor’s Report is far less 
often cited than other parts of the docu- 
ment. These include opinions about the 
drug solicited from marihuana users and 
miscellaneous observations or “editorial” 
comments by the authors. The Marihuana 
Committee was, in fact, appointed in re- 
sponse to public pressure generated by ex- 
aggerated accounts of the dangers of. the 
drug, particularly in relationship to crimes 
of sex and violence. Accordingly, some of 
the authors of the Mayor's Report seem 
to take every opportunity to offer reas- 
surance about these alleged dangers. The 
following quotation illustrates this attitude 
(italics added) : 


A pronounced state of anxiety reaching a. 
panic stage, associated usually with fear of 
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death or insanity, was observed only in those 
subjects experiencing psychotic episodes 
[which occurred in 9 of 72 experimental sub- 
jects] and here the anxiety state led to pleas 
for escape and not to acts of aggression. Even 
in the psychotic states there were no uncontrol- 
lable outbursts of rage or acts of violence. 

Some evidence of eroticism was reported in 
about 10% of the 150 instances in which mari- 
huana was administered to the group. The 
presence of nurses, attendants, and other 
-women associated with the study, gave op- 
portunity for frank expression of sexual stim- 
ulation, had this been marked. 


The writer fails to emphasize that the 
subjects were prisoners housed under police 
guard in Welfare Island Hospital! These 
paragraphs also illustrate the many oppor- 
tunities provided by the Report for quoting 
out of context to support one’s particular 
bias about marihuana. 

It has been known for many years that 
the tetrahydrocannabinols are the major 
psychoactive ingredients of the cannabis 
plant. In recent years delta? trans tetra- 
hydrocannabinol (THC) has been isolated 
from hashish; its exact chemical structure 
has been determined and it has been syn- 
thesized in the laboratory. In sufficient 
dosage THC can match the hallucinogenic 
and other psychotoxic effects of LSD. 
Smaller doses produce effects which re- 
semble those of subhallucinogenic doses of 
LSD («1.0 microgram/kg.) or common 
marihuana intoxication. The latter is well 
described in Goodman and Gilman's text- 
book of pharmacology(2). It consists of 
euphoria, feeling of detachment and relaxa- 
tion, subjective enhancement of sensation 
altered perception of distance and time, dis- 
tractibility, and episodic disruption of 
thought, sequences and speech. 

The Mayor's Report studies described 
above indicate that these Subjective effects 
may be associated with significant impair- 
ment of some perceptual, cognitive, and per- 
formance capabilities. The findings reported 
in this paper represent preliminary efforts to 
extend our knowledge of the behavioral 
toxicity of marihuana. This work will also 
serve to illustrate some of the problems 
involved in measuring behavioral effects of 

psychoactive drugs in general and mari- 
huana in particular. 

Until synthetic tetrahydrocannabinol is 
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more generally available, studies of mari- 
huana pharmacology are handicapped by 
the problem of dosage accuracy. This 
problem also precludes smoking as a route 
of administration. An alternative is to use 
a standard marihuana extract. In order to 
make our findings more comparable, our 
extract was designed to duplicate the oral 
preparation used in the Mayor's Report 
experiments. 


Methodology 


Because of possible variation in the 
potency of batches of marihuana, we mixed 
several different lots seized by local police 
in evidence. About 2500 gms. of this 
material were then thoroughly extracted 
with ethyl alcohol and evaporated until a 
resinous oil was obtained. The yield by 
weight represented 12 percent of the 
starting material. Separate extractions of 
marihuana grown in the western United 
States and material imported from Mexico 
yielded essentially the same quantity. The 
oily concentrate was reconstituted with 
ethyl alcohol so that 1 cc. contained the 
extract from 1 gm. of bulk marihuana. 

Doses were given in terms of gms./lb. 
body weight in gelatin capsules. The range 
of doses used (0.0125, 0.02, and 0.03 
gms./lb.) corresponded by calculation and 
dose effect with the lower “2-5 cc." doses 
used by the earlier investigators. Our 
smallest dose produced just perceptible sub- 
jective changes in most subjects, while the 
largest produced a mild “high” in all sub- 
jects. Effects were evident at one hour 
peaked at two to three hours, and disap- 


peared gradually four to eight hours after 


ingestion. 

A series of tests was given in random 
order from. one and one-half to four hours 
after drug administration. These consiste 
of: 1) hand and foot reaction time t° 
simple (single) and complex (choice) 
visual signals; 2) a digit code which ue 
subject was given an opportunity to leam 
during 250 automatically presented b 
3) depth perception (positioning voia 
white rods at 16 feet); 4) visual flicker 
fusion; 5) auditory frequency discrimin? 
tion; 6) duration of afterimage ined 
by Archimedes Spiral; 7) mirror patter 
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tracing; and 8) visual motor coordination 
measured by a pursuit motor apparatus. 

An additional difficulty is that the “dose 
effect” curve of marihuana, at least in sub- 
jective terms, is not a smooth one. Users 
refer to this phenomenon as the “ins and 
outs"—a cyclic waxing and waning of the 
severity of the intoxication. which occurs 
with marihuana as well as LSD. If a brief 
test is presented during a subsiding phase, 
performance may be relatively unimpaired. 
This is a likely explanation of some of the 
variability found in our data. 

S. Loewe, one of the authors of the 
Mayor's Report, found that the two most 
commonly used bioassays of marihuana 
activity, the sway test in dogs and more 
particularly the corneal anesthesia test in 
rabbits, show marked interindividual vari- 
ability and even more intraindividual vari- 
ability in response to a given test dose. 
In lower dosage ranges this may reach 
+ 70-80 percent of the mean. Reliable 
bioassays could be obtained, however, by 
Tepeated testing in the same animal. Be- 
cause of the large number of subjects which 
would be required to handle the wide inter- 
individual variability, one must for practical 
£m use each subject as his own con- 
trol. 


The Subjects 


Choice of subjects presented additional 
problems. Although the risk seemed small, 
We were hesitant to seek volunteers who 
had never used marihuana because of the 
Possibility that the experience might initiate 
the habit in susceptible individuals. More- 
Over, many of this group in the Salt Lake 
area, by virtue of religious belief, would 
have had no experience with intoxicants of 
any type. We were also apprehensive about 
using “novices” from this population be- 
Cause of our earlier studies with small doses 
9f LSD(1). We had the definite impression 
that such individuals tolerated psychotoxic 
drugs poorly and were more likely to de- 
Yelop panic or other adverse reactions than 
fhose who had had prior experience with 
Intoxicants, 

An alternative possibility was to use 
Marihuana habitués as subjects. As soon as 
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word was let out on the local campus, a 
stream of volunteers appeared. This group 
presented another range of problems. Some 
had obvious psychiatric disorders and others 
were, at the least, eccentric. All were de- 
vout believers in the psychedelic merits and 
innocuousness of marihuana, The prospects 
of their being reliable reporters of its effects 
or even honestly cooperating with the re- 
search procedure, especially if they guessed 
that the findings might reflect unfavorably 
on marihuana, seemed unlikely. As a com- 
promise, volunteers, age 21-40, were drawn 
from among psychiatric residents and 
graduate students from medicine, pharma- 
cology, and psychology. None had had 
previous marihuana experience but all were 
curious about its effects. Most had used 
alcohol socially. None had a history of psy- 
chiatric disorder. 

To date, 12 subjects have been run in 
one control and two or three subsequent 
drug sessions. The test battery has also 
been given to 28 undergraduates taking a 
course in elementary psychology to deter- 
mine group means and variability of per- 
formance on the various tests. A brief sum- 
mary of these pilot studies follows. 
Additional work using a revised test battery 
and higher doses is in progress. 


Results of Pilot Studies 


Mirror tracing proved of limited value 
because of marked practice effects. The 
control (undergraduate) group and all drug 
subjects improved in speed and error 
reduction with successive trials. One can 
say only that marihuana in the doses given 
does not impair mirror tracing. Some sub- 
jects felt that the relaxation produced by 
the drug made the task easier. | Practice 
effects also complicated interpretation of the 
rotor pursuit test, and no consistent drug 
effects were observed. However, perfor- 
mance decrement did appear in some sub- 
jects at the highest dose level. 

Depth perception measurements were 
highly variable and showed no consistent 
trend. Accuracy of perception of auditory 
frequencies was unchanged at all dose levels. 
Duration of the Archimedes Spiral was very 
variable in control subjects, the end point 
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FIGURE 1 
Effects of Marihuana on Simple and Complex Reaction Time in Two Subjects 
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FIGURE 2 
Effects of Marihuana on Simple and Complex Reaction Time in Two Subjects 
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being a highly subjective one. The most com- 
mon drug effect was a shortening of the 
duration of the afterimage. Looking at the 
whirling spiral was commonly reported as 
particularly pleasurable or "fascinating" un- 
der the influence of the drug. 

Marihuana was found to have predict- 
able effects upon reaction time, the mag- 
nitude of which was dose-related. Complex 
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reaction time was more sensitive to mate 
huana than simple reaction time. The data 
On two subjects, shown in figure 1, 1 
dicate that both simple and complex 16 
action time increases with dosage, but the 
magnitude of the effect varies from One 
Subject to another. The sensitivity of COME 
plex reaction time to the drug is particularly 
evident in Subject 0. 


Amer. J. Psychiat. 125: 3, Sept. 19 j 


CC 


LINCOLN D. CLARK AND EDWIN N. NAKASHIMA 


383 


j d FIGURE 3 
learning of Digit Code in Two Subjects Insensitive to Low Dose of Marihuana 
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Performance on the digit code learning 
test was unchanged in a few subjects, but 
in most showed impairment, Equivalent 
versions were programmed on successive 
trials to avoid carry-over of previous learn- 
ing. There was a greater frequency of 
impaired performance at higher dose levels. 
The variable effects of the lowest dose of 


FIGURE 4 
Progressive Decrement Rate of Learning Digit Code with 
Increasing Dosage of Marihuana 


100 
0.0125 gm./Ib. P ee 
ak 
P^ 
A. 
.0250 gm./ Ib. 
75 i 0.0250 gm./ 
geese 

m 
o 
ul 
€ 
© 50 
o 
5 0.0300 gm./Ib. eee" 
ul OA 
o "S 
c 
Ex 

25 


Subject O 


0 1 2 3 4 
SETS OF 50 TRIALS 


Amer. J. Psychiat. 125: 3, Sept. 1968 


100 
ME. 
Control rd 
"4 
75 Por. 
PF 
, 
5 hi 
a BA 0.0125 gm./ Ib. 
a 50 , 
8 Lr 
E one 
a 
[5] 
[4 
w 
= 28 


Subject K 


0 1 2 3 4 5 
SETS OF 50 TRIALS 


marihuana (0.0125 gms./Ib.) on this test 
are illustrated in figures 2 and 3. The 
learning curves of Subjects W and S show 
a similar slope on both control and drug 
trials. However, Subject W shows a con- 
sistently lower trend in percent of correct 
responses on drug trials, while Subject S 
shows the converse. 

Figure 3 presents two patterns of learning 
impairment induced by this low dose of 
marihuana. Subject A shows a decreased 
learning rate, and performance deteriorates 
during the final block of trials—a phenom- 
enon never seen during control sessions. 
Subject K shows marked impairment during 
the initial block of trials but progressive im- 
provement thereafter. Performance reached 
control levels by the fifth block of trials. 

Figure 4 illustrates progressive deteriora- 
tion of learning rate on the digit code test 
in one subject with increasing doses of 
marihuana. His control learning curve, not 
represented, was practically identical to the 
performance plotted at 0.0125 gms./Ib. 
The marked difference between the effect 
of 0.025 and 0.030 gms./Ib. suggests that 
the dose effect relationship is not a straight 
line but a positively accelerated function. 
This was supported by subjects’ reports and 
observation of their general behavior. At 
higher doses slight increases produced a 
dramatic enhancement of the intoxication. 
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Summary 


Because of continued widespread use of 
marihuana, more knowledge of its behav- 
ioral toxicity is needed to judge risks in- 
volved for the user as well as others in 
his environment. The studies reported are a 
preliminary effort in this direction. A num- 
ber of the performance tests proved in- 
sensitive to marihuana in the doses used. 
These failures may be a useful guide to 
others in designing their test battery. 

A high level of inter and intra subject 
variability in effects of marihuana occurs 
in both animal and man. Wide oscillations 
in magnitude of dose effects appear partic- 
ularly characteristic of this drug. The use 
of subjects as their own controls, averaging 
of repeated measures with a given procedure 
during the period of drug intoxication, and 
use of tasks which require longer time 
intervals to carry out are some means of 
limiting this variability. 


RECURRENCE OF MARIHUANA EFFECT 


Effects on complex (choice) reaction 
time and on a digit code memory task 
were most consistently impaired. Even here, 
however, there were marked individual 
differences. These results are not different 
than those often found in studying drug 
effects on complex behaviors, which are 
obviously influenced by a variety of non- 
pharmacological variables. So with LSD, the 
very unpredictability of marihuana on dif- 
ferent individuals and on the same indi- 
vidual at different times and under different 
conditions increases the risk to the user. 
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Spontaneous Recurrence of Marihuana Effect 


BY MARTIN H. KEELER, M.D., 
AND MYRON B. 


Four individuals reported the recurrence, in 
a drug-free state, of unusual visual or so- 
malic sensations previously experienced 
during marihuana reaction. None had used 
other hallucinogens. Two of the four were 
distressed by these recurrences. Such events 
should be distinguished from: the recur- 
rence of clinical psychopathology first ex- 
perienced during marihuana reaction and 
from reports of nonspecific heightening of 
perception subsequent to marihuana use. 


E MARIHUANA Users reported the 
spontaneous recurrence of unusual so- 


matic or visual sensations originally ex- 
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perienced during the drug reaction. None of 
the four had ever used any other hallucino- 
genic drug. These occurrences precipitated 
Such severe anxiety in two individuals that 
emergency psychiatric treatment was Te- 
quired. The cases are reported to call atten- 
tion to the fact that marihuana can have 
such an effect. 

The spontaneous recurrence of the effects 
of lysergic acid diethylamide (LSD) has 
been described frequently(1, 3, 4). Never- 
theless, Smart and Bateman(5), in a com- 
prehensive review of the literature, enumet- 
ate only 11 cases. This phenomenon is of 
interest but has attracted few attempts at 
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explanation beyond the presupposition of a 
persistent biochemical effect of the drug(3, 
5). No evidence is available to support this 
contention. 

Four restrictions must be applied to con- 
sider recurrence of marihuana effect in a 
coherent manner. These restrictions could 
usefully be applied to descriptions of the 
spontaneous recurrence of the effects of 
other hallucinogens. 

The first restriction is that recurrence of 
clinical psychopathology that was present 
during the drug reaction is not a spontane- 
ous recurrence of drug effect. It is more 
properly viewed as precipitation by the 
drug of psychopathology to which the user 
was predisposed. Anxiety or thinking dis- 
order that occurs during the drug experience 
and thereafter would fit in this category. 
Such events, although they are not spon- 
taneous recurrences of drug effect, are ad- 
verse reactions. 

The second restriction is that recurrence 
of marihuana or LSD effect is not necessarily 
an adverse reaction and should be classified 
as such only if it precipitates anxiety or 
interferes with function. Spontaneous recur- 
rences are tolerated by some and enjoyed 
by others. This may account for the com- 
paratively few case reports of spontaneous 
recurrence of LSD reaction. Such events, 
Not experienced as adverse reactions, are 
not likely to be brought to medical atten- 
tion. 

The third restriction applies to situations 
in which an individual has had similar reac- 
tions to more than one hallucinogenic drug. 
Spontaneous recurrence in this situation can 
be assigned to neither. 

A fourth restriction is less definite. We 
have interviewed six individuals who stated 
that they did not hallucinate during the 
marihuana reaction but that their perceptual 
Awareness was increased and some degree of 
this enhancement remained with them. Such 
Teports should be evaluated as another con- 
Sequence of marihuana use. 


Case Reports 


Case 1. A 21-year-old man smoked more 
than four marihuana cigarettes. He experi- 
enced confusion, disorientation, panic, and 
the sensation of loss of control of his hands; 
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he could not talk and hallucinated colored 
spots and designs during the drug reaction. 

For three weeks thereafter he experienced 
confusion and disorientation and hallucinated 
designs similar to those which appeared during 
the marihuana experience. This took place 
most often when he was attempting to go to 
sleep. These events precipitated anxiety which 
required hospitalization. There were no evi- 
dences of schizophrenia or affective disorder. 
His symptoms gradually subsided during the 
next week. 


Case 2. A 23-year-old man smoked be- 
tween one and two marihuana cigarettes on 
eight occasions during a seven-day period. 
During the drug reactions he experienced 
elation, confusion, and the sensation that what 
was central in his visual field stood out with 
unusual clarity and what was peripheral was 
dim and foggy. 

These same sensations recurred intermit- 
tently for seven days thereafter and precipi- 
tated anxiety which had not been present 
during the actual drug experiences. The 
anxiety was sufficient to impair his perfor- 
mance of daily activities. Treatment with 
thioridazine (25 mg., three times a day) was 
initiated and the recurrent reactions subsided 
by the ninth day after drug use. 

Elation and psychomotor acceleration were 
present on the fourth day but not on the 
ninth day after his last use of marihuana. At 
no time was there evidence of thinking dis- 
order. 


Case 3. A 21-year-old man smoked be- 
tween one and two marihuana cigarettes, 
During the drug reaction he felt that his 
fingernails were heavy on his hands, that his 
throat was covered with fuzz, and that the 
air was heavy as it moved in and out of his 
lungs and resistant as his arms moved through 
it. These sensations recurred intermittently for 
two days after drug use. They were accom- 
panied by a feeling of recognizing the 
“absurdity” of the situation. i 

There were no evidences of anxiety, 
schizophrenia, or affective disorder. His abili- 
ty to carry out activities was in no way 


impaired. 


Case 4. A 22-year-old man reported that 
when he smoked more than three marihuana 
cigarettes the limbs of trees would appear to 
undulate and objects would be covered with 
sparkling points of light. He stated that 
these visual experiences would recur markedly 
during the day after drug use. He looked 
forward to and enjoyed these recurrences, 
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which had taken place on at least five oc- 
casions. 


There were no evidences of anxiety, schizo- 
phrenia, or affective disorder. 


Discussion 


Cases 1 and 2, but not cases 3 and 4, 
represent adverse reaction to marihuana as 
well as spontaneous recurrence of drug ef- 
fect. 

Persistent biochemical effect has been of- 
fered as one explanation of spontaneous re- 
currence. Another explanation of the cases 
described above proceeds as follows. Hal- 
lucinations of color and design occur in 
many circumstances, including stroboscopic 
and entoptic stimulations, as well as during 
the reactions to a psychotomimetic. On 
this basis, Kluver(2) deduced that such 
phenomena depend on mechanisms inherent 
in the visual system. The topic does not 
have an extensive literature. 

Most people can make themselves aware 
of the motion of their lungs or limbs by 
concentrating, although the normal modula- 
tion of attention consists of ignoring such 
sensations. During the drug experience the 
awareness of vagaries of visual or kinesthet- 
ic experience becomes conscious. This may 
be because the drug disorganizes systems 


Motivation for Marihuana Use: ji 
A Correlate of Adverse Reaction 


BY MARTIN H. KEELER, M.D. b 


Curiosity and conformity were cited as the 
principal reasons for initial marihuana use 
by 54 users interviewed. Twenty-six of the 
40 who became regular users sought an ex- 
perience combining tension relief with mild 
stimulation of thought. Fourteen of the 40 
continuing users desired some type of psy- 
chotomimetic experience. Desire for psy- 
chotomimetic experience was correlated 
with higher dosage and higher incidence of 
psychopathology. 
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responsible for processing sensory 
as to heighten such awareness. He gh 
attention could also occur if the mechar 
responsible for modulation of attenti 
impaired. Once a sensation has been 
it is not quite so easy to ignore lesse 
grees of the same event. 

Early experiences with marihuana 3 
at the University of North Carolina Me 
Center suggest that spontaneous recurm 
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and were between 18 and 30 years of age. 
Forty-six were men and eight were women. 
Nine were psychiatric inpatients; 28 were 
referred by various psychiatric outpatient 
facilities; and 17 were self-referred or dis- 
cussed marihuana use during conversations 
or interviews initiated for other reasons. 
The group is thus not representative of 
adult white marihuana users who have at- 
tended college and is also not representa- 
tive of all users. In addition to using mari- 
huana, 39 had used amphetamines or their 
derivatives for pleasure, and 15 had taken 
lysergic acid diethylamide (LSD). 

Five conclusions derived from these in- 
terviews are described in this paper: 

1. Curiosity and the desire to “go along" 
with friends were the principal reasons for 
initiating drug use. The desire to experience 
the marihuana reaction was the principal 
reason for continuing drug use. 

2. Most of those who continued to use 
the drug sought an experience that com- 
bined the relief from tension and inhibi- 
tion usually associated with central nervous 
System depressant drugs, such as alcohol, 
with the subjective sensations of euphoria 
and rapidity of thought usually associated 
With central nervous system stimulants such 
às amphetamine. The experience was closer 
to that of alcohol than to that of ampheta- 
mine, Some sought a psychotomimetic ex- 
perience, 

3. The desire for a psychotomimetic ex- 
Perience, high dosage, incidence of schizo- 
Phrenia, and dropping out of school tended 
to be interrelated. Coincidence does not 
imply causality, however. 

4. The motivational factors described 
Provide an explanation for a high incidence 
9f marihuana use. 

5. It is absolutely essential to specify 
dosage in any description of marihuana use. 
Customary dose among those interviewed 
Varied from the equivalent of less than one- 
half to the equivalent of more than four 
marihuana cigarettes. We would not com- 
Pare reactions to two ounces and to one 
Pint of a distilled alcoholic beverage with- 
Sut considering dosage. Evaluation of ma 
huana dosage is confounded by variation 
in the potency of various leaf specimens(4). 
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The data derived from the interviews are 
presented under five headings related to 
motivation. 


Reasons for Initial Use 


Twenty-eight users stated that their prin- 
cipal reason for first using marihuana was 
curiosity as to what the effects would be, 
and six users said that they first used the 
drug to “go along with the crowd.” Twelve 
users gave equal weight to each of the two 
reasons (curiosity and “going along"). 

Two users stated that they first took the 
drug because they thought the laws against 
the practice were unjust. Six users described 
their initial reason as the desire for a “psy- 
chedelic experience.” 

Curiosity as to marihuana effect is prev- 
alent. As further evidence of this, the 
knowledge that legal experimentation involv- 
ing marihuana might take place at the Uni- 
versity of North Carolina Medical Center 
brought forth 20 volunteers who asked to 
participate as subjects. No such phenome- 
non has occurred during six years of ex- 
perimentation with psilocybin, a drug sim- 
ilar in effect to LSD. 

The relationship between protest and con- 
formity to the group is subtle. It might be 
true that many individuals take marihuana 
to express rebellion because it is against the 
rule, or to worry their parents, or because 
a generation must have customs of its own 
that differ from those of previous genera- 
tions. These factors may contribute to the 
group acceptance of drug use. 


Reasons for Continuing Use 


Forty of the 54 were continuing to use 
marihuana. Twenty-six said they sought pri- 
marily to relax, to feel good, to forget their 
worries, to be relieved of tensions and in- 
hibitions, or to experience a state in which 
they could "blow off steam." Thirty-four 
of the 40 also reported that they experienced 
more “well-being” and “racing thoughts” 
than would be produced by alcohol or bar- 
biturates. This type of reaction will be 
termed “intoxication” in the remainder of 
this presentation. 
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Two said they took marihuana mainly to 
heighten perception. Two said their prin- 
cipal motivation was to enjoy the associa- 
tive fluidity produced by marihuana. Four 
described their principal motivation as a 
search for a condition in which they could 
gain insight into their psychological prob- 
lems. Six said they desired a mystical ex- 
perience. These 14 users ‘desired primarily 
some aspect of the syndrome produced by 
a hallucinogenic or psychotomimetic drug. 

The differences between those who sought 
intoxication and those who sought a psy- 
chotomimetic experience were in terms of 
effect most desired rather than the experi- 
encing of only one or the other reaction. 
All 14 who desired some aspect of psychot- 
omimetic experience also experienced some 
aspect of intoxication, Of the 26 who desired 
intoxication, 18 noted changes in percep- 
tion and 12 noted changes in thought not 
produced by alcohol. Perceptual changes 
included increased awareness of color and 
of afterimages, increased appreciation of 
the complexities of music, and a sensation 
of “hearing” sounds for a few seconds after 
they stopped. Changes in thought included 
a “flowing together” of ideas and the sensa- 
tion of being a passive observer of one’s 
changing thoughts. 

Those who used marihuana as an intoxi- 
cant felt it was superior to alcohol because 
it was cheaper, better, different, quicker to 
act, quicker to wear off, and did not cause a 
hangover. 

Eight of the 14 who sought some aspect 
of psychotomimetic experience had taken 
LSD. All eight said that marihuana, as they 
used it, was not as effective as LSD but 
was usually more readily available. They 
stated that a marihuana reaction was not 
as likely to get out of control, Marihuana 
was described as creating a more peaceful 
experience than LSD, but users were not 
certain whether marihuana caused relaxation 
or whether LSD caused arousal and anxiety. 

Despite its similarity to other drugs, all 
users agreed that marihuana was “different.” 


Relationship of Dosage, Frequency 
of Use, and Adverse Reactions 


Those who desired a psychotomimetic ef- 
fect usually used a higher dosage than did 
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those who desired intoxication. Six of the 
26 who sought intoxication and ten of the 
14 who sought a psychotomimetic reaction 
said they usually smoked the equivalent of 
more than two cigarettes. This difference is 
significant at p < .01.! 

Frequency of use defied classification. De- 
sire, immediate environment, and availabil- 
ity were involved. Those who had used the 
drug more than ten times stated they could 
only guess as to pattern of use. It might be 
that retrospective recall is unsuitable and 
concurrent recording will be necessary to 
detect frequency patterns. 

Twenty-eight of the 40 continuing users 
reported some type of paranoid thinking as 
occurring during the marihuana experience. 
This most often took the form of suspecting 
that the police were watching or that their 
friends had some special purpose in mind. 
Different degrees of reality testing were pres- 
ent. The incidence of paranoid phenomena 
is so high that it is correlated neither with 
desired reaction nor with dose. 

Ten who sought intoxication and four 
who sought. psychotomimetic effect stated 
that on occasion while under the influence 
of marihuana they had difficulty accounting 
for where they were and could not remem- 
ber immediately preceding events. This 
type of reaction was not correlated with de- 
sired experience. Four said this confusion 
occurred when they smoked fewer than two 
cigarettes and ten said this occurred when 
they smoked more than four. This difference 
is significant at p <.01. It is doubtful how 
serious an adverse reaction this is if gross 
confusion does not occur and if the indi- 
vidual so affected does not become panic 
stricken. Similar confusional states occuf 
with alcohol. 1 

High dosage, manifest schizophrenia, 
dropping out of school, and desire for psy- 
chomimetic experience tended to be inter- 
correlated. Seven who sought intoxication 
and eight who sought psychotomimetic effect 
had dropped out of college. This trend is 
significant at p <.1. Four who sought intox- 
ication and six who sought psychotomimeti¢ 
effect demonstrated sufficient thought dis- 
order and inappropriate affect to justify the 


1All statements of statistical significance refer t0 
testing by the chi-square method(5). 
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diagnosis of schizophrenia. This trend is 
significant at p <.1. 

As noted previously those who sought 
psychotomimetic effect used a significantly 
higher (p <.01) dosage than did those who 
sought intoxication. “Dropping out" corre- 
lated with the use of over two cigarettes at 
p«.05. (Six who dropped out used less 
than two and nine who dropped out used 
more than two.) Schizophrenia was not 
significantly correlated (p <.2) with dos- 
age. (Four who were schizophrenic used 
fewer than two cigarettes, and six who were 
schizophrenic used more than two.) 

Incidence of other psychopathology is not 
reported because it is difficult to state what 
is and what is not psychopathology in a non- 
conformist college population. Patterns of 
social relatedness, sexual practices includ- 
ing abstinence, dress, appearance, personal- 
ity characteristics, and underachievement 
in terms of grades have been so described. 
Inability or unwillingness to complete for- 
mal education was taken as evidence of 
Serious maladjustment because, in each in- 
stance, the individual had the intellectual 
ability to be graduated. None had a mean- 
ingful alternative and the individuals them- 
selves recognized that college education 
and/or a degree could be of benefit to them. 


Reasons for Discontinuing Use of 


Marihuana 


Fourteen of those interviewed had either 
Ceased to use marihuana or confined their 
Use to taking a few puffs if the drug were 
Offered to them. Three stopped because of 
Major adverse reaction. One user experi- 
enced uncomfortable anxiety and one ex- 
perienced uncomfortable depression during 
the reaction. One user later experienced a 
recurrence of some of the sensations he felt 
during the reactions when he was not using 
the drug, and this caused great anxiety. 
Four users, who reported that they enjoyed 
the marihuana effect, had stopped using the 
drug because they had become adherents to 
the beliefs of Meher Baba, an Eastern re- 
ligious leader who is against drug use. Four 
had stopped because they did not like the ef- 
fect of marihuana, although they could de- 
scribe no powerful adverse reaction. Two 


EU J. Psychiat. 125: 3, Sept. 1968 


389 


stopped because the effects, although pleas- 
ant, were not particularly important and 
marihuana use was not in keeping with 
their self-concepts. One had stopped because 
he did not want to take the slightest risk of 
trouble with the law. 


Amphetamine-Like Effect 


Thirty-nine of the 54 marihuana users 
had used amphetamine or methamphetamine 
to derive pleasure from the practice. It is 
necessary to specify "for pleasure" to dis- 
tinguish such use from the practice of those 
who claim to take the drugs so they can 
stay awake to study or to control appetite. 
Thirty-two of these amphetamine users 
stated that marihuana produced some ele- 
ments of amphetamine reaction, such as 
“pure euphoria,” "energy," a "good feel- 
ing," “happiness,” and “acceleration of 
thought." All agreed that amphetamine 
and methamphetamine were easier to take 
and more effective in producing these ef- 
fects than was marihuana. 


Discussion 


The dosage practices and the variety of 
reactions reported are consistent with those 
described in other parts of the world and in 
experimental studies. Bouquet(2) noted that 
educated Europeans and the native popula- 
tion of North Africa react differently to 
marihuana. His description of the former is 
more consistent with the psychotomimetic 
effect and of the latter, with the intoxicant 
effect. Isbell(3), reporting the results of 
experimental studies of tetrahydrocan- 
nabinol, an active principal in marihuana, 
concluded that psychotomimetic effect oc- 
curs routinely with high dosage. : 

The impression of the users in this study 
was that a dosage of marihuana sufficient to 
cause appreciable psychotomimetic reac- 
tions was also likely to cause confusion. 
This was not described as true of LSD. This 
observation requires verification in an ex- 
perimental situation. ! 

The high incidence of paranoid phenom- 
ena reported cannot be accounted for by 
the assumption that realistic anxiety about 
possible arrest modulates the drug state. 
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Ames(1) noted paranoid phenomena as oc- 
curring during authorized experimental stud- 
ies. It cannot be definitely stated that para- 
noid phenomena limited to the duration of 
drug effect is a serious adverse reaction if 
the user does not act on the basis of such 
ideation. A drug that evokes such phenom- 
ena must be viewed with some concern, 
however. 

It is generally overlooked that efforts to 
suppress marihuana, while not wholly suc- 
cessful, create a situation in which most 
users purchase whatever is available. It is 
not necessary for a distributor to provide a 
potent product or one that is superior to 
that of a competitor to remain in business. 
If this situation were to change, marihuana 
might be a more practical psychotomimetic. 
Its availability would attract those who wish 
to have a psychotomimetic experience with- 
out risking the possibility of chromosomal 
damage reported to be associated with LSD. 

It may be that the apparently greater in- 
cidence of serious difficulties among those 
who desire to use a drug to gain insight or 
have a mystic experience, as compared 
with those who desire intoxication or eu- 
phoria, is a correlate of the wish for the 
experience and not of the experience itself. 
It may also be that these difficulties are a 
correlate of high dosage. The data suggest 
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that an increase in the use of low or moder- 
ate doses of marihuana as an intoxicant 
might not be associated with as many severe 
adverse reactions as would occur if the drug 
were used in high dosage or as a psychot- 
omimetic. 

On the basis of the patterns of motivation 
described, one would expect a continuing 
demand for marihuana in such a college 
population. Curiosity and the desire to “go 
along" with the crowd are prevalent. One 
established pattern of nonconformist activ- 
ity is drug use. Marihuana is also viewed by 
many as a superior intoxicant to alcohol 
and by others as a safer and more manage- 
able psychotomimetic than LSD. 
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EDITOR'S NOTEBOOK 


Marihuana—Thirty-five Years Later 


N DECEMBER 1933 the New York Mirror, a tabloid, ran a story 

headlined *Loco Weed, Breeder of Madness and Crime." Unlike 
the Mirror, which suffered eventual demise, the “loco weed" (mari- 
huana) and its use grew and flourished in the metropolitan area. 

We observed a few cases of marihuana intoxication at the Bellevue 
Psychiatric Hospital in 1932-33 and reported them in this journal 
in September 1934. They fell into three clinical categories: a) acute 
intoxication, b) reactive emotional states, and c) toxic psychoses, 
in which a basic cyclothymic or schizophrenic process rose to the 
surface and dominated the clinical picture. The sense-distortions 
found in the intoxications were recognized by Dr. Paul Schilder, 
then clinical director of Bellevue, as similar to those of mescaline; 
this included changes in visual, tactile, and proprioceptive perception 
with disintegration of body images, distortion in time sense, and emo- 
tional lability. The dozen cases observed were carefully scrutinized 
and their clinical manifestations duly noted in the paper mentioned 
above. The subject amounted to a medical oddity. 

But marihuana usage continued to attract attention beyond its 
psycho-physiological effects and the interesting changes wrought on 
perception. The fear that the drug (cannabis and the active principle, 
cannibinol) stimulated its devotees to criminal action continued to 


ety. The press took up the cudgels against this new 


engender anxii i € 
breeder of crime. Malayan “running amok,” the wild destructive 


behavior of hashish users in Asia Minor and northern Africa due to 
cannabis, and serious crime and dementia observed in India follow- 
ing ingestion of ganja (concentrated cannabis) were re-discovered. 
American law enforcement agents were alerted to this new “cause 
of crime. The district attorney of New Orleans Parish, Eugene Stanley, 
wrote a paper in 1931 titled “Marihuana as a Developer of Crim- 
inals.” Meanwhile the use of the drug spread among the demi-monde 
of our larger cities through Greenwich Village and among its aspirants 
to the youth in the streets, especially our crowded, underprivileged 
streets, The by then endemic smoking of marihuana was reported 
in 1938 by semi-official bodies such as the Foreign Policy Association 
as directly related to “heinous” crime, including murder. on 

To check these impressions, the records of some 16,800 crimina 
offenders in the psychiatric clinic of the Court of Most. eee 
New York County (the largest criminal court in the Wis doni 
scrutinized over a period of five years for evidences of marihuana 
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usage. Only 200 such users (addicts?) were found in the total num- 
ber, and only a miniscule number (six) had been charged with 
violent crime, including sexual offenses. In the meantime 32 cases of 
marihuana intoxication and psychoses had been reported at Bellevue 
by 1939. The clinical breakdown fell into the same categories noted 
earlier. An important observation was that marihuana did not develop 
a true addiction in the sense that morphine derivatives did but a 
“sensual or hedonistic” addiction. Nowadays this phenomenon is 
called a “psychic dependence”: in any event, the drug does induce 
apathy, indifference to current social values, and neglect of ordinary 
goals of industry and competitive striving. 

With the advent of World War II experiences multiplied; as the 
bars were let down, marihuana became a common pacifier, an intoxi- 
cant, an introduction to the world of perception distortion—of 
chemical contentment and mind expansion. Marihuana became “pot.” 
The threshold was lowered to include college and high school stu- 
dents, while the supra-world advanced to LSD and the nether-world 
regressed to heroin. To coin an expression, “Pot made the scene.” 

The questions aroused by its widespread use, however, assumed 
serious concern. The demand for further legislation to restrict its use 
through criminal sanctions came to the fore: stronger penalties have 
been advised for sale and use of the drug. Today a controversy rages 
as to whether marihuana should be prohibited or legitimized; offi- 
cialdom insists it bears a relation to narcotic drugs, while hippies and 
the oncoming generation claim otherwise. Every psychiatrist, whether 
in hospital or private practice, has had experience with “pot” users. 
The lines are almost equally drawn between those who support the 
“establishment” and those who support the “left-activists” in this area. 

Shorn of hysteria and official concern with the rising tide of crime 
in the streets, the psychiatric and psychologic facts of marihuana 
usage can be boiled down to a few principles: that the contentment 
and extended dimension given consciousness do lead to apathy and 
indifference to our accepted cultural standards; that a psychic “hedon- 
istic” dependence does develop in its devotees after prolonged usage; 
that alcohol does share its toxic qualities and dangers. Corollary find- 
ings indicate that not every marihuana user progresses to heroin— 
that some become bored with it and the flat pleasures it induces but 
that those endowed with Psychopathic tendencies are apt to stick 
with it. 

The psychiatric profession, dedicated to preserving the mental 
health of the nation, can best serve the public by openly stating the 
psychic dangers of marihuana and putting the burden of its use or 
abuse squarely on the shoulders of the users. If rebellion against 
the “square” world is necessary, if the hypocrisy and double stan- 
dards complained of require modification, it is incumbent on the 
oncoming generation to make these changes on the basis of clear and 
present need rather than the Space-time-body image distortion of 
LSD, marihuana, or banana peel extract, 
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The mildewed thinking fostered by these drugs will result in more 
confusion than lamentably is present now. It would seem the better 
part of wisdom for psychiatrists neither to press for restrictive legis- 
lation nor for ligitimation. Instead, we should maintain an advisory 
capacity as informed observers of human behavior. 


WALTER BROMBERG, M.D. 


The Cyclic Psychedelics 


T? THOSE WHO LOOK upon the current drug scene as a final mani- 

festation of the Decline of the West or perhaps as the portal to 
the Brave New World, a glance at the past may be revealing. Surely, 
entirely new aspects of group-bedrugged behavior are discernible to- 
day. Nevertheless, the surprisingly close parallels to earlier episodes 
of preoccupation with psychochemicals—indeed psychedelics—are 
worthy of our attention. 

During every epoch of discontent, despair, and directionlessness 
there have been those who sought the magic of a potion or a prophet 
that would provide quick answers, easy Utopias, or instant surcease. 
One such period was 19th century England which Carlyle, Houghton, 
and Morley all called “The Age of Anxiety." It was a time when 
some of the brightest people of the land took to mind-expanding 
drugs. Coleridge wrote, “Laudanum gives me repose, not sleep, but 
you know how divine that repose is, what a spot of enchantment, 
a green spot of fountains and flowers and trees in the very heart 
of a waste of sands.” 

DeQuincey’s “Confessions of an English Opium Eater” should be 
reread to savor the beautiful psychedelic descriptions of a tincture of 
opium trip. It is 150 years since he wrote: “Happiness might now 
be bought for a penny . . . portable ecstasies might be corked up in a 
pink bottle, and peace of mind sent down by mail.” Elizabeth Barrett 
Browning, Swinburne, Edgar Allan Poe, and many others spoke of 
the extract of the Oriental poppy capsule in terms singularly similar 
to the eulogies of today’s LSD advocates. i ‘ 

Two points are worth remembering. First, opium eating was not 
the source of the creativity of these outstanding people. They were 
gifted, brilliant writers long before their drug encounter. Then, after 
the opium honeymoon was Over, they turned against the drug and 
wrote bitterly of it. Coleridge called it “an accursed habit, a wretched 
vice, a species of madness, a derangement, an utter impotence of 
the volition.” The barbarous neglect of his dmn and his inability to 

i is later years he attributed to laudanum. i 
create RM M a psychedelic of the day. Laughing gas, 
even before it came to be used as an anesthetic, had its delighted, 
“turned on" clientele. Both the newly discovered chloroform and 
sulfuric ether enjoyed a similar popularity before their more prosaic 
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medical uses were established. At Harvard, ether frolics were popular 
with the undergraduates, and the good news spread rapidly across 
land and sea. No less an authority than William James referred to 
ether as a stimulator of the mystical consciousness in his “Varieties 
of Religious Experience.” 

Does that era and the other psychedelic interludes illuminate the 
current drug scene? Perhaps. They remind us that new psychochemi- 
cals or those new to a culture are apt to be overvalued and misused. 
This is particularly true during periods of heightened stress and frus- 
tration. The stories of opium, the anesthetics, and cocaine also seem 
to indicate that the smartest are not necessarily the wisest, and that 
their drug explorations and fashions may be far from sensible. 

Finally, a scrutiny of the past suggests that the abuse of novel 
mind-altering drugs tends to be cyclic, with a rise and a fall which is 
not clearly perceived except from a distance. The proposition that 
we have experienced periodic surges and declines in drug taking be- 
havior before is no plea for complacency. An active effort to teach 
the individual and society how to enjoy and endure without euphori- 
ants and escapants is essential. Setting the drug abuse problem into a 
historical perspective simply avoids the myth that things were never 
as bad as now. This myth happens to be prevalent among the drug 
subculture. It betrays a profound and potentially disastrous igno- 
rance of the history of man. 


SIDNEY CoHEN, M.D. 
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UPDATE: A Computer Program for Converting 
Diagnoses to the New Nomenclature of . 
the American Psychiatric Association 


BY ROBERT L, SPITZER, M.D., AND LORETTA M. GILFORD 


A computer program to convert automated 
hospital and patient records from DSM-I 
diagnostic categories to those used in DSM- 
II has been developed; program listings are 
available on request from the authors. Since 
some diagnostic categories are not directly 
convertible, the methods used to surmount 
particular problems are explained. 


0" JULY 1, 1968, the second edition of 
the Diagnostic and Statistical Manual 
of Mental Disorders (DSM-II), published 
by the American Psychiatric Association, 
Went into effect, replacing the nomenclature 
that has been used since the publication of 
the first edition (DSM-I) in 1952. In order 
to maintain continuity between the two 
Nomenclatures, Kramer and Nemec have 


—— 

yelue authors are with biometrics research, New 
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the New York State Psychiatric Institute, 722 
West 168th St, New York, N. Y. 10032; Dr. 
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Suford is a senior computer programmer. Dr. 
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mittee on Nomenclature and Statistics of the 
merican Psychiatric Association. 

S This work was supported by Public Health 
ervice grant MH-08534 from the National In- 
Stitute of Mental Health. 


prepared a comparative listing of titles and 
codes for the two editions(1). 

This paper describes a computer program, 
UPDATE, which uses a modified version of 
this comparative listing as a table to con- 
vert patients’ diagnoses, coded according to 
DSM-I, into the corresponding codes of 
DSM-II. It should be useful for agencies 
and research workers who wish to have 
diagnoses coded according to the second edi- 
tion on old records where the diagnoses 
were coded according to the first edition. 


Description of the Program 


The main program reads an individual 
patient record (from cards or tape) con- 
taining a diagnosis coded according to DSM- 
I. A subroutine is called and the table is 
used to find the corresponding diagnosis 
according to DSM-II. The main program 
then creates (by punching a card or writing 
on tape) a new patient record with the diag- 
nosis coded according to DSM-II. Any oth- 
er information that is on the old record is 
carried over intact. 

There are 17 instances where two or more 
DSM-II diagnoses correspond to a single 
DSM-I diagnosis. For example, the DSM- 
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I diagnosis of acute brain syndrome as- 
sociated with alcohol intoxication includes 
all of the following DSM-II diagnoses: de- 
lirium tremens, other alcoholic hallucinosis, 
acute alcohol intoxication, and pathological 
intoxication. 'To handle this problem, the 
computer program provides two options: 
Either the patient's new record is left with- 
out a diagnosis and a printed message iden- 
tifies the record so that it can be examined 
and the appropriate choice made; or that 
DSM-II diagnosis is chosen which the au- 
thors believe, in the absence of knowledge 
of the individual case, is most likely. In the 
case of the DSM-I diagnosis of acute brain 
syndrome associated with alcohol intoxica- 
tion, the DSM-II diagnosis used by the pro- 
gram is delirium tremens. 

In DSM-I, the first digit of the brain syn- 
dromes divided them into the acute and the 
chronic forms. The acute brain syndromes 
were assumed to be of psychotic proportion. 
The chronic brain syndromes were assumed 
to be of non-psychotic proportion unless ac- 
companied by a fourth digit qualifying 
phrase indicating with psychotic reaction, 
The emphasis is different in DSM-II: The 
acute versus chronic distinction is relegated 
to a fifth digit qualifying phrase, and the 
brain syndromes of. psychotic proportion are 
grouped under the psychoses and the brain 
syndromes of non-psychotic proportion are 
grouped in a separate category. 

In converting DSM-I brain syndromes in- 
to DSM-II categories, the conversion table 
of the program follows the conventions 
used in Kramer and Nemec’s comparative 
listing. DSM-I acute brain syndromes are 
converted into DSM-II psychoses associated 
with organic brain syndromes (290 to 294) 
with a fifth digit qualifying phrase of 1, to 
indicate acute. For example, the DSM-I di- 
agnosis of acute brain syndrome associated 
with trauma (03.00) is converted to the 
DSM-II diagnosis of Psychosis with brain 
trauma, acute (293.51). DSM-I diagnoses of 
chronic brain syndromes where the qualify- 
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ing phrase with psychotic reaction: 
used, are assumed: to be of non-ps 
proportion and are converted into 
the DSM-II subclasses of non-psyc 
ganic brain syndromes (309). i 

As examples, the DSM-I diagn 
chronic brain syndrome associated wii 
bral arteriosclerosis . (15.00) is co 
to the DSM-II diagnosis of non-psya 
organic brain syndrome with circulator) 
turbance, chronic (309.32). DSM-I. 
noses of chronic brain syndromes wi 
qualifying phrase with psychotic reactiot 
converted into one of the DSM-II ps 
ses associated with organic brain syn 
categories. For example, the DSM-I 


with cerebral arteriosclerosis, with ps 
reaction (15.01), is converted to the 
II diagnosis of psychosis with cerebi 
teriosclerosis, chronic (293.02). 

It is most likely that in any large 
of patients diagnosed according to’ D 
not all of those given a diagnosis ol 
brain syndrome would qualify for the defi 
tion of psychotic that is given in DSM- 
and many of those given a diagnosis. 
chronic brain syndrome were psychotic i 
though the qualifying phrase of with 
chotic reaction was not used. Because: 
this, converting the brain syndromes 
DSM-I diagnoses to DSM-II categories n 
lead to a systematic overestimation of 
chotic acute brain syndromes and an undi 
estimation of psychotic chronic brain syi 
dromes. { 

The program is written in Fortran IV. 
the IBM 360, and with slight changes 
be used with the IBM 7094. Program lis! 
are available upon request. j 
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Electroshock Treatment: Two Novel Problems 


BY RALPH N. WHARTON, M.D. 


The use of EST on two depressed patients 
with unusual medical complications is re- 
viewed. The. author concludes that this ther- 
apy should not be used when a diagnosis of 
hyperkaliemia and periodic paralysis is 
made. However, EST is judged safe for el- 
derly patients with epicardial pacemakers; in 
fact, a pacemaker may be helpful in such 
cases. 


LECTROSHOCK TREATMENT remains one 

of the most effective forms of somatic 
therapy available in psychiatry today. The 
treatment risk in experienced hands is in- 
finitesimal and has been for over 30 
years(1-6). 

New medica] diagnostic entities, however, 
require consideration in the continued eval- 
uation of the effectiveness of EST. A patient 
with hyperkaliemic periodic paralysis and 
depression and a patient with an epicardial 
Pacemaker and depression, both treated 
with EST, are reported here. 


Case Reports 


Case 1. E. M., a 36-year-old married woman, 
was admitted 4-18-67 to the Neurological In- 
Stitute for treatment of a refractory depressive 
disorder. She had suffered marked anorexia 
with a 10-Ib. weight loss, insomnia, and sui- 
Cidal ideas following the death of her father. 
Because of her unresponsiveness to tricyclic 
drugs and MAO inhibitors, she was admitted 
for EST. 

From age 17 she had a history of periodic 
€pisodes of weakness. The attacks began in 
the Morning and she subsequently developed 
Profound weakness which lasted from 4 to 7 
days. These episodes were related to her men- 
Strual periods. The patient had been adminis- 
tered a glucose-insulin test at the Neurological 
Institute in 1964, During the test serum potas- 
Slum rose to 7.3 within 1 hour and precipitat- 


` Dr. Whan : 

Jr. Wharton is with the New York State Psy- 

N Afric Institute, 722 W. 168th St, New York, 
: Y. 10032. 
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ed a hyperkaliemic attack with profound 
weakness and areflexia which lasted for 4 days. 
Myotonia was noted on admission and seen 
on electromyography. A diagnosis of hyper- 
kaliemia, periodic paralysis, with myotonia 
was made. 

When the patient was considered for EST 
following the death of her father, she had 
had no paralytic attacks for over 3 years; the 
combination of chlorothiazide (Diuril) and 
norethynodrel with mestranol (Enovid) had 
controlled her episodes for this interval. Ami- 
triptyline (Elavil), imipramine hydrochloride 
(Tofranil), phenelzine sulfate (Nardil), and 
tranylcypromine (Parnate) produced no 
change in her depression. After receiving pre- 
medication of 15 mg. of succinylcholine and 
350 mg. of sodium thiopental (Pentothal), 
followed by a seizure, she developed nausea, 
profound weakness in all four extremities, 
and subsequent quadriparesis with marked re- 
spiratory distress—dyspnea and tachypnea. A 
respirator was made available but was not 
used. With intravenous fluids she regained 
her strength gradually over 72 hours. Hyper- 
kaliemia had been present during the patient's 
previous attack but not in this one. She im- 
proved without further complications and was 
discharged from the hospital 11 days follow- 
ing EST. 

It was obvious in this case that despite 
the absence of any attacks for a 3-year peri- 
od, electroshock treatment induced an epi- 
sode of paralysis in this patient. I am not 
aware at this time of any other reports of 
the use of EST on a patient with hyper- 
kaliemic, periodic paralysis. This experience 
would lead me to consider this illness a 
contraindication, since fatal respiratory pa- 
ralysis can occur in such episodes. The avail- 
ability of a respirator and medical consulta- 
tion were essential in the beneficial outcome 
for this patient. 

Case 2. A. L., a 75-year-old widow, was 
discovered on routine physical examination to 
have complete heart block. She had always 
been in good health without any known cardiac 
disease. However, both her husband and her 
father had died of cardiac disease. On the day 
of examination she was noted to have a pulse 
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of 48. Later the same day it was 35. She was 
advised to have prompt hospitalization for 
evaluation, which she did. 

The diagnosis was a complete idiopathic 
atrioventricular block. A transvenous pace- 
maker implantation was made after isoprotere- 
nol hydrochloride (Isuprel) and atropine 
proved to be of no value. An endocardial 
pacemaker was inserted on 9-13-67. On 9-25, 
a thoracotomy and implantation of a Chor- 
dack epicardial pacemaker were necessitated 
by cardiac perforation of the endocardiac 
catheter. The patient was then discharged to 
the care of her sister in Florida. 

Over the course of the next 3 months, the 
patient became increasingly depressed and de- 
veloped delusional ideas about the pacemaker. 
She was convinced that “it had collapsed” 
and that she was gravely ill. She refused to eat 
and suffered with progressive insomnia. When 
her social security and medicare payments 
were delayed in the mail to Florida, her mood 
worsened, 

She was admitted to the Neurological In- 
stitute on 12-21, where she refused to eat or to 
permit a complete physical examination. De- 
spite the use of intramuscular antidepressants 
and tranquilizers for 72 hours, she persisted 
in her refusal to eat. Six EST treatments were 
administered between 12-24 and 1-8. The pa- 
tient showed rapid weight gain, improved 
sleep pattern, and change in mood. She was 
discharged 2 weeks later markedly improved. 
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The presence of a pacemaker is not a 
contraindication when EST is given to a 
patient of this age. In fact, in this 75-year- 
old woman, it was helpful to know that her 
heart beat was a regular 68 beats per min- 
ute during the induced seizure. An anes- 
thesiologist was available during the treat- 
ments but was not needed. 
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Depersonalization and Self-Destruction 


BY HERBERT WALTZER, M.D. 


Depersonalization in conjunction with self- 
destructive behavior is more common than 
generally realized. Suicide attempts are often 
carried out while the individual is in a 
depersonalized state. As a result of ego- 
Splitting there is partial withdrawal from 
both the external and intrapsychic worlds. 
The individual views the self-destructive 
act as though it was being carried out by 
another person. 


EPERSONALIZATION—a state of splitting 

or fragmentation of the ego, an altera- 
tion of the state of consciousness—may be 
Viewed as an unconscious expression of 
self-destructive urges. Just as suicide rep- 
resents a consciously determined complete 
escape from both the external and intra- 
Psychic worlds, the depersonalized state 
may represent an unconscious but incom- 
plete withdrawal from both. While this 
State prevails, there is characteristically a 
temporary alteration of the capacity to 
feel, to react, and above all to control 
impulse. 

Through  depersonalization the ego 
achieves an unstable compromise between 
ambivalent feelings and thoughts of wanting 
to live and wanting to die. However, during 
depersonalization, with its concomitant al- 
terations of ego functioning, the drives 
toward total immobilization, relaxation, or 
Mertia, the oceanic feeling of reunion with 
the mother, or toward escape from stress, 
May assume such overwhelming propor- 
tions that a suicidal act is carried out. 

An additional hazard is introduced in 
that Perceptual acuity as well as reactivity 
to dangerous external stimuli is diminished. 


iN —— 

Dr. Waltzer is assistant director, department 
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We are familiar with the night driver who, 
in a hypnotic-like, dissociated state crashes 
his car, or the pedestrian who, in a trance- 
like state, responds indifferently to moving 
vehicles and is struck down. 

This altered state of consciousness facil- 
itates the expression of unconscious self- 
destructive impulses. This does not mean, 
however, that whenever depersonalization 
is present suicide will automatically follow, 
or that all suicides necessarily occur in 
individuals who are in a depersonalized 
state. 


Prevalence of Depersonalization 


Just as self-destructive thoughts, wishes, 
or fantasies are probably universally ex- 
perienced at one time or another by most 
people, so are feelings of depersonalization 
more widely experienced than is generally 
appreciated. However, its existence becomes 
apparent only on careful interviewing. 

In a panel discussion on depersonalization 
reported by Stewart(3), the feeling was 
expressed that it is the third most frequent 
symptom seen in patients in a mental hos- 
pital, exceeded in frequency only by anxiety 
and depression. It occurs with almost equal 
frequency in nonhospitalized psychiatric pa- 
tients. It should not be equated with psycho- 
sis, although frequently it may be one of the 
initial manifestations of a schizophrenic 
breakdown. 

As Ludwig(1) indicated, altered states 
of consciousness occur frequently when 
there is a reduction of exteroceptive stimu- 
lation or motor activity. They may be asso- 
ciated with solitary confinement, prolonged 
stimulus deprivation at sea or in the desert, 
highway hypnosis, extreme boredom, hyp- 
nagogic and hypnopompic states, sleep 
deprivation, or experimental sensory depri- 
vation states. They may also be induced 
through numerous pharmacological agents 
such as anesthetics, psychedelics, narcotics, 
sedatives, and stimulants. 
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Characteristics of Depersonalization 


Ludwig further described the following 
characteristics as being present when the 
state of consciousness is altered: “altera- 
tions in thinking, disturbed time sense, 
loss of control change in emotional ex- 
pression, body image change, perceptual 
distortion, changes in meaning or signifi- 
cance, feelings of rejuvenation and hyper- 
suggestibility.” He stated that “many altered 
states of consciousness serve as final com- 
mon pathways for many different forms of 
human expression, both maladaptive and 
adaptive." 

It is to the maladaptive form of ex- 
pression, the self-destructive one, that this 
paper is addressed, 

During depersonalization the individual 
becomes aware of changes in himself—bodi- 
ly, mental, or both—that lead to feelings of 
strangeness or unreality. The person com- 
plains of feeling numb, of feeling dead 
or dead inside, and of not being able to 
feel. Descriptions frequently include such 
expressions as “foggy feelings,” “being 
asleep or in a dream,” “make-believe.” 
Oberndorf(2) compares depersonalization 
to “playing dead." 

Depersonalization is viewed as a defensive 
ego maneuver designed to ward off a painful 
affect, e.g, anxiety. By denying his ca- 
pacity to feel, e.g, “I am numb," “I am 
dead inside," the individual is denying the 
possibility of being hurt or rejected. *How 
can I be hurt if I do not feel anything?" 

Due to this split within the ego during 
depersonalization, the defensive functioning 
or controlling forces of the ego are not 
operating with the same degree of effective- 
ness as in an unaltered state of awareness. 
In this dissociated state the individual acts 
as both participant and observer and re- 
sponds as though his behavior was being 
carried out by another person. Thus, or- 
dinarily unacceptable impulses and acts 
such as suicide or exhibitionism are more 
easily permitted partial or complete ex- 
pression. The individual reports his behavior 
as an observer and not as an active par- 
ticipant. 

Depersonalization, although unconsciously 
designed to ward off painful affect and 
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anxiety, may of itself precipitate severe 
and overwhelming panic secondary to the 
feelings of unreality and fragmentation. 
Subsequently the individual may consciously 
seek to escape this panic through a suicidal 
act. 

As a defensive maneuver, depersonaliza- 
tion is never completely successful in perma- 
nently suppressing or repressing the stress- 
ful stimuli. Moreover, the converse is fre- 
quently true—that, with alteration or 
fragmentation of the ego and lessened ego 
control, the greater is the likelihood that 
the stress-induced impulse will be acted 
upon. 


Case Report 


A 27-year-old woman, separated from her 
husband, was seen in therapy because of fears 
of “losing her mind.” She worked as an aide in 
a psychiatric hospital and was considered in- 
telligent and conscientious. Her dealings with 
patients and her fellow workers revealed no 
evidence of gross psychopathology. 

She lived at home with her parents, who 
took care of her 6-year-old son while she 
worked. Her husband had left her for another 
woman about two years previously. Since her 
separation, she had become involved sexually 
with several men for brief periods. She ex- 
pressed extreme fear of losing control of her- 
self. There were episodes lasting almost an 
hour, and occurring several times a week, in 
which she felt strange, not herself, and as 
though she were performing in a play. People 
about her seemed unreal. During these periods 
she felt as though she had no control over 
her body or her behavior. 

She reported that while in this strange 
state, she had the urge to kill herself and on 
one occasion did cut her wrists. She indicated 
that on other occasions she had been involve 
in homosexual activity. She stated, “It was 
like I wasn’t doing it but rather someone 
else." She reported these events as an observer. 
She denied ever having made a suicidal at- 
tempt or having participated in homosexua 
activity when she felt herself. She woul 
experience a panic reaction when she felt 
this state coming on, and would telephone 
me. The frequency of the symptoms an 
intensity of the panic reaction increase 
that psychiatric hospitalization became man- 
datory. 

Examination failed to reveal any evidence 
of a thought disorder. Her thinking was clea} 
coherent, and goal-directed. Her affect was 
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jntense and constricted but appropriate to the 
situation and the expressed ideation. There 
was no evidence of secondary symptoms, e.g., 
hallucinations or delusions. The diagnostic 
impression was that of “borderline state.” 


Depersonalization and Suicide 


I reported the concurrence of deperson- 
alization with suicidal behavior as seen in 
this patient in a previous paper(4). When- 
ever depersonalization is present one can 
almost regularly uncover a history of pre- 
vious suicidal ideation or behavior, evidence 
of death wishes, or a preoccupation with 
death. This material may be forthcoming 
only as a result of careful interviewing. 

The patient who complains of ex- 
periencing depersonalization invariably is 
preoccupied with fears of “losing control.” 
In the depersonalized state, there is an 
inability to maintain a whole, or completely 
integrated, ego-responsiveness to environ- 
mental or intrapsychic stimuli. The ego has 
lost control over the integrity of its func- 
tions, or over the accurate representation 
of body-image boundaries and the sense of 
reality. It is to these feelings that the in- 
dividual responds with anxiety or panic, 
if there is sufficient healthy ego available 
to recognize the fragmentation. Again, this 
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may constitute one of the initial manifesta- 
tions of a schizophrenic breakdown. 

Similarly, under the influence of many 
drugs (LSD, etc.), the individual uncon- 
sciously seeks and achieves temporary with- 
drawal from stressful stimuli. Both the 
manner and the degree of withdrawal from 
external reality and the intrapsychic world 
hinges upon the effectiveness of ego de- 
fenses, as well as upon the total personality 
structure. 

Depersonalization, an incomplete with- 
drawal, is an unconsciously determined, 
stereotyped adaptation pattern of the ego 
to acute or chronic stress. However, in this 
altered state the individual may seek the 
maintenance of this oceanic feeling or com- 
plete escape, and self-destruction ensues. 
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LETTERS TO THE EDITOR 


The New Diagnostic Nomenclature— 
A Step Backward? 


Sir: I am writing this letter in response to 
an article in the June issue of the Journal en- 
titled “A Guide to the American Psychiatric 
Association’s New Diagnostic Nomenclature” 
by Drs. R. L. Spitzer and P. T. Wilson. 

Who will hire a patient with a label like 
personality disorder, explosive type, as pro- 
posed in the revised nomenclature? Will a man 
bearing this label be able to keep a health 
insurance policy, live in the community, and 
be accepted by his family? Or will this new 
label further alienate him from his fellow man? 

A group such as the American Psychiatric 
Association, which is continually striving to 
find new ways to aid patients, does not seem to 
be best served by returning to older nomen- 
clature such as neurasthenic neurosis, hypo- 
chondriacal neurosis, hysterical neurosis, and 
schizophrenia. American psychiatric thinking 
in recent years has certainly been influenced by 
much more useful frames of references, such 
as the orders of dysfunction taught by Dr. 
Karl Menninger. To ignore these and other 
clearly though out ideas, and instead reinsti- 
tute terms which have not been widely used 
for many years, seems to be a step backward. 

The general practitioner has long complained 
of his difficulty in communicating with his fel- 
low physician, the psychiatrist. How likely is 
it that labels like "runaway reaction" will ever 
have any broad medical significance or even 
communicative value between the psychiatrist 
and various other medical specialists and gen- 
eral practitioners. 

It also seems somewhat inconsistent that the 
"runaway reaction" can be classified as a be- 
havior disorder of childhood and adolescence, 
but that marital adjustment (with all of its 
psychiatric ramifications) is classified as a con- 
dition without manifest psychiatric disorder. 
The article states, 


The new diagnostic nomenclature, which will 
become official on July 1, represents a sig- 


nificant advance toward the use of a standar 
international classification system to facili- 
tate the exchange of ideas among psychia- 
trists of all countries. 


I personally feel and suspect that a large 
group in the membership of the APA also feel 
that this revised classification is a step back- 
wards, Would it be possible for the Journal to 
elicit a much broader sampling of opinion from 
the membership and the leadership in the 
American Psychiatric Association about this 
revision of the diagnostic manual? In my 
Opinion such a step is extremely important, 
because any classification system is a frame- 
work and a tool which will have to be used by 
present and future psychiatrists as a basic out- 
line in their specialty. 


WALTER LEWiN, M.D. 
Overland Park, Kans. 


Creation of a Crime Prevention 
Service Suggested 


Sir: The establishment of suicide prevention 
facilities has now been accepted in various 
parts of the country(1). Among others, the 
Kings County Psychiatric Hospital maintains 
a suicide prevention service via telephone and 
counseling. The efficiency of this service can- 
not be definitively determined at this time, but 
obviously it has both therapeutic and preven- 
tive aspects. 

It occurred to me that this type of telephone 
service for the public should be extended to 
potential criminal offenders. At first blush this 
may sound rather visionary, perhaps even 
futile. But since we know that much crime is 
based on neurotic impulses—following or dur- 
ing periods of intoxication (alcohol or drugs): 
or arising from emotional episodes of offenders 
who are more passive and immature than ag- 
gressive—creation of such a service might be 
feasible. Thus it would be expected that po- 
tential offenders, frustrated individuals, angry 
Persons under stress of emotion, prepsychotic 
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and psychotic persons, or men under pressure 
of domestic crisis might call, in their per- 
plexity and anger. 

Often in the case of car thieves the criminal 
act is simply a drive for status or a reaction to 
acute frustration and could easily be mollified 
by talking it over with some competent person 
—even over the phone. 

The idea of a crime prevention service arose 
from contacts at the prison ward at Kings 
County Hospital where at least one-half of the 
offenders (charged with misdemeanors and 
felonies) were imprisoned as a result of impul- 
sive acts, arising out of alcoholic confusion, 
frustration, or immature impulses. 

Calls to the crime prevention service would 
be handled by either psychiatrists or police of- 


ficers trained in this area, and immediate emer- 


gency psychotherapy would be given in the 
form of counseling. One possible and obvious 
objection to a crime prevention service via 
telephone might be that criminals would be the 
last to “telegraph” their intentions. A possible 
answer to this can be obtained from anyone 
who has dealt with offenders, especially youth- 
ful ones; with the exception of recidivists and 
professional criminals (whom we never expect 
to reach), many offenders are simply acting 
out stressful situations. In fact, their criminal 
acts often call out for help, for contact with a 
stable element, particularly with crimes arising 
out of marital disharmonies and family irrita- 
tions. 

Obviously, such a service and such a move- 
Ment would require much preliminary public- 
ity, But in this age of psychological awareness, 
I feel that the public might well respond to 
Such a service. 

The crime prevention service should be lo- 
Cated in the major psychiatric centers such as 
New York City. The service should be staffed 
by psychiatrists, by law enforcement officers 
With special training, or by seasoned police 
officers. 

A crime prevention service would be a logi- 
Cal explication of our present interest in com- 
munity psychiatry. 

The reference is: 


l. Haughton, A. B.: Suicide Prevention Programs 
^ —The Current Scene, Amer. J. Psychiat. 124: 
1692-1696, 1968. 


WALTER BROMBERG, M.D. 
Brooklyn, N. Y. 


Assault on Emotional Health 


Sir: The most important preventive psychia- 
try that our specialty can practice is to alert 
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society and urge action to prevent the further 
erosion of the tranquility and stability of our 
environment. One shocking example of the 
assault on human rights and the emotional 
health of mankind is the proposed supersonic 
transport and the continuous sonic boom it 
generates. 

A recent University of Michigan study 
shows that intellectuals and students are much 
more sensitive to the impact of noise in any 
form than the less well-endowed. Investigators 
in East Anglia University have demonstrated 
that the rapid movement through many time 
Zones occasioned by traveling in jet planes 
requires from one to five days for individuals 
to “cool off” before they can be relied upon 
to make carefully balanced and rational de- 
cisions on matters that might, in some cases, 
be of diplomatic and worldwide import. 

The attitude that men must adapt to 
machines, that man is powerless and the 
machine all powerful, is one that mankind 
must change if we are to survive, The ever 
widening destruction of conditions under 
which the individual can unfold and flourish 
will, if not soon arrested, make the biosphere 
uninhabitable by any life forms other than 
insects and microorganisms. 

Many thoughtful men have already ex- 
pressed their deep concern at the prospect of 
supersonic transport planes subjecting more 
than 50 million people to repeated sonic 
booms of an intensity that can smash glass 
and cause various kinds of damage to dwellings 
and buildings of all kinds. 

Psychiatrists are familiar with the startle 
reaction to loud sounds in infants which ap- 
proaches a convulsion in its intensity and 
pattern. We must assume that in the infirm 
and the elderly with fragile cerebral and coro- 
nary vessels the impact of such a sudden 
volume of sound may well cause a large 
number of deaths from sonic shock. In Cologne, 
Germany, our Defense Department is being 
sued by bird fanciers who have found that 
their parakeets drop dead when struck by 
sonic booms generated by military planes. 
These booms are less than half the intensity 
of the sonic boom expected to be generated 
by the Supersonic transport. 

The Federal Aviation Agency and the Pres- 
ident have gone ahead to authorize continuing 
work on the supersonic transport with arrogant 
disregard for the peace and quiet of millions 
of taxpayers in order to provide a rapid air 
passage for a few hundred people. This gross 
unfairness and unreasonable recklessness of the 
President and the FAA requires the effort of 
all thinking men, especially the psychiatric 
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profession, to combat this venture in every 
way it can. 

Naturally, one of the first ways to combat 
this assault on the quality of human existence 
is to write to the senators and representatives 
from one’s own area. In addition, it would 
be important to write to senators like William 
Proxmire of Wisconsin who is fighting to 
prevent this incredible squandering of the tax- 
payers’ money for the advantage of a few. 

It is becoming increasingly clear that 
psychiatry as a social science must assume 
increasing responsibility for assessing the 
scientific and technical developments of our 
civilization in order to insure that wholesome 


Public opinion is a weak tyrant compared with our own private opinion. 
What a man thinks of himself, that it is which determines, or rather indicates, 


his fate. 
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conditions suitable for the mental and | 
tional health of mankind be preserved. — . 


HERBERT I. Harris, M.] 
Cambridge, M 


A Correction 


On page 1702 of the June issue, the 
paragraph of the article “Lithium in Mg 
Depressive Illness,” by R. J. Kerry, M.R& 
L.R.C.P., D.P.M., and G. Owen, M.B., } 
Path., contains an error. The word *lithii 
should be replaced by “tritium” and the 
rected sentence should read "Samples of u 
were collected before a dose of tritium: 
givenu cua." [ 

The editor and staff regret this error. 


—THOREAU 
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BOOK REVIEWS 


Minority GROUP ADOLESCENTS IN THE UNITED 
Srates. Edited by Eugene B. Brody, M.D. 
Baltimore: Williams & Wilkins Co., 1968, 
243 pp., $8.25. 


Senator Fred Harris of Oklahoma has 
written a poignant introduction to this fine 
collection of essays on minority group ado- 
lescents. He expresses his admiration and 
gratitude for a really illuminating view of 
what it is like in America to be young and 
black or Puerto Rican or Mexican or Chinese 
or Japanese or Indian—or, indeed, a middle- 
class psychiatric patient. Anyone who comes 
upon this first-rate book will, I believe, echo 
the senator’s sentiments. 

It is hard and confusing enough to be 
young, particularly in the United States. It is 
doubly a challenge and burden to be apart 
by virtue of skin color or ancestry, or because 
of severe psychiatric troubles. Erik Erikson 
long ago assisted the kind of thinking that 
comes acr in this volume by providing us 
with a sensible and edifying analysis of youth 
as both a psychological "stage" and a "time"— 
a period of years in which the individual 
comes into a decisive and lasting encounter 
With a particular society. 

Erikson's concepts of "identity" and "iden- 
tity crisis" have been widely used and abused 
by an American culture that is hungry for it 
knows not what. Nevertheless, they are still 
fresh concepts, capable of helping the social 
Scientists and physicians who have written this 
book organize their thoughts and make sense 
of their observations—but not feel confined or 
in the presence of crusty, self-centered dogma. 
_ There is also a real freshness to the essays 
in this book. Eugene Brody and Chester Pierce 
Continue to let us know both abstractly and 
concretely what happens to Negro youths in 
this great democracy. I have said it elsewhere 
and will repeat it here: Eugene Brody, in my 
Opinion, has better than anyone else made 
Psychoanalytic theory really shed light on 
Various aspects of America’s racial problem. 
If only more of us possessed his real familiari- 
ty with class and caste, race, religion, region, 
and country as extremely significant psycho- 
logical variables! Above all, he has always 
been willing to give a particular issue (such as 
Tace) its larger (human, developmental) con- 
text. If black youths have to contend with 
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their own, distinct sources of anxiety and 
frustration, they are nonetheless black youths. 
While that may sound like the purest kind of 
common sense, I fear it is a common sense 
all too easily overlooked these days. 

In a brief review, a rich and allusive book 
must really suffer. I can only suggest the 
strength and appeal of Chester Pierce’s un- 
ashamedly personal forecast of what black 
American youths will be facing during the 
next decade. I can only state that Edward 
Preble, again in a touchingly personal way, has 
really “told it like it is” in New York's barrios, 
to which thousands of Puerto Ricans come 
for a better life in a strange and powerful 
country. 

I can only mention Robert Derbyshire’s 
sharp and well thought out comments about 
young Mexican-Americans in Los Angeles. 
Like Eugene Brody, with whom he has worked, 
Professor Derbyshire can both observe and 
formulate, not always a characteristic of 
“field workers.” And finally, there are Mr. 
Fong’s observations on Chinese youths in San 
Francisco, Dr. Yamamoto's on Japanese 
youths in America, Dr. Freeman's on Kiowa- 
Apache Indian men, and Dr. Weintraub's on 
middle-class American youths who find them- 
selves in psychiatric hospitals, Each of these 
essays is full of valuable information—which 
in today's world is necessary information. 

But perhaps most valuable and necessary 
of all is the book's over-all philosophy, un- 
stated but constantly in evidence: We have 
much to learn from one another in this world: 
race from race, region from region, age group 
from age group, and doctors from not only 
patients, but people—ordinary, internally 
troubled people, but also externally harassed 
people. And precisely when do the so-called 
“external” or “environmental” forces not af- 
fect the very “deepest,” most “internal” life 


f the mind? 
i RonERT Coes, M.D. 


Cambridge, Mass. 


InpustRY IN THE HOSPITAL: MENTAL Rena- 

A a AON rHRovcH Worx. By William 
Winick, M.D. Springfield, Il.: Charles C 
Thomas, 1967, 76 pp., $5.75. 


This is a small volume, only 76 pages long, 
but it is an important and valuable mono- 
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graph. Many psychiatrists and psychiatric 
hospital administrators have looked for advice 
and guidance in starting a hospital program 
of rehabilitation of patients through work. 
Here is a brief presentation that meets this 
need. 

Dr. Winick is one of the early leaders in 
the development of a hospital program of 
patients’ work for pay. He has lived through 
the resistances, rejections, and problems in- 
herent in initiating a new concept. His faith 
and perseverance, together with the efforts of 
his dedicated staff, made possible the achieve- 
ment of an outstandingly successful program 
leading to the improvement of patient care 
and rehabilitation. 

The monograph has two parts. The first 
provides a philosophy of work, with historical 
and theoretical information about work by 
patients in mental hospitals. A more detailed 
report of ongoing work programs, particularly 
in European mental hospitals, would have 
added to the completeness of this background 
information. Without this, however, the vol- 
ume still serves its purpose very well. 

Part 2 contains information to assist hos- 
pitals and their personnel in developing work- 
for-pay programs in the hospitals. Dr. Winick 
tells how to go about developing and operating 
such a program and discusses in detail the 
selection and assignment of patients. The im- 
portance of personnel, adequate factory-like 
Space, storage space, etc., are emphasized. 
Dr. Winick points out that precautionary safe- 
ty measures must be practiced and that it is 
essential to have proper equipment for each 
task. 

One of the most difficult initial problems is to 
arouse the interest of industrialists and obtain 
subcontracts. The monograph makes its most 
important contribution in offering suggestions 
on the qualifications of the person in charge 
of the industrial project and on the technique 
of approaching the manufacturers. 

The chapter with questions and answers is 
most helpful. Many of the questions concern- 
ing industry and hospitalized mental patients 
are presented and answered briefly. 

CHIRP (the acrostic for Community-Hospi- 
tal-Industry Rehabilitation Program), the pro- 
gram in operation at the Veterans Administra- 
tion Hospital in Brockton, Mass., is described 
clearly and in detail. Such programs can pro- 
vide a smooth transition for a large number of 
hospitalized patients from the hospital to in- 
dustry. This reviewer has a similar program in 
operation at the Veterans Administration Hos- 

pital at Lyons, N. J., where the program is 
known as SCOPE (Simulated Conditions of 
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Practical Employment). We have found that 
the patients in this program have impressed the 
industrialists involved in the program so much 
that some patients have been hired as regular 
employees of these companies. The discharge 
rate of patients, including some with long peri- 
ods of hospitalization, is surprisingly high. Our 
experience indicates that the readmission rate 
of these patients is remarkably low—approxi- 
mately seven percent. In addition, the program 
has mobilized new groups within the com- 
munity who have learned to understand and 
support mental hospital programs; industrial- 
ists and working men and women have become 
enthusiastic, active workers in the mental 
health movement. 

Industry in the hospital is an important 
advance in the rehabilitation of mental pa- 
tients. Each hospital is unique, and therefore 
its program must be geared to its own patient 
population, its staffing, and the industry in the 
local area. Rehabilitation through work-for- 
pay programs can be successful in any hospi- 
tal with a dedicated staff. The monograph 
describes the CHIRP program as a successful 
pattern. It is a practical guide that will help 
each hospital improve its technique in training 
more patients for independent, productive lives 
in the community after discharge. 


S. T. GINSBERG, M.D. 
Lyons, N.J. 


A Decane Later: A Forrow-ue or SOCIAL 
Crass AND MENTAL ILLNESS. By Jerome 
K. Myers and Lee L. Bean in collabora- 
tion with Max P. Pepper. New York: John 
Wiley & Sons, 1968, 242 pp., $7.95. 


As the title states, this volume is a ten-year 
follow-up of a study initiated by Hollingshead 
and Redlich nearly two decades ago(1). Their 
results were published in 1958 and reviewed 
in this journal by Dr. Eugene B. Brody, who 
said "the major questions which psychiatrists 
will raise about their work will not be con- 
cerned with its evidence and psychiatric con- 
clusions, but with its recommendations for 
action." Wise advice, then and now, except 
that the evidence presented in the current 
volume needs close scrutiny indeed, and al- 
though the book contains very few actual 
recommendations for action, there are many 
springboards. * 

The authors of the original study did not 
Participate in the follow-up. The work was 
done by two sociologists, Jerome K. Myers 
and Lee L. Bean, with some participation by 
psychiatrist Max Pepper. It was the hope © 
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the authors that this work would reach a wide 
audience of various professional persuasions 
concerned with mental health and would be 
important to them. 

I think the book is significant. It probably 
adds to our knowledge and understanding of 
social class and social processes as they im- 
pinge upon health and disease. The authors 
are to be congratulated, as is anyone brave 
enough to try to bring enlightenment to a 
field as complex and unexplored as this one. 

A word must be said about statistics. This 
book is loaded with statistics, a complete 
understanding of which must and will deter- 
mine its real usefulness to the reader. Let 
him be “up” on his statistical understanding, 
his knowledge of procedures, the significance 
of numbers, the use of the chi-square test 
for validating data, the meaning of linear 
relationships where there are more than two 
or three constants and two or three variables, 
and the necessity of making subtractions for 
the dead—or caveat! 

Although the chi-square test was carried out 
using the actual numbers in each social class, 
the results in almost all of the tables are 
presented in percentages, a technique which 
is not unusual but may lead to casual mis- 
understanding. Bear in mind the fact that the 
simple numbers run as follows: Social classes 
land II are grouped together and represent 
53 individuals, or less than 5 percent of the 
total sample; social class III represents 149 
individuals; social class IV, 616 individuals; 
and social class V, 727 individuals. It is 
Understandable but also regrettable that the 
authors were unable to include the 359 private 
Patients in the original study, since it can be 
assumed that most of these fell in either social 


Class I or II and might have altered the 
| 
| 


statistics considerably. 

In some of the tables where there are the 
four constants of social class and perhaps three 
Variables, the chi-square test indicates that a 
significant relationship exists without satisfac- 
torily clarifying exactly where it exists within 
any of the 12 cells, j 

In table 4.4 (p. 68), if we consider only 

€ patients who are still living, we find that 
te Percent of class I-II patients are receiving 
Ieatment, as compared to 67 percent of class V 
Patients, with nearly the same percentages in 
Classes II and IV. In this instance the sig- 
nificant differences lie not in what kind of 
treatment they are receiving, but in what 
kind of facility, i.e., in- or out-patient. These 
ata might be more meaningful as a comment 
en the social scene and our system of deliver- 
ing mental health care services. This suggests 
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that we might be concerned about the extent 
to which our training programs in psychiatry 
and their supporting agencies really prepare 
young physicians to meet the mental health 
treatment needs of all social classes in our 
society. To what extent does the system dic- 
tate, independent of the professional involved, 
the kind of treatment most readily ‘available 
to individuals of various social classes? If 
psychiatry is in trouble here, we may be able 
to draw from some of the material presented 
in this book to assist in our solutions. 

There is a vast wealth of information pre- 
sented, and the reader who can keep his 
statistical balance will be fascinated and en- 
riched. 

The reference is: 


1. Hollingshead, A. B., and Redlich, F. C.: So- 
cial Class and Mental Illness. New York: 
John Wiley & Sons, 1958. 


DoNAaLD C. Greaves, M.D. 
Kansas City, Kans. 


Tue INDIVIDUAL AND THE SysTEM: PERSONAL- 
wzinc Hicuer Epucation, Edited by W. 
John Minter. Boulder, Colo.: Western In- 
terstate Commission for Higher Education, 
1967, 187 pp., $3.50 (paper). 


In this time of troubles for American 
higher education, the theme of this new 
paperback should be one of concern to any- 
one who has contact with contemporary stu- 
dents or faculty. 

In his introduction to this collection of 
eight papers presented to college faculty and 
administrators in Berkeley during the summer 
of 1967, the editor says: "The topic reflected 
the spreading concern among the nation's 
educators over the advantages and disadvan- 
tages of a rapidly emerging system of mass 
higher education . . . a concern reinforced on 
scores of campuses by student dissatisfaction 
with both the academic offering and the 
instructional method which they were being 
asked to accept.” 

It might be that these papers suffer as a 
result of, more than they are enhanced by, 
another characteristic described in the intro- 
duction: “Among the eight papers presented 
may be found widely varying philosophies 
of higher education. . . .” The papers do in- 
deed vary, not only in philosophy but in 
style, in the element of campus life chosen as 
being of importance, and in the steps which 
the editor assures his readers are necessary 
to achieve a resolution of conflict on our 


campuses. 
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This diversity results not in the thorough 
examination of the title topic—perhaps too 
big a bite in the first place—but in the general 
introduction of six areas which deserve a ful- 
ler examination if the problems within them 
face any hope of solution. But then, one of 
the purposes of the original institute was, in 
the words of the preface, “for dialogue among 
administrators and researchers which stimu- 
lates further study in critical areas of higher 
education.” 

The areas touched upon in the book can be 
briefly defined as: significant personality char- 
acteristics of students and faculty as they 
relate to the need to make higher education 
a more personal and fulfilling experience in 
a time of increasing academic rigor and stress; 
changes in the physical environments of a 
campus needed to make it more relevant to 
the varying needs and demands of individual 
students; the role of student personnel services 
in aiding the adjustment of students to campus 
life and learning; and the role that computers 
can play to allow administrators and faculty 
more time for personal interaction with stu- 
dents. 

It is the last area which provides a fasci- 
nating insight, perhaps inadvertently, into the 
formidable scope of the problem of “per- 
sonalizing higher education.” Two papers are 
presented under the title of this subtopic, 
“The Learners’ Views about Personalizing 
Higher Education.” Both papers are presented 
by students, and though addressed to the same 
subtopic, are nearly opposite in their description 
of what the modern student is and what should 
be done for him—or if nothing is done for 
him, what he will proceed to do. No section 
of this book brings home the point more 
vividly that any educator seriously considering 
“personalizing” his campus is faced with as 
many potential friction points during the pro- 
cess as there are students on his campus. 

This book does provide a valuable intro- 
duction to the subject of contemporary cam- 
pus stress and unrest. Its comprehensive, an- 
notated bibliography, covering all of the areas 
discussed, also increases its value to anyone 
preparing for a more exhaustive search of the 
field. 

Higher education, increasingly a major 
sector of our national life, may exercise a 
great power over the long-range destiny of 
this country. The Individual and the System, 
diffuse as it may seem, proves again that the 

internal equilibrium of any great social in- 
stitution rests primarily on the ability of in- 
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dividuals within it to maintain a sensitive 
relationship with all of its elements and with 
the society as a whole. 


RAYMOND FELDMAN, M.D. 
Boulder, Colo, 


Tue BroLocy or DnkAMiNG. By Ernest Hart- 
mann, M.D. Springfield, Ill.: Charles C 
Thomas, 1967, 188 pp., $9.75. 


Dr. Hartmann has performed a singular 
service for all who are interested in the biology 
of dreaming and also its psychology. In a 
small volume he has brought together, in a 
lucid and highly readable form, all of the 
pertinent available information concerning the 
biology of dreaming, its relation to health and 
disease, and its relevance to the psychology 
of dreaming. I have seldom read a volume 
which so skillfully and pleasantly entwines 
the contemporary work of others in the field 
with the thoughtful and careful hypotheses of 
the author and his associates. It is always 
clear what has been substantially established 
on the basis of experiment and what is still 
to be established. The author's suggestions 
and hypotheses are stimulating and yet emerge 
simply and logically from the progressive 
material of the book. 

The earlier parts of the volume are devoted 
to the characteristics of the dream (D) state 
or rapid eye movement (REM) state. There 
is an excellent review of the physiology. neu- 
rophysiology, and chemistry of this recurrent 
cycle. Dr. Hartmann states his personal con- 
viction that "the basic mechanism underlying 
the D state involves the metabolism of some 
chemical substance." In support of this thesis 
is the fascinating series of experiments which 
he reports from Dement’s laboratory in which 
the subject, after dream deprivation, was per 
mitted a period of D state equivalent only 
to his baseline requirement. Thereafter he 
was permitted as much D state “sleep” as he 
required, and it was found that during this 
final unrestricted period the amount of 
state of which he had originally been deprived 
was almost completely recovered. Conse 
quently, it appears that over a period of time 
there is an accumulation of a metabolite 
which must eventually be discharged. It is ea 
ing how closely this finding corresponds to Ro 
ert's observation in 1886. Nes 

The second part of the book reviews In he 
tail the evidence of a relationship between t 


D state and mental and physical illness. ip 
author emphasizes his own concept of d 
g 


REM periods as times of stress and SUE 
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the likelihood that many psychosomatic ill- 
nesses may be importantly influenced during 
dreaming sleep. He considers the D period 
as a “miniature psychosomatic illness” and 
suggests that important studies of psychoso- 
matic illness could be made through sleep 
and dream studies. 

Dr. Hartmann mentions toward the end of 
the book that none of the studies he reviews 
and discusses are incompatible with the psy- 
chological theories of dreaming formulated 
by Freud. He does state that Freud’s concept 
of the function of the dream in preserving 
sleep must be reexamined in view of a number 
of experiments which demonstrate that D time 
is not increased when sleep is constantly dis- 
turbed or threatened and that, indeed, dream- 
ing takes place during a specific physiological 
state which is different from other aspects 
of “sleep.” 

One could wish that the author had written 
at greater length about the relationship be- 
tween the biology of dreaming and the psy- 
chology of dreaming, but this, after all, was 
not his principal focus. Despite the burgeoning 
literature on sleep and dreaming, Dr. Hart- 
mann's book will remain for a long time a 
basic reference source and a stimulating mono- 
graph. 


JAMES C. SKINNER, M.D. 
Boston, Mass. 


Tur Goats or PsvcHorHERAPY. Edited by 
Alvin R. Mahrer, Ph.D. New York: Ap- 
pleton-Century-Crofts, 1967, 301 pp. $6. 


The purpose of this study is to examine the 
differences and similarities of the various 
Schools of psychotherapy in terms of their 
Boals, Sixteen therapists representing, respec- 
tively, the Adlerian, behavioral, client-cen- 
tered, direct analytic, existential, Freudian, 
and rational-emotive approaches, discuss their 
Methods of individual psychotherapy. The 
editor groups these methods into three “fami- 
lies”: biopsychological developmental, psycho- 
logical actualization, and reconstructive psy- 
chotherapies. 

The biopsychological developmental psy- 
Chotherapies are represented by Greenblatt 
and Levinson, Wolberg, Saul, Whitehorn, 
Fine, Rosen, Raimy, and Wolpe; the psycho- 
logical actualization therapies by Gendlin, 

ahrer, and van Kaam; and the reconstructive 
Broup of psychotherapies by Ellis, Dreikurs, 
and Kelly. Each chapter is prefaced by à 
biographical introduction written by a person 
Well acquainted with the work and personality 

Of the author. 
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In his closing chapters the editor sum- 
marizes and comments on the different con- 
tributions, pointing out their implications for 
future developments. The reviewer found 
these chapters of particular value for anyone 
interested in psychotherapy. They could form 
a booklet by themselves for use by those who 
find it unnecessary to read all the chapters, 
meritorious and uniformly outstanding as they 
may be in their refreshing avoidance of 
polemic. 

Mahrer finds a great deal of uniformity in 
the three “families.” Each of them accepts 
as goals a reduction of symptoms, “defenses,” 
pain, suffering, and anxiety on the one hand, 
and an increase in pleasure and social com- 
mitment on the other. Mahrer finds no basis 
for claiming that any one of the three groups 
goes "deeper" than the others. He states, for 
instance, that whereas an interpretation of the 
transference neurosis may go "deeper" than to 
encourage the patient to change his pattern, 
the process of replacement of basic elements 
of a pathologic style of life may go "deeper" 
than "removing blocks to relatively unalterable 
bio-physio-constitutional forces and processes 
(in the developmental family)" (p. 293). 

The editor also agrees with the importance 
of differentiating between "mediating" and 
"ultimate" goals in psychotherapy, as pointed 
out by Parloff in the first chapter. The 
“mediating” goals are the necessary steps 
which, in the therapist's assumptions, a patient 
must take during treatment. These, Parloff 
and Mahrer point out, appear to differ from 
school to school. On the other hand, they 
state, the "ultimate" goals hardly differ in the 
various approaches. Mahrer is of the opinion 
(p. 297) that experienced therapists may 
Occasionally borrow techniques from any of 
the three "families." This coincides with the 
reviewer's impression that at present almost 
every therapist has his own method, based on 
his individual attempts to find the best ap- 
proach and the most helpful- “mediating” 
goals, which may vary greatly for the individu- 
al patient. 

In this volume many, if not all, of the 
problems of psychotherapy are discussed, and 
the editor has done a painstaking job of 
condensing, summarizing, and interpreting. 
The book will be of great help to those in 
search of orientation to the different ap- 
proaches to psychotherapy. Some readers 
may come to the conclusion that, confronted 
with such a proliferation of theories, they 
will have to devise their own methods for 
becoming effective therapists. For the experi- 
enced practitioner endowed with an investiga- 
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tive and sympathetic spirit, this may indeed 
be a valid conclusion, and his knowledge will 
be enriched by having read this valuable com- 
pendium. 

The editor deserves a great deal of recogni- 
tion for having brought together a consider- 
able amount of helpful information. 


ALEXANDRA ADLER, M.D. 
New York, N. Y. 


Tue Loss or Loven Ones: THe EFFECTS OF 
A DEATH IN THE FAMILY ON PERSONALITY 
DrvELorMENT. Compiled and edited by 
David M. Moriarty, M.D. Springfield, Ill.: 
Charles C Thomas, 1967, 192 pp., $8.50. 


In the editor’s own words, the thesis of this 
book is that the loss of loved ones, especially 
through death, is one of the most important 
causes of major mental illness. He specifically 
emphasizes the damage caused by a loss of 
a family member (not restricted to mother 
or father) in childhood—damage occurring 
because the child is unprepared to deal with 
death and because he fixates more strongly 
than the adult. The loss may be expressed 
in adulthood in a wide variety of reactions 
including mania, depression, psychopathy, 
schizophrenia, and an intensification of neu- 
rotic patterns, 

The main body of the book deals with case 
histories—vignettes and detailed accounts of 
psychotherapy patients—supporting Moriarty’s 
thesis, There is a brief chapter on epidemiology 
that refers to studies done on early loss and 
adult mental illness, but no effort is made to 
critically review these data. Although this 
would certainly help to further Moriarty’s 
thesis he prefers again to deal with case his- 
tories which emphasize the effects of loss 
through several generations. The last chapter 
stresses prevention with an enthusiasm that 
should delight all community mental health 
devotees. It must be said here that Bernard 
Rosenblatt, who with clarity applies the psy- 
choanalytic theory to the effects of loss at 
various ages on personality development, is 
pessimistic about prevention. He would prob- 
ably agree that any attempt at prevention is 
pretentious because of the universality of 
death. 

The second part of the book is the con- 
tribution of professionals from several fields: 
psychiatry, psychology, sociology, the law, and 
the ministry. It reveals their thoughts con- 
cerning bereavement. It is an interesting re- 
view of the viewpoint of different schools of 
thought on loss and its effects on personality 

development. 
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The book is clearly written and easy to 
read. The editor is aware of and mentions other 
interpretations of his material. He even sug- 
gests at one point—when discussing the nu- 
merous examples available to substantiate the 
relationship between mental illness and child- 
hood bereavement—that the proverb “Man 
sicht was er sucht" (“One sees what he seeks") 
may be applicable here. 

Childhood loss by death as opposed to loss 
by separation, divorce, abandonment, and 
chronic physical illness is for the most part 
clearly delineated; the latter is only occasion- 
ally referred to. Less clearly discussed in part 
l is the effect of loss at various ages on 
personality development. Another factor fre- 
quently touched upon but not thoroughly 
dealt with is the effect on personality develop- 
ment of the consequences of the death-dis- 
ruption of the family unit, financial strain, 
remarriage of a spouse, etc. 

Michael Rutter, in a well controlled study 
of children attending the Maudsley Psychi- 
atric Clinic in London(1), found that in 
Maudsley children— presumably all disturbed— 
the observed number of deaths of both fathers 
and mothers is more than double the expected 
number. Some of the increase might have been 
connected with the referral of the child to the 
Psychiatric clinic—although the child was fre- 
quently referred several years after his parent’s’ 
death. He presents a thoughtful review of the 
subject and concludes: “It may be that the 
parental distress before dying and the grief of 
the surviving parent is sometimes as important 
to the child as the death itself." It would seem, 
then, that all these variables, including sex 
of the child and relationship to the dead per- 
son, are important and must be studied, with 
adequate controls, before the relationship be- 
tween childhood bereavement and childhood 
and adult psychiatric illness is established. 

Death is specific and unique. Some of the 
reactions described are also specific and 
unique, while others are not and could as well 
refer to children from unhappy or broken 
homes. Although Moriarty is clearly dedicated 
to the thesis of childhood bereavement as à 
cause of major mental illness, with honest 
Objectivity he realizes that more studies are 
required before meaningful generalizations can 
be made with confidence. Any student of his 
school of thought will find the book a worth- 
while addition to the literature of bereavement. 
It should be said, however, that in the final 
analysis of this book and its thesis, the old 
Scottish verdict “not proven” must be ren- 
dered. 


Amer. J. Psychiat. 125: 3, Sept. 1968 


BOOK REVIEWS 
The reference is: 


1. Rutter, M.: Children of Sick Parents. New 
York: Oxford University Press, 1966. 


PAULA J. CLAYTON, M.D. 
St. Louis, Mo. 


ANTIDEPRESSANT Drucs or Non-MAO Innisi- 
TOR Tyre. Edited by Daniel H. Efron and 
Seymour $. Kety. Department of Health, 
Education, and Welfare, 1966, 196 pp., no 


| 
| 
i 
| price listed. 

This is the report of a workshop at which 
basic scientists and clinicians exchanged ideas 
about the preclinical and clinical pharmacology 
of antidepressant drugs of the non-MAO in- 
hibitor type. Undoubtedly it was an interesting 
and fulfilling encounter for the participants, 
but for the reader it is a somewhat different 
experience. It is extremely difficult to “wade 
through” this book, although it certainly merits 
the effort if one is sufficiently hardy. 

Possibly such reports should not be read 

fr from cover to cover, but only sampled from 
within the area of the reader’s interest. In 
the same vein, one might question the need 
or the wisdom of reporting the presentations 
of a workshop in chronological order, if a 
rearrangement would increase readability. For 
example, after the first paper was presented 
Dr. Lehmann asked that a blackboard be 
utilized to clarify “a scheme of neuronal up- 
take, the membrane uptake, the neuronal re- 
ceptor sites, with the presumed site of action 
_ for various drugs." The reader, being short 
à blackboard, might merely abandon the 
effort at this point. However, if he had read 
the following statement by Kety (“Before any 
drugs were discovered which really lowered 
blood pressure, 300 ‘effective’ treatments for 
hypertension were in the literature . . .”), 
then he might have been less ready to put 
aside the manuscript in view of the need for 
impartial clinical evaluation. 

One participant (Dr. Domino) remarked 

. that it might have been better for the clinicians 
to report first and that, perhaps, the confer- 
ence was structured in such a way that a 
Teversal of the cart and the horse had 
occurred. This observation seems most sound. 
Therefore it is suggested that one first read 
the summaries by Drs. Kety and Shore, next 
the clinical paper by Dr. Lehmann, and 
ally the discussions at the end of each 
Paper -then, and possibly only then, will he 
€ able to appreciate fully the careful, de- 
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tailed, and excellent presentations of Drs. 
Sulser, Dingell, Gyermek, and Vernier. 


Jackson A. SMITH, M.D. 
Chicago, Ill. 


UNDERSTANDING AND COUNSELING THE MALE 
Homosexvat. By Stanley E. Willis II, M.D, 
Boston: Little, Brown and Co., 1967, 213 
pp. $10. 


While Willis briefly reviews theories of the 
cause of homosexuality, his book is a concise, 
effective presentation of what he has learned 
from his own extensive study of homosexually 
oriented patients. He makes it very clear that 
homosexuality is an experientially determined 
pattern of adaptation and is the outgrowth of 
occurrences in the formative years that ac- 
count for the development of intrapsychic 
barriers which prevent the individual from 
consistently seeking orgastic sexual experiences 
with persons of the opposite sex. He rejects 
the significance of hormonal factors and 
emphasizes that the psychodynamics in eách 
case are different and that only by under- 
standing these forces can the therapist hope 
to be helpful. 

The significance of each homosexual trans- 
action to the individual can be understood 
only when the experiences which contributed 
to its development are meaningful to the 
therapist. If a homosexual deviation is one 
with which the therapist cannot empathize, 
his efforts will have little beneficial effect no 
matter how skilled he might be otherwise. 
Any aversion or rejection which the therapist 
may feel will be unconsciously communicated 
to the patient, and further alienation and 
despair will be the inevitable result. 

The homosexual orientation is but a facet 
of the individual’s personality organization. 
In a discussion of predisposing experiences, 
emphasis is placed on the importance of 
activation of guilt and on experiences which 
lead to intensified feelings of guilt. There are 
numerous brief accounts of experiences as 
they relate to the individual’s sexual adjust- 
ment and explanations of how they are han- 
dled in treatment. These case discussions are 
a valuable part of the book. Limitation of 
homosexual behavior is not the central focus 
of the author’s therapeutic regimen. 

The chapter titled “Homosexuality: A Re- 
flection of Social Anxiety” presents an excel- 
lent discussion of existing attitudes toward 
homosexuality with emphasis on the fact that 
the conspicuous, exhibitionistic homosexual is 
responsible for much of the public’s attitude 
toward homosexuality. Willis presents other 
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aspects of the problem as well. The concluding 
statement of this chapter states appropriately 
that “Whether a categorical classification is 
based on a sexual practice or upon some 
other single attribute, when it leads to prima 
facie exclusion, it deprives the person of hu- 
man dignity and denies him justice. The 
situation requires urgent, remedial attention.” 

The chapters dealing with psychotherapy 
represent a review of recognized psychothera- 
peutic procedures and emphasize that treat- 
ment must be highly individualized and not 
reduced to any stereotyped technique. At no 
point does the author make any overly en- 
thusiastic statements about the results of 
treatment, but he does discredit pessimism 
when he states: “As a ritualistic compulsion, 
homosexual behavior is basically no more or 
less refractory to treatment than any other 
compulsive ritual not involving homosexual 
behavior.” 

This book is a substantial contribution to 
the understanding and counseling of the male 
homosexual. 


SAMUEL B. Happen, M.D. 
Philadelphia, Pa. 


VERSUCH ÜBER DIE ELEMENTE DER BEZIEHUNG 
(Attempt Concerning Basic Elements of 
Relatedness). By Dr. A. R. Bodenheimer. 


Basel: Schwabe & Co., 1967, 323 PP. 
SFr 28. 


The author has spent a large part of his 
professional life as a psychotherapist treating 
blind, deaf, mute, or otherwise impaired or 
deformed people. He has reported details of 
his experiences in numerous publications. In 
this book he foregoes the temptation of il- 
lustrating his thinking and theoretical deduc- 
tions through casuistics and case histories and 
concentrates instead on the basic problems 
that he recognized in the course of his thera- 
peutic work. In spite of remarkable Success 
in individual cases, he remained aware of the 
difficulty of establishing and maintaining a 
sense of intimate and unforced relatedness 
with deformed people. 

This experience is the Starting point and 
main content of the experiments and examina- 
tions on which this book is based. Step by step 
the author examines the elements essential for 
the wholeness of the experience of relatedness 
and discusses how defects in sensory input or 
interpretation interfere with this experience in 
a fundamental way. Relatedness is conceived 
of as both the vital experience of an individual 
in regard to his own body and things and, 
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even more, in his intimate interchange with 
people. 

The book is well organized, and its basic 
questions are clearly formulated. It should be 
considered required reading for anyone in- 
terested in the study of human relatedness in 
the face of sensory and other impairment, 
even though the author's style and the many 
experiential references do not make for easy 
reading. 


HILDE Bruca, M.D, 
Houston, Tex. 


MADNESS IN Society: CHAPTERS IN THE His- 
TORICAL SOCIOLOGY or MENTAL ILLNESS. 
By George Rosen. Chicago: The Univer- 
sity of Chicago Press, 1968, 330 pp., $5.95. 


In Madness in Society Professor Rosen 
Offers us a serious and critical study of a 
problem of great theoretical and practical 
importance, that of * . . . the place of the 
mentally ill in societies at different 
historical periods." Rosen is a physician, a 
sociologist, and a distinguished historian of 
medicine, and his book reflects his skill in 
those areas as well as his long experience in 
the field of public health. He examines the 
Changing and varied definitions of mental 
illness, the attitudes of society toward those 
it regards as mentally ill, the theories held at 
various times as to the nature and cause of 
mental illness, and the approach of various 
Societies to the care of the mentally ill. ? 

The investigations reported here are aimed 
at elucidating the attitudes and beliefs of the 
whole society as distinct from those of the 
medical profession within that society, al- 
though the views of the profession are not 
excluded. 

An introductory chapter entitled “Psycho- 
pathology in the Social Process” deals with 
mass delusions and mass manifestations of 
irrational behavior, ranging from the belief 
in witches to the panic aroused by Orson 
Welles “Martian Invasion” broadcast of 
1938. The first chapter of the book deals 
with ancient Palestine and draws heavily On 
the Bible, dealing with the madness of Saul 
and with the role of the prophets, but it also 
investigates post-biblical sources such as the 
Talmud and the Midrash. 

The long chapter on Greece and Rome 
Which follows is interesting throughout an 
becomes particularly fascinating in its discus- 
sion of persons who believed themselves tO 
be incarnate gods and persuaded followers e 
accept this belief, as in the case of Menecrates 
Zeus. Chapters on Europe during the late 
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Middle Ages and the Renaissance, and on 
Europe in the 17th and 18th centuries, are 
followed by a series of chapters in which 
the problem of mental illness and society is 
approached more broadly. These concluding 
chapters deal with the origins of social 
psychiatry, with psychic epidemics, the psycho- 
pathology of aging, research and treatment, 
and mental illness and public health. 

The above description suggests, not un- 
justly, that this book is to some extent a 
collection of topical studies not wholly knit 
into a unified work—which in no way 
minimizes the fact that the book will become 
an essential part of the working collection of 
historians, psychiatrists, sociologists, and all 
others concerned in any way with the prob- 
lems of mental illness and society. The fact 
that the individual studies are not fully in- 
tegrated into a unified approach stems largely 
from the immensity of the task Rosen set for 
himself. 

In treating his material, Rosen avoids using 
any well defined concept of the nature of 
mental illness. The author implicitly poses but 
rarely explicitly asks or attempts to answer 
the deepest questions which he raises; What is 
itin the nature of mental illness and society 
Which makes a given kind of behavior adap- 
tive or dysadaptive? Is mental illness ultimate- 
ly defined solely by the constantly shifting 
bounds of what society is willing (and able) 
to tolerate, or are there mental illnesses which 
are dysadaptive with respect to any society 
9r social subgroup, however idiosyncratic? 

It seems to me, at least, that idiosyncratic 
thought processes, shared or unshared, are not 
necessarily “mental illness”; that behavior not 
tolerated by society is not necessarily mental 
illness; and that behavior tolerated by some 
Societies (such as certain kinds of self-de- 
structive behavior) may well be "mental ill- 
hess.” The next man to deal with this problem 
9n as ambitious a scope as Rosen has done 
May well profit from his material by organ- 
izing his book around such questions in a more 
explicit way; such a book will of course run 
the „Tisk, which Rosen largely avoids, of 
biasing its material to fit its conceptual frame- 
Work. 

For the present, one may summarize the 
Nature, importance, and value of this book 
by words from its preface: 


These studies . . . are examples of a method 
and a point of view which have not hitherto 
Teceived the attention they deserve. As such 
they are preparatory to [an] . . . under- 
Standing of mental disorder as a social 
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phenomenon which in the present still bears 
a considerable burden from the past. 


PAUL F. CRANEFIELD, M.D., PH.D. 
New York, N. Y. 


TnENDs IN New Mnrcar Scnuoors. Edited by 
Hans Popper, M.D., Ph.D. New York: 
Grune & Stratton, 1967, 175 pp., $7.50. 


In the foreword Dr. Popper has written: 


The scope of new medical schools includes 
a great variety of related and unrelated 
areas, from the specifics of individual medi- 
cal disciplines, the goals of medical teach- 
ing, the relation of the medical school to 
the university and the community, and to 
architectural problems. It is impossible to 
offer a reference book comprehensively re- 
viewing all questions involved. This collec- 
tion, therefore, remains a series of articles 
written by persons dedicated to medical 
teaching, with a particular interest in the 
development of new medical schools. 


There are 33 contributors to this volume of 
175 pages, nine of whom are currently deans 
of new medical schools in the United States. 
There are two additional contributions from 
men who organized new schools but no longer 
hold the office of dean at their respective 
schools. Many of the papers are purely de- 
scriptive of new programs, while several at- 
tempt to provide the historical background of 
the programs described. There are descriptions 
of new programs in medical education being 
developed in England, Germany, and France. 
Edward Grzegorzewski, director of education 
and training for the World Health Organiza- 
tion, has written an analysis of the relationship 
between health care needs and objectives and 
a new medical school in a developing country. 
His paper is particularly significant in that he 
relates social, economic, and health care needs 
to political pressures and expediencies. 

Several of the essays are devoted to a 
consideration of the changing patterns of 
delivery of health care in the United States 
and the potential effect such changes may 
have on both medical education and universi- 
ty-operated teaching hospitals. The papers by 
George James, dean of Mt. Sinai School of 
Medicine, and Cecil G. Sheps, also at Mt. 
Sinai, are especially effective. Other writers 
discuss this problem in passing. 

There is little emphasis on the student and 
his perception of his role in today's medical 
school, although one paper written by a medi- 
“Student Revolt and Our Medical 


cal student— a 
Schools"—is included. M. Ralph Kaufman is 
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the author of an interesting essay titled “The 
Psychiatrist’s Dilemma.” 

The reader who hopes to find some gen- 
eralizations about the operational tasks of 
starting a new medical school will be disap- 
pointed. There is no reference to the problem 
of assembling a planning group, organizing 
the planning effort, and coordinating the de- 
velopment of a new school with the objectives 
and capabilities of the parent university. It is 
significant that two new schools described in 
this volume, Mt. Sinai and Toledo, were con- 
ceived and born independent of university 
affiliation. Both have since developed arrange- 
ments with nearby universities. 

On the whole, the book is rather disappoint- 
ing. The essays are uneven in quality; there 
is considerable repetition; and there is no 
unifying theme. It will be of interest to 
specialists studying developments in medical 
education in the mid-20th century but not to 
the general reader. 


WILLIAM FLEESON, M.D. 
Hartford, Conn. 


Tur Marriace RELATIONSHIP; PsycHoANA- 
LYTIC Perspectives, Edited by Salo Rosen- 
baum and Ian Alger. New York: Basic 
Books, 1968, 356 pp., $10. 


Most psychoanalysts think well psychody- 
namically—that is, in terms of the interplay 
of motivation that shapes the patient's per- 
sonality and psychopathology. But much 
psychoanalytic writing seems restricted by the 
limits of certain formulations. This volume 
by the more liberal, freer-thinking analysts 
is relatively unconstricted in its thought and 
presentation and approaches a consistent, dy- 
namic understanding of the subject. 

It consists of the work of 25 authors and 
therefore is not the kind of integrated, unified 
presentation that a single author who has 
digested and gestated his material can achieve. 
The chapters are rather uneven in insight and 
substance, and some are general statements 
rather than the kind of deep insights one 
expects of intensive psychoanalytic study. But 
all offer something of value and some are 
excellent—especially Marmor's chapter with 
its honest, constructive critique of some of 
Freud's early hypotheses, Kardiners on mo- 
nogamy, and Lidz's on children in marriage. 

The emancipation of psychoanalytic think- 
ing is especially evident in the chapters on 
therapy (individual, conjoint, group, etc.) by 
Drellich, Alger, and Markowitz. For here, as 
in all good medical practice, as thorough an 
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understanding as possible of what is going on 
comes first, followed by the flexible choice 
and adaptation of methods of treatment to 
achieve the feasible therapeutic results, wheth- 
er it takes five days a week on the couch or 
group therapy conducted by both a male and 
a female psychiatrist. 

Twenty-four aspects of marriage are dis- 
cussed in brief, well written, worthwhile 
chapters. Other authors and chapters not al- 
ready mentioned are: Jackson and Bodin on 
marital paradox, Bieber and Bieber on resis- 
tance to marriage, Ottenheimer on choice of 
a mate, Roth on expectations in marriage, 
Dreikurs on changing expectations, Goldfarb 
on older persons, Esman on marital psycho- 
pathology, Dince on sexual disturbances, 
Rosenbaum on orgasm, Wolf on infidelity, 
Bonime on conflict and therapy, Lorand on 
the role of the psychoanalyst in marriage cri- 
ses, Greene on sequential marriage, and the 
interesting and important chapters by Grot- 
jahn, Millet, and Watson. 

Better than most multi-authored books, this 
one meets the difficulties of varied viewpoints 
and unified, integrated concepts and unfolding, 
for it does cover varied aspects of the mar- 
riage relationship in a generally well organized 
way. This'is a useful and welcome book in 
the field. 


Leon J. SAuL, M.D. 
Philadelphia, Pa. 


THE ANTECEDENTS OF SELF-ESTEEM. By Stan- 
ley Coopersmith. San Francisco: W. H 
Freeman and Co., 1967, 279 pp., $6. 


This book represents a summary of the 
authors study of 85 preadolescents and his 
attempts to delineate some of the antecedents 
of self-esteem. The children were given a sei- 
esteem inventory devised by the author as 
well as the Thematic Apperception Test. 
Mothers were also interviewed, but not fathers. 
Ratings were obtained from teachers regarding 
each child. k 

The author first reviews some of the litera- 
ture on self-esteem and then outlines his o 
study. He discusses the influence of S 
background, parental characteristics, the o 
acteristics of the children and their eR 
history and experiences. Several chapters an 
devoted to parent-child relationships from id 
standpoint of acceptance, punishment, pone 
cratic practices, and training for independence 
There follows a comprehensive summary: dy, 

There are interesting findings in this HE 
some expected and some unexpected- 
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example, parents of children with high self- 
esteem are themselves apt to be self-confident 
and to demonstrate warm, consistent accep- 
tance of their child. The youngsters with high 
self-esteem tended to come from families where 
limits were set and maintained and where pun- 
ishment, though as frequent as in families of 
children with low self-esteem, was more ap- 
propriate and less harsh. Social background, 
while related to self-esteem, has a weaker in- 
fluence than might be assumed. 

This reviewer found this an interesting, in- 
formative, and provocative book. It is well 
worth reading for anyone interested in child 
rearing and mental health. As with most such 
Studies, there is a good deal of statistical 
material which may make some readers im- 
Patient to get to the summarized results. Such 
Summaries are presented at the end of most 
chapters, in addition to an over-all summary 
at the end of the book, As the author cor- 
rectly points out, there are certainly many 
exceptions to his general findings. Nevertheless, 
as he states, this study points the way to 
further and more refined research in this im- 
portant area of the development of self-es- 
teem. 


Stuart M. FiNcH, M.D. 
Ann Arbor, Mich. 


PERSONALITY AND AROUSAL: A PSYCHOPHYSIO- 
LOGICAL STUDY or PSYCHIATRIC DISORDER. 
By Gordon S. Claridge. Long Island City, 
N. Y.: Pergamon Press, 1967, 260 pp., 
$11.50. 


This volume has an appendix on “The 
Sedation Threshold: Pharmacological Consid- 
erations.” It is short, tightly written, informa- 
tive, and cautious in its theoretical statements. 
It deals with more than 35 years of literature 
9n barbiturate action, discussing over-all phys- 
iological as well as cortical actions of this 
Broup of drugs. Peripheral “stability” of 
Teaction patterns is well recognized as perhaps 
hiding a multiplicity of unstable underlying 
Teactions. This section is the background for 
K Work on a concept of sedation threshold. 

___ Also included in the book is a summary 
tailing a number of studies of autonomic 

Nervous system phenomena which measure 

Peripheral activities which are disturbed by 
_ Sentral homeostatic shifts. These studies, ac- 

Curately though not economically described, 
Si introduced as part of a more ambitious 
attempt, Each might be a reasonable study 
When examined alone; as a group, I think 
Mey may well be considered interpretatively 


a 
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blown up, especially in light of second 
thoughts elicited from the Funkenstein tests, 
which also tried, in part, to equate nosological 
data with autonomic function. 

Also discussed is work on the performance 
of neurotic and normal subjects on eight 
perceptual and psychomotor tasks as well as 
a selection of pertinent literature. The individu- 
al studies are worth looking at. It is also 
worth the reader’s time to examine the in- 
dividual papers concerned with retrospective 
tests utilizing personality inventory scores to 
attempt to arrange personality types. Individu- 
al studies of this type should continue. Those 
reported here may be as well controlled as 
the next. 

However, there are major objections to 
trying to combine all these areas into a theory 
“coherent” with Eysenck’s various statements 
on typology and arousal theories. This attempt 
lays itself open to many criticisms at a 
multiplicity of levels: along physiological 
hierarchal lines, psychological hierarchal lines, 
and philosophical (i.e., logical) lines, Arousal 
theory may well be no uniform concept. The 
basic form of arousal theory selected here 
seems to be based on the concept of sedation 
threshold. But others, too, are a part of the 
author’s argumentation, In any case, much of 
the discussion seems to me to be a long way 
from Magoun's work. 

Also, two-pronged typology such as Jung's 
and Kretschmer's, to which the author draws 
attention as being similar to Eysenck's, tends 
to fall from diffusion unless basic dynamic 
factors are understood and fully discussed. 
When these factors are introduced, then group 
psychological tests seem to this reviewer to 
fail to truly relate to much of the other sub- 
ject matter of the book. 

In fact, considering the author's own analy- 
sis of defects accruing to his efforts to inte- 
grate a number of areas, each at different and 
variant levels of presentation, one wonders 
why he did not abandon writing this book and 
continue his empiric studies which have in- 
dividual interest and perhaps merit for com- 
parison with other work. The reviewer truly 
believes he should have. Time spent in further 
work would be better than attempts to "ex- 
plain" psychosis when broad clinical knowl- 
edge of psychotic individuals is not indicated 
in the material. 

Similarly, the author's attempt to use im- 
precise facts in a general way where he real- 
izes that test scores are open to multiple 
interpretations raises many questions. When 
the difficulties with tests on group work are 
added to the over-all difference occurring in 
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Claridge’s own predictive expectancies, then 
we are faced with an “interpretative” problem 
concerning data. Too many variables which 
require interpretation seem to perhaps geo- 
metrically increase doubts about the validity 
of the author’s conclusions. 


L. W. EaRLEY, M.D. 
Pittsburgh, Pa. 


PERSONALITY-SHAPING THROUGH Positive Dis- 
INTEGRATION. By Kazimierz Dabrowski, 
M.D., Ph.D. Boston: Little, Brown and 
Co., 1967, xxxiv + 262 pp., $11.50. 


This volume is Dabrowski's attempt to carry 
forward the development of his theory of 
personality development and mental illness 
which was introduced in his first book, Posi- 
tive Disintegration(1). The author is a visiting 
professor of psychology and psychiatry at the 
University of Alberta, Edmonton, Canada. 
Prior to joining the faculty in the early 1960s, 
Dabrowski was a professor at the Polish 
Academy of Science and director of the In- 
stitute of Child Psychiatry and Mental Hygiene 
in Warsaw. 

The author’s concept of positive disintegra- 
tion is critical to his theory and can be broadly 
defined as a natural process encompassing a 
wide range of experiences, conflicts, anxiety, 
and other forms of emotional disharmony 
necessary to achieving integration, psychic 
health, and adaptation for the individual and 
his environment. If one might use an analogy, 
Dabrowski sees the evolution of the normal 
personality as similar to the phoenix consumed 
in conflict, but rising from its own ashes as 
a healthy personality. Therapy, then, for Da- 
browski is a process of socialization through 
such modalities as self-education, autotherapy, 
and counseling by an advisor during times 
of particular stress. Implicit in the theory is 
the idea that mental illness is pathological 
only when its potentials for self-realization 
are not appreciated or the patient's capacity 
for self-help is not realized. Dabrowski sees 
limitless potential within the individual for 
achieving the highest goals of moral and 
ethical achievement. 

At times the author's writing borders on 
the mystical when he speaks of the evolution- 
ary process of personality development. Rather 
than exclude religion from his theory, he in 
fact embraces it and regards the presence of 
religious ideals as critical in elevating the 
individual to the level of a true human being. 
Through such religious qualities as renunci- 
ation and denial of our impulsive nature, we 
are permitted “to attain independence and 
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freedom from our lower self. Dabrowski chides 
contemporary psychiatry for its concept of 
mental illness, which he feels is based on the 
analysis of serious and crippling diseases which 
he would see as residual forms of the positive 
developmental process. 

It would not be possible to evolve the 
multiple ramifications of Dabrowski's theory 
within the confines of a book review. As an 
innovative approach, the author has created 
his own dictionary of terms to identify and 
describe the various components of his de- 
velopmental theory; and while he makes an 
effort to define them as clearly as possible, 
it does create a source of difficulty for the 
reader until he is familiar with these terms. 

There are certainly many points where the 
reader will disagree with Dabrowski; and as 
must always be the case in promulgating a 
new theory, it is the author's obligation to 
convince the reader of the merits of his theory. 
In a similar fashion, the reader of this volume 
cannot escape the conclusion that the author 
has much to say that is thought-provoking 
and valuable. His theory deserves a wide 
audience and perhaps the opportunity of being 
put to the ultimate test—clinical validation. 


The reference is: 


l. Dabrowski, K.: Positive Disintegration. Ar- 
onson, J., ed. Boston: Little, Brown and Co., 
1964. 


Jonn C. DUFFY, M.D. 
Minneapolis, Minn. 


ProsLems oF Psycuoruerary. By Herbert 
Zucker. New York: The Free Press (Mac- 
millan Co.), 1967, 187 pp., $5.95. 


Most books on psychotherapy attempt tO 
give an overview of the entire subject, detail- 
ing the usual concepts and accepted practices. 
The author states in the preface that his book 
is not a review of the literature or an examina- 
tion of the theories of psychotherapy. Rather, 
it is a study of a number of issues that are the 
central concern of the practicing psychothera- 
pist. In Zucker's own words, it is “a somewhat 
old-fashioned report of sustained and sys: 
tematic experience in working with people. 

This kind of modest approach by an exper 
enced and knowledgeable therapist pervades 
the entire book. Impressive is the fact that 
there is not a single reference to any of the 
author's previous writings; -instead, he tries Hg 
correlate his conclusions regarding the “form 
in which I found myself working” with thos? 
of Freud, Jung, Sullivan, Fromm, and others. 
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Dr. Zucker is an adjunct professor of 
psychology, a training analyst, and a super- 
visor of psychotherapy at New York Universi- 
ty. His credentials are impressive and indicate 
wide and varied clinical experience. He reveals 
his knowledge and experience by moving from 
the first chapter, entitled “A View of the 
Field,” to seven subsequent chapters on 
methodology, clinical interviewing, the case 
history, resistance, dream thought and dreams, 
and aims and outcome in psychotherapy. 

How well does the author demonstrate his 
study of these classic issues that are implicit 
in the table of contents? It is this reviewer's 
impression that he does more than a creditable 
job in his attempt at exposition of some of 
his idiosyncratic ways of dealing with clinical 
problems, such as his attempt to enter into 
the life of another person, establish that per- 
son's reality, and cut down the artificial aspects 
of psychotherapy. For the therapist to ap- 
preciate what goes on within the patient, the 
author stressed the significance of encouraging 
the patient to give very detailed accounts of 
his own life experiences. There are under- 
standable limitations (just by reason of such a 
small book) to the elaboration of the details 
of these techniques. 

This book is neither a "guide" to psycho- 
therapy, a “primer,” nor a book to recommend 
for the beginner. However, it is excellent for 
the experienced psychotherapist because the 
author describes his own personal experiences 
and presents what he considers to be the 
essential, basic characteristics of successful 
Psychotherapy. This reviewer particularly ap- 
»Préciated the last chapter, entitled “Aims and 
Outcomes in Psychotherapy,” because it was a 
true attempt at a synthesis of ideas. The 
author formulated his own easily understand- 
able conclusions after reviewing the attempts 
of the “major theorists” (Freud, Jung, Sulli- 
van, Fenichel, and Fromm) who tried to 
grapple with the problem of the goals of 
Psychotherapy, 

The reader will notice the over-all influence 
of Harry Stack Sullivan on the author's for- 
Mulations. Zucker referred to Sullivan's work 
At least 20 times in the text—almost as often 
as he Teferred to Freud. 

This book will be valuable and interesting 
to anyone who has had some experience in 
fychotherapy and is trying to grope his way 
> match his experience with that of others. 


MANUEL M. Pearson, M.D. 
Philadelphia, Pa. 
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Psycuiatric DISORDERS IN THE AGED. Report 
on the 1965 symposium held by the World 
Psychiatric Association. Manchester, Eng.: 
Geigy, no date listed, 335 pp., no price 
listed. 


This is a verbatim record of the symposium 
on “Psychiatric Disorders in the Aged” held 
by the World Psychiatric Association at the 
Royal College of Physicians, London, Septem- 
ber 28-30, 1965. It therefore includes every 
paper presented at the symposium as well as 
every comment offered in the discussion. 

In view of the dearth of good books on this 
topic, the scope of this one is promising: 
epidemiology and preventive measures, special 
aspects of treatment and prophylaxis, diagno- 
sis and management of the major organic 
disorders, the aged in the community and 
general practice, and biochemical and neuro- 
pathologic aspects of aging. The list of partici- 
pants is also impressive. 

But unfortunately, most of the papers are 
short on new approaches. Their conclusions 
are tried and true: More social medicine is 
needed; physical illness is intertwined with 
mental illness in the aged; not much is known 
of the etiology of geriatric mental disorders. 

R. Balaz’ review of “Biochemical Changes 
with Aging” presents briefly but cogently a 
list of studies which show the direction of 
research in this area. Fundamental discover- 
ies in genetics and in protein metabolism 
offer tangible prospects of knowledge of the 
basic biology of the brain. 

Of the clinical papers, V. A. Kral’s on “The 
Senile Anamestic Syndrome, Diagnosis, Prog- 
nosis and Treatment” is an exception to the 
lack of reports of active therapy. His report 
of the effect of RNA on presenile psychoses 
is tentative but promises to stimulate more 
investigations of this treatment. 

A discussion of the correlation of neuro- 
pathologic changes and intellectual deteriora- 
tion in the aged was, as could be predicted, 
part of the symposium. Blessed and Tomlin- 
son’s careful, quantitative study of brains of 
aged patients led them to conclude that there 
was indeed such a correlation, but the question 
seemed still unsettled for many of the other 
participants, both the psychiatrists and the 
neuropathologists. AN 

The opportunity to compare the epidemiolo- 
gy of geriatric mental illness in widely differing 
cultures, almost ensured by the very nature of 
a gathering of experts under the auspices of 
the World Psychiatric Association, was not 
taken. Sociological and anthropological refer- 
ences are strangely absent for this era of an 
interdisciplinary approach in psychiatry. 
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The entire area of psychodynamics is given 
little more than lip service in this symposium. 
A. I. Goldfarb’s papers, the only ones to 
stress psychodynamics, are little more than 
reiterations of his previous contributions. 

The shortage of psychiatrists working in 
geriatrics was duly bemoaned. Yet no time 
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-was given to constructive approaches toward 


interesting more psychiatrists in this work, 
such as new aspects of residency training and 
the integration of research with service and 
administration. 
ARTHUR PECK, M.D, 
New York, N. Y. 
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Books Received 


The following books have been received; 
the courtesy of the sender is acknowledged by 
this listing. Books of particular interest to the 
readers of this journal will be reviewed as 
space permits. s 


ADOLESCENTS IN A MENTAL Hosrrrar. By Er- 
nest Hartmann, M.D., Betty Ann Glasser, 
M.S., Milton Greenblatt, M.D., Maida H. 
Solomon, B.A., B.S., and Daniel J. Levin- 
son, Ph.D. New York: Grune & Stratton, 
1968, 192 pp., no price listed. 


Gates or Horn AND Ivory: AN ANTHOLOGY 
or Dreams. Compiled by Brian Hill. New 
York: Taplinger Publishing Co., 1968, 214 
pp. $5.95. 


Contrary IMAGINATIONS: A PSYCHOLOGICAL 
Stupy or THE ENcrisH Scnoorsovy. By 
Liam Hudson. Baltimore: Penguin Books, 
1967, 200 pp., 95 cents (paper). 


Tur PsvcHoLocv anp Pepacocy or READING 
(1908). By Edmund Burke Huey. Cam- 
bridge, Mass.: The M.I.T. Press, 1968, 445 
pp. $3.95 (paper). 


ALcnEMrCAL Srupres, vol. 13 of The Collected 
Works of C. G. Jung. Trans. by R. F. C. 
Hull. Princeton, N. J.: Princeton Univer- 
Sity Press, 1968, 380 pp., $7.50. 


Tar EnwanpraN Turn oF THE Mino. By Sam- 
uel Hynes. Princeton, N. J.: Princeton Uni- 
versity Press, 1968, 417 pp., $9.75. 


Communication, FAMILY, AND MARRIAGE, vol. 
iG THERAPY, COMMUNICATION, AND CHANGE, 
Vol. 2 of Human Communication. Edited 
by Don D. Jackson, M.D. Palo Alto, Calif.: 
Science and Behavior Books, 1968, 289 
PP.; 276 pp., no price listed. 


Society, Personauity, AND DeviANT BEHAV- 
tor. By Richard Jessor, Theodore D. 
Graves, Robert C. Hanson, and Shirley L. 
Jessor. New York: Holt, Rinehart and Win- 
ston, 1968, 486 pp., $9.95. 


Miam SYMPOSIUM ON THE PREDICTION OF BE- 
HAVIOR, 1967: AvERSIVE STIMULATION. Ed- 
ited by Marshall R. Jones. Coral Gables, 
Fla.: University of Miami Press, 1968, 145 
PP., $5.95. 


Amer, J. Psychiat. 125: 3, Sept. 1968 


[ 


419 


BEYOND THE THERAPEUTIC Community: So- 
CIAL LEARNING AND SOCIAL PSYCHIATRY. 
By Maxwell Jones. New Haven, Conn.: 
Yale University Press, 1968, 143 pp., $5.75. 


PsvcHoPHARMACOLOGY. Edited by C. R. B. 
Joyce. Philadelphia: J. B. Lippincott Co., 
1968, 393 pp., $10. 


Psycuratric Nursinc, 3rd ed. By Marion E. 
Kalkman. New York: McGraw-Hill Book 
Co., 1967, 296 pp., $7.95. 


Tue RoLe AND METHODOLOGY oF CLASSIFICA- 
TION IN PSYCHIATRY AND PSYCHOPATHOLO- 
cy. Edited by Martin M. Katz, Ph.D., 
Jonathan O. Cole, M.D., and Walter E. 
Barton, M.D. Public Health Service pub- 
lication no. 1584. National Institute of 
Mental Health, 1968, 575 pp., $4.50. 


TEACHING MACHINES AND PROGRAMMED IN- 
srRUCTION. By Harry Kay, Bernard Dodd, 
and Max Sime. Baltimore: Penguin Books, 
1968, 170 pp., $1.45 (paper). 


Tue June Buc: A Stupy or HysTERICAL CoN- 
tacion. By Alan C. Kerckhoff and Kurt W. 
Back. New York: Appleton-Century-Crofts 
(Meredith Corp.), 1968, 236 pp., $2.95 


(paper). 


Brain DAMAGE AND MENTAL RETARDATION, 
Edited by J. L. Khanna, Ph.D. Springfield, 
Ill.: Charles C Thomas, 1967, 199 pp., 
$8.75. 


CunaANDERISMO:  MEXICAN-AMERICAN FOLK 
PsvcuraTRx. By Ari Kiev, M.D, New York: 
The Free Press (Macmillan Co.), 1968, 
200 pp., $6.95. 


PsvcHrATRY IN THE COMMUNIST WORLD. Ed- 
ited by Ari Kiev, M.D. New York: Science 
House, 1968, 264 pp., $10. 


PSYCHOLOGICAL EMERGENCIES OF CHILDHOOD. 
By Gilbert Kliman, M.D. New York: 
Grune & Stratton, 1968, 148 pp., $5.75. 


Recocnizinc PATTERNS: STUDIES IN Livinc 
AND AUTOMATIC Systems. Edited by Paul 
A. Kolers and Murray Eden. Cambridge, 
Mass.: The M.LT. Press, 1968, 230 pp., 
$11. 
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j Faces or THE ADOLESCENT Grau. By Lillian 
Cohen Kovar. Englewood Cliffs, N. Es 
Prentice-Hall, 1968, 168 pp., $4.95. 


AN EPIDEMIOLOGICAL Stupy or Narcotic AD- 
piction iN Hone Konc. By M. P. Lau, 
M.D., edited by P. M. Yap, M.D., D.P.M. 
Hong Kong: Government Press, 1967, 298 
pp. HK$30. 


Tur Governing or Men. By Alexander H. 
Leighton. Princeton, N. J.: Princeton Uni- 
versity Press, 1968, 397 pp., $3.95 (paper). 


Appiction & Opiates. By Alfred R. Linde- 
smith, Chicago: Aldine Publishing Co., 
1968, 295 pp., $7.50. 


Tux Druc Scene. By Donald B. Louria, M.D. 
New York: McGraw-Hill Book Co., 1968, 
215 pp., $5.95. 


Mopern PsvcuoANALYsm. Edited by Judd 
Marmor. New York: Basic Books, 1968, 
700 pp., $15. 


Tux Biopynamic Roots or Human BEHAVIOR. 
By Jules H. Masserman, M.D. Springfield, 
Ton C Thomas, 1968, 111 pp. 


PsvcurerRY: East AND West. Edited by Jules 
H. Masserman, M.D, New York: Grune & 
Stratton, 1968, 160 pp., no price listed. 


Tux FarLunE or Success: Tue MippLE-CLAss 
Crisis, 2nd ed. By Esther Milner, Ph.D. St. 
e Warren H. Green, 1968, 212. pp., 


A GLOSSARY OF PSYCHOANALYTIC TERMS AND 
Concerts. Edited by Burness E. Moore, 
M.D., and Bernard D. Fine, M.D. New 
York: the American Psychoanalytic Asso- 
ciation, 1967, 96 pp., $3.25 (paper). 


Astan PsvcnoLocy. Edited by Gardner Murphy 


and Lois B. Murphy. New York: Basic 
Books, 1968, 231 pp., $7.50. 


CuironEN with Reapinc ProsLems, Edited by 
Gladys Natchez. New York: Basic Books, 
1968, 434 pp., $8.95. 


A Hanpsoox or Cnuir.p PsvcHOANALYsIS, Ed- 
ited by Gerald H. J. Pearson. New York: 
Basic Books, 1968, 374 pp., $12.50. 
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Dynamics IN Psycutatry. Edited by G. §, 
Philippopoulos. White Plains, N. Y.: Al- 
bert J. Phiebig (U. S. distributor), 1968, 
207 pp., $12.75. 


Tue TRIAL or THE Assassin GurrEAU. By 
Charles E. Rosenberg. Chicago: The Uni- 
versity of Chicago Press, 1968, 283 pp, 
$5.95. 


SocraL CLASS AND THE TREATMENT OF ÁLCO- 
uoLisM. By Wolfgang Schmidt, Reginald G. 
Smart, and Marcia K. Moss. Toronto: Uni- 
versity of Toronto Press, 1968, 107 pp., $5. 


Srupres 1n Psycuratry. By Michael Shepherd 
and D. L. Davies. New York: Oxford Uni- 
versity Press, 1968, 345 pp., $10.40. 


Curicat PsvcHoPHARMACOLOGY. By Michael 
Shepherd, M.A., D.M., D.P.M., Malcolm 
Lader, Ph.D., M.D., D.P.M., and Rich 
Rodnight, Ph.D. London: The English Uni- 
versities Press, 1968, 289 pp., 50s. 


Tue REACH or Minn: Essays IN MEMORY Ol 
Kurt GorpsrEm. Edited by Marianne Li 
Simmel. New York: Springer Publishi 
Co., 1968, 295 pp., $9. 


Acme IN Movern Society. Edited by Alexan- 
der Simon, M.D., and Leon J. Epstein, 
Ph.D., M.D. Psychiatric Research Report 
no. 23. Washington, D. C.: the American 
Psychiatric Association, 1968, 248 pp» $5« 


arides, M.D. New York: Grune & Strat 
ton, 1968, 236 pp., $7.75. 


NonwEGIAN CONCENTRATION CAMP SURVIVORS: 
Edited by Axel Strøm, M.D. New York: 
Humanities Press, 1968, 186 pp., $9. 


TOWARD UNDERSTANDING ADMINISTRATORS 
THE Mepica Environment. By Franc 
M. Tappan, Ed.D. New York: Macmill 
Co., 1968, 266 pp., $6.95. 


Crime AND INsANITY IN ENGLAND, vol. 1: 
Historical Perspective. By Nigel Walker 
Edinburgh: Edinburgh University 
1968, 287 pp., 50s. 
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Tue New Gume ro Happy RETIREMENT. 
George W. Ware. New York: Crown 
lishers, 1968, 347 pp., $6.50. 
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OFFICIAL ACTIONS 


Report of the Secretary: 
Summary of Meetings of Council and Executive Committee 
May 1967—May 1968 


It is my privilege to report for your informa- 
tion and approval the actions of Council and 
the Executive Committee since the last annual 
meeting. As you know, Council is our govern- 
ing board and derives all its powers from the 
membership. It is therefore necessary to have 
your ratification of these decisions. 

Matters referred to committees or individuals 
are not included in this report since they are 
being investigated or studied for recommenda- 
tion; the various presidential appointments 
which were reported to the Executive Commit- 
tee and Council throughout the year have also 
been omitted, as have most of the items covered 
in the March Journal's section on “Fall Com- 
mittee Meetings.” 

May I call attention to the fact that for 
Several years the minutes of each Council 
and Executive Committee meeting have been 
circulated to the president, secretary, and dele- 
gate of each of the district branches immedi- 
ately following these meetings to keep the mem- 
bership informed of developments and new 
Policies. In addition, the branches are invited 
to send representatives to each meeting of 
Council. 

I would also like to point out that most 
Council actions result from specific recommen- 
dations from the committees. Such recommen- 
dations may originate in a specific committee 
Or as a result of study and investigation of a 
Problem referred to a particular committee. 
Recommendations for actions also come to 
Council from the Assembly of District 
Branches, 

I have divided my report into several gen- 
eral categories, I shall begin with 


ee 

is is an abridged version of the report pre- 

E by the Seca) at the annual business 
eting in Boston, Mass, May 14, 1968. 


Amer. J. Psychiat. 125: 3, Sept. 1968 


Fiscal Matters 
The Council— 


1. Approved renewal of APA's sustaining 
membership in the Student American Medical 
Association in the amount of $100 from the 
Council Contingency Fund (Ex. C., June '67). 

2. Authorized payment of $250 in dues 
from the Council Contingency Fund to the 
World Federation for Mental Health (Ex, C., 
June 67). 

3. Authorized the Ad Hoc Committee to 
Plan a Joint Meeting with the RMPA in Bos- 
ton, May 1968, to obligate APA for a sum up 
to $6,125 in connection with the expenses of 
the joint meeting, to be arranged generally 
according to the plan presented by the com- 
mittee chairman (Ex. C., Sept. '67). 

4. Approved a subsidy of the annual ban- 
quet in Boston in an amount not to exceed 
$3.50 per ticket. It was understood that the 
charge per person would not exceed $15 (Ex. 


C., Sept. 67). 
5. Authorized transfer of an additional 


$15,000 to the Council Contingency Fund to 


cover a deficit caused by a grant from this fund 
to the World Psychiatric Association (Ex. C., 
Sept. 67). 

6. Appropriated $1,200 from the Council 
Contingency Fund to finance a meeting of the 
Assembly Task Force on Future Redistricting 
(Ex. C., Sept. 67). Later the Executive Com- 
mittee $1,000 of the $1,200 autho- 
rized in the 1967-68 budget year to be carried 
over into the 1968-69 budget year (Ex. C. 
Feb. '68). 

7. Authorized a grant of $500 to the Na- 


8. Authorized a | 
publication of the second edition of the Diag- 
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nostic and Statistical Manual of Mental Dis- 
orders. It was anticipated that income from the 
sale of this publication would more than cover 
this expenditure (C., Dec. 67). 

9. Approved the 1968-69 budget in the 
amount of $1,872,749 in APA organizational 
funds in a total budget of $2,738,965 (C., Dec. 
'67). 

10. Approved a $500 grant to the Joint 
Commission on Mental Health of Children (C., 
Dec. '67). 

11. Authorized a budget of $500 for the 
period from April 1, 1968, to March 31, 1969, 
for the 1969 Annual Meeting Arrangements 
Committee in Miami (C., Dec. '67). 

12. Approved payment of an assessment of 
$46.85 to the Medical Intersociety Council for 
charges incidental to its meeting of October 9- 
11, 1967, and approved payment of a $25 
membership fee to the Medical Intersociety 
Council (C., Dec. '67). 

13. Agreed to co-sponsor the Fifth National 
Conference on Health in College Communities 
and to provide $500 toward its support; it au- 
thorized appointment of an APA representative 
to the planning conference to be held in March 

1968 in New York City (Ex. C., Feb. '68). 

14, Approved formation of a task force to 
produce a revised standard for psychiatric hos- 
pitals and clinics, and approved expenditure of 
an amount not to exceed $8,000 from the 
budgets of the Coordinating Councils on Men- 
tal Health Services and on Professions and As- 
sociations (Ex. C., Feb. '68). 


15. Voted a contribution of $100 from the ` 


Council Contingency Fund toward financing a 
testimonial dinner in honor of Sen. Lister 
Hill (Ex. C., Feb. '68). 

16. Ratified the Treasurer's establishment of 
a Fund for Future Expansion and Development 
in the amount of $150,000 near the close of 
the fiscal year ending March 31, 1967, and 
approved the Treasurer’s allocation of an ad- 
ditional $150,000 to this fund in the fiscal 
year ending March 31, 1968. The amount of 
$300,000 has been transferred from the Gen- 
eral Fund account for this purpose (C., May 
68). 


Position Statements 


1. Approved the recommended addition to 
the Position Statement on Abortion adopted by 
Council in May 1967 that incorporates certain 
features of statements by the AMA Council on 
Mental Health and the AMA Committee on 
Human Reproduction (Ex. C., June '67). 

2. Approved the Position Statement on the 
Importance of Sustained or Increased Support 
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of Mental Health Programs in its rewritten 
form and directed that it receive wide distri. 
bution to mental health authorities (Ex. G3 
June '67). 

3. Approved publication of the previously 
approved statement on confidentiality and priv- 
ilege under the amended title "Confidentiality 
and Privilege with Special Reference to Psychi- 
atric Patients" as an APA position statement 
in the Journal (Ex. C., June '67). 

4. Approved in principle a statement on 
generic and proprietary drugs submitted by the 
APA Commission on Drug Safety and the 
Coordinating Council on Research and Devel- 
opment, and instructed staff to revise and edit 
the statement with the assistance of chairmen 
of the Commission on Drug Safety, the Coor- 
dinating Council on Research and Develop- 
ment, and the Reference Committee, and to 
publish it in the Journal (Ex. C., Feb. '68). 

5. Approved a proposed Position Statement 
on Nursing Education submitted by the Com- 
mittee on Psychiatric Nursing, as revised by 
Council, as an official APA position statement 
for publication in the Journal (C., May '68). 


Publications Matters 


l. Directed that the Journal continue to 
print in its March issue the preliminary pro- 
gram of the annual meeting, the form of which 
is at the discretion of the Editorial Board 
(Ex. C., June '67). 

2. Authorized publication of 160 additional 
pages in the Journal annually for the purpose 
of publishing administrative material, and ap- 
proved expenditure of funds necessary for this 
purpose (Ex. C., June '67). 


Annual Meeting 


1. Postponed the institution of pre-registra- 
tion for the annual meeting until a later time 
because of its prohibitive cost (Ex. C., Sept. 
'67). 

2. Approved holding a joint meeting with 
the Australian and New Zealand College of 
Psychiatrists at the time of the APA annual 
meeting in San Francisco in 1970. Council 
authorized sending a letter to this group formal- 
ly confirming APA's invitation, and appoint- 
ment of an ad hoc committee to be responsible 
for arrangements (Ex. C., Sept. 67). j 

3. Instructed the Committee on Conventions 
to study subsidization of the annual banquet 
with reference to persons who attend and to 
subsidization of such functions by similar Of- 
ganizations, and report its findings to Council 
at the earliest possible time (C., Dec. 67). 
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gnified willingness to sponsor the sci- 
aspects of a Dutch study-tour of the 
‘States in the spring of 1969 and ex- 
an invitation to the Dutch to attend 
s 1969 annual meeting (C., Dec. '67). 
uthorized Dr. Jules Masserman to seek 
rease in the Forest Hospital Foundation 
or the International Seminar on Prob- 
of Youth to finance the travel of an addi- 
group of six participants (C., Dec. '67). 
Instructed the Convention Manager to 
re the possibilities of holding the 1973 
meeting in Toronto, Montreal, or Phil- 
hia and to report her findings to the Ex- 
ive Committee at its February 1968 meet- 
ouncil also authorized Mrs. Woodward to 
' APA's option firm on Philadelphia's 
ies if it was threatened in the meantime 
Dec. '67). 
Instructed the Committee on Conventions 
' the simultaneous session format of the 
ic program at the annual meeting, look- 
ward modification along lines of similar 
ams of other national organizations (C., 
7). 
78: Instructed the Convention Manager to 
Chicago, Denver, and Cleveland (in order 
preference) as potential sites for APA's 
1974 annual meeting (C., Dec. '67). 
9. Instructed the Convention Manager to 
tigate as possible sites for the 1975 APA 
tal meeting those cities in the western part 
he United States which can accommodate 
“annual meeting, including such cities as 
| Angeles, San Diego, Honolulu, San Fran- 
9, Las Vegas, and Denver (C., Dec. '67). 
Disapproved plans to split the 1970 an- 
Meeting by having three days in San 
isco and the rest either on a ship to 
Waii or in Hawaii, and authorized the ap- 
htment of a task force to explore, as an 
ative, holding a post meeting in Hawaii 
the 1970 annual meeting (C., Dec. '67). 
ipproved Montreal as the site of APA's 
annual meeting (Ex. C., Feb. 68). 
. Instructed that all invitations and related 
‘for participation in the annual meet- 
gram be sent only over the signature of 
gram Committee chairman, since the 
sibility for the program rests solely with 
‘Ogram Committee (Ex. C., Feb. '68). 
Instructed the Coordinating Council on 
al Organization and the Program Com- 
' to consider limiting the number of si- 
eous sessions and the number of papers 
ted for presentation at annual meetings 
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missions, boards, task forces, or coordinating 
councils during the time of the scientific ses- 
sions of the APA annual meetings and strongly 
encouraged the Assembly of District Branches 
to restrict its own practice of meeting during 
that time (Ex. C., Feb. 68). 

15. Approved the honoring of retiring Sen. 
Lister Hill at the 1968 annual meeting by 
awarding him the APA Distinguished Service 
Award, and approved honoring the late Rep. 
John Fogarty by the award of an engraved 
scroll to be sent his widow (Ex. C., Feb, 68). 

16. Authorized the Task Force to Plan a 
Post Meeting in Hawaii to enter into contractu- 
al agreements with an appropriate travel agency 
selected by them to handle the travel arrange- 
ments to Hawaii. This post meeting will follow 
the 1970 annual meeting in San Francisco (C., 
May '68). 

17. Authorized the Program Committee, 
working in conjunction with the Task Force to 
Plan a Post Meeting in Hawaii, to arrange a 
program for that meeting (C., May '68). 


Membership Matters 


1. Directed that those 40 members listed as 
three years in arrears be dropped from the 
membership rolls (Ex. C., Sept. '67). 

2. Rescinded its action to drop those 17 
members who paid all or part of their arrearage 
in dues, and subsequently rescinded action to 
drop five others (Ex. C., Sept. '67). 

3. Approved transfer of one member to in- 
active status (Ex. C., Sept. '67). 

4. Approved the list of new members and 
fellows and transfers to the various categories 
as presented to the membership at the opening 
session, May 13. Council also approved the 
list of 25 resignations as presented by the 
Membership Committee (C., May '68). 

5. Approved a procedure permitting accep- 
tance of resignation from membership at the 
time of presentation (C., May '68). 

6. Approved the list of members three years 
in arrears to be dropped but postponed action 
to drop these members until September 1968 


(C., May '68). 


Coordinating Councils, Committees, 
Commissions, and Boards 


1. Approved a procedural mechanism for 
operation until reorganization as recommended 
by the President-Elect (C., Dec. '67). 

2. Authorized enlargement of the Commit- 
tee on Conventions to include, in addition. to 
the present personnel, the Public Information 
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Officer, three past and two future Arrange- 
ments Committee chairmen, and representatives 
from the Committees on Mental Hospital In- 
stitute Programs and on Closed-Circuit Tele- 
vision (C., Dec. '67). 

3. Refused expenditure of $5,000 in APA 
funds by the Committee on History of Psychi- 
atry for a historical exhibit for the 1968 annual 
meeting in Boston, The committee was autho- 
rized to seek outside funds for this purpose, but 
no charges might be made against such funds 
until received (C., Dec. '67). 

4. Approved institution of a new program 
which would permit 50 or more residents a 
year to attend and participate in the work of 
APA committees, to operate according to the 
procedures outlined by the chairman of the Co- 
ordinating Council on National and Interna- 
tional Affairs (C., Dec. '67). 

5. Aproved appointment of Dr. F. C. Red- 
lich to the Editorial Board of the Journal (C., 
Dec. '67). 

6. Instructed the Committee on Grants and 
Awards to define and differentiate between 
grants and various kinds of gifts, and to study 
the charges necessary for management of dona- 
tions and bequests as opposed to the amounts 
necessary to pay for indirect costs of adminis- 
tration of grants (Ex. C., Feb. '68). 

7. Approved a statement on manpower poli- 
cy and strategy prepared by the APA Commis- 
sion on Manpower (Ex. C., Feb. '68). 

8. Instructed the House Committee to ex- 
amine the adequacy of insurance coverage held 
by APA for damages caused by civil disobedi- 
ence (Ex. C., Feb. '68). 

9. Authorized the Board of Tellers to ex- 
periment with different voting procedures dur- 
ing the coming year in anticipation of changes 
which will be made necessary by the new 
Constitution and By-Laws (C., May '68). 

10. Instructed the chairman of the Budget 
Committee and the Treasurer to work out a 
procedure for exercising greater control over 
expenditures by various components of the 
Association which exceed amounts budgeted 
for their activities (C., May '68). 


Constitution and By-Laws 


1. Ratified the mail vote of the Executive 
Committee to withdraw the proposed Constitu- 
tion and By-Laws as published in the September 
1967 issue of the Journal for revision by the 
Committee on Constitution and By-Laws, re- 
approval by Council, and re-reading to the 
members at the 1968 annual meeting (C., Dec. 
'67). 

2 Approved substantive changes and edi- 
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torial revisions made in the Constitution and 
By-Laws between the time they were read in 
Detroit and published in the September 1967 
issue of the Journal, as recommended by the 
Assembly of District Branches and the Com- 
mittee on Constitution and By-Laws and re- 
corded in the minutes of December 1967 (C., 
Dec. '67). 

3. Approved revision of Article II of the 
proposed Constitution and Sections 1, 6, and 
7 of Chapter Two and Section 9 of Chapter 
Ten of the proposed By-Laws. Council ap- 
proved of amending the present Constitution 
and By-Laws by rescinding them and replacing 
them. with the proposed new Constitution and 
By-Laws (C., May '68). 


District Branch Matters 


1. Directed that the chairman of the Assem- 
bly Committee on Public Information should 
serve as a liaison representative to the APA 
Committee on Public Information (Ex. C. 
June '67). 

2. Approved a divisional meeting to be held 
in New Jersey in 1970 (C., Dec. '67). 

3. Reaffirmed its position that there should 
be no more than one district branch in a state 
whenever possible, and discouraged further 
fragmentation (C., Dec. '67). 

4. Instructed the Speaker of the Assembly 
to encourage district branches to ensure that 
those elected to membership in the Association 
through the district branch meet the constitu- 
tional requirements for membership in the As- 
sociation (C., May '68). 


Other Matters 


1. Declined at the present time to recom- 
mend that the 1971 World Psychiatric Congress 
be held in the United States (Ex. C., June '67). 

2. Approved of joint participation of the 
APA as a sponsor for a grant to establish an 
Office of Education in Psychosocial Pediatrics 
at the American Academy of Pediatrics without 
the financial responsibility of APA (Ex. C» 
June '67). 

3. Approved participation of the Manpower 
Division in a contract with the Joint Commis- 
sion on Mental Health of Children in the 
amount of $42,500 (Ex. C., June 67). " 

4. Authorized the Medical Director, 1 
Principle, to negotiate with the Maurice Falk 
Medical Fund for a grant to finance an *[nter- 
Professional Advisory Council on Impact- 
Evaluation of and Manpower Utilization in 
Mental Health Services" (Ex. C., June '67)- 
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, Directed that APA ask the United States 

. Goyernment to file an exception to regulation 

no. 1 of the World Health Organization in 

der to provide for a one-year deferment of 
je United States publication of the JCD-8 sec- 

in on mental disorders (Ex. C., Sept. '67). 

6, Authorized the Medical Director to seek 

= private foundation funds to finance site visits 

of the Ad Hoc Committee on Dynamic Leader- 

‘ship in centers where persons are trained for 
foreign service and diplomatic work (Ex. C., 

— Sept. 67). 

"7, Authorized the Medical Director to seek 
funds from NIMH to finance a study on ade- 
quacy of psychiatric treatment, and com- 
“mended Drs. Usdin and Barton, the Committee 
"on Psychiatry and the Law, and Mr. Robinson 
for their work in preparing the project (Ex. C., 

Sept. 67). 

__ 8, Authorized the Medical Director to make 
——an application for a general research grant to 

— NIH in an amount for which APA is eligible 

"Sept. 67). 

— 9. Instructed the Secretary to write to Dr. 
—— John R. Whittier, who requested APA financial 
assistance for the Second International Con- 
"gress on Neuro-Genetics and Neuro-Ophthal- 
_ mology, that APA does not support internation- 
al or national congresses out of Association 
— funds (Ex. C., Sept. 67). 
© 10, Expressed its view that the National 

Institutes of Health should remain as an in- 
—fegral part of the Public Health Service (Ex. 

"€; Sept. 67). 

1l. Went on record as strongly favoring the 

3 continuation of the National Institute of Men- 
tal Health with coordinated service, training, 

_ and research programs as a bureau of the Pub- 
lic Health Service because fragmentation would 

Ultimately result in a loss for the mentally ill 

"and their treatment (Ex. C., Sept. '67). 

12. Instructed the Medical Director, the 

APA Commission on Principles and Positions 
M Current Issues in Psychiatry, and the As- 
Sembly of District Branches to mobilize to 
y - inform all parties concerned with the proposed 
-HEW reorganization of the position taken by 
— APA (Ex. C., Sept. 67). 

- 13. Refused to sponsor the Stanley Dean 

4 Award because APA policy precludes naming 
"AWards for living members of the Association 
- (C,, Dec. *67). 

© 14. Endorsed the Air Force Academy pro- 

Bram of subsidizing the training of its gradu- 

- ates in medical schools, exacting a year of obli- 

ed service for each year of subsidy (C. 


| 15. Approved publicizing APA’s interest in 
— o! problems connected with heart, 
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stroke, and cancer and authorized the Medical 
Director to write those responsible for the 
national program on heart, stroke, and cancer 
to recommend that each board include a psy- 
chiatrist (C., Dec. '67). 

16. Postponed commitment to sponsorship 
of “Human Sciences Year—1970” until plans 
for it are on a more concrete basis (C., Dec. 
'67). 

17. Respectfully declined the invitation from 
the American Veterans Committee for APA 
co-sponsorship of a conference on "Human 
Rights of the Man in Uniform" as the confer- 
ence pertains more to legal than to medical 
fields (C., Dec. '67). 

18. Approved in principle the development 
of specific research proposals regarding man- 
power utilization for submission to appropriate 
government agencies such as NIMH (C., Dec. 
67). 

19. Approved retaining the present policy 
of excluding from APA biographical directories 
information about offices and honors received 
by members from other organizations (C., Dec. 
67). 

20. Instructed the Medical Director to con- 
sult with APA legal counsel regarding continu- 
ing the present arrangement with him, with the 
agreement that in unusual circumstances, when 
in APA’s judgment it would be desirable to 
consult with some other legal firm, Mr. Magee 
would undertake that consultation for APA 
(Ex. C., Feb. '68). 

21. Authorized the staff to prepare a letter 
to President Johnson expressing approval and 
support of the objectives of the treaty on non- 
proliferation of nuclear weapons (Ex. C., Feb. 
68). 

22. Approved a recommendation that the 
Joint Commission on Accreditation of Hospi- 
tals include requirements that hospitals provide 
procedures for handling psychiatric cases, and 
authorized the secretary to: a) write the JCAH 
urging establishment, as a requirement for hos- 
pital accreditation, of a written plan for the 
care or appropriate referral of psychiatric pa- 
tients, and b) inform the AHA and the AMA 
of this action (Ex. C., Feb. '68). 

23. Authorized staff to develop a proposal 
for APA to enter into a contract with govern- 
ment agencies to produce a guide to record- 
keeping in mental hospitals (Ex. C., Feb. *68). 

24. Authorized staff to study H.R. 15281 
and the proposal to establish a bureau of nar- 
cotics within the Justice Department, and to 
develop an APA position statement on each, to 
be delivered at scheduled hearings of Congress 
by a member selected by the Medical Director 
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in consultation with Drs. Braceland and Brosin 
(Ex. C., Feb. '68). 

25. Instructed the Secretary to write to each 
member whose name is reported by Ralph 
Ginzburg as responding to the Avant Garde 
survey of psychiatrists’ opinions about Presi- 
dent Johnson’s psychiatric competence, asking 
them what they wrote (with copies of the let- 
ters, if available) and the bases of their state- 
ments. The Secretary shall send the responses 
to the Ethics Committee for its consideration 
and action (Ex. C., Feb. '68). 

26. Reaffirmed the 1964 consensus of Coun- 
cil disapproving the attempt by APA members 
to diagnose individual public figures whom they 
have not examined clinically (Ex. C., Feb. '68). 

27. Affirmed its position in support of the 
accreditation criteria and inspection of psychi- 
atric facilities, but chose not to become 
involved in the field of inspection and accredita- 
tion either for mental hospitals or for institu- 
tions for the mentally retarded (Ex. C., Feb, 
'68). 

,28. Authorized the Medical Director to de- 
velop a grant application to finance a study 
group on problems of youth from an interna- 
tional perspective (Ex. C., Feb. "68). 

29. Declined with regret an invitation from 
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the Polish Psychiatric Association to partici- 
pate in a joint meeting of the two associations 
in 1969 or 1970 due to prior commitments for 
joint meetings with other organizations (Ce 
May '68). 

30. Accepted with thanks portraits of Dr. 
Nehemiah Cutter, presented by the National 
Association of Private Psychiatric Hospitals; 
and of Dr. Charles Stedman, presented by the 
Northern New England District Branch. These 
are additions to the collection of portraits of 
the 13 founding fathers of the American Psy- 
chiatric Association which hang in the Century 
Room of the Headquarters Building (C., May 
'68). 

31. Approved providing financial assistance 
in the amount of $500 for a psychiatrist from 
a developing nation (who could not otherwise 
attend) to attend and participate in the 
Seventh International Congress on Mental 
Health, London, England, August 12-17, 1968 
(C., May '68). 

32. Voted to retain its collection of Adolf 
Meyer papers, but expressed willingness to 
loan this material for display or use at appro- 
priate occasions (C., May '68). 


ROBERT S. GARBER, M.D. 


Report of the Treasurer 


General Fund. Council adopted a budget for 
the fiscal year ending March 31, 1968, that an- 
ticipated income and expenditures of $1,698,800 
each. Subsequently Council authorized certain 
Increases in expenditures including amounts 
necessary to maintain salaries of the Associa- 
tion's employees on a basis comparable with 
those paid in the Washington, D. C., area. 

Before final adjustments, income and expen- 
ditures bb $1,685,731 and $1,551,691 re- 
spectively, resulting in an apparen i 
$134,040. Table 1 reveals thé ectvitiag “chin 
with the very effective Management of the 
Medical Director, that contributed to the gain. 
However, $150,000 was appropriated by Coun- 
cil from the General Fund to a reserve for 

future expansion and development, This, along 
with other adjustments including provision for 


This is a revised versión of the report 
by the Treasurer at the annual business meeting 
in Boston, Mass., May 14, 1968. 


[182] 


à deficit in the annual meeting account, result- 
ed finally in a net loss to the General Fund of 
$21,420. 

The General Fund began the year with assets 

of $2,050,325 and ended with $1,217,892. 
Table 2 shows that the major portion of this 
change was due to the establishment of a valu- 
ation reserve for the funds due from the Ameri- 
can Psychiatric Museum Association which in- 
Cludes $242,000 made available during the 
fiscal year. 
, Renovations of the central office building, 
involving expenditures of approximately 
SHARUQD, were essentially complete at year 
end. 

A larger proportion of the Association's 
funds was invested in stocks and bonds at the 
end of the year than at the beginning. This 
appeared prudent in view of the fact that 
further loans in connection with the construc- 
tion of the American Psychiatric Museum As- 
sociation are unlikely. 
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- TABLE 1 
General Fund Operations, Fiscal Year Ended March 31, 1967 
EXPENSES 
ACTUAL BUDGETED VARIANCE ACTUAL eiae VARIANCE 
16,892 22,000 5,108 
contingency 45,939 29,550 16,389 
ional committees! 11,458 14,800 3,342 
(formerly coordinating 
ees) 71,100 97,250 26,150 950 1,000 (50) 
Education and 
eer Development 8,338 12,000 3,662 950 1,000 (50) 
Health Services 10,012 12,000 1,988 
ch and Development 9,963 12,000 2,037 
tional and International 
irs 5,072 12,000 6,928 
ssions and Associations 13,941 22,000 8,059 
|| Organization 23774 27,250 3,476 
i—Council and Committees 145,389 163,600 18211 950 1,000 (50) 
tal Director's Office 118,181 122,829 4,648 
Information Office 27,572 28,287 715 
mation Service 42,422 44,205 1,783 28,5422 76343 . (47,801) 
hip—Dues, etc. 31,614 33,260 1,646 532,825 457,500 ^ 75325 
tric News 148,202 135092 (13,110) 222,617 175500 47,117 
Journal of Psychiatry 401,298 345,912 (55,386) 461,438 428,600 32,838 
trative Services and 
i 76,537 75,710 (827) i 
onal Services 18,377 20,238 1,861 804 1,000 (196) 
ons Services Division 107,944" 100317* . (7627* 79,589 100,500 (20911) 
r and Statistics 26,844 28,583 1739 4,570 2,000 2,570 
of District Branches 18,274 21,900 3,626 
Management Office 25,846 25,402 (444) 
eting 121,875 121,875 106,000 (106,000) 
and Community 
latry Service 238,089 229266 (8,823) 197430 — 199200 (1770) 
Hospital Institute 33,869 34,650 781 39,3118 41,195, (1,884) 
i 29247 — 2924] 30,000 (30,000) 
ation and maintenance of sain 
office 27,902 26,400 (1,502) 
on of central office 94,927 m bU 
@ taxes and insurance 72,666 68, a i 
us expenses/ income 3,682 68,82 64900 117,655. 105,500 12155 
15516914 1,724338 172647 1,685,731 1,724,338 38,607 


S Reference Committee. 


. During the year these 
'Bained $39,484 from income of $456,474 
Penditures of $416,990. Among the new 
its established was the Manfred S. Gutt- 
Fund. 
meeting account. The 1967 annual 
in Detroit resulted in expenditures ex- 
income by $560. Council subsidized 
ual meeting activities by $15,875. If the 
of the Convention Manager’s office 
cluded, the deficit would increase. How- 
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ted income increased by $33,343 subsequent to submission of final budget. 


M subsequent to submission of final budget. 
Bits to a reve tor RR other expenditures resulted in final expenses of $1,707,151. 


ever, no part of this office’s expenses are in- 
cluded in the operation of the annual meeting. 
Following the suggestion of our auditors, 
the annual meeting account was integrated into 
the regular account. Future meeting expenses 
and income will be budgeted into the regular 
account, and will become a part of the auditor's 
annual report. This should facilitate the audit 
of the records since only one group of accounts 
oe DALE C. CAMERON, M.D. 
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Comparison of General Fund and Restricted Fund Assets at Year End, 1967 and 1968 


TABLE 2 
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YEAR ENDING MARCH 31, 1968 


GENERAL FUND 

Cash 
Checking account 
Custodian account 
Petty cash 

Accounts receivable 

Deferred charges and 
prepaid expenses 

Marketable securities 
at indicated market 
value 
Bonds and stocks (256,026)* 
U. S. Treasury 

obligations at cost 

Notes and advances 
receivable from 
American Psychiatric 
Museum Association 

Land and building at 
nominal value 

Furniture and equipment 
at nominal value 

Subtotal 

Deduct—Cash and 
marketable securities 
allocated to Restricted 
Funds 

Total General Fund 

RESTRICTED FUNDS 

Cash and marketable 
securities allocated 
from General Fund 

Cash—Savings and 
loan account 

Total Restricted Funds 


* Cost. 
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354,602 
1,043,453 


942,085 


YEAR ENDING MARCH 31, 1967 


3,367 
81,474 


14,999 


1,398,055 


$ 


1 
1,497,897 


280,005 
1,217,892 


280,005 


280,005 


(106,099) 


(1,109,732) 


109,519 
9,665 
400 


220,865 


1,109,732 


119,584 
83,629 


1,330,597 


T 


1 
2,233,967 


183,642 
2,050,325 


183,642 


56,879 
225,048 


Amer. J. Psychiat. 125: 3, Sept. 1968 


ork. 
000 members. Today, after five years, the 


er of employees has risen to 81, all based 
in Washington, Many of the new people are 
yed on 11 projects financed with funds 
utside the Association, The budget has 
eased by nearly a million dollars to 
2.749. Membership today numbers just 
17,000. 
The federal government's increasing partici- 

n in the mental health field has called for 
ng APA staff work, both in the ex- 
‘of information and the shaping of 
on within government. Liaisons with many 
dical specialty organizations and profes- 
associations have developed for the ex- 
of information and for implementation 
actions and policies. 

volume of inquiries from all sources 
nues to grow: about 1,200 are received 
h month. APA has been building an image 
forceful leadership for psychiatry that should 
t favorably upon the conditions under 
Which members practice their specialty. 
The central office has been able to recruit 
ding colleagues and hire a splendid staff 
employees who are loyal and dedicated to 
Association. Without their help, the 
ents recorded could not have been 
plished. 
lowing are the highlights of a longer re- 
that is available upon request from the 
| of the Medical Director. 


ical Facilities 


Immediately following the annual meeting 
lay 1967, the museum building was com- 
furnished, and equipped. The Dupont 
annex was closed on July 24, 1967. 
that, all departments moved into new 
itions in either the museum building or the 
dquarters building. A particular effort was 


his is an abridged version of the report pre- 
by the Medical Director at the annu 
Meeting in Boston, Mass., May 14, 1968. 
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made to shine and polish the old building in 
time for the dedication of the new and the 
reception on September 9, 1967. 

With funds totalling $100,000 provided by 
Council, the renovation project of the head- 
quarters building began. The project is now 
94 percent completed. Most extensive were 
the renovations of the air-conditioning, the rest 
rooms, and the plumbing. New carpeting, fur- 
nishings, paint, and interior decorating have 
achieved the effect of quiet elegance specified 
by the House Committee. We hope that many 
members will come to visit and see how the old 
building has been improved to bring it up to 
the standards of the new. 

The excellence of the landscaping, blending 
the two buildings into one, was recognized by 
the award of a neighborhood prize by the 
President's wife in a formal ceremony in the 
White House gardens. 


Staff Building for Efficient Operation 


The Medical Director is able to live more 
tolerably under pressure with the establishment 
of the position of Administrative Assistant. The 
Accounting/Fiscal Office secured a new book- 
keeper and experienced an almost complete 
personnel turnover. The department benefited 
from the new internal dial system and telephone 
installation, put into effect an inventory system, 
revised its accounts reporting system, and in- 
stalled a larger Xerox machine. The Admin- 
istrative Services Department was split off from 
Accounting under its own chief in order to 
maintain the two buildings and distribute sup- 
plies and mail more efficiently. 

The Manpower Division director completely 
reorganized his department, with new staff. and 
a new program for data. processing. The Publi- 
cations Services Division, under a new director, 
secured new staff for advertising, promotion, 
and circulation. An increase in. publications 
sales created new pressures to fill orders. Psy- 
chiatric News functions well under a newly 
designated managing editor (production), a 
managing editor (editorial), and a new assis- 
tant editor. The Convention Manager’s office 
grew with the addition of a deputy. The Mu- 
seum became the responsibility of a curator, 
who works 20 hours a week. 
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The reorganization plan was implemented 
by the President’s appointment of six coordi- 
nating councils to replace the three coordinat- 
ing groups of committees. The new councils 
proliferated new task forces and increased the 
demands for staff support. To enable maximum 
involvement of members without multiple com- 
mittee appointments, a new control system has 
been planned for easy access to the talents of 
APA. members. 

A new Management Committee was created 
to oversee the business of the Museum. Over 
$6,000 was raised in new money from outside 
sources—a modest beginning, but contacts 


were made that should increase foundation sup- ` 


port in the years ahead. 

The Medical Director participated actively 
in the work of some APA committees, princi- 
pally the House Committee, the Committee on 
Conventions, the Commission on Manpower, 
the Grants and Awards Committee, the Budget 
Committee, the Constitution and By-Laws 
Committee, and the Museum House, Advisory, 
Library, and Management Committees, The 
Medical Director made only limited contact 
with the district branches this year, participat- 
ing briefly in the meetings of the Policy Com- 
mittee and the Assembly, but more fully in the 
divisional meetings held in Los Angeles and 
New York. He also visited the newest district 
branch, Utah, and is pleased to report on its 
enthusiasm and strength. 


Projects 


The Biographical Directory of the American 
Psychiatric Association for 1968, published by 
R. R. Bowker and Company, appeared on 
schedule. It represents a major endeavor and 
an enormous amount of work; it should prove 
a most valuable reference volume. 

The Role and Methodology of Classification 
in Psychiatry and Psychopathology, edited by 
Marvin M. Katz, Ph.D., Jonathan O. Cole, 
M.D., and Walter E. Barton, M.D., has been 
published. It is a report on the Conference on 
the Role of Methodology of Classification in 
Psychiatry and Psychopathology, a joint effort 
by the Psychopathology Research Branch of 
NIMH and APA. Its appearance is most timely 

in view of the new nomenclature also devel- 
oped during the past year. 

The report on the Conference on Psychiatry 
and Medical Education, held in Atlanta, Ga., 
in March 1967, was written by a professional 
science writer. Extensive review of the manu- 


[186] 


OFFICIAL 


script and rewriting by an editorial bo 
under way. The basic position papers subr 
for the conference will also be publi: 
staff assistance. 

The Medical Director served on the 
Information Service Executive Committee 
participated in the conferences that led. 
significant reports. Wi 

The APA-UAW Insurance Project was € 
cluded on May 31, 1967, and an enorm 
amount of time was spent by the 'd 
Director with the project director in pi 
the voluminous final report. The Medical 
rector has continued to be involved in the 
second phase of this project as a member of 
Advisory Committee to the UAW € 
Staff. APA will reenter the project in its 
phase—the production of a monograph on 
chiatric insurance and recommendations 
the field. E 

The Manpower contract renewal negotiati 
and preparation of an application for the 1 
phase of the manpower utilization studies 1 
developed by the project director, with 
tensive involvement of the Medical Dire 
and some key APA leaders to emphasize i 
importance to NIMH. The 1967 survey repor 
on manpower will present significant trends 
psychiatry. The new studies envision the CI 
tion of manpower laboratories along mo 
developed in connection with an APA contra 
with the Joint Commission on Mental Healt 
of Children. te 5 

Founding fathers’ portraits were painted for 
the Century Room. Portraits of Luther Be 
and Samuel White were presented at a form 
ceremony in December 1967. The work of 
artist who prepared Samuel White’s po! 
Was not acceptable for hanging in the : 
headquarters, so arrangements will be made to 
have it redone. Portraits of Drs. Stedman : 
Cutter were presented to Council in 
Pliny Earle is the only founding father whos 
portrait has not been secured, but sponsors have 
offered to prepare it. This will complete 
collection. 4 

A project for the Committee on Relations 
with Psychology was carried out with a view 
to developing a pamphlet for the use of distr 
branches. The APA committee has revised the 
manuscript, which was prepared by a pro 
sional science writer. ' 

The Journal's “Official Actions" section” 
March, 1968, containing reports on commi 
and Council actions, was prepared by an 
torial assistant on the Journal staff. 

: An enormous amount of staff work We 
into the revision and preparation of the fin? : 
manuscript of the Diagnostic and Statistica! 
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Manual of Mental Disorders (DSM-II), which 
is now available. 

Two concerns of the staff centered on prob- 
lems of youth. Extensive time was devoted to 
assisting Dr. Jules Masserman in setting up a 
transcultural seminar on problems of youth, 
held at the Boston annual meeting. Another 
enterprise well under way is a year-long study, 
in seminar form, of the problems of children 
and youth, for which a grant application has 
been filed. 

The staff participated in the planning and 
execution of much of the work of the Ad Hoc 
Committee for the Joint Meeting with the 
Royal Medico-Psychological Association in 
Boston. 

Although four conferences were held with 
various parties on a proposed conference on 
mental retardation, it failed to win the neces- 
sary support; $1,500 for planning was obtained 
from outside sources. 

A new project on Continuing Education of 
Psychiatrists was established in September 
1967. It is presently engaged in preparing a 
self-assessment examination for psychiatrists. 

Fund-raising activities of the Medical Direc- 
tor included obtaining $10,000 for the Presi- 
dents Fund for Dr. Kolb from Smith Kline 
and French Foundation. The Medical Director 
supervised a number of research and educa- 
tional projects, such as the Information Pro- 
cessing and Physician Education projects. 


Activities Related to APA 


The Joint Commission on Mental Health of 
Children began as an APA-sponsored project 
and still requires considerable time of the Medi- 
cal Director. He participated in meetings of the 
executive board and the board of trustees, the 
efforts to extend the commission for a third 
Year, and also the search for funds from pri- 
Vate sources to finance special projects during 
the third year, 

The American Board of Psychiatry and 
Neurology is another of the Medical Director's 
Principal activities, This year, a policy commit- 
tee meeting was held in June in addition to the 
three examinations, Next year, a fourth exami- 
Nation will be necessary to process the more 
than 1,450 candidates who took the written 
examination in May 1968. The Medical Direc- 
tor also serves on the credentials committee, 
Meeting one day three or four times a year, 
and on the residency review committee, which 
Meets twice a year. 

Liaison with the AMA is always an impor- 
tant function of the Medical Director. He meets 
as a consultant to the Council on Mental 
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Health at all its regular meetings. He attended 
a two-day Conference on Drug Abuse spon- 
sored by the AMA in March 1968, and meets 
with John Adams, M.D., the alternate delegate, 
several times a year as a member of the AMA 
Interspecialty Committee of the board of 
trustees. 

Formal liaison activities take about six days 
of the Medical Director's time per year. The 
Liaison Committee on Mental Health meets at 
least four times a year, the Council on Medical 
Specialty Societies once or twice, and the Medi- 
cal Intersociety Council at least once. The 
overlapping study of legislative matters and 
activities common to medical specialty orga- 
nizations cries out for solution. These liaison 
activities might well be combined into two 
rather than four groups. 


Legislative Activities 


The APA staff, with the principal assistance 
of the Public Information Officer, was called 
upon to prepare several position statements. 
During the past year, statements were prepared 
on: retirement, for Sen. Mondale; Medicare, 
for Rep. Mills; the right to privacy, for Sen. 
Irwin; the Social Security Amendments of 1967, 
presented by Dr. Gibson; the reorganization of 
HEW, for John Gardner and Philip Lee; the 
NIMH budget, for Dr. Braceland; the reorga- 
nization of narcotics control, for Rep. Blatnik; 
and on H.R. 1578, Alcoholism and Narcotic 
Amendments to the Community Mental Health 
Act of 1968, for Rep. Staggers. The number of 
important APA position statements indicates 
the necessity of a continuing process for de- 
veloping APA policies on important national 
issues. 


Exchange Mission on Mental Health 


The Medical Director was a member of a 
seven-man cultural exchange team that visited 
the Soviet Union between September 13 and 
October 12, 1967. The mission assembled in 
London, giving the Medical Director the op- 
portunity to visit the Royal Medico-Psycho- 
logical Association headquarters and to talk 
with its immediate president and past president, 
as well as the secretary-general and the office 
staff. ; i AA 

The mission to the Soviet Union visited 
Moscow, Leningrad, Kiev, Kalinovka, and 
Vinnitsa, studying the patterns of patient care. 
An enormous amount of time was spent after- 
ward in preparing a 270-page report that was 
utilized in the preparation of the final report 
of the exchange mission. Several talks were 
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given on “Impressions of Soviet Psychiatry” in 
Washington, D. C., Utah, Rhode Island, and 
Boston. A panel presentation at the annual 
meeting in Boston summarized the findings of 
the mission. 


New Directions 


With authority obtained from the Executive 
Committee, the staff will undertake a revision 
of the APA manual on standards. During the 
year, another step will be taken toward the 
creation of permanent exhibits for the museum, 
featuring the history of psychiatry and develop- 
ing teaching resources for medical schools and 
colleges. In the opinion of the Medical Direc- 
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tor, there is need once again to convene a 
group for long-range planning purposes. Coun- 
cil may wish to meet as a whole for this pur- 
pose, as it did on the occasion of the Airlie _ 
House Conference a few years ago. 

Illustrative of the type of forward planning 
required is the need to plan service systems in 
psychiatry for the comprehensive health care 
of children, youth, and adults, Also included 
must be special planning for the problems of 
geriatrics, alcoholism, and drug abuse. Recom- 
mendations must be made for policy and fund- 
ing, construction, staffing, and operation of 
mental health facilities. 

WALTER E. Barron, M.D. 


Report of the Speaker 


Recent years have seen considerable flux 
as the roles of the various component parts of 
the Association have been under review, as the 
district branches have grown, and as the con- 
siderations of the Airlie House Conference 
have been discussed, reworked, and now come 
to fruition in the constitution whose adoption 
has just been approved. This reorganizational 
phase is thus on the threshold of taking its 
place in history. 

Last year, on assuming the office of Speaker, 
I advocated a year of consolidation. I proposed 
that the district branches “meet the challenge” 
and focus on their prime responsibilities, name- 
ly: local and regional concerns in relation to 
all the areas touched by our professional con- 
cerns, including legislative matters, community 
health center development, and manpower. 

Despite, or perhaps even aided by, the one- 
year delay in implementing constitutional 
revision, I can report that this year of consoli- 
dation has shown gratifying success, The ever- 
increasing maturity of the district branches as 
professional organizations, alert to the need 
for active and informed participation in com- 
munity affairs, is well documented in the re- 
ports of the six area members to the. Assembly. 
Constructive effort relative to legislative mat- 
ters in the several states has reached a new high 

as has activity as professional and scientific 
organizations. 

Membership in the district branches now ex- 

ceeds 77 percent of the total membership of 


This report was presented by the Speaker at the 
annual business meeting in Boston, Mass., May 14, 
1968. 
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APA. Divisional meetings continue their im- 
portant role in our scientific interchange. Five 
future divisional meetings are currently in the 
active planning stage—the next to be in Chi- 
cago on Nov. 15-16 of this year. 

The newest evolutionary development of 
great significance to the internal operations of 
our Association, to our inter-communications, 
particularly among the officers of the district 
branches, has been the area meetings. These 
conferences, with detailed agendas, have risen 
out of a felt need for regional sharing of ex- 
perience, planning, and exchange beyond that 
possible at the already established meetings of 
area delegates during the meetings of the As- 
sembly. In just over a year and a half, area 
meetings have achieved as important and as 
securely established a place in their particular 
way as have the divisional meetings in theirs. 
This represents striking evidence of the sincere 
concern for the administrative, political, and ~ 
organizational welfare of our Association for 
these highly successful meetings have developed 
from a very humble seed—the original cau- 
cuses of area delegates held for the sole pur- 
pose of electing area members and alternates: 

We now move into the final phase of the 
current reorganizational period—or perhaps it 
is the first phase of the next one. Ever-increas- 
ing problems and issues confront us as psychi- 
atrists, as physicians, and as citizens. The 
commitment of the district branches to the 
matters of our collective concern should. and ~ 
Will, continue to increase; but that commitment 
is no longer a matter of future anticipation: 
It is now a well-established fact. 


Jonn R. Apams. M.D. 
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Response of the Speaker-Elect 


I wish that I could meet and talk to each 
member of the various district branches indi- 
vidually, but I cannot since there are 16,132 
of you in 50 different states and two provinces 
of Canada. I also wish I could speak to each 
of the 62. district branches. But that cannot be 
done either because it would take me over 
four years if I could attend monthly meetings. 
However, since most branches have quarterly 
meetings, this would take over 16 years! I must 
therefore use this medium to greet and ad- 
monish you. 

My message is: Make your district branch 
membership effective. 

My first suggestion to you is to get personal- 
ly involved in your district branch. We live in 
a complicated and changing society where new 
programs and varying challenges confront 
psychiatry. We must be modern in our ap- 
proach, but at the same time we must remain 
simple; and flexibility must go hand-in-hand 
with simplicity. New programs which are being 
proposed are the result of the careful thinking 
of many competent people. What is best in your 
district may not be what is best and most de- 
sirable in another district. So that your mem- 
bership can be more effective, seek to actively 
serve on committees of your branch, particu- 
larly those on which you have special com- 
petence. Thoreau once said: “If a man does 
not keep pace with his companions, perhaps it 
is because he hears a different drummer. Let 
him keep step to the music which he hears, 
however measured or far away.” 

_My second suggestion is to make your dis- 
trict branch membership meaningful. Exercise 
leadership by being successful in your chosen 
Profession, There is much talk of success 
luring people into a ruthless disregard for the 
interests and rights of others. Most professional 
Men are ethical, but there is a minority which 
give our profession a poor public image. Suc- 
Cess is the stamp of approval by which other 
People measure us and is one key to effective- 
ness, It is the recognition that your contribu- 
tion and service to society are useful and help- 
ful. Active participation in your district branch 
activities should help you to become successful. 

High ethical standards must be supported 


IEEE El 

is report was presented by the Speaker Elect 

at the annual business meeting in Boston, Mass. 
ay 14, 1968, 
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and encouraged by the district branches. Suc- 
cess comes harder if unscrupulous competitors 
are allowed to exist. We must observe and 
support the codes of ethics of our district 
branches, the American Psychiatric Associa- 
tion, and the American Medical Association. 
We must contribute in a large measure to the 
moral climate of our Association, There is 
room for improvement in every district branch, 

My third suggestion is that each district 
branch pay close attention to community psy- 
chiatry. I would not preach to those who have 
already started programs. Yet these are trying 
times for many communities across our coun- 
try: Some are losing industries and population 
to the larger urban and suburban centers. 
Large centers, in turn, suffer from overcrowd- 
ing and a loss of identity. There are not only 
pockets of poverty and despair but whole 
areas. The riots are but one symptom. Psychi- 
atry must become increasingly involyed in these 
community problems. The needs, failings, and 
problems of the community are opportunities 
for us all. 

My final suggestion is to become interested 
in your district, state, and national medical 
societies, After all, we are physicians first. Too 
long we have been accused of remaining aloof 
from the mainstream of medicine. Organized 
medicine can add to our strength and be a 
tremendous support in our desire to become 
more effective. 

This is the rather simple but worthwhile 
program for 1968-69 which I offer you. 

I am fully aware that I am following in the 
footsteps of illustrious past Speakers, Their 
programs have done much to strengthen the 
place of the Assembly in making American psy- 
chiatry more meaningful. As a result our 
specialty has been placed in a better position 
to contribute to the many complicated prob- 
lems of our society. I have the strong convic- 
tion that the American Psychiatric Association 
will be effective provided that it is supported 
by strong district branches whose individual 
members are effective. 

In conclusion, I want to thank you for the 
honor bestowed on me. I pledge you my best 
efforts for the year to come. I hope I can 
count on you so that you will make your dis- 
trict branch membership more effective. 


MALCOLM J. FARRELL, M.D. 
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Proposed New Constitution and By-Laws 


At the business meeting of the Association in May 1967, the proposed new Constitution and 
By-Laws were presented to the membership. At that time an amendment from the floor was 
passed and incorporated into the text. Further substantive changes were made on the advice 
of APA’s legal counsel, and the text was also subjected to editorial revision by staff and by the 
Executive Committee before its publication in the September 1967 issue of the Journal. 

APA was then advised by legal counsel that since this version of the Constitution was not the 
same as that presented to the membership in May, it could not be voted on in the February 
1968 balloting, as had been planned. (For further details, see the March 1968 Journal, pp. 1011- 
1012.) 

Another year of work and revision ensued, and the version of the Constitution and By-Laws 
which appears below is one that was presented to the business meeting on May 14, 1968. 
Final balloting will be by secret mail vote in February 1969. 


AMERICAN PSYCHIATRIC ASSOCIATION 
THE CONSTITUTION 


Article I. Name 


The name of this corporation shall be the 
American Psychiatric Association. It was first 
designated as such in 1921 and incorporated 
in that name under the laws of the District of 
Columbia in 1927. This organization was 
founded in 1844 as the Association of Medical 
Superintendents of American Institutions. for 
the Insane. From 1892 to 1921 it was known 
as the American Medico-Psychological Asso- 
ciation. 


Article II. Objectives 


The objectives of the Association are: (a) 
to improve the treatment, rehabilitation, and 
care of the mentally ill, the mentally retarded, 
and the emotionally disturbed; (b) to promote 
research, professional education in psychiatry 
and allied fields, and the prevention of psychi- 
atric disabilities; (c) to advance the standards 
of all psychiatric services and facilities; (d) to 
foster the cooperation of all who are concerned 
with the medical, psychological, social, and 
legal aspects of mental health and illness; and 
(e) to make psychiatric knowledge available 
to other practitioners of medicine, to other 
scientists, and to the public. 
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Article III. Members 


There shall be the following classes of mem- 
bers: Life Fellows; Fellows; Life Members; 
General Members; Associate Members; Mem- 
bers-in-Training; Distinguished Fellows; Hon- 
orary Fellows; Corresponding Fellows; Cor- 
responding Members; and Inactive Members, 
as defined in the By-Laws. 


Article IV. Board of Trustees 


There shall be a Board of Trustees as defined 
in the By-Laws. This Board of Trustees will 
hereinafter be referred to as the Board. 


Article V. Officers 


The officers of the Association shall be a 
President, a President-Elect, two Vice-Presi- 
dents, a Secretary, and a Treasurer. 


Article VI. District Branches and 
Assembly of District Branches 


1. District Branches and the Assembly of 
District Branches shall be established as pro- 
vided for in the By-Laws. 
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2. Categories of membership in District 
Branches shall be consistent with Article III. 


Article VII. Committees 


1. There shall be the following Constitution- 
al Committees: Executive, Ethics, Membership, 
Nominating, Constitution and By-Laws, Budget, 
and Tellers; with functions and procedures as 
defined in the By-Laws or by the Board. 

2. Other organizational components of the 
Association may be established as determined 
by the Board. 


Article VIII, Annual Meeting and 
Annual Business Meeting 


1. A general meeting of the Association, in- 
cluding a business meeting, shall be held an- 
nualy at such time and place as the Board 
shall determine. 

2. One-hundred and fifty voting members 
will constitute a quorum, 


Article IX. Amendments 


1. Proposals to amend the Constitution may 


originate either (a) by a petition signed by 50 
or more voting members, or (b) by resolution 
of the Board. 

_ 2. Proposed amendments to the Constitu- 
tion shall be received by the Secretary at least 
60 days before the Annual Meeting. 

3. A proposed amendment shall be presented 
àt the Annual Meeting and thereafter dissemi- 
nated to the entire membership not later than 
January 1 of the following year. The proposed 
amendment shall be voted on by the member- 
ship by a secret mail ballot. Approval by two- 
thirds of at least 15 percent of the eligible 
Voting members of the Association shall be 
Tequired for adoption of the proposed amend- 
ment, If adopted, the amendment shall become 
effective upon certification by the Committee 
of Tellers to the Board unless a later effective 
date is specified on the ballot. 


THE BY-LAWS 
Chapter One. Members 


1. Adoption of this Constitution and By- 
Laws shall not change the membership status 
of present members at the time of adoption. 

2. At the time of initial application, all 
Members except those in the categories of 
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Honorary, Distinguished, and Corresponding 
Fellows and Members shall be residents of 
countries of the Western Hemisphere north of 
South America, residents of the Caribbean 
Islands, or residents of dependencies of any of 
those countries. 

3. Members-in-Training shall be physicians 
who have completed one year of an approved 
psychiatric residency training program and re- 
main enrolled therein. Members-in-Training 
status shall not exceed five years, and upon 
completion of approved residency training, they 
shall be advanced to General Membership. If 
approved residency training is not completed 
within five years, Members-in-Training shall be 
transferred to Associate Membership. 

4. Associate Members shall be physicians 
who have completed at least one year of full- 
time training or experience in psychiatry but 
are not eligible for Membership-in-Training 
or General Membership categories. 

5. General Members shall be physicians who 
have had at least three years of acceptable 
training or experience in psychiatry. No physi- 
cian shall become a General Member unless 
he (a) holds a valid, nonprovisional license 
to practice medicine in the jurisdiction where 
he is working; or (b) holds an academic or 
research appointment that does not require 
license; or (c) is a full-time employee of a 
local, state, or national government and is 
licensed to practice within the jurisdiction of 
this Association. 

6. Fellows shall have been General Mem- 
bers for at least five years and shall have made 
a significant contribution to the field of psy- 
chiatry. 

7. Life Members and Life Fellows shall be 
those (in their respective class) who have’ had 
30 years of active membership in the Associa- 
tion. 

8. Distinguished Fellows shall be physicians 
or scientists who are not members of this 
Association, but who have distinguished them- 
selves by their contributions to psychiatry. or 
related sciences. ^ 

9. Honorary Fellows shall be persons other 
than physicians who have rendered signal ser- 
vice in the promotion of mental health and 
psychiatry. 

10. Corresponding Fellows and Members 
shall be physicians living outside the jurisdic- 
tion of the Association, who would otherwise 
be qualified for membership. 

11. Inactive Members or Fellows shall be 
those whom the Board has, for sufficient reason, 


excused from paying dues. 
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Chapter Two. Membership Processing 


1. Any applicant for membership shall ap- 
ply to the appropriate District Branch. A per- 
son elected to membership in a District Branch 
shall become a member of the Association. If 
the appropriate District Branch is not approved 
to process membership applications, the appli- 
cant shall apply through the Secretary to the 
Membership Committee. 

2. District Branches approved to process 
membership applications shall have the respon- 
sibility of advancing Members-in-Training or 
Associate Members to General Membership. 

3. Fellows shall be chosen by the Board upon 
recommendation of the Membership Commit- 
tee from among eligible General Members. 

4. Advancement to Life Membership or Life 
Fellowship shall be upon the Secretary’s certi- 
fication that the Member or Fellow has been 
an active member in good standing for 30 
years. 

5. Any voting member may nominate a per- 
son for election to Honorary or Distinguished 
Fellow. The Membership Committee, after 
examination, shall send its recommendations 
to the Board for action. 

6. Corresponding membership may be ap- 
plied for through the Secretary for former 
members, or through the Membership Commit- 
tee for new members. Recommendations shall 
be made to the Board for action. 

7. A member of a District Branch who 
moves into the jurisdictional area of another 
District Branch shall become a member of the 
latter Branch if accepted. The Assembly may 
exempt members, upon request, from transfer 
of membership provided the member holds 
voting membership in only one District Branch. 

8. Application for inactive status shall be 
received by the Secretary and approved by the 
Board. 

9. An applicant for membership who is re- 
jected by the District Branch may make appli- 
cation for membership at large through the 
Secretary to the Membership Committee for 
appropriate action. 


Chapter Three. Board of Trustees 


1. The voting members of the Board of 
Trustees shall consist of the six officers of the 
Association, its three immediate Past Presi- 
dents, the Speaker of the Assembly of District 
Branches, and within three years, three Trus- 
tees elected at large and one Trustee elected by 
the membership of each geographical area de- 
fined by the Assembly of District Branches but 
not to exceed ten such area Trustees. Past Presi- 
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dents, after serving a three-year term, shall 
continue as members of the Board of Trustees. 
without a vote. At the time of the adoption of 
this Constitution and By-Laws, the current 
Council of the American Psychiatric Associa- 
tion shall become its Board of Trustees. 

2. The present elected councilors shall com- 
plete their terms of office. Thereafter, each 
year, two area Trustees and one Trustee at 
large will be elected for three-year terms, until: 
such time as the number of areas may be in- 
creased. Trustees at large will be nominated - 
and elected according to the procedures es- 
tablished by the Board. Area Trustees shall be 
nominated and elected by procedures estab- 
lished by the Assembly. 

3. A majority of the voting members of the 
Board shall constitute a quorum. ) 
4. The Board shall meet during the time of 
the Annual Meeting of the Association and at 
such other times as the President may decide; 
One-third of its voting members may, by peti- 

tion, call a special meeting of the Board. 

5. The Executive Committee of the Board 
shall consist of the officers of the Associationy — 
the Speaker of the Assembly of District - 
Branches, and two Trustees elected by the 
Board at the Annual Meeting. 1 

6. In the intervals between Board meetings, 
the Executive Committee shall exercise the 
powers of the Board. All actions of the Execu- - 
tive Committee shall be presented to the Board ^ 
at its next meeting. 

7. The primary functions of the Board shall 
be to formulate the basic policies of the Asso- 
ciation and to ensure their implementation. 

8. The Board shall exercise all the powers of 3 
the Association that are not otherwise assigned, ^ 
except when the membership is assembled in a - 
general meeting. The responsibilities of the 
Board shall include: .m 

(a) Interpreting provisions of the Constitu- 

tion and By-Laws. 2 

(b) Presenting an annual budget for ratifica- 

tion to the membership of the business Se" 

sion of the Annual Meeting. Nn. 

(c) Controlling the funds of the Association 

and designating its depositories. ) 

(d) Authorizing expenditures from the funds 

Of the Association to implement its goals 

and purposes. 

(e) Administering special funds, grants, and 

awards. 

(f) Reviewing applications for 

Branch charters after the Assembly has taken 


appropriate action, and approving recom- 


mendations for redistricting areas. E. 
(8) Acting upon matters referred from ; 
- Assembly. y 
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(h) Publishing the American Journal of 
Psychiatry and appointing its editor and edi- 
torial board or publication committee. 

(i) Providing for the production of other 
publications useful in carrying out the aims 
of the Association. 

(j) Appointing the Medical Director and 
such staff personnel as it finds necessary to 
carry out the purposes of the Association, 
including professional auditors; setting staff 
salaries. 

(k) Developing an Operations Manual and 
doing all other acts consistent with the Con- 
stitution and By-Laws that are needed to 
carry out the purposes of the Association. 


Chapter Four. Officers 


1. The President shall be the chief executive 
officer of the Association and shall carry out 
all orders and resolutions of the Board and the 
membership, 

2. The President shall preside at all general 
meetings of the Association, of the Board, and 
of the Executive Committee. He shall appoint 
the personnel of all councils, committees, com- 
missions, and boards unless otherwise provided. 

3. Each Vice-President shall perform the 
duties assigned to him by the President. 

4. The Secretary shall keep the records of 
the Association and perform all duties pre- 
scribed herein and those delegated to him by 
the Board. 

5. The Treasurer or his authorized agents 
Shall receive, disburse, account for, and man- 
age all monies of the Association under the 
Beneral direction of the Board. He shall sub- 
mit a financial statement each year to the 
Board and to the membership at the Annual 
Meeting. The Treasurer and his authorized 
agents shall be bonded in an amount to be 
determined by the Board. 

6. The President-Elect shall be installed as 
President during the next Annual Meeting. AII 
Other officers and newly elected Trustees of the 
Association shall assume their responsibilities 
at the same time. 

7. The officers of the Association shall hold 
Office for one year. The President and Vice- 
Presidents are ineligible for reelection to the 
Same office, 

8. Vacancies. 

(a) If the President becomes unable to 

function because of absence or illness, the 

Board shall select one of the Vice-Presidents 

to act for the President. In the event of the 

Tesignation or death of the President, the 

Board shall select one of the Vice-Presidents 
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to become President for the remainder of the 
term. 

(b) If the position of President-Elect be- 
comes vacant during the term, the Board 
shall select one of the Vice-Presidents to 
serve as President-Elect, and he shall be 
installed as President at the next Annual 
Meeting. 

(c) If any other office becomes vacant, the 
Board shall select a Fellow of the Associa- 
tion to fill that office for the remainder of 
the term. 


Chapter Five. Seal 


1, The Association shall have a Corporate 
Seal upon which shall be inscribed the name of 
the Corporation, the year of its organization, 
and the words “Corporate Seal, District of 
Columbia.” The Association may alter the seal 
and prescribe its use. 


Chapter Six. Committees 


1. There shall be such standing committees, 
boards, councils, and commissions as the Presi- 
dent, the Board, and the Executive Committee 
may designate. 

2. Ad hoc committees, when appointed, 
shall act through the next Annual Meeting. 

3. Unless otherwise specified by the Presi- 
dent or the Board, members of committees 
referred to in Article VII, Section 1, of the 
Constitution, and Chapter Six, Section 1, of the 
By-Laws shall be appointed by the President 
for three years. Each year the President then 
in office shall indicate who shall be the chair- 
man of each committee. Only voting members 
may be appointed to a committee, but only a 
Fellow or a Life Fellow may be named as 
chairman of a committee, board, commission, 
or a member of a council. Persons who are 
not members of the Association may be desig- 
nated as advisors or consultants to committees. 

4. No member of the Association or orga- 
nizational unit thereof shall speak in the name 
of or encumber the funds of the Association 
unless such power is specifically granted by a 
formal action of the Board. 

5. The Nominating Committee shall be ap- 
pointed by the President within the first 60 
days of each term and shall be comprised of a 
representative from each geographical area of 
the Assembly plus a chairman, The committee 
shall report its nominations no later than 
October 31 of each year. 

6. The President shall be authorized to es- 
tablish councils of five members each and to 
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designate the chairman of each. Each council 
shall have authority to create and eliminate 
task forces and to act, subject to the approval 
of the Board, within its area of interest to im- 
plement the objectives of the Association. 

7. A Reference Committee shall be estab- 
lished to act upon the concerns of the several 
councils and to refer matters to and from the 
Board. It shall be comprised of the President- 
Elect, who shall be the chairman; the chairman 
of each council; the Speaker-Elect of the As- 
sembly; and the Medical Director. 

8. The Program Committee shall have au- 
thority over the arrangements and content of 
the scientific program, subject to the approval 
of the Board. 

9, The Ethics Committee shall consist of six 
Fellows, at least one of whom shall be Past 
President of the Association, The terms of the 
members shall be adjusted so that each year 
two seats become vacant. 


Chapter Seven, District Branches and 
Assembly of District Branches 


1. District Branches shall be established, 
continued, or dissolved, according to the Pro- 
cedural Code of the Assembly. 

2. The Assembly of District Branches shall 
be comprised of an elected delegate and alter- 
nate delegate from each District Branch. 

3. The officers of the Assembly shall be the 
Speaker, Speaker-Elect, and Recorder. The 
Speaker shall be the presiding officer of the 
Assembly. These officers shall be elected for a 
one-year term at the Annual Meeting. 

4. The Assembly shall govern itself by its 
Procedural Code in a manner consistent with 
the Constitution and By-Laws of the Associa- 
tion. 


Chapter Eight. Privileges 
and Responsibilities 


1. The right to vote, to nominate candidates, 
to propose amendments to the Constitution and 
By-Laws, and to serve on a committee, com- 
mission, or board shall be limited to Fellows, 
Life Fellows, General Members, and Life 
Members in good standing. 

2. Only Fellows and Life Fellows shall hold 
elected office, serve on councils, or serve as 
chairmen of committees, boards, and commis- 
sions. 

3. Every Fellow, General Member, Asso- 
ciate Member, and Member-in-Training shall 
pay the dues and assessments determined by 
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the Board. Members in all other categories of 
membership shall be exempt from paying dues 
to the Association or its District Branches. 

4. The voting membership may change an 
action of the Board, using the identical pro- 
cedures that are prescribed for offering amend- 
ments to the By-Laws (see Article IX of the 
Constitution and Chapter Twelve of the By- 
Laws). 

5. Loss of membership in either one's Dis- 
trict Branch or the American Psychiatric 
Association shall entail loss of membership in 
the other. 


Chapter Nine. Voting 


1. Any Fellow or Life Fellow nominated for 
Office by a petition signed by 50 or more 
members eligible to vote shall have his name 
included on the official ballot for the next gen- 
eral election, provided that such petition has 
been filed with the Secretary before January 
21 of the year he would be elected. 

2. A Tellers Committee consisting of three 
members shall be appointed by the President. 
This committee shall be responsible, with the 
approval of the Board, for establishing pro- 
cedures for equitable voting of the member- 
ship. 

3. Voting shall be by secret ballot. 

4. All voting for the election of officers, 
Trustees, amendments to the Constitution and 
By-Laws, and referenda shall be by mail ballot. 

5. Amendments to the Constitution and By- 
Laws and referenda shall be effective on the 
date of certification by the Tellers Committee 
unless a later effective date is specified on the 
ballot. 

6. The Tellers Committee shall prepare a 
certificate of the results and a statistical sum- 
mary of each membership vote which shall be 
available to members upon request to the Sec- 
retary. 

7. The results of the voting shall be reported 
by the chairman of the Tellers Committee tO 
the Board and shall be announced to the mem- 
bership at the Annual Meeting. 


Chapter Ten. Disciplinary Actions 


1. All members of the American Psychiatric 
Association shall be bound by the ethical code 
of the medical profession. 

2. A complaint concerning the behavior of 
a member of this Association shall be in writ- 
ing, signed by the complainant, filed with the 
Secretary, and forwarded to the Board for 
action. 
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ACTIONS 


When the Board receives a complaint that 
jember has engaged in unethical or unpro- 
sional conduct, or has brought discredit or 
honor on the Association and on the prac- 
Mot psychiatry, the Board or Executive 
Committee may: (a) dismiss the complaint; 

(b refer the complaint to the Ethics Com- 
for consideration and recommendation; 


Vileges, for not more than 90 days, pending 
completion of the following procedures con- 
ied in this chapter. 
In investigating a complaint, the Ethics 
J Committee may designate two Fellows not on 
the Committee to serve as investigators. Any 
r under investigation shall be entitled to 
30 days’ notice in writing, advising him of the 
ges and the date and place of a hearing 
before the Ethics Committee. He shall have 
ht to personal appearance and repre- 
Committee may (a) determine the 
mplaint to be without merit and recommend 
to tt Board that it be dismissed; or (b) ad- 
‘vise. the Board that a complaint has been sus- 
d and recommend that the member be 
b. ished, reprimanded, suspended from 
m bership for a specific period of time, or 
led from the Association. 
The Board, by majority vote, may ad- 
reprimand, or suspend, but a two- 
s vote shall be required to expel. The 
ry will promptly notify the member in 
of the action of the Board. 


With the permanent records of the Asso- 
lion. The name of the member involved will 
reported to the membership, unless he 


disciplined member may appeal to the 
bership by filing notice of such intent 
‘the Secretary within 30 days after noti- 

Of the action of the Board. Expelled 
IS shall be denied all membership privi- 
Pending the appeal. All other penalties 
| be suspended pending the appeal. Appeals 
hall be heard at the next Annual Meeting, at a 

On attended only by voting members and 
* Necessary secretarial staff selected by the 
esident. The member shall have the right to 
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be heard and be represented. If two-thirds of 
those present vote, by a secret written ballot, 
to reverse the Board's action, the complaint 
shall be dismissed. 

9. Any dues-paying member of the Associa- 
tion and/or its District Branches, who fails to 
pay all dues and assessments for three years, 
may forfeit his memberships. Due notice of 
such failure shall be made to the Treasurer of 
the Association and the Board. Unless other- 
wise ordered by the Board, the Treasurer will 
notify the member, by registered mail, that the 
member will forfeit memberships if the arrear- 
age is not paid in full by a specific date. If 
payment is not made by the specified date, the 
Secretary of the Association shall notify the 
member of his loss of membership in the Asso- 
ciation and the District Branch. Loss of mem- 
bership in either the Association or the District 
Branch shall entail loss of membership in the 
other. Thereafter, such former members may 
apply for membership in accordance with 
Chapter Two of the By-Laws. 


Chapter Eleven. Affiliated Societies 


1. No new affiliate societies will be desig- 
nated. Any society that has been designated an 
Affiliate of the American Psychiatric Associa- 
tion prior to the promulgation of these By-Laws 
shall remain an Affiliate Society, subject to the 
provisions of Section 2 below. 

2. In every Affiliate Society, all members 
must be physicians, at least 75 percent of the 
members must be psychiatrists, and more than 
50 percent of the society members must be 
members in good standing of the American 
Psychiatric Association. i 

3. No Affiliate Society shall speak in the 
name of, or encumber the funds of, the Ameri- 
can Psychiatric Association. 


Chapter Twelve, Amendments to the 
By-Laws 


Proposed amendments to the By-Laws shall 
be handled in the same manner as are amend- 
ments to the Constitution (Article IX), except 
that approval by a majority of at least ten 
percent of the eligible voting members shall be 


required for adoption. 
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Position Statement on Nursing Education 


This position statement was approved by the Council of the American Psychiatric Association, 


May 11-12, 1968, in Boston, Mass. 


The APA recognizes significant advances and 
changes in the nursing profession. Today nurses 
engage in a broad spectrum of activities in- 
cluding administration, consultation, education, 
and clinical services specialties. They work in 
a large variety of settings, and we see nurses 
engaging in activities with different levels of 
responsibility, knowledge, and skills. The APA 
also recognizes and encourages the develop- 
ment of various para-nursing groups such as 
Licensed Practical Nurses, psychiatric tech- 
nicians, and mental health aides, who perform 
some of the tasks formerly the sole responsi- 
bility of the nurse. 

The nursing education program in this coun- 
try includes the use of colleges leading to 
Associate in Nursing or Associate in Arts de- 
grees, hospital schools of nursing leading to a 
diploma in nursing, and baccalaureate pro- 
grams offered in colleges and universities. In 
addition, master’s and doctorate degree pro- 
grams are offered in colleges and universities. 

The serious shortage of nurses at all levels 
is well documented, and the outlook is that this 
shortage of nurses will not be eased. The APA 
therefore supports the following policy in re- 
gard to nursing education: 

1. We disapprove of the current actions to 
discontinue diploma schools of nursing and 
note the dangerous consequences of such ac- 
tions resulting in increasing shortages of nurses 
and deteriorating nursing care to patients. 

2. We approve, encourage, and support the 
continuance, development, and initiation of all 
curricula of nursing education, including bac- 
calaureate, diploma, associate, practical nurse, 
and health aide programs. 

3. We approve and encourage the financial 
support, through federal and other sources, of 
state-approved nursing diploma schools based 
at general hospitals and psychiatric hospitals. 

4. We are concerned that many young peo- 
ple will be penalized unless there is active 
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promotion of the concept of “career ladders.” 
The training at every level should be of such a 
quality that a person completing that level will 
receive academic credit and be able to proceed 
to another professional level if he wishes. 


5. Federal support for nursing education 
programs and projects should be based on the 
merits of the programs or projects, and all 
state-approved nursing educational programs 
should be eligible for such support. 

6. We are indebted to the contribution of 
the national accrediting agencies for the up- 
grading of educational programs for nurses. 
The accreditation of schools of nursing educa- 
tion should be the responsibility of an appro- 
priate state agency. Educational standards 
should be established which will allow the 
nursing student to receive appropriate academic 
credit for courses taken at any level of pro- 
fessional training. 

7. We encourage and support association 
and utilization of facilities among and between 
schools of nursing education and clinical facil- 
ities which will provide for a broad base of 
training. 

8. We encourage continuing discussion and 
action among the professional associations to- 
ward the end of increasing enrollment and 
elevating standards in all schools of nursing, 
recognizing the major contributions of the 
diploma schools of nursing in the past and 
supporting their continued growth and devel- 
opment. Future planning for development © 
nursing education and service must be be 
ducted through dialogue between professional 
medical associations and the nursing 0183- 
nizations to the end of providing more com- 
prehensive patient care. N 

9. With recent and increasing emphasis on 
the “team approach” to medical care. de 
education or service program requires mult: 
disciplinary planning and implementation. 
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The Directors of the American Board of 
Psychiatry and Neurology for 1968 are: 

Appointed by the American Medical Asso- 
ciation: Dr. Arnold P. Friedman (until De- 
cember 1968), Dr. Shervert H. Frazier (until 
‘December 1969), Dr. Clark H. Millikan (until 
December 1970), and Dr. Robert L. Stubble- 
field (until December 1971). 

Appointed by the American Neurological 
Association: Dr. Augustus S. Rose! (until 
December 1968), Dr. Charles Rupp? (until 
December 1969), Dr. Samuel A. Trufant (un- 
til December 1970), and Dr. William M. 
Landau (until December 1971). 

- Appointed by the American Psychiatric As- 
sociation: Dr. Lawrence C. Kolb! (until De- 
cember 1968), Dr. Ewald W. Busse? (until 
December 1969), Dr. Walter E. Barton! (un- 
til December 1970), and Dr. Harvey J. Tomp- 
kins (until December 1971). 

At the annual meeting in December 1967, 
Dr. Lawrence C. Kolb was elected President, 
Dr. Augustus S. Rose Vice-President, and Dr. 
. Ewald W. Busse Secretary-Treasurer. 


Applications 


Table 1 summarizes the current trend to- 
ward a higher rate of applications for the 
‘examination in Neurology. 

The deadline for acceptance of applications 
to be considered for the May examination 
(Part I) has been moved up to the preceding 
October 31. Physicians who will complete three 
‘Years of training and two years of experience 
by June 30 of any year are urged to submit 

"their formal applications no later than the 
Preceding October 31 if they wish to be con- 
sidered for the roster of candidates who will 
Write the Part I examination two months be- 

. fore they will complete their five years in the 
4 field of Psychiatry and Neurology. 

The Credentials Committee continues to at- 
_ tempt a reasonable flexibility in evaluating the 
educational credentials of candidates for eligi- 


My Without abandoning the general guide- 
- lines. 


Eee 
E 1 These Directors are serving their second iude 
Year term and are not eligible for reappointment. 


mer. J. Psychiat, 125: 3, Sept. 1968 


441 


1968 Annual Report of the 
American Board of Psychiatry and Neurology 


Examinations 


Five-hundred thirty candidates took the Part 
I (written) examination in May 1967, but this 
roster did not include a full year. An examina- 
tion had been given the previous November, 
and the May 1967 examination included candi- 
dates who, for the most part, had applied 
between September 1966 and January 31, 1967. 

There were 1,472 candidates declared eligi- 
ble for the May 6, 1968, Part I examination 
(table 2). 

Selected psychiatrists and neurologists 
throughout the country were asked to assist in 
composing questions for the written examina- 
tion. The results of their efforts have been 
very gratifying. The Board now has an ade- 
quate pool of questions from which to draw 
except for limited areas. Efforts are now under- 
way to fill out the pool of questions by once 
again receiving suggestions from program di- 
rectors and selected specialists in the field. It 
is expected that the written examinations will 
continue to include good questions representing 
a broad range of knowledge. 


TABLE 1 
Summary of Test Applications 
1963-1968 
NUMBER OF PERCENT OF 
APPLICATIONS APPLICATIONS 
FISCAL YEAR RECEIVED FOR NEUROLOGY 
1963 642 12.0 
1964 693 13.5 
1965 673 14.7 
1966 634 12.4 
1967 873 15.4 
1968 (ist three 
months) 690 18.6 
TABLE 2 


Summary of Candidates Declared Eligible for May 6, 1968 
Part | Examination 


NUMBER 
NUMBER DECLINED OR NUMBER 
CATEGORY ELIGIBLE WITHDREW REMAINING * 
Neurology 215 10 205 
Psychiatry. 1,257 195 1,062 
Total 1472 205 1,267 
* As of April 15, 1968. i 
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TABLE 3 
Test Results 
April 1, 1967-April 1, 1968 
CATEGORY 
PSYCHIATRY 
AND SUPPLEMENTARY SUPPLEMENTARY TOTAL 
RESULT PSYCHIATRY | NEUROLOGY NEUROLOGY PSYCHIATRY NEUROLOGY NUMBER PERCENT 
Passed 230 * 53 = — 1 284 53.9 
Failed 
First 
failure 40 7 — — 1 48 9.1 
Two-year 
rule 69 12 — — — 81 154 
Conditioned 
(breakdown 113 21.5 
in table 4) 
* Includes six who were seeking the Special Certificate in Psychiatry. 
TABLE 4 
Breakdown of Conditioned Candidates 
CONDITION * 
CATEGORY BP BN cp CN BP, BN  BP,CP BP, CN BN,CP BN, CN CP, CN TOTAL 
Psychiatry 6 4 16 9 12 15 6 4 13 4 89 
Neurology 2 7 — 3 5 — 2 1 2 2 24 


* BP — Basic Psychiatry 
BN = Basic Neurology 
CP = Clinical Psychiatry 
CN = Clinical Neurology 


The figures on the pass-fail rate as shown 
in tables 3 and 4 are not subject to useful 
interpretation. During this period of transition, 
candidates who had passed the 1967 written 
examination were included in the Part II ex- 
amination with others who had taken the 
written examination in conjunction with the 
oral examination and had not been successful. 
In addition, not all of the successful candidates 
from May 1967 have elected to take the Part II 


TABLE 5 
Diplomates Certified as of 
March 31, 1968 * 
NUMBER 

CATEGORY (N = 9,551) PERCENT 
Psychiatry 7,704 80.6 
Neurology 853 89 
Psychiatry and 

neurology 994 104 


* These figures do not include the 38 candidates who passed 
the examination for the Special Certificate in Psychiatry and 
the 12 candidates who passed the examination for the 
Special Certificate in Neurology. The holders of Special 
Certificates do not possess a license to practice in the 
United States or Canada and cannot be considered actual 
Diplomates of the American Board of Psychiatry and Neu- 


rology. 
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examination and a fairly substantial number 
of them are scheduled to appear during the 
remainder of 1968. 

Table 5 summarizes the certificates issued 
by the Board since its inception. 


Residency Review Committee 


Nearly all specialty boards have set Up 
residency review committees which essentially 
represent a cooperative partnership through 
which the various specialty boards, the Council 
on Medical Education of the American Medical 
Association, the American College of Surgeons, 
and the American College of Physicians €n- 
deavor to conduct an objective and construc- 
tive program of accreditation in graduate medi- 
cal education. These committees have been 
delegated authority by their parent organiza- 
tions to approve residency training programs 
and authorize the listing of such programs In 
the annual Directory of Approved Internships 
and Residencies of the Journal of the American 
Medical Association. 

The Residency Review Committee for Psy- 
chiatry and Neurology is a liaison committe? 
on. residency training composed of six repre” 
sentatives of the American Board of Psychiatry 
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chiatry and Neurology in 1968 are: Drs. Walter 
E. Barton, Ewald W. Busse, Shervert H. 
Frazier, Clark H. Millikan, Augustus S. Rose, 
Samuel A. Trufant. 

presenting the Council on Medical Edu- 
‘of the American Medical Association 
Drs. Robert B. Aird, Norman Q. Brill, 
B. Clark, Gilbert H. Glaser, Donald C. 


mittee, on Certification in Child Psychiatry in 
ex officio capacity. 


Nl 


‘Advisory Board for Medical Specialties 


a loosely knit amalgamation of all specialty 
ds plus the American Hospital Association, 
AMA Council on Medical Education, the 
ciation of American Medical Colleges, the 
ration of State Medical Boards of the 
ited States, and the National Board of 
ical Examiners. The Advisory Board is a 
rofit corporation that serves as a forum 
ere representatives of its component orga- 
pron assemble for free discussion of prob- 

ms of mutual interest, and up to the present 
has served only in an advisory capacity. 
Lits February 1968 meeting the Advisory 
lard proposed a complete reorganization of 
S corporation, to be known as the Associa- 
| of Medical Specialty Boards. The proposed 
ctives and responsibilities would empower 
new organization to act as spokesman for 
ipproved specialty boards as a group, to 
Olve interdisciplinary problems encountered 
the various specialty boards, to concern it- 
With problems of graduate medical educa- 
D, and to deal with applications for approval 
"Proposed new specialty boards, affiliate 
Boards, subsidiary boards, and new types of 
— Certification, A meeting of the official delegates 
l the Advisory Board for Medical Specialties 
Was held on May 11, and a congress of the 


“ay y on “Moonlighting” E 
3 
In June 1968, the American Board of Psy- 
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chiatry and Neurology adopted the following 
position on “moonlighting”: 

1. The question of private practice by resi- 
dents should be settled by individual adminis- 
trators and program directors who know the 
local needs and pressures. 

2. The Advisory Board strongly urges that 
the stipends of residents be adjusted upward, 
reasonably consonant with current economic 
realities, so that outside income is not a neces- 
sity. 

3. The program director who disapproves of 
such practice should be expected to police it 
himself without relying on centralized agencies 
far removed from the scene. 

4. The program director who permits such 
practice has the responsibility of controlling it 
in all its aspects. 

a) He should assure himself that the resi- 

dent is given all the training, teaching, and 

other learning opportunities for which the 
program was accredited. 

b) He should insist that there be adequate 

time available for study. 

c) The amount of time for such practice 

should be clearly defined in a written agree- 

ment. 

d) He should assure himself that the resi- 

dent is not engaging in general practice be- 

yond his competence. 

e) If the practice is within the specialty, he 

should accept the responsibility of regular, 

continuing, and intensive supervision of the 
progress of therapy. 

f) Under no circumstances should he permit 

such practice without valid medical licensure. 

This policy was included in a letter sent to 
all directors of approved training programs in 
psychiatry and neurology on various items of. 
interest as well as policy changes. 

In February 1968 the Advisory Board for 
Medical Specialties adopted this statement in 
toto as their official position. 


Committee on Certification in 
Child Psychiatry $ 


The examination for certification in the sub- 
specialty of child psychiatry has been moved 
to September of each year in order to avoid 
the travel difficulties encountered during Feb- 
ruary in the last few years. The next examina- 
tion will be given in Ann Arbor, Mich., Sept. 
9-10, 1968, at which time the committee plans 
to use television tapes and adolescent patients 
in clinical areas of the examination. 1 

The officers of the Committee on Certifica- 
tion in Child Psychiatry are: Dr. Robert L. 
Stubblefield, chairman; Dr. Edward M. Litin, 
vice-chairman; and Dr. George Tarjan, whose 
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term on the committee expired in February 
1968. 

Members of the Committee on Certification 
in Child Psychiatry have been attending meet- 
ings and examinations of the American Board 
of Pediatrics at the invitation of Dr. Robert B. 
Lawson, president of the American Board of 
Pediatrics. This has been a very worthwhile 
experience for the Committee and has served 
as a very important liaison between the two 
groups. 

During the past year the Committee on 
Certification in Child Psychiatry has adopted 
the following regulations: 

The experience requirement is waived, and 
the candidate for examination in child psychi- 
atry is eligible for examination after the com- 
pletion of four years of formal training in 
general psychiatry and child psychiatry and 
after gaining certification in psychiatry. — 

Candidates who have had at least one year 
of approved pediatric training at residency 
level after July 1, 1960, may, at the discretion 
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of the directorvof the training program in child 
' psychiatry, be granted up to six months' credit 
' for child psychiatric training requirements, 


Certification in Neurology with Special 
Competence in Child Neurology 


After a series of conferences with the Ameri- 
can Board of Pediatrics, the American Board 
of Psychiatry and Neurology presented its pro- 
posal to issue a certificate in Neurology with 
Special Competence in Child Neurology(1). 
This proposed new certification was ratified by 
the Advisory Board for Medical Specialties in 
February 1968, and it is anticipated that within 
the very near future a limited number of out- 
standing child neurologists will be invited to 
accept such certification on record. 


REFERENCE 


1. American Board of Psychiatry and Neurology 
Announces Certification in Neurology with 
Special Competence in Child Neurology, 
Amer. J. Psychiat. 125:140, 1968. 


American Board of Psychiatry and Neurology 


Following are those diplomates who have 
been’ previously certified in Neurology, and 
whose certification has been changed to Neu- 
rology with Special Competence in Child Neu- 
rology as of June 1968. 
For further information pertaining to this 
new certification, see the July issue of the 
Journal, p. 140. aa t 


Barlow, Charles F., M.D., Boston, vem 


Committee on Certification 


t 


The following are those who successfully 


completed the examination conducted by the 
Committee on Certification in Administrative 
Psychiatry * in Boston, Mass., May 12, 1968: 


Bluestone, Harvey, M.D., New York, N. Y. 
Dresner, Albert, M.D., Thiells, N. Y. 

Durgin, Francis J., M.D., Syracuse, N. Y. 
Gonda, Harry H., M.D., East Williston, N. Y. 
Keill, Stuart L., M.D., New York, N. Y. 


* Formerly the Committee on Certification of 
Mental Hospital Administrators. 
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Blaw, Michael E., M.D., Minneapolis, Minn. 

Churchill, John A., M.D., Bethesda, Md. 

Cook, Robert E., M.D., San Francisco, Calif. 

Drew, Arthur L., M.D., Indianapolis, Ind. 

Gold, Arnold P., M.D., New York, N. Y. 

Gomez, Manuel Rodriguez, M.D., Rochester, 
Minn. 

Hammill, James Francis, M.D., New York, N. Y. 

Rapin, Isabelle, M.D., Bronx, N. Y. 

Sedgwick, Robert P., M.D., Los Angeles, Calif. 


in Administrative Psychiatry 


Lingl, F. A., M.D., Cleveland, Ohio 

O'Brien, Liam, M.D., St. Joseph, Mo. - 

Ogram, Gordon Fern, M.D., Columbus, Ohio 

Padula, Louis Joseph, B.S., M.D., Bronx, N. Y. 

Sigurdson, William Einar, B.S., M.D., Pomona, 
Calif. 

Smith, John Joseph, M.D., Morgantown, W. Va. 

Tyce, Francis Anthony, M.D., M.S., Rochester, 
Minn. 

Walker, Alvin Earl, B.S., M.D., M.P.H., San 
Bernardino, Calif. — 

Wallach, Morton Bertram, M.D., Forest Hills, 
NY. 


Yeganeh, Mehdi Larizadeh, M.D., Lutherville, Md. 
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The question posed by the title of this 
er has been debated in the psychiatric 
iterature both here and abroad for many 
ars, as evidenced by such distinctions as 
endogenous vs. psychogenic or reactive, and 
- psychotic vs. neurotic, forms of depression. 
This author concludes that depressive ill- 
tess can be seen as disease in the sense that 
ity manifestations are deviations from nor- 
W mal biological functions, and as reaction in 
the sense that it is a response to a crisis 
: Situation, resulting in a catastrophic lower- 
‘ing of self-esteem. But the therapeutic. skill 
0f the psychiatrist is best displayed when he 
erstands the - patient's depression as 
“Posture, the symptoms of which are forms 
0f communication. 


HE CONCEPTION of mental disease, which 
has varied so much. since the days of 
Antiquity, had evolved by the turn of the 
-20th century—largely due to the great in- 
fluence of Kraepelin—as an essentially 
linicopathological structure, typical of 
9th-century medicine. Kraepelin’s system 
as an inevitable product of the medical 
thinking of his time. Although voices Were 
Soon raised against it, it was the powerful 
Bue of Meyer(28), with his essential- 
“ly humanistic and dynamic approach to 
"Personality development and to psychiatry, 


1 


E 2 
- Read as the Adolf Meyer Lecture at the 124th 
y ane Meeting of the American Psychiatric Asso- 
atom Boston, Mass, May 13-17 1968. The 
Smith was made possible through the support of 
Si Kline and French Laboratories. . 
Que Denis Hill is professor of psychiatry, In- 
ute of Psychiatry, Maudsley Hospital, De Cres- 
Park, Denmark Hill, London, SE. 5, Ens- 


x 
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Depression: Disease, Reaction, or Posture? \\ 


-functional psychoses 


BY DENIS HILL, KT., M.B., F.R.C.P., D.P.M. 


that introduced to the English-speaking 
world a revolt against the mental “disease” 
concept as it was then understood. 4 i 
Influenced more perhaps by Hughlings 
Jackson than by Freud, Meyer as early as 
1909 introduced the idea of mental illness 
as regression to earlier phylogenetic Te- 
actions of the personality, reactions which 
in the context of the adult personality were 
maladaptive but nevertheless understand- 
able. Symptoms, perhaps for the first time 
in history, were viewed as products of dy- 
namic psychological interaction rather than 
as inexplicable phenomena, the results. of 
unknown degenerations in the organism. 
Meyer's profound contribution to psychiat- 
ric thought is maintained in the concept of 
"reaction types," still officially accepted in 
the diagnostic classification of the American 
Psychiatric Association. and in certain parts 
also of the International Classification. of 
Diseases. . à j 
Kraepelin’s great achievement in differ- 
entiating the two major groups of the 
was based on the idea 
of disease entities and was derived from 
medicine. He assumed that dis- 
coveries in cerebral pathology would lead 
to understanding of the phenomena of de- 
scriptive psychopathology—the symptoms, 
course, and prognosis of mental illness. He 
recognized the psychogenic origin of neu- 
rotic disorders but, as Stengel(40) has 
pointed out, it apparently did not occur to 
him that diseases having a psychogenic 
etiology would be disqualified as mental 
disorders. They could not be included in a 
on the anatomicopatho- 


classification based c 
logical concepts of disease which existed at 


that time. 
« [37] 


general 


446 


Following the logic of the Kraepelinian 
system, many leading European psychia- 
trists (e.g., K. Schneider[36]) have until 
the present day excluded from the concept 
of illness all those conditions in which 
organic changes are not present or in which 
such organic changes cannot be postulated 
with confidence. “Thus the neuroses and 
other psychogenic reactions are placed out- 
side the class of mental illness in the strict- 
ly defined sense and included with the 
psychopathic personalities" (40). They are 
regarded as "abnormal varieties of sane 
mental life." This concept of mental illness 
as disease has not only given rise to 
difficulties seen in the unsatisfactory nature 
of all psychiatric classificatory systems but 
has also bedeviled communication between 
psychiatrists from different countries and 
has imposed very serious limitations upon 
research both within and between different 
countries. 

In the case of depression, most classifi- 

catory systems differentiate between those 
conditions to be subsumed under the gen- 
eral heading of manic-depressive disorder or 
involutional depression and those described 
as neurotic-depressive reactions, psychogen- 
ic depression, or reactive depression. The 
implied distinction here is of course that in 
‘the former, organic changes, even if revers- 
ible, can be postulated with confidence but 
not in the latter. Moreover, the matter does 
not end there since it is held by many 
that “depression as disease” is distinguish- 
able both by causes and symptoms from 
“depression as reaction.” The debate which 
surrounds this issue, which has been promi- 
nent in Britain for the last 40 years, has not, 
however, been confined to Britain, It is 
evident in the psychiatric literature of most 
European countries, as well as in that from 
North America, as recent new texts from 
the United States have shown. Attitudes 
toward this issue vary, of course, with the 
orientation of the writer—his identification 
with one or another of the various “explana- 
tory hypotheses” which are available. 

The human mind has always found solace 
in building systems. It has been the lifework 
and at once the achievement and the vice 
of philosophers and scientists alike. Witt- 
genstein, the philosopher, warned that lan- 
guage could disguise thought, a warning 
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“that many philosophical problems are not 
problems at all, but simply the result of 
our failure to understand the logic of our 
language”(43). “The difficulty,” he wrote, 
“js to say no more than we know.” Few 
among those who have furthered our knowl- 
edge of man and his ills have been able to 
impose this limitation upon themselves, and 
throughout history the great figures in medi- 
cine and psychiatry in particular have been 
no exception. 

The raw data of psychiatry, as in other 
sciences, are observations, but the most 
relevant data hitherto are not those which 
have been derived from impartial physical 
instruments but from the clinical interview 
and the recording of historical data. Un- 
fortunately it has been the irrelevant or the 
less relevant aspects of psychiatric illness 
which have been amenable hitherto to in- 
strumental recording by the techniques of 
modern psychology, physiology, and chem- 
istry. 

What is most relevant in psychiatry is 
not yet subject to measurement. Moreover, 
the products of observation are always the 
consequence of a two-person interaction 
and the importance of participant-observer 
bias has only recently been recognized in 
the history of our subject. Those who have 
been responsible for the advances in theory 
have built concepts which in all good faith 
they believed to have been derived from 
their observations. But in the explanatory 
hypotheses about the nature of illness with 
which they ended up, they were as much 
influenced by the current concepts about 
the nature of disease and the scientific and 
medical ethos of their time as they were by 
their clinical observations. We are all sub- 
ject to this criticism and must accept the 
limitations which our current culture im- 
poses upon us. : 

The history of medical science before it 
entered the experimental period provides 
many examples of this. All these “big 
words—“depression,” “disease,” “reac 
tion"—Aare concepts, but they have been 
derived at least in part from observations 
made upon patients. To what extent do 
they say “more than we know,” to what 
extent has the concept of depression, for 
example, been reified, made into a “thing 
or a clinical entity because the dominant 
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thought in medicine in the last 300 years 
has been the search for clinical entities? 

In the 17th century Thomas Sydenham, 
known as the “English Hippocrates," wrote 
that diseases were "to be reduced to certain 
and determinate kinds with the same exact- 
ness as we see it done by botanic writers 
in their treatises of plants" (42). But Walter 
Riese(33) warns us against this ontological 
conception of disease which happens, he 
Says, 


when the physician, unwittingly or not, takes 
his ideas or the purely intellectual product of 
his interpretations for perceptible realities. He 
is most likely to do so when a given disease 
cannot be traced back to known causes. His 
striving for extended knowledge, the intellectual 
malaise associated with the unknown . . . lead 
the physician to conceive the various versions 
of a pathology of the inborn or innate, of 
"inner" causes, “endogenous” or “constitution- 
al" factors, "genuine" or "idiopathic" types of 
diseases, intrinsic “degenerations” or illnesses. 


Concepts of Disease 


To attempt to survey the varying con- 
cepts of disease which have held sway 
throughout medical history is not my pur- 
pose. The story of man's views about 
melancholia would, however, provide a cen- 
tral theme for such an essay, as the valuable 
exercise carried out by Aubrey Lewis over 
30 years ago proved(21). 

It is evident that for 3,000 years western 
medical thought has been dominated by 
two major contrasting concepts of disease, 
depending upon the current ideas about the 
nature of disease prevailing at the time and 
the influence and teaching of outstanding 
Physicians. The first view is that of disease 
as a separate distinct entity. When a man 
falls ill, to cite Cohen(4), he acquires a 
disease which is, as it were, added unto him. 
lt did not preexist in him. This concept 
leads on to the view that there are innumer- 
able diseases, each with its own individual, 
Specific, and recognizable characteristics. 

he second and alternative view of disease 
Presents it as deviation from normal. In 
this concept, the platonic variety, the 
healthy man falls ill through the influence 
of any number of factors, physical or 
Psychological, and, as a consequence, “is 
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changed and suffers.” The change in him 
and the suffering he experiences is then his 
disease. 

The disease as entity, the reified concept, 
which comes down to us from the mind of 
primitive man, reached its zenith in the 
latter part of the 19th century. It was the 
great period of syndrome medicine and was 
greatly stimulated by the discoveries of 
pathology and bacteriology; for psychiatry 
an additional impetus was provided by the 
ideas to which the developing sciences of 
human genetics and neuropathology gave 
rise. 

For medicine itself the clinical entity re- 
mains today but a convenient label and 
little more. In the last decades the concept 
of disease as deviation from normal in this 
or that function has been seen to have 
meaning when these deviations could, by the 
technological advances of our era, be sub- 
jected to accurate detection and measure- 
ment. The syndromes of the last century, 
which our predecessors took for disease 
entities, are now seen, under the second 
concept, as disorders in which a number of 
quantitative or qualitative deviations from 
the normal range of function or structure 
are associated together in a recognizable 
pattern. These are the symptoms and signs 
of disease. Although it would seem that for 
medicine as a whole the concept of disease 
as entity has now been superseded, the 
classical descriptions of disease in psychia- 
try have come to us from those who sub- 
scribed to it, and much of our teaching 
rests still upon it. 


Depression as Disease 


It is against this general background that 
the problem of depression as disease can 
be considered. The idea of depression, or 
melancholia as it was called until recent 
times, as a clinical entity owes its origin 
to the 18th-century classifiers whose efforts 
were made in an endeavor to emulate the 
botanists. They defined different forms of 
melancholy, regarding them as separate 
entities. 

The ancients who propounded the humor- 
al pathology of all diseases took an ambigu- 
ous position, depending upon whether they 
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ascribed to the platonic or the naturalistic 
view of man. Thus in the Hippocratic writ- 
ings we learn that depression was caused 
by an excess of black bile reaching the 
brain, making it hot and humid—a platonic 
view in that an excess of substance already 
existing in the body was deemed responsi- 
ble. But there is also a naturalistic view 
with a more modern ring when we read that 
“if fear or distress last for a long time it is 
melancholia" (quoted by Lewis[21]). 

Despite their uncompromising assump- 
tion of psychophysical dualism, the 18th- 
century physicians began to write about 
the various species of the genus “melan- 
cholia." But it was in the latter part of the 
last century that psychiatric clinicopatho- 
logical entities were described, culminating 
in the work of Kraepelin(18). By 1896 he 
had described involutional melancholia as 
a separate disease entity of acquired al- 
though unknown origin and distinct from 
all forms of manic-depressive disorder, 
which were, in his opinion, of constitutional 
origin. That is to say, the various forms of 
manic-depressive disorder were due to in- 
herent degenerative processes or brain 
diseases and were quite distinct as to causes, 
Symptomatology, course, and prognosis 
from the illnesses later grouped by Eugen 
Bleuler as the schizophrenias. 

Of course from the earliest times it was 
Tecognized that depression could result from 
adverse environmental circumstances—the 
gyder now classified in the ICD as re- 
active, neurotic, or psychogenic depressio: 
and in the APA ORRIRA on as Pus 
neurotic depressive reaction.1 For Kraepe- 
lin, however, this disorder was due not to 
psychological causes, which were mini- 
pec iy to constitutional psychopathic 

—another form of degenerative 
process. 

Despite the fact that during the present 
century, largely as the result of influences 
stemming from Freud, Psychiatry has been 
revitalized by psychological knowledge and 
understanding, the distinction between de- 
pression as disease entity, which has been 


1This term is taken from the 1952 editi 
the APA classification (DSM-I), which den officia 
ly replaced on July 1, 1968, by a new edition 
(DSM-II) in which the term does not appear. 
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identified with the word “endogenous,” and 1 
depression as psychological reaction to — 


adversity has been maintained in nearly all” 
the major classificatory systems in the 
world, since they all stem from Kraepelin’s 

system. Endogenous depression, in the view 

of some authors, is identified with the 

psychotic form of the disorder and psycho-- 
genic depression with the neurotic form, 

There are, of course, many who try to est 

cape from the limitations set by this frame- 

work, notably Scandinavian writers who 

give a place to the so-called “psychogenic 

psychoses,” recognizing that psychotic ill: 

ness can follow upon adversity. However, 

these usages have led to some odd con- 

clusions. 

The meaning of the word “psychotic” is 
vague. Some use it to define the severity 
of an illness; others restrict it to the pres- 
ence of delusions and hallucinations, Most 
authors on both sides of the Atlantic 
acknowledge the confusion arising from 
these concepts, but no solution has emerged 
which will satisfy all protagonists. The main 
obstacle to understanding would seem to 
arise from the assumption, which is basic 
in the thinking of so many, that the func- 
tional psychoses are due to morbid process- 
es in the nervous system, that is, that they 
are disease entities. 

The enigma of true cyclical or recurrent 
manic-depressive illness remains to baffle us, 
and the solution -proposed long ago— 
to group all illnesses in which alteration of 
mood is the major symptom under the 
general heading of “affective disorders’— 
whitewashes the problem but in fact solves 
nothing, for the distinctions are nearly al- 
ways maintained. 

Since there is irrefutable evidence that 
the tendency to some depressive illnesses 
is inherited, it might have been expected 
that careful family studies of those suffering 
from different varieties of the condition 
would differentiate between them, if such 
varieties were dependent upon major genet 
ic differences. In 1936 Slater(39) concluded 
that the evidence suggested manic-depres 
Sive psychosis to be dependent upon a 
autosomal dominant gene having incomple 
penetrance, but at that time the alleg 


distinction between endogenous and teati 


tive forms of depression had not been mi 
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on the basis of symptom differences, and 
all depressive illnesses were included under 
the rubric of manic-depressive disorder. 

Later studies (e.g., Odegard[30]) have 
failed to show a genetic difference between 
psychotic and neurotic forms of depression, 
if these are differentiated on a basis of 
severity or symptomatology. Moreover, in 
a recent twin study(38) there was no evi- 
dence that neurotic depression was a specific 
genetic entity. In a recent study from Swe- 
den, Perris(31) provided strong evidence 
that those depressed patients who also show 
episodes of mania or hypomania are ge- 
netically distinct from patients who suffer 
recurrent depression without manic epi- 
sodes. The relatively rare disorder, true 
manic-depression, may therefore be a. dis- 
tinct genetic entity—a disease in the classi- 
cal sense—but the mode of inheritance 
remains obscure. As for the majority of 
depressive illnesses, while the genetical fac- 
tor is still apparent, there is no evidence to 
contradict the commonly held view of de- 
pression as a graded characteristic on a 
continuous spectrum extending from normal 
sadness to the extreme of psychotic de- 
pression. The recent work in this field has 
been reviewed by Price(32). 

A seemingly powerful argument for those 
who aver that endogenous and neurotic de- 
pression are separate entities, the former 
being a disease in the classical sense, has 
come from the many observations that 
patients with the two forms of the disorder 
react differently to a wide range of thera- 
peutic agents—ECT and antidepressant 
drugs in particular. It is pointed out that 
endogenous depression responds well to 
these agents, while neurotic depression does 
not. 

This controversy, which has character- 
ized British psychiatry for over 40 years, 
Was opened when Mapother(25) Stated 
that he could find no clinical distinction 
between neurosis and psychosis, that any 
attack of depression, whether apparently 
Teactive or endogenous, Was produced by 
the same pathological mechanism and 
"whatever the origin and intensity . - - 
achieved a sort of autonomy.” The neuras- 
thenic depression of manic-depressive dis- 
order and the anxiety of anxiety meurosis 
were simply lesser forms of the disorder. 
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Both were merely quantitative deviations 
from the normal. In this he took the platon- 
ic view of disease, but he then committed 
himself to the statement that because no 
physical basis for a disorder known as 
neurotic had been demonstrated, it was 
unreasonable to assume that no physical 
basis existed. 

Mapother’s work at the Maudsley Hos- 
pital was amplified and supported by that 
of his successor, Sir Aubrey Lewis(22), and 
from this was promulgated in the British 
literature a classification of the affective 
disorders in which each of the three sub- 
groups had a major and a minor form. Thus 
there were manic excitement and hypo- 
mania, melancholia and mild or neur- 
asthenic depression, agitated depression and 
anxiety state. For each the occurrence was 
held to be chiefly environmental or chiefly 
hereditary, the former being more closely 
limited to the minor forms, the latter to the 
major forms, but endogenous cases could 
not be sharply differentiated from psycho- 
genic cases. 

Intrinsic or genetic causes were always 
mixed with extrinsic or environmental ones, 
whether these were physical or psychologi- 
cal in nature. For each subgroup a phe- 
nomenological continuum could be postu- 
lated between the minor variety at one end, 
the major at the other; anxiety states merged 
imperceptibly by degrees into agitated de- 
pressions. 

This teaching, which has powerfully in- 
fluenced two generations of British psy- 
chiatrists, was opposed by their psycho- 
analytic colleagues and by all those, whether 
physicians or psychotherapists, who had 
been influenced by Freudian theory, but 
the opposition was based on clinical. im- 
pressions only. This issue, although. by no 
means the only one, has been a powerful 
influence in maintaining the hiatus between 
psychiatrists of the “constitutional” school 
and those of the “dynamic psychological” 
school in Britain. 

In 1963 Kiloh and Garside(17) claimed, 
as a result of their own clinical judgments 
and the application of statistical methods to 
their data, that endogenous and reactive 
depression could be clearly differentiated on 
the basis of constellations of symptoms. 
They described them as “two separate 
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entities” and, using the evidence from ge- 
netical studies available, stated that “genetic 
distinctions have been established between 
the two types of depression, the one being a 
pathological variant, the other differing only 
quantitatively from the normal experience 
of sadness and gloom.” Although Kiloh and 
Garside reviewed the relevant evidence from 
personality study, studies of body build, and 
differential responses to physiological tests, 
they admitted that such evidence was weak 
and inconclusive. 

Later the group at Newcastle placed their 
main emphasis upon the therapeutic re- 
sponse to ECT; the endogenous variety 
clearly showed the best results. In 
this study(3) the group at Newcastle ex- 
tended their observations to a larger group 
of hospitalized patients, the selection being 
based on those patients admitted to hos- 
pital for the purpose of receiving ECT. A 
slightly modified form of the original symp- 
tom inventory was used for the statistical 
analyses, and their results confirmed the 
earlier studies. A bipolar factor again 
emerged, allowing a differentiation between 
endogenous and neurotic depression, and a 
bimodal population distribution was demon- 
strated. 

These patients were, of course, all ad- 
mitted because they were considered severe- 
ly depressed and were selected as a con- 
secutive series requiring ECT; they were 
not a consecutive series of depressed pa- 
tients presenting to the authors. This limita- 
tion, which created a great bias in the 
sample toward the severely depressed, may 
have influenced the results, which have not 
been replicated by others who have de- 
liberately tried to repeat them(26). It has 
been seriously criticized by Kendell(15), 
who repeated these studies using a consecu- 
tive series of depressed patients (i.e., with- 
out, this bias) presenting at the Maudsley 
Hospital. In Kendell’s study the bimodal 
population distribution disappeared and pa- 
tients presenting with depression were seen 
as falling on a continuum with no discon- 
tinuity. Those patients categorized by the 
Newcastle investigators as “neurotic” were 
concentrated at one end, the “endogenous” 

at the other. The so-called “atypical” cases, 
which are so difficult to classify for psy- 
chiatrists who hold to the alleged dichotomy 
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and which form a substantial number of all 
depressed patients, were concentrated in the 
middle of the distribution curve. Thus the 
earlier work of Mapother(25) and Lew- 
is(22) is supported. 

Perhaps this 40-year-old controversy has 
now been resolved. The early authors who 
held to the unitary hypothesis and the 
present investigators who support the di- 
chotomous hypothesis all believed that ei- 
ther affective disorder or endogenous depres- 
sion is a disease entity in the classical sense. 
The work of Kendell(15) carries no such 
etiological implications. Yet no one will 
deny that biological disorder is evident in 
depressive illness, particularly in the more 
severe cases. The essential problems are to 
identify the nature of this biological dis- 
order and to determine whether it can be 
measured. 

For some years there has been increasing 
evidence for biochemical changes in de- 
pressed patients. The responses to ECT and 
to antidepressant drugs made this highly 
probable. In a recent review Coppen(5) 
sets forth the evidence that there are 
changes in amine metabolism, electrolyte dis- 
tribution, and adrenal cortical activity. The 
studies demonstrating these were all con- 
ducted with severely depressed patients and 
no efforts were made to differentiate types of 
depression in this work. The changes are, 
then, all “deviations of normal functions.” 
Moreover, there is no evidence as to the 
Tole of these changes in the causation or 
mechanism of depression. It may well be, 
as Coppen states, that they are all secondary 
in the etiological sense, that is, that they 


are accompaniments of the emotional tur- 
moil. 


Depression as Reaction 


The recognition in Europe that psychiat- 
ric illness could be a reaction is usually 
ascribed to Karl Bonhoeffer(1) for his 
identification of conditions sometimes called 
the “symptomatic psychoses.” Bonhoeffer 
called these the “exogenous reactions,” but 
he was referring to the psychiatric associa- 
tions of cerebral disease and toxic disorders. 
He established firmly the fact that the 
Various manifestations of mental illness are 
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laid down by previously established charac- 
teristics in the patient and are not the direct 
consequence of any particular physical dis- 
ease from which the patient may be suffer- 
ing. Thus the mental illness was seen as a 
reaction to the physical disease. 

Before this, however, the holistic and 
biologically based concepts of Adolf Meyer 
had been promulgated in the United States 
and were later received with enthusiasm in 
Britain, particularly by those who had spent 
some time at the Phipps Clinic. Standard 
psychiatric textbooks came to be written 
from a Meyerian viewpoint. 

Disliking the term *melancholia" because 
of its historical associations, Meyer(28) had 
proposed that depression, like other psy- 
chiatric illnesses, should be seen as a “re- 
action-set" to the total life experience of 
the patient and constituting a total response 
by him to his situation. This reaction was 
conceived in both psychological and biologi- 
cal terms and had an essentially teleological 
Significance. The manifestations of depres- 
Sion were regarded as defensive and com- 
pensatory—an attempt by the human or- 
ganism, however effective or ineffective it 
might be, to protect itself, to ameliorate its 
circumstance, and to bring about recovery. 

Thus as early as 1934, in an important 
Study on depression, Lewis(22), influenced 
by Meyerian concepts, was able to state 
that the depressive disorder could be a 
paradigm of the adaptive reactions of the 
Organism to intolerable situations. In all 
this, however, and in much of the work 
Which was stimulated by Meyer’s genius, the 
inquiry and interest were directed to the 
changes in the patient, that is to say, to the 
form of the reaction—the symptoms—rath- 
er than to the circumstances or the experi- 
ence of the patient to which the “reaction” 
Was a response. 

The psychological analysis of this was 
Boing on elsewhere. Lewis himself could 
Only be satisfied that in nine of 61 patients 
Studied he had found circumstances such 
that the illness could be seen as a reaction. 
At the same time, however, there were only 
len of the 61 cases in which he "could not 
Mm the least discover anything in the environ- 
i Which could have been held responsi- 

e.” 
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During the second world war and after 
it, the word stress began to appear in the 
literature, particularly that from the United 
States. Hopes were raised that by the 
identification of “stresses” and by analysis— 
psychological and physical—of the stress 
situation in the patient, understanding and 
even measurement would follow. The ap- 
plication of Selye’s general adaptation syn- 
drome to both psychological situations and 
physical stressor agents delayed progress by 
more than a decade. 

Voices were raised against this at the 
Oxford Conference on Stress in 1958(12). 
There is an essential difference between 
physical and physiological stresses and psy- 
chological stress-situations. The former op- 
erate directly upon biological systems which 
are themselves altered in function or in 
structure in greater or lesser degree by the 
stressor. The latter operate through an in- 
tervening variable which can only be de- 
scribed—and logic suggests that it will al- 
ways most economically be so described—in 
psychological terms. Every event is only a 
psychological stressor by reason of the 
meaning which it has for the individual 
who experiences it. The psychological stress- 
or is, therefore, as much a function of the 
individual as it is of the environment, and 
it owes its stressing quality as much to 
psychological dispositions and needs of the 
individual as to anything else. In 1958 at 
Oxford it seemed to the conference partici- 
pants that the fundamental immediate re- 
sponse state to psychological stress was one 
of high arousal but with restricted motor 
activity. This is seen as an immediate re- 
sponse to bereavement, to intense battle 
stress, to disaster and threats of various 
kinds. 

At the Swedish conference on emotional 
stress held in Stockholm in 1965, R. S. 
Lazarus(20) reemphasized the essential 
differences between psychological and phys- 
iological stress. “A crucial process in 
psychological stress is appraisal, in which 
the individual evaluates the significance of 
the stimulus on the basis of cues that reveal 
whether or not psychological harm is like- 
ly... .” By altering that appraisal we can 
alter the meaning and can then, as Lazarus 
has shown experimentally, alter the degree 
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or kind of stress reaction. While all are 
agreed that the consequences of psychologi- 
cal stress involve complex patterns of 
physiological and behavioral change, the 
extent to which these are elicited depends 
upon other factors in the individual himself 
and again these can only be described in 
psychological terms. They are the various 
methods by which the individual has learned 
to cope with threatening situations. It may 
be that particular types of stressor situations 
generate specific kinds of coping processes. 

Within the context of depression as reac- 
tion, the total pattern of the depressive ill- 
ness can be reviewed. There is first the 
analysis of the psychological stressor cir- 
cumstances which elicit it, taking into ac- 
count their meaning for the individual and 
the individual’s habitual and normal means 
of coping and his adequacy or inadequacy 
in this respect. Then there is the depressive 
response itself which is made up partly 
of biological elements and partly of be- 
havioral elements. Finally, there may or 
may not be a further series of intrapsychic 
defensive coping processes, and some of 
these may involve disturbances which are 
commonly called psychotic. Together these 
three processes determine the various psy- 
chobiological defensive postures by which 
we can recognize the varieties of depressive 
illness. Recognition of these postures not 
only helps-us to understand our patients 
but might also provide a logical system to 
evaluate therapeutic procedures. If valid, it 
should also provide a theoretical framework 
for a classificatory system. 

A clear distinction must be made be- 
tween circumstances in which depression 
has developed and circumstances in which, 
given understanding of the patient’s situa- 
tion, it might have been expected but has 
not occurred. In the latter circumstances we 
commonly observe those first-line defensive 
neurotic postures, such as “acting out,” 
means of obtaining comfort or gratification 
by excessive eating, drinking, or sexual 
activity; various minor delinquencies and 
antisocial acts; hypochondriasis and hys- 
terical or obsessional symptom formation. 
Some of these would appear to be age- 
specific, as the "acting out" behavior of 
adolescents bears witness. This distinction is 
important if only because antidepressant 
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drugs and ECT are of little therapeutic 
value in cases where depression has not 
occurred but has been defended against. 
There is no certain knowledge about the 
trip mechanism which sets off the depressive 
response itself, but the intensity of the re- 
sponse, once the mechanism has been 
started, may be determined by genetic fac- 
tors. The paradigm for the depressive 
mechanism introduced by Freud in “Mourn- 
ing and Melancholia"(10) gave rise to the 
model in which loss or the sense of loss of 
loved objects was a primary constituent. 
This placed the emphasis upon events 
external to the patient and has led to the 
present day to the search in the patient's 
life situation for such events. As we know, 
very often such stressful events cannot be 


found and when, as is frequently encoun- 


tered, a severe depressive illness is present, 
the resort to such diagnoses as “en- 
dogenous," "vital," or "constitutional" de- 
pression is made. 

Contemporary emphasis, however, shifts 
from events external to the patient to 
psychological events internal to him, and 
this is the process of "appraisal" to which 
reference has been made. It has been de- 
scribed in various ways. For those who 
concern themselves with events in neural 
terms, it can be likened to a process of 
computation. “Possible future events have 
to be predicted in the light of past events 
and present circumstances. The individual 
has to draw upon all the sources of informa- 
tion available to him"(12). There is intense 
activity in the autonomic nervous system 
and a state of cortical arousal. The pituitary- 
adrenal system is activated. 

In the context of bereavement Linde- 
mann(23) described it as a state of crisis 
which will lead either to new adaptive be- 
havior or to a maladaptive response. Jn 
terms of ego psychology, the gap which 
always exists in all of us between the self- 
image of what we know ourselves to be (the 
actual ego-state) and the image of what we 
would like to be, or feel we ought to be 
(the ideal ego-state), widens dangerously. 
This is a state which Joffe and Sandler(14) 
identify as “pain.” m 

At some point the “credibility gap, 
borrow a contemporary phrase, becomes so 
great as to be intolerable and a catastrophic 
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lowering of self-esteem occurs. This, in the 
opinion of many observers, is the state which 
trips the depressive mechanism. If depres- 
sion is a normal biologically based human 
response to profound lowering of self-es- 
teem, knowledge of the processes by which 
self-esteem is normally maintained becomes 
a vital matter for us. This was ably reviewed 
recently by Mendelson(27). 


Depression as Psychobiological Posture 


If depression is a normal human re- 
sponse, the morbid degree of the response 
which we recognize as illness differs from 
normal sadness or sorrow in that it is no 
longer dependent upon the circumstances. 
The mourning consequent upon bereave- 
ment has an autonomy of its own and a 
duration beyond which it becomes morbid; 
it may also be morbid by reason of its 
intensity of grief and by other features. 
Once elicited, however, depression as illness 
has all the characteristics of an autonomous 
process. Its primary and essential features 
are not different in quality but only in 
degree of intensity from the features of 
normal sadness. 

‘These can, as suggested elsewhere(13), 
be described under three headings or di- 
mensions, for research may well show that 
they vary independently of one another. 
First is the sadness of mood which, if not 
denied, is usually experienced by the pa- 
tient but is at least evident to the observer. 
It is the state of hopelessness and helpless- 
ness described by Engel(8). Secondly, there 
isa varying degree of physiological arousal, 
Experienced by the patient as anxiety or 
tension, or evident to the observer as 
agitation or restlessness; and thirdly, a state 
Which can be called "inhibition" but has also 

en described as “depression withdraw- 
al?(7) or “a reduction in responsiveness to 
a wide range of stimuli” (6). 

While all three functional changes may 
be evident at once and in varying combina- 
tion, giving rise to different clinical forms 
Of the illness, one may predominate. The 
AM of sadness or grief may be over- 
ih elming, associated with self-depreciatory 

Oughts reflecting the low self-esteem; 
àrOusal may be prominent with consequent 
agitation, restlessness, and disturbed sleep; 
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or inhibition may be massive, shown as 
restriction of mental and physical activity, 
the patient becoming slow in thought and 
movement, possibly to the extreme degree 
of stupor. Even if arousal is extreme, in- 
hibition dictates that the agitation is re- 
stricted to the movements of small joints 
and the distressing thoughts to a few 
constantly repeated ideas. 

Within this conceptual framework, which 
describes deviation in functions which are 
normal, many of the symptoms of depres- 
sion may be classed, although we have little 
understanding of the physiological and 
metabolic mechanisms involved in their 
production. With inhibition we must cate- 
gorize the loss of libido, frigidity and im- 
potence, anorexia, “loss of interest” in the 
environment, difficulty in decision-making, 
and many others. From an undue arousal, 
many of the disturbances of somatic func- 
tioning, the inability to concentrate, and 
the disturbances of sleep may be conse- 
quent. 

Extreme cases provide types, and the con- 
trast between retarded depression and 
agitated depression is one familiar to all 
psychiatrists. Nevertheless only instrumen- 
tal measurement of the dimension of “in- 
hibition” and the dimension of “arousal,” 
if these prove to be psychophysiological 
functional realities which vary independent- 
ly, can provide us with heuristic data for an 
assessment of depressive illness in a given 
patient. 

These views are not dissimilar, although 
less conceptualized, to those of Engel(7), 
and both conceive a biological basis for 
the phenomena. Engel, surveying his own 
and the previous work of others, came to 
the conclusion that “the central nervous 
system is organised to mediate two opposite 
patterns of response to a mounting need. 
One of these is an active pattern, the effect 
of which is to achieve gratification of needs 
from a need-fulfilling external object. The 
other pattern has the "effect of reducing 
activity, heightens the barrier against stimu- 
lation and conserves energy after the man- 
ner of a hibernating animal." Engel regards 
these as the two primary affects of un- 
pleasure and calls them anxiety and de- 
pression-withdrawal, finding evidence for 
them in the behavior of earliest infancy. 


145] 


o 


454 


The concept of arousal already has a 
respectable history. Lindsley(24) related it 
to the correspondence of states of awareness 
and behavioral efficiency with EEG char- 
acteristics. The desynchronization of the 
electrical activity of the cortex by electrical 
stimulation of the midbrain reticular sys- 
tem led to the latter’s being called the mid- 
brain arousal system. But it was soon 
realized that arousal is a widespread physio- 
logical phenomenon, involving not only 
alerting of the cerebral cortex but also 
widespread excitation of the peripheral 
autonomic system. The level of arousal 
throughout the whole system becomes there- 
fore a useful heuristic concept. 

Nevertheless this level cannot only. be 
related to the anxiety level of the individual, 
since other emotional states such as rage 
and fear are similarly associated. The 
psychological status of “arousal” is therefore 
nonspecific; even the associated emotion is 
not necessarily unpleasant, although in the 
context of depressive illness it is so, 

The concept of inhibition is more difficult 
to delineate and, although in behavioral 
terms it is possible, as Engel(7) has done, 
to describe what is subsumed, in physiolog- 
ical terms there is a danger of confusion 
with other uses of the word. Nevertheless 
there is value in retaining the term for a 
function which is involuntary and uncon- 
Scious, universal within our species, and 
n D not restricted to it. The 

iological basis of the functio 

be doubted. a Qe a 

In early psychoanalytic writings based on 
instinct-drive theory, the concept of inhibi- 
tion was used to describe the limitation of 
certain part functions of the individual be- 
cause of the danger to the individual which 
the exercise of these functions would pro- 
voke(9). In particular this applied to 
sexuality, eating, aggressiveness, learning, 
and activity which might involve success, 
Freud(11) himself did not regard such 
inhibition as necessarily a Symptom but 
saw it as a restriction of the ego, imposed 
as a measure of precaution or as a result 
of impoverishment of energy. 

Clinical observation of depressed patients 
Suggests that the concept of inhibition must 

be extended beyond ego functions which 
are psychologically meaningful and that the 
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limitation imposed is widespread, involving 
not only mental activity of all kinds but 
also general motility and even visceral and 
vegetative activity. It would seem that a 
variable blockade is imposed upon all ex- 
ternally directed activity. 

Since learning theorists have provided 
models by which both innate and acquired 
responses to stimuli can be inhibited, the 
former when environmental stimuli have 
become meaningless, the latter when they 
are not rewarded or are punished, it may 
be that habituation and extinction, process- 
es of active suppression within the nervous 
system, should be more extensively studied 
in depressed patients. These functions were 
described by Pavlov as being dependent 
upon what he called "internal inhibition." 

Clinically oriented physiological research 
has, of course, been undertaken over the 
last 25 years, but much of this research 
was conducted from the beginning to dem- 
onstrate differences in function between so- 
called endogenous and so-called neurotic 
forms of depression, which were accepted 
as separate entities. Patients were grouped 
according to the symptom stereotypes and 
selected for them. 

The possibility of the alternative hypo- 
thesis, that the varieties of depressive illness 
represent a continuum which could only be 
tested by examining a consecutive series 
of patients as they present, has rarely been 
examined(15). This criticism applies to the 
early EEG studies(2), to the sedation 
threshold test(37), to the subjective re- 
sponse to intravenous methyl ampheta- 
mine(34), to the rate of parotid secre- 
tion(41), and to the therapeutic response 
to imipramine( 16) and ECT(35). 

If the phenomena of inhibition and 
arousal are capable of both clinical detec: 
tion and instrumental measurement, it would 
seem that these dimensions offer a more 
Promising approach than the alleged en- 
dogenous-neurotic dichotomy. Such knowl- 
edge as we have substantiates the cleat 
clinical evidence that both inhibition ET 
arousal coexist in many patients and tha 
inhibition is not merely a function of low 
arousal. 

A start has been made. Lader(19); for 
example, working with changes in a 
conductance to sound stimuli, has provide 
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a measure of the “habituation rate” on the 
one hand, using the spontaneous fluctua- 
tions of the skin conductance as a "level of 
arousal" on the other. These two measures 
proved to have a highly significant inverse 
relation, patients who habituated rapidly 
having a low level of arousal. Depressed 
patients who showed marked retardation 
(ie., inhibition) showed no appreciable re- 
sponse to the sound stimuli, so that habitua- 
tion could not be calculated—a grossly 
abnormal finding. A clear difference be- 
tween the arousal levels of retarded and 
agitated depressed patients appeared. 


Conclusions 


The development of physiological, chem- 
ical, and psychological techniques for the 
measurement of such functions as arousal 
and "inhibition," now beginning, makes it 
more than ever necessary to identify and 
describe as precisely as possible what is 
inherently biological in the depressive re- 
sponse and what is the consequence of 
the patient's acquired “anlage,” his habitual 
means of coping with crisis situations and 
emotional turmoil. Some of these coping 
methods have already been mentioned in 
considering the crisis situation of the pa- 
tient who, faced with the prospect of de- 
pression, does not develop it. In general 
these are neurotic, behavioral, or psycho- 
pathic methods of maladaptive coping and 
in a sense they can be called the first line 
Of defense. It is very necessary to determine 
Whether or not depression has developed. 
Once developed we know that beyond the 
Primary functional changes in mood, 
arousal, and inhibition, further behavioral 
and internal maneuvers may occur, but not 
Invariably. 

Some of these secondary symptoms are 
. expressed in subjective experience only; 

others have behavioral consequences. The 

estrangement from the self” leads to altered 
€xperience of the self, to the inability to 
love, perhaps to depersonalization and to 
the altered experience of time. Loss of the 

Capacity to test reality boundaries leads to 

Perceptual disorders, and the mechanism of 

Projection to paranoid attitudes or delusion- 

al ideas. The development of psychotic 
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thinking and psychotic behavior can be re- 
garded as the failure of the patient to hold 
to the biologically given depressive posture, 
but to what extent this failure is itself 
biologically determined, that is, by genetic 
vulnerability, remains in question. 

Whatever the answers to these difficult 
questions may ultimately be, each depressed 
patient presents us with a complex posture 
of overt behavior and subjective experience. 
It is a striking fact that the antidepressant 
drugs and ECT have their profoundest 
therapeutic effect when the primary func- 
tional changes of depression are most in 
evidence and that, given these, the secondary 
symptoms disappear as the primary func- 
tional changes are alleviated. To put the 
matter at its greatest simplicity there is 
little to contradict in the statement that 
biological therapeutic agents operate only 
on biological functional systems. 

Depressive illness, then, can be seen as 
disease only in the sense that its primary 
changes are deviations in normal functions 
and as reaction only in the sense that de- 
pression is a response to a crisis situation in 
the patient which demands a personal 
reappraisal, the result of which is cata- 
strophic lowering of self-esteem. Once es- 
tablished, depression would seem to have 
an autonomous life and this we do not 
understand. The clinical forms of depression 
are determined by the intensity of the 
several biological functional changes, by the 
habitual coping methods, and by the secon- 
dary maneuvers, some of which we call 
psychotic. For each patient we are confront- 
ed with a total pattern of behavior which 
has the quality of a defensive posture, partly 
biologically determined. 

We owe to H. S. Sullivan the notion 
that psychiatry is the study of interpersonal 
relations, and Sullivan claimed that his own 
therapeutic conceptions arose directly from 
the works of Freud, Meyer, and White. 
The latter emphasized that we should try to 
*determine what the patient is trying to do" 
(quoted by Mullahy[29]). 

Symptoms, then, whether they be verbal 
expressions, deviant behavior, or simple 
motor postures or movements, are forms of 
communication. They are postures in t 
sense that they communicate the inte 
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need state of the patient, his distress, his 
fear and anger, his remorse, his humble 
view of himself, his demands, and his 
dependency, The total postural pattern, 
conceptualized as having both a defensive 
and an adaptive function, can be broken 
down into elements which are physiological 
and behavioral, verbal and nonverbal, the 
latter involving facial mimetic expression, 
bodily attitudes, quality of vocalization, ges- 
tures, and movements. These convey 
emotional meaning, a complex form of 
communication, which is evocative of pro- 
tective responses in the participant-observer 
when the latter's emotional sensitivity and 
empathy are sufficiently acute to receive the 
message, 

The therapeutic skill of the psychiatrist 
is best displayed when he understands the 
communications which his patient’s postures 
can reveal. This understanding encompasses 
not only the crisis in the life situation which 
has brought about the catastrophic self- 
appraisal but also the extent to which, as 
à consequence of it, the patient is in the 
grip of a biological autonomous process for 
which at last we have some therapeutic 
answers, 
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Preventive Psychiatry for the Family: 
Theory, Approaches, and Programs 


BY WILLIAM M. BOLMAN, M.D. 


In this paper the author attempts to con- 
nect theory, general programmatic ap- 
proaches, and specific programs related to 
family-oriented preventive programs in a 
systematic and meaningful way. His the- 
oretical framework views the family as a 
flexible social organization—an open system 
subject to stress from its environment, which 
includes biologic, intrapsychic, and inter- 
personal forces as well as sociologic and 
community levels. 


I THE PLANNING of preventive psychi- 
atric programs, the family is the most 
strategic social unit toward which services 
should be oriented. Although this has long 
been recognized as a truism, it has been 
more a platitude than a scientific statement. 
However, this position is changing rapidly 
due to the development of useful theory 
and an expansion of clinical research and 
therapy which views the family as a basic 
functional unit. 

This paper presents an effort to pull 
together some of this theory and the 
derivative family-oriented preventive pro- 
grams that emerged during the course of 
my two years’ work as staff person for the 
prevention subcommittee of the State of 
Wisconsin’s Comprehensive Mental Health 
and Mental Retardation Program Develop- 
ment Committee. The prevention subcom- 
mittee was charged with the task of assessing 
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the current status of prevention and devel- 
oping a concrete, useful framework of 
preventive programs. Two early results of 
this work have recently been published, 
one a general overview(14), and the other 
an outline of preventive programs oriented 
toward children(11). 

These papers, however, did not connect 
theory, general programmatic approaches, 
and specific programs. It is hoped the 
present paper begins to bridge these gaps. 
Because of extreme condensation, it is 
hoped that the references will serve 1n 
place of an extended discussion. 


Theoretical Framework 


It was apparent early in our work that 
one of the obstacles to a systematic ap- 
proach to preventive planning was the lack 
of a sufficiently comprehensive theory. Our 
theoretical requirements were twofold; the 
primary need was for an applied theory, 
although the need for a basic framework, 
capable of integrating the multilevel vari- 
ables (molecular through large population) 
under consideration, was of nearly equal 
importance. These two needs were signif- 
icantly helped by combining the public 
health approach developed by Gerald 
Caplan and the systems theory of James 
G. Miller. 

Caplan’s work provided an extremely 
useful and comprehensive view of the range 
of biopsychosocial forces in the community 
that affect the health of its members, a$ 
well as a discussion of techniques for 
altering these forces. In our planning for 
family programs, the concepts of crisis 
intervention, consultation, and community 
organization were especially importan 
(22). The view of the community 25 ? 
central unit for analysis, which has prove 
so fruitful in the development of community 
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mental health programs in general, is 
central to preventive psychiatric planning. 
A recent paper on the theoretical and 
empirical bases of the community mental 
health approach(13) and a practical out- 
line of the kinds of data useful in community 
planning(64) proved helpful to the com- 
mittee. 

The underlying theoretical framework 
that helped to clarify the multiple levels 
in the community implied by the term 
“biopsychosocial” has been Miller’s anal- 
ysis of living systems(60, 61, 62). Recent 
applications of a “systems” approach to 
psychiatry that we used included the fol- 
lowing references:(2, 12, 30). 

Finally, because our focus was on the 
family group, it proved helpful to select 
a way of viewing the family as a functional 
unit in its social environment. Because of its 
fit with the other theories, we found the ap- 
proach of Hill(45) particularly applicable 
for preventive planning. Following his lead, 
We viewed the family unit as subject to a 
Variety of stresses apt to impair its structure 
and function. These stresses include: 

1. Loss of a family member (death, deser- 
tion, chronic illness). 

2. Acquisition of a defective or stigma- 
tized member (congenital defect, illness, or 
perhaps even an adoptive member). 

3. Acquisition of excess members (num- 
ber of children exceeding the adaptive re- 
Sources of the parents). 

4. Excessive environmental pressures OF 
handicaps (severe poverty, community dis- 
Organization, racial discrimination). 

5. Disordered relationships and patterns 
of communication (pseudo-mutuality, double 
bind, various types of marital schisms). 

6. Severely limited coping or adaptive 
Capacity (insufficient income, schooling, Or 
Other social-personality handicaps). 

7. Normal developmental stages or crises 
that surpass a family’s adaptive capacity 
(birth of a child, school entrance, adoles- 
cence, climacteric, retirement). 

In sum, our theoretical framework views 
the family as a uniquely flexible, primary 
Social organization, an open system subject 
10 stress or crisis from its environment 
depending upon the nature of the event 
low it is perceived, and the resources 
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available for adaptation or coping versus 
defense or constriction. This environment 
includes the total range of forces from 
biologic (e.g., illness) to intrapsychic 
(e.g., neurosis) to interpersonal (e.g., dis- 
order in intrafamily communication) to 
sociologic and community levels (e.g., pov- 
erty and community disorganization). At 
the present state of knowledge, each of 
these levels of description tends to have its 
own theory, concepts, and approaches ac- 
cording to the discipline. The following 
sections will draw upon this knowledge 
where appropriate. 


General Programmatic Considerations 


Before we. could outline specific pro- 
grams, it was necessary to look at some 
intermediate considerations that applied to 
program planning in general. We felt it 
was essential to specify as clearly as pos- 
sible the who, where, when, and how 
aspects of programming, even though their 
application in the community did not always 
follow such divisions. Therefore, we at- 
tempted to specify the class or type of 
family toward whom the service is directed 
(the target population), the intended goal 
of the service, how delivered, by what 
types of helping persons and patterns of 
care, and at what point in the family life 
cycle and the course of disorder preventive 
intervention is aimed. Toward this end we 
mostly followed public health terminology. 

First, prevention is characterized as pri- 
mary, secondary, or tertiary, depending upon 
the point in the course of disorder at which 
a given program is aimed. Primary pre- 
vention attempts to prevent a disorder 
from occurring, secondary prevention at- 
tempts to diagnose and treat at the earliest 
possible point so as to reduce the length 
or severity of the disorder, and tertiary 
prevention attempts to minimize the hand- 
icap or chronicity of the disorder. From 
the standpoint of the community, these 
distinctions are equivalent to reducing the 
incidence, prevalence, or extent of disabil- 
ity, respectively. A 

In family-oriented programs, the dis- 
tinctions between the three types of pre- 
ventive intervention will vary depending 


[51] 


460 


upon the family member involved. For ex- 
ample, a program in a prenatal clinic which 
has the goal of identifying and providing 
services for those mothers who are likely 
to have trouble with the product of their 
pregnancy on a variety of medical, psy- 
chiatric, or social levels could be categorized 
as primary prevention for the child and 
secondary or tertiary prevention for the 
mother or father. We have set aside the 
complex issues of health promotion and 
positive mental health on the basis of both 
theoretical and practical objections at the 
present time. 

Second, the type of approach used may 
be classified as community-wide, milestone, 
or high-risk(10). Community-wide ap- 
proaches, as implied by their name, are 
those that affect all members of the com- 
munity. Some are individually oriented and 
others are mental health analogues of long- 
established public health approaches. Ex- 
amples might include swamp drainage in a 
malarial area (community development in 
a disorganized slum community) or super- 
vision and control of food and water sup- 
plies (attention to the provision of quality 
police, housing, job, education, health and 
welfare supplies). In general, this type of 
approach involves the state of organization 
or disorganization in a community that 
affects families both via the quality of the 
environment and the network of family 
supportive services. 

Milestone approaches are those oriented 
toward members of the community as they 
encounter those nodal or focal points of 
life which are common to most members 
in the community. Examples include birth, 
school attendance, marriage, and retire- 
ment. From a primary prevention viewpoint, 
the set of socially institutionalized contacts 
involved in prenatal, natal, and postnatal 
care are especially important, while from a 
secondary prevention standpoint, attendance 
at school is most salient. 

High-risk approaches are those oriented 
toward families who have been shown by 
clinical or epidemiologic studies to have a 
greater likelihood of disorder. The latter 
type of study has received a great deal of 
attention in psychiatry in recent years, 
and the studies in Nova Scotia, midtown 

Manhattan, New Haven, and other areas 
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have contributed greatly to the identification 
of high-risk groups. 

There are several general program prin 
ciples that must be mentioned regarding 
high-risk groups; we found them so impor 
tant that they require some detail in pre- | 
sentation. These principles stem from the | 
characteristics of the target population, 
particularly those of income, educational 
level, place of residence, and other com- 
ponents of social class. We found it to be 
virtually axiomatic that the social class of 
the target population not only affects what 
is needed but also the types of approach, 
For example, we have not included as à 
high-risk group those middle-class subs” | 
urban adolescents suffering from the twin’ 
deprivations of affluence and limited op- 
portunities to interact meaningfully with 
members of other races and social classes 
(even though these should probably be 
sources of social concern), because it wasi | 
not clear that such deprivation predisposed 
to mental disorder other than degrees of] 
ego restriction or prejudice. 

On the other hand, we have included” 
programs that attempt to provide cognitive | 
enrichment for low-income groups because: 
of the very great handicap this lack imposes 
upon a family’s adaptive resources. Occa- 
sionally, we have included middle-class 
oriented programs such as educational 
discussions on child raising because it 
looked as though this type of program 
is wanted and useful and also because it 
helped clarify the vast differences in proi 
gramming between these approaches an 
those for other socioeconomic groups. — 

An especially important part of the high- | 
risk group is that part of the population 
which is described by the poverty profile. 
They are more apt than not to be poor, UD 
deremployed, undereducated, under 16 Of 
over 65, of a minority group, and having j 
different life style. In addition, they are more Jd 
likely to have come in contact with the o ; 
munity’s police and welfare functions and are i 
apt both to view and be viewed b 
community in stereotyped ways. 1% 
result is the existence of a sizeable soc! E 
communicative distance that requires E 4 
cific attention when planning high-risk E ) 
ily-oriented programs. The urgency of 
need has been called attention to ™ 
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number of places. Specifically, Orshansky 
estimates that as many as 20 percent of 
all children in the nation live in families 
in this sector of the population(68). Be- 
cause of its importance, this group must re- 
ceive particular attention in planning pro- 
grams. 

A first principle in high-risk program- 
ming is that services must conform to the 
needs and life style of the target group 
if they are to be effective. A humorous yet 
excellent example of this principle is one 
related by George James when he was health 
commissioner of New York City(47). A 
program for the early detection of cervical 
carcinoma (secondary prevention) was set 
up in a Manhattan hospital and well publi- 
cized. The population that responded was the 
lowest risk group, namely middle-class Jew- 
ish women. In order to bring the services 
closer to the high-risk Negro women, the pro- 
gram was moved to Harlem. As Dr. James 
relates it, the major effect was that the 
Jewish women complained of the increased 
cost in time and carfare! 

Due to the obvious lack of congruence, 
the service was changed so as to conform 
more closely with the life style of the 
target population. It was decided that the 
best way to reach the greatest number of 
Negro women in Harlem was to link the 
preventive program to the group of services 
associated with the milestone events of 
Pregnancy and delivery, i.e., to do a rou- 
tine check for cervical carcinoma during 
the course of prenatal care. With this 
Change, the program began to show signifi- 
Cant results. This type of thinking has led 
to a great number of imaginative and 
effective ways of reaching high-risk groups 
With both medical and mental health ser- 
Vices. Two professional groups that have a 
Breat deal of experience and knowledge in 
fhis area are the public health educators 
and public health nurses; psychiatrists in- 
volved in planning family-oriented programs 
will find that much time can be saved and 
Mistakes avoided by seeking out such con- 
Sultation, 

Another principle that is related to the 
Need for congruence or fit just described 
!5 best characterized by the term “out 
dn approaches." Because of the social 

Istance between the target population and 
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mental health professionals, needy groups 
do not, as a rule, seek services if indeed 
they even define the need as servable. 
This quality requires the psychiatrists and 
others to develop programs that reach out 
to those individuals and families of greatest 
risk. One innovation that is especially 
worthwhile is the use of “bridging persons.” 
These may be residents of the area, mem- 
bers of the same minority groups, people 
with the same difficulties, etc. An applica- 
tion that has particularly great promise for 
urban slum areas is the neighborhood ser- 
vice center(63, pp. 89-92; 72; 77). This is 
usually a storefront operation offering a 
range of services such as job advice; health, 
mental health, and legal assistance; and 
also serving as a catalyst and support for 
efforts designed to improve the quality of 
biopsychosocial supplies in the community, 
i.e., community organization and social ac- 
tion programs. 

A. final principle in high-risk planning is 
the easy-to-state but difficult-to-achieve re- 
quirement for effective coordination and 
continuity of care between the multiple 
groups, agencies, and programs (local, state, 
and federal) that are attempting to offer 
service to multiple-problem families, There 
are forces in every community that act 
against effective coordination, even with the 
best administrative structure and inter- 
agency relationships. Among other obsta- 
cles, it is worthy of special note that those 
products and services being dispensed by 
a community (the biopsychosocial network 
of educational, police, welfare, health ser- 
vices, etc.) do not lend themselves as 
readily to the type of evaluation that, say, 
economic services do. As a result, choices 
and priorities of service inevitably tend to- 
ward agency-based goals versus interagency 
or community goals in the face of the 
usual limitations of finances and manpower. 

Thus, the most commonly desired services 
are those which are short-range with high 
visibility, such as clinical and rehabilitative 
services, versus the longer-range and lower 
visibility preventive services. In these highly 
complicated matters, it is probably essential 
for psychiatric planners to join forces with 
other professionals struggling with similar 
problems, for example the groups of public 
health, sociologic, economic, and other 
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specialists who are working in the field 
of health care. The community mental 
health center concept is certainly a needed 
development, but it too is unable to achieve 
optimal coordination, and supplementary 
mechanisms are required. 

Although answers are not clear, there 
are some promising developments for im- 
proved coordination, such as the neighbor- 
hood service center mentioned earlier, the 
Ombudsman(35), the expansion of pre- 
ventive law programs(19), and other 
mechanisms through which needy individ- 
uals and groups are better enabled to receive 
community services to which they are en- 
titled. In some instances community devel- 
opment or organization approaches are in 
order, and in others, especially big city 
slums, social action approaches are neces- 
sary. The success and problems of some of 
the Office of Economic Opportunity pat- 
terns of service, such as New Haven’s Com- 
munity Progress, Inc., will be particularly 
valuable to follow. It has already led to 
some unique and stimulating developments 
in psychiatry, as recently discussed by 
Solnit(82). Similarly, the Model Cities 
concept being developed by the U.S. De- 
partment of Housing and Urban Develop- 
ment should be highly productive. 

In summary, there are a number of 
general principles of approach and strategy 
relating the theoretical bases and specific 
preventive programs for families. Those 
discussed in this section are largely related 
to public health psychiatric theory, since 
this paper is slanted toward the applied 
side of the coin. Regarding approach, pre- 
ventive programs may be primary, secon- 
dary, or tertiary in relation to the disorder, 
and may be community-wide, milestone, 
or high-risk in relation to the community. 

Regarding strategy, there are three es- 
pecially important principles: 1) achieving 
a satisfactory fit between what is needed 
and what is offered, considering the total 
range of biopsychosocial needs from food 
and housing to psychotherapy; 2) outreach 
approaches utilizing all possible key people 
and groups, whether professional or non- 
professional; 3) sophisticated attention to 
the community network of supplies so as 
to assure equal access for needy groups 
and adequate coordination and continuity 
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among the service facilities. At all Stages, 
community involvement and sanction are 
essential. 


Specific Programs 


We have divided the specific programs 
into several groups in order to illustrate 
some differing patterns of fitting preventive 
services into community practices. 


Group 1 


A logical point to initiate family-oriented 
prevention is around the milestone events 
of. pregnancy and childbirth. There are 
three major goals of such programs. The 
first is to ensure that each child is born 
with all faculties intact and that the mother 
is provided useable opportunities to facili- 
tate its achievement. The major vehicle is 
that of adequate prenatal care and birth 
in a hospital. Although there is a solid 
body of knowledge about the medical re- 
quirements for such care, unfortunately the 
variables that now influence adequate care 
are less those of knowledge than they are 
those of income, social class, residence, 
and skin color(46). This is, of course, 
simply one instance of the broad association 
between poverty, low social class, nonsub- 
urban residence, and nonwhite skin color, 
and a variety of biopsychosocial disorders. 
However, it does not mean that the only 
way of changing the patterns of care !5 
massive social change, as some have felt. 
Such changes are by and large evolutionary 
and do not lend themselves to inclusion 1 
preventive planning. 

Instead, a number of specific manageable 
approaches are available. These fall into 
two overlapping categories—those which 
influence the provision of service and those 
which influence the population needing Se 
vice. The former received a powerful stim- 
ulus from the 1963 maternal and infant 
care projects directed by the Childrens 
Bureau, and have resulted in a variety ° 
new or extended services(27). The Jatter— 
approaches which influence pregant women 
who fail to use available services—have 
received a great deal of stimulus as 3 zd 
sult of the experiences of outreach program 
directed toward the so-called "hard-to-160^. 
groups.” It seems clear that these grOYP 
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are more accurately termed “hard-to-serve, 
in recognition of the fact that they are 
reachable but their multiple needs are diffi- 
cult to meet. 

A second major family-oriented goal that 
may be achieved in conjunction with the 
milestones of pregnancy, delivery, and 
aftercare services is that of family planning. 
The aim here is simply to enable each 
family to regulate its own size by preventing 
the addition of new members beyond its 
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capacity to raise. The stress on a family 
of having more members than it can care 
for has been extensively documented, and 
the development of birth control advice and 
services is becoming an integral part of 
obstetrical units, public health nursing care, 
and social service agencies. Action programs 
directed toward the low-income groups who 
have the highest number of unwanted chil- 
dren uniformly find that family planning 
services are well and responsibly used. How- 


TABLE 1 
Approaches to Providing for Family Health Care Needs through Community Facilities 


TARGET POPULATION GOALS 


GENERAL APPROACH 


SPECIFIC EXAMPLES 


Provision of adequate pre- 
natal care for these moth- 
ers, who have a much high- 
er incidence of prematurity, 
pregnancy wastage, brain- 
damage. 


1) Pregnant women in 
low-income, high-risk 
groups. 


Provision of family planning 
services for all families so 
as to correct current pat- 
terns favoring upper-income 
groups. 


2) Families under 
stress due to more 
children than their fi- 
nancial and emotional 
resources can manage. 


Provision of comprehensive 
care for child and educa- 
tion and support for family 
to assist in coping with 
the stress of a handicapped 
member. 


3) Families with a 
child requiring special 
care (congenital ab- 
normality, brain dam- 
age, retardation, pre- 
maturity, physical de- 
fect, blindness, etc). 


Systematic identification of 
affected families and pro- 
vision of accurate informa- 
tion and services. 


4) Individuals with fa- 


milial or. inheritable 
disorders, 


Awareness of the normal 
developmental crisis of 
pregnancy, and provision 
of supportive services for 
those under stress or with 
indications of later diffi- 


3) Pregnant women 
generally, 


Primary preventive high- 
risk approaches for the 
child, secondary and ter- 
tiary for the mother. 


Primary preventive com- 
munity-wide and high-risk 
approaches. 


Primary preventive for nor- 
mal members including sib- 
lings, tertiary preventive 
for child. Community-wide 
approaches. 


Primary preventive com- 
munity-wide approaches. 


Primary preventive for child, 
secondary preventive for 
mother. Milestone and high- 
risk. 


Provision of comprehensive 
care during pregnancy, de- 
livery, and into the in- 
terconceptional period by 
local and state health de- 
partment facilities devel- 
oped in the target area 
(58, 59). 


A wide variety of voluntary 
private and public pro- 
grams under many aus- 
pices, either as a separate 
program or a part of other 
services(29, 56, 73). 


Family pediatric clinic(55); 
parent education and guid- 
ance by a "family" of thera- 
pists(37); teenage discus- 
sion groups of sibs of 
retarded(79); support- 
ive guidance for parents of 
premature infant(23). 


Public health nurses obtain 
family pedigrees from those 
in their caseload with con- 
genital or chronic disor- 
ders; degree of risk in- 
terpreted by a specialist 
and a report is sent to 
family physician; genetic 
counseling provided as de- 
sired(48), 


Prenatal clinics and ob- 
stetrical services using 
nurses or mental health 
specialists in individual or 
group meetings(7, 21). 


culty. 
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ever, their development is so recent that 
at most only one-third of needy families 
are currently being served. Reports of these 
trends and the fairly current status of family 
planning activities are available in three 
recent publications(29, 56, 73). 

The third group of preventive services 
that can be programmed around the patterns 
of care for pregnancy and delivery is the 
detection of qualities or defects in mothers 
and children which are apt to lead to 
difficulty without specific support. The most 
obvious are events such as the birth of a 
defective child (congenital abnormality, 
brain damage, mental retardation, etc.), but 
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even prematurity may constitute a crisis for 
some families(23). In addition, our knowl- 
edge of the opportunities presented by the 
normal developmental tasks of pregnancy 
has led Bibring(7) and Caplan(21) to 
programs which offer service to this group, 
Some of this rich variety of possible pro- 
grams are summarized in table 1. In this, 
as in subsequent tables, we have attempted 
to specify the target population, the intended 
goals, the basic program characteristics, 
and some specific examples. 


Group 2 
This group of approaches derives from 


TABLE 2 


Approaches to Providing for Family Mental Health and Psychosocial Needs through Community Facilities 


TARGET POPULATION 


GOALS 


GENERAL APPROACH 


SPECIFIC EXAMPLES 


1) Families in crisis 
due to the loss of a 
member (death, deser- 
tion, chronic hospital- 
ization). 


2) Families under 
stress due to a handi- 
capped parent (mental 
illness, retardation, al- 
coholism, or other 
chronic disorder), 


3) Families under 
stress due to internal 
imbalance or disorder 
(schism, double bind, 
skew, pseudo mutual- 
ity and other types of 
marital discord). 


4) Families under 
stress as a result of 
vulnerability to nor- 
mal ^ developmental 
changes (birth of a 
child, school entry, 
puberty, climacterium, 


Provision of flexible sup- 
port according to the event, 
how perceived and man- 
aged, and the resources 
and the life style of the 
surviving family fragment. 


Identification and support 
as needed for these fami- 
lies as in 1) above. 


Assistance either in cor- 
recting the imbalance or 
in minimizing the impact 
on the children. 


Sensitivity to the variety 
of family stresses or crises 
that may result, leading to 
earlier recognition and in- 
tervention as needed, often 
via very short-term crisis- 
oriented therapy. 


Primary and secondary pre- 
ventive, high-risk and com- 
munity-wide approaches. 


Primary and secondary 
preventive, high-risk ap- 
proaches for children; ter- 
tiary preventive, commu- 
nity-wide approaches for 
parents. 


Primary or secondary 
preventive, high-risk ap- 
proaches for children; 
secondary or tertiary pre- 
ventive, community-wide ap- 
proaches for parents. 


Primary and secondary 
Preventive, high-risk, com- 
munity-wide, and milestone 
approaches. 


Group meetings in hos- 
pital of parents of fatally 
ill children(40); expanded 
emergency room coverage 
(4, 88) neighborhood in- 
formation centers(49); walk- 
in clinics for problems of 
living(83); some mental 
health clinics(51). 


Public health nurse makes 
regular home visits to fami- 
ly of alcoholic(69); family 
medical clinics(5, 18); men 
tal hospital based services 
(42, 57, 78; homemaker 
services for mentally ill 
mothers(66). 


Marital counseling(31, 39, 
85); family therapy, par- 
ents’ groups, individual 
therapy; legal guardian od 
litem for children in € 
vorce actions(43); legal. aid 
for low-income families 
through neighborhood law 
offices(28, pp. 70-71; 4- 


Many of the above pro 
grams, especially neighbor 
hood and/or comprehensive 
health, mental health, am 
social welfare services: 
Awareness of the | 
tunities for stress an 


ecific 


er 1968 


retirement). crisis assistance ÍS 

1 ^ important than the SP 
program setting. 
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the view of the family as an open system 
existing in a relative equilibrium or steady 
state. Disruptions of this state may arise 
either from within or without the family 
and may be characterized as "stress" or 
“crisis.” Stress, together with its relation- 
ship to illness and disorder, has been ex- 
tensively studied and is a valuable concept 
for viewing a family's patterns of coping 
and for planning preventive intervention. A 
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good definition is: "A stress may be any 
influence, whether it arises from the internal 
environment or the external environment, 
which interferes with the satisfaction of 
basic needs or which disturbs or threatens 
to disturb the stable equilibrium"(32). 

The related concept of crisis has a slightly 
different focus. Caplan defines it as a time- 
limited period of disequilibrium which is 
precipitated by a psychological task to which 


TABLE 2 (Continued) 


TARGET POPULATION GOALS 


Provision of these basic 
necessities through com- 
munity development ap- 
proaches. 


5) Families living in 
areas lacking neces- 
sary biopsychosocial 
supplies (police pro- 
tection, housing, qual- 
ity education, etc), in 
reas such as urban 
slums, depressed ru- 
Tal areas, migrant 
Workers’ camps, In- 
dian reservations, 
housing projects, etc. 


6) Families caught in 
the cycle of intergen- 
erational poverty. 


Provision of multiple and 
flexible opportunities for 
attaining desired personal, 
social, and economic goals. 


Use of a problem-centered 
versus a discipline-cen- 
tered approach to diagnose 


7) Disorganized fami- 
Nes characterized by 
multiple and complex 


Problems (emotional ^ the total range of causa- 
disorder, social de- tive factors, identify those 
pendency, ^ poverty, most accessible to change, 


and plan a step-by-step 
program. 


Chronic physical ill- 
Ness, child neglect or 
abuse, alcoholism and 
Other addictions) and 
multiple needs (per- 
Sonal, social, medical, 
economic), 


8) Families with po- 
tentially stressful role 
handicaps (childless- 
Ness, adoptive parent- 
 _ foster-parent- 
working mothers, 
and student families 
as medical and 
f graduate stu- 


Awareness of the potential 
for stress or crisis so that 
early recognition and sup- 
portive help is available. 


GENERAL APPROACH SPECIFIC EXAMPLES 
Primary, secondary, and Community development ap- 
tertiary preventive, high- proaches originating 
risk approaches. through the schools(52, 65), 


churches(8), social agencies 
(38, 74), neighborhood ser- 
vice centers(63, pp. 89-92; 
72; 77), family life educa- 
tors(25, 44), mental health 
centers(42, 53), etc. 


As in 5) also a variety 
of antipoverty programs 
such as Headstart, Upward 
Bound, Job Corps, etc., and 
agencies such as Mobiliza- 
tion for Youth, Community 
Progress, Inc, etc. 


Primary, secondary, tertiary 
preventive, high-risk ap- 
proaches, 


Primary, secondary, tertiary 
preventive, high-risk ap- 
proaches for adults and 
children. 


Secondary preventive high- 
risk and community-wide 
approaches. 


All programs in this sec- 
tion may be relevant. 
Again, the point of view 
or approach is more im- 
portant than the program. 
Several additional possibili- 
ties include 24-hour emer- 
gency homemakers(17), and 
other emergency care for 
children needing substitute 
parenting(ó). 


Groups for adoptive or fos- 
ter parents(3), groups for 
adoptive children(15); re- 
liable day care centers(26). 


157) 
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the person is temporarily unable to respond 
adequately. During this period of tension, 
the person grapples with the problem and 
develops novel resources (either construc- 
tive or destructive), both by calling upon 
internal resources and by making use of 
the help of others. These new resources 
are then used to handle the precipitating 
factor, and the person achieves once more 
a steady state(22). Hence, crisis refers more 
to that class of stressor which is an acute 


or novel event whose occurrence cannot 


be handled by the family's ordinary reper- 
tory of coping techniques. In the state of 
disequilibrium associated with a crisis, it 
is thought that families or individuals are 
more apt to be accessible to assistance and 
change if provided with help. If this proves 
to be generally so, it will be of enormous 
value for planning services, allocating re- 
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sources, and helping otherwise hard-to- 


groups. 


Regarding planning, this group of 
grams cannot as easily be fitted into 
type of normal milestone event as thos 
the first group. Instead, it looks to us 
though the major systematic way for 
stress and crisis disorders to be id 
is their inclusion in the curricula 
relevant professions. This would includ 
various schools of law, medicine, re 
nursing, social work, clinical psycho 
etc. Although this is being done in a ra 
growing number of professional sch 
there is still far to go. 

An excellent example of one or 
tion’s multiprofessional approach to 
challenges of recognizing and meeting 
and stresses is a case example from 
Mobilization for Youth group in New 


TABLE 3 


Approaches to Providing for Family Social and Economic Needs through Community Facilities 


TARGET POPULATION GOALS 


GENERAL APPROACH 


SPECIFIC EXAMPLES — 


Providing opportunities for 
lies, mainly the moth- enhancing a variety of 
er. skills (homemaking and 
child rearing as well as 
personal and social). Ser- 
vices with sociocultural 
congruence may foster 
community development as 
well as family development. 


1) Low-income  fami- 


Provision of professional 
information about child- 
rearing, developmental, and 
behavior problems, 


Enhancement of work skills 


2) Middle- and upper- 
income families, moth- 
ers and fathers. 


i fami- 
3) Low-income 
lies, especially the 


father. 


[58] 


Primary preventive, high- 
risk approaches for chil- 
dren; primary, secondary, 
and tertiary preventive, 
high-risk approaches for 
mothers and (to a lesser 
degree) fathers. 


Primary and secondary pre- 
ventive, community-wide ap- 
proaches. 


Primary, secondary, and 
tertiary preventive, high- 
risk approaches for fathers. 


A rich variety of o 
programs, ideally 

run as much as p 
and associated with 
school nursery; @ 
include a swap shop 
housing project, 
groups, good housekt 
clinics (mandatory for 

housekeepers in S0! ] 
ing projects), coffee 
discussion groups, "go. 
do" expeditions—to 
market, department 
zoo, museum, etc. 
81). 


Parent discussion gO 
with a panel of pedi 
cians, psychologists, ! 
cators(34). y 


Neighborhood emplo 

centers in low-inco 
offering a variety 0 
ing programs whic 
clude work and ed 

Programs vary to 
high school dropo! 
long-term unemplo 
cruitment via outre 
forts of neighborhoo 
dents(28, pp. 2-17). 
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City(74). In this case, the initial request 
for service involved a mother's complaint 
that the tenement she lived in had been 
without heat and hot water for several 
weeks. Instead of referring this request for 
help with housing to the "appropriate" 
service, the social worker chose to inquire 
more closely about the total system. She got 
in contact with the other families (including 
a sizeable number of children) attempting 
to cope with the same stress, and helped 
to set in motion a much larger effort to 
provide both immediate and long-range 
help. 

This type of approach is not as strange 
to psychiatry as it might appear at first 
glance, Psychiatrists have long recognized 
that a patient’s chief complaint is simply 
the tip of an iceberg of out-of-awareness 
disorder. Hence, there is no real change 
in approach required other than an expan- 
sion of focus. To return to the problem of 
community-wide planning, the change need- 
ed, then, is largely one of an expansion in 
the training and activity of the key persons 
in the community who are most likely to 
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encounter families in states of stress or 
crisis. Some have referred to the changed 
view as being "problem-centered" instead 
of "discipline-centered." 


Group 3 


This group of approaches overlaps with 
those in the preceding section but is men- 
tioned separately because the degree of 
family stress or crisis is often less prominent 
and hence this group is socially less visible, 
‘Many of these families are rating in a 
steady state or equilibrium; the difference 
is that they are presumably functioning at 
lower capacity than their optimum potential. 
Although these approaches have elements 
of the "positive mental health" we eschewed 
earlier as attainable programmatic goals, 
the population groups listed in table 3 be- 
low should clarify that these programs are 
largely high-risk in orientation, 

A second reason for their separate men- 
tion is that they clarify certain features of 
programming that are not always made 
specific. The most apparent is the need for 
different types of programs according to 


TABLE 3 (Continued) 


Provision of a single, famb 
lyoriented source for ad. 
vice and assistance with 


TARGET POPULATION 


Dy Low-income fami- 
lies, parents and chil- 
dren, 


any type of problem. 
5) Low-income fami Provision of preventive and 
lies in need of legal traditional legal services in 


assistance. both civil and criminal law. 


6) Low-income fami. Provision of more equal 

lies, especially the ^ economic opportunities for 

father, men with limited financial 
and technical resources. 
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the socioeconomic realities of the groups 
being served. A comparison of the ap- 
proaches to acquainting parents in lower- 
income versus middle-income groups with 
principles of child-rearing or child develop- 
ment makes this quite obvious. The middle- 
income groups by and large seek out ed- 
ucational programs, probably because such 
programs are constructed by professionals 
who share the same general view of life. 
These include the many classes and panels 
in which an expert or specialist functions 
in a familiar and valued role as the teacher. 
On the other hand, lower-income groups 
generally avoid this type of approach, also 
probably because programs that reach those 
groups effectively require adaptations that 
fit better with their life styles. We have 
learned from those who work with lower- 
income groups that there are in fact a va- 
riety of groups, emphasizing further the 
need for fitting services to the particular 
segment being served. 
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A family-oriented study by Pavenstedt 
illustrated this exceptionally well(70). She 
compared the child-rearing environment of 
two segments of the low-income group, one 
which was upper-lower class (working class) 
and the other a “very-low lower class” 
group. Preventive approaches suggested for 
the upper-lower class group were largely 
those of cultural and intellectual enrichment 
programs which should not present any 
serious difficulties in reaching the target 
population. On the other hand, the very- 
low-lower class group presented chronic, 
multiple needs that required major outreach 
efforts. In both cases some type of vehicle 
that is capable of widespread application is 
needed. Pavenstedt’s suggestion that the 
school system may be the best vehicle has 
recently been supported by the work of 

-Kellam and Schiff in Chicago(50) and 
Rafferty in Baltimore(75). Additional so- 
cial vehicles that look valuable for reaching 
very young children in disadvantaged groups 
are the day care center supported by health 


TABLE 4 
Approaches to Providing for Special Difficulties of Teen-Agers through Community Facilities 


TARGET POPULATION 


GOALS 


GENERAL APPROACH 


SPECIFIC EXAMPLES 


1) Pregnant teen-age 
girls and their babies. 


2) Married teen-agers 
and their children, 


3) Teen-agers in seri- 
ous school difficulty. 


4) School dropouts, 
whether in an urban 
slum community or in 
the suburbs. 


Opportunity for teen-ager 
to place or keep child on 
rational basis, and to con- 
tinue schooling and get 
other assistance as needed. 


Provision of support and 
guidance in the hope of 
salvaging more of the very 
young marriages and their 
offspring. 


Prevention of school drop- 
out. 


Provision of opportunities 
to find meaningful work 
as an alternative to failure 
at school. 


Primary preventive — for 
Child; secondary and ter- 
tiary preventive, high-risk, 
and/or milestone for teen- 
agers. 


Primary preventive, high- 
tisk approaches for child; 
Secondary and tertiary pre- 
ventive, community-wide, 
milestone, and/or .high- 
tisk approaches for par- 
ents. 

Tertiary preventive, com- 
munity-wide approach. 


Tertiary preventive, com- 
munity-wide and/or high- 
risk approaches. 


Comprehensive school-cen- 
tered services providing 
medical, nutritional, and 
casework care which in- 
cludes instruction in child 
care, sex education, family 
planning, etc.(36, 87). 

Group and individual coun- 
seling services, educational 
supports including budget- 
ing, family planning, home- 
making, schooling, and 
career planning, etc. 


Provision of special class 
with a talented teacher 
whose goal is to salvage 
these children, usually 
more by relationship than 
by formal teaching. 

Neighborhood Youth Corps 
programs(28, pp. 2022 
which provide training and 
remedial education; Job 
Corps programs; mental 
health clinic; school and 
business collaboration(80). 
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services and parent education (20). 

A program feature that is consistently 
neglected in planning family-oriented pre- 
yentive services is the role of the father. 
A review of the programs in all the tables 
will show that they are heavily biased to- 
wards the mother and children. The situa- 
tion is reminiscent of the “discovery” of the 
tole of the father in child guidance clinic 
practice within the past ten years. There it 
was found that fathers were not only of cru- 
cial importance in therapeutic work with 
children, but also they were reachable and 
able to be included in therapeutic efforts if 
an effort was made and if work responsibili- 
ties were treated more as a reality factor 
than as a resistance. 

Unfortunately, preventive planners have 
to cope with the fact that this is a seriously 
underdeveloped area. Despite the obvious 
importance of his relationship with his wife 
as it affects her mothering role and the 
importance of his relationship with the 
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children as it affects their identifications, 
this area has attracted little research in 
psychiatry. Our work as a committee turned 
up mostly articles pointing to the neglect 
of the father and little in the way of specific 
programs. The reasons for this are not at 
all clear. One we would like to mention 
in an optimistic vein is that our professional 
and disciplinary views have not quite yet 
come to include much collaborative explo- 
ration with the social institutions and profes- 
sions involved in work, business, and eco- 
nomics. The quality of the work environment 
on the mental health of the worker has 
only recently begun to receive systematic 
attention, and unfortunately the role of psy- 
chiatry continues to be largely in providing 
curative services. Ideas and programs that 
have preventive usefulness may, however, 
be found in the works of other behavioral 
scientists, for example, Argyris(1), Likert 
(54), Pearl and Riessman(71), Reiff(76) 
and Tannenbaum(84). 


TABLE 4 (Continued) 


TARGET POPULATION GOALS 


GENERAL APPROACH SPECIFIC EXAMPLES 


5) Teenagers gener- 
ally, in urban slums. 


6) Delinquent 
agers, 


teen- 


7) Teenage narcotic 
addicts, 


8) Teenage children 
Of alcoholic parents. 


9) Teenagers referred 
f counseling or psy- 
Chotherapy, i 


Provision of more equal 
opportunities for support 
jobs, higher education, and 
counseling. 


Reaching and changing 
these anti-social and alie- 
nated boys and girls by a 
variety of outreach ap- 
proaches. 


As in 6). 


Provision of education and 
support to foster normal 
adolescent development. 


Prevention of the high 
dropout rates, especially 
of the young teen-ager, by 
using a peer-group setting 


Primary, secondary, and 
tertiary preventive, com- 
munity-wide and high-risk 
approaches. 


Tertiary preventive, high- 
risk approach. 


As in 6). 


Primary, secondary, and 
tertiary preventive, high- 
risk approaches. 
Tertiary preventive, mile- 
stone approach. 


Adolescent service centers 
in an urban slum(63, pp. 
16-18); widely varied, use- 
ful vocational training(65, 
pp. 56-71); higher educa- 
tion programs(63, pp. 48- 
50), Upward Bound, etc. 


A variety of approaches for 
street gangs(9), including 
use of former gang-leaders 
(67). Half-way houses for 
delinquent youth(24); self- 
governing youth action 
group(63, pp. 22-24). 


Aggressive case-finding, re- 
ferral, and follow-up utiliz- 
ing all available resources 
for 10-15 year-olds(63, pp. 
93-94). 


Group meetings of affected 
teen-agers with largely edu- 
cative focus(33). 


Linkage of clinical services 
to some sort of group 
activity as in above exam- 
ples or by agency itself 
(16). 


as support. 
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As these approaches become more widely 
- known and used in planning preventive 
psychiatric services, we should see stimulat- 
ing theoretical developments in this area, 
as it involves many of the system levels 
alluded to in our section on theory. That 
is, work involves the individual, the group, 
and the organization and provides an op- 
portunity for studying their interrelation- 
ships as they affect a variety of mental 
health issues. Wolford has written an over- 
view of the relationships between mental 
health and occupation as they are now 
understood( 86). 

For planning purposes, the social struc- 
tures involved in work also offer a more 
Systematic way of providing services for 
fathers in high-risk groups. Although family 
life educators have found that some low-in- 
come fathers can be involved in their pro- 
grams, this approach depends largely on for- 
tuitous factors that probably miss those most 
in need. On the other hand, entrance into 
the work force permits the use of milestone 
approaches, especially those of screening, 
early detection, and correction of disorders. 
Examples include entering the military, col- 
lege, and large business organizations. This 
type of approach is used in some of these 
settings, but its potential promise is largely 
untapped, Table 3 Simply touches upon 
some of these possibilities. 


Group 4 


To conclude this selection of preventive 
psychiatric approaches to families, we have 
selected for special mention the population 
group that is and will be creating new family 
units, namely, adolescents, This is an extra- 
ordinarily complicated area because of the 
many unknowns and the complex social 
attitudes centered around this group. Con- 
sistent with our committee's practice of 
focusing upon the high-risk Broups, the 
programs mentioned i : 
pus in table 4 are largely 

For example, it probably would. be valu- 
able if teen-agers generally received an hon- 
est presentation of the available knowled, 
about biologic sex, its relation to the com- 
plex interpersonal states of love and mar- 
riage, and the currently available technical 
information about contraception. However. 


this continues to be an area of social plan- 
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ning that is not widely available, as it lies 
in a no-man's-land of opinion and values. 

Therefore, the groups selected below are 
those for which the weight of available 
knowledge is seen by us as generally over- 
balancing the variations of community opin- 
ion and mores. As a result of this choice, 
the programs appear to be largely tertiary 
or salvage operations as far as the teen-ager 
himself is concerned. We suspect, however, 
that this view is unduly pessimistic as re- 
gards the recuperative capacities of adoles- 
cents. Whatever the case, our major goal 
in this section is to identify and suggest 
programs that may reduce the incidence of 
teen-agers contributing to the multiproblem 
and hard-to-serve families that require so 
much of the community's social resources 
a few years later. 
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Positive Spiking: A Double-Blind Control Study on Its 
Significance in Behavior Disorders, Both Diagnostically 
and Therapeutically 


BY CORNELIUS BOELHOUWER, M.D., CHARLES E. HENRY, PH.D., 
AND BERNARD C. GLUECK, JR., M.D. 


To examine the diagnostic and therapeutic 
significance of the EEG pattern called 14 
and 6 per second positive spiking, when it 
occurs in patients with behavior disorders, 
the authors studied 78 adolescent and 
young adult inpatients. Although they did 
find some support for their hypothesis that 
positive spiking might be regarded as a 
neurophysiological handicap which varies as 
a function of the patient's environment, they 
conclude that further investigation is war- 
ranted. 


S INCE GiBBs and Gibbs(3) described an 
electroencephalographic pattern called 
“14 and 6 per second positive spiking,” an 
increasing number of papers have appeared 
in neurologic, pediatric, and psychiatric 
journals relating this pattern with behavior 
disorders, autonomic system dysfunction, or 
both. 

This presentation is concerned with the 
behavioral aspects of positive spiking. We 
define behavior disorder here as behavior 
sufficiently disturbed to be listed among the 
chief complaints of a patient admitted to a 
hospital or brought to à physician's office. 
These disturbances include hyperactivity, 


This is a revised version of a paper read at the 
123rd annual meeting of the American Psychiatric 
Association, Detroit, Mich., May 8-12, 1967. 

Dr. Boelhouwer is director of the EEG labora- 
tory, Institute of Living, 400 Washington St., i 
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temper tantrums, impulsive behavior, fire- 
setting, antisocial behavior skillfully di- 
rected and executed, assaultiveness, and 
aggressiveness against oneself (self-inflicted 
wounds) or others. 

The incidence of behavior disorders as a 
major complaint in cases with positive spik- 
ing has been reported to be about 20 per- 
cent. The percentage increases to approxi- 
mately 60 percent when any form of 
disturbed behavior present in the history is 
counted. Conversely, the mean percentage 
incidence of positive spikes in cases with 
behavior disorder is 30.2 percent(13). 
Among admissions to the Institute of Living 
between July 1963 and November 1965, 
32 percent of the patients who showed 
positive spiking in the electroencephalo- 
gram were admitted with a diagnosis of a 
behavior disorder. 

The results of studies attempting to cor- 
relate the electroencephalographic pattern 
of 14 and 6 per second positive spiking 
with behavior disorders have ranged from 
mostly negative to slightly promising. Wal- 
ter and associates(12) were the first to 
conduct a control study on positive spiking 
and behavior, using five categories for 
differentiation between patients with and 
without 6 and 14 per second positive spik- 
ing. These categories were: aggressive be- 
havior, organic symptomatology, disturbed 
mother syndrome, emotional symptomatol- 
ogy, and disturbed family syndrome. 

Although they somewhat paradoxically 
concluded that they were unable to find 
any outstanding area of significant differ- 
ences between the positive spike group and 
the control group, the category of emotional 
symptomatology did in fact differentiate the 
two groups. A “mixed group,” i.e., having 
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another EEG abnormality in addition to 
positive spiking, scored higher on the ag- 
gressive behavior scale than did the normal 
or pure positive spiking group. 

Small and Small(11) conducted a study 
on a small sample using the patient's clinical 
record, rather than direct examination of the 
patient himself, as the .source of data for 
their study. They found that patients with 
positive spiking were more prone to have 
atypical or borderline findings suggestive of 
organic brain disease and were more fre- 
quently diagnosed by psychiatrists as having 
organic brain syndrome or personality dis- 
orders than were the controls. 

Hughes and associates(7) studied sub- 
jects with behavior disorders referred from 
the Children's Court and divided them into 
three categories according to their EEGs: 
50 cases with positive spiking, 50 cases with 
normal records, and 35 cases with abnor- 
malities other than positive spikes. The pa- 
tients with positive spikes tended to reveal 
more significant medical and social history 
during infancy, such as enuresis, encopresis, 
and temper tantrums, up to four years of 
age, with more complaints of a somatic 
type as they grew older. Sudden onset of 
the act and failure to show remorse after 
the act yielded a statistical significance for 
the positive spike group in this study. 

A Japanese study on juvenile delinquents 
and their abnormal EEGs by Yoshii and 
associates(14) showed similar findings. 
Impulsion and depression rated high on 
their differentials for the group with positive 
spiking, as compared with a group with 
normal EEGs and the group with EEG 
abnormality other than 6 and 14 per second 
positive spiking. 

The study done by Lombroso and asso- 
ciates(10) in a private boys’ school failed 
to show any correlation between the ap- 
pearance of 14 and 6 per second positive 
spiking and the clinical complaints usually 
associated with this pattern, Psychiatric 
difficulties were evaluated on the basis of 
a confidential file on each boy; considering 
the structured setting of this particular 
school, this source appeared to be rather 
limited. 

Engelhart and Knott(2) compared two 
groups of patients with 14 and 6 per second 

positive spiking with groups with normal 
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EEGs and with abnormal EEGs other than 
positive spiking, on 13 MMPI variables. 
They could not find any meaningful differ- 
ences and concluded that "Claims for ex- 
plicit personality characteristics of patients 
with 14 and 6/sec positive spikes seemingly 
must continue to rest on impressionistic 
grounds." 

Many authors have commented on some 
of the possible shortcomings in their studies 
and have emphasized, for example, the need 
for improvement in methods for quantifica- 
tion of behavior and psychopathology(9). 
The need for direct examination of the 
patient (rather than his records) has been 
emphasized by Small and Small( 11). 

The value of drugs such as anticonvul- 
sants and tranquilizers has not been tested 
in a double-blind approach. Our hypothesis 
that positive spiking could be regarded as 
a neurophysiologic handicap, with its im- 
portance varying as a function of the 
environment of the patient, suggested the 
use of drugs(6). 


Methods 


Two groups of adolescent and young 
adult patients (between 14 and 30 years of 
age) were studied—one group with posi- 
tive spiking in the EEG (47 patients) and 


TABLE 1 
Criteria for Selection of Study Patients 


AGE: Between ages 14 and 30 on day of 
admission 

TARGET 

SYMPTOMS: 1. Uncontrollable (bizarre), impul- 
sive, self-destructive, aggressive 
behavior (suicidal attempts or 
ruminations, self-mutilation, rape, 
or murder) 

2. Antisocial behavior (stealing, 
drinking, sexual acting out, forg: 
ery, truancy, firesetting, property 
damage) 

3. Dissociative states during which 
above-listed symptoms may 0C 
cur 

DISQUALIFICATIONS: 1. Mental deficiency 

2. Liver damage 

3. Drug addiction 

4. Epilepsy 


SS 
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the other group without positive spiking 
(31 patients). There were 21 females and 
26 males in the positive spike group and 
ten females and 21 males in the control 
group; the mean age, 18.8 years, was the 
same for both groups. Table 1 gives the 
main criteria for inclusion or exclusion of 
cases. 

During the first week following admission 
the patient was removed from any prior 
medication, and the recording of medical 
history, physical and neurological examina- 
tions, and social work data was accom- 
plished. Particular attention was paid to 
factors suggested by previous researchers 
as being of possible etiological significance, 
such as head injury, encephalitis, and events 
pertaining to prenatal, perinatal, and post- 
natal development. Table 2 shows the 
detailed addendum to the medical history 
form completed on every case. Special 
attention was paid to the presence or 
absence of so-called neurological “soft 
signs” shown by determination of midline 
position, discrepancies in weight measuring 
between the two hands, double simultaneous 
stimulation, and gramesthesia, etc. 

A patient admission information sum- 
mary was used to describe items pertaining 
to thought disorder and disturbances of 
affect (anxiety, depression, dissociative 
states, etc.). Psychopathology and personal- 
ity were also described, using the Minnesota- 
Hartford Personality Assay (MHPA)(4). 
Further descriptions using subsets of the 
same items were provided by ward person- 
nel, research nurses, and research workers. 
No one on the research team was aware of 
the particular grouping of the patients or 
the presence or absence of positive spiking. 

Psychological testing was done as early 
as possible during the hospitalization of 
the patient. Tests sensitive to the presence 
of mental deterioration as a result of organic 
brain damage included the Porteus Maze 
Test, the Substitution Test, the Benton Visu- 
al Retention Test, the Hunt-Minnesota Test 
for Organic Brain Damage, and the Grassi 
Block Substitution Test. Subtest analysis of 
the Wechsler Adult Intelligence Scale was 
carried out. The evaluation form contained 
51 groupings with psychological informa- 
tion obtained from the standard battery of 
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psychological tests—Rorschach, TAT, Ben- 
der-Gestalt, etc. 

Finally, items of information concerning 
family, family relationships, and character- 
istics of family and patients were rated. 
These were based on psychiatric histories 
and abstracts, discussions with physicians, 
and social worker interviews with the 
families. 

The two groups of patients were treated 
with a combination of thioridazine (Mel- 
laril), 300 to 600 mg. daily, and di- 
phenylhydantoin (Dilantin), 300 mg. daily, 
used either singly or in combination, with 
a double-blind approach, using placebo and 
a cross-over design. EEGs, as well as be- 
havioral ratings, were obtained at each 
8-week phase. All EEGs were made on a 
Model 6, 16-channel Grass instrument, and 
invariably included either natural or se- 
dated sleep. Particular search was made for 
the presence of positive spike discharges 
using a detailed montage designed for close 
examination of the posterior temporal re- 
gions(6). 


Results 


No differences were found between the 
two groups in terms of neurological “soft 
signs." The incidence of enuresis and con- 
vulsions in the history was higher in the 
positive spike group but not statistically 
significant. Only one item, toxemia during 
pregnancy, was significant in mothers of the 
positive spike group (p —.05). Symptoms 
and signs of autonomic nervous system dys- 
function did not differentiate the two groups 
at a statistically significant level. 

Extensive intelligence and projective tech- 
nique testing yielded two emotional factors 
that differentiated the two groups: judgment 
and success of control mechanisms were 
significantly lower (at the .01 level) in 
patients with 6 and 14 per second positive 
spiking. 

The positive spike phenomenon occurred 
independently of any diagnostic category 
listed in the APA manual. Even though 
there were more patients having a personali- 
ty disorder in the control group (70.9 per- 
cent vs. 51 percent), this did not prove to 
be statistically significant. 
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TABLE 2 
Addendum to Medical History Data 


Patient’s name. Hospital no. 
Age. Sex. 1.0.L. doctor. EEG no.. 

(1) Prenatal 

Complications during pregnancy (with fetal age) 
Re: Mother 


Age at patient's birth: 
Number previous pregnan- 
cies: 


Number previous abor- 
tions and cause: 


Number previous stillbirths 
and cause: 


Name and location of 
birth hospital: 


Supplementary details: 


Basic data 

Birth date: 

Weight at birth: 
Length of pregnancy: 
Length of labor: 
Type of anesthesia: 
Color of baby: 


Supplementary details: 


Basic data 


Supplementary 
Complication Yes No Details 


Bleeding 


Hyperemesis 
toxemia (edema, 
high blood pres- 
sure, headaches, 
convulsions) 


Rh incompatibility 
AO incompatibility 


Illnesses such as 
toxoplasmosis, 
rubella, typhoid 
fever 


CO poisoning 

Metabolic-endocrine 
disorders such as: 
hyperthyroid, hypo- 
thyroid, diabetes 
mellitus, nutritional 
deficiencies 


(2) Paranatal 
Birth complications 


ade Supplementary 
Complication Yes No Details 


Induced labor 
Use of forceps 
Caesarian section 
Position—breech 
—vertex 
Precipitate Partus 
Placenta—previa 
—solutio 
Cord complications 
Transfusions 
to mother: 
to baby: 
Crying 
Use of 0, — 
Premature rupture 
of membranes 
(3) Postnatal (early development) 
Illnesses and symptoms (with age if incidence) 
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TABLE 2 (Continued) 


Precocious: 


Convulsions 

Encephalitis (sleep- 
ing sickness) by 
itself: 

With infectious ill- 
ness (measles, 
mumps, polio, 
whooping cough) 

Head trauma uncon- 
scious? How long? 

Middle ear abscess 

Lead intoxication 

CO intoxication 

Chorea 

Asthma 

Eczema 

Rheumatic fever 


Retarded: 

Time of walking: 

Time of talking: 
Converted handedness: 


Supplementary details: 


Supplementary No 


Yes No Details Data 


Minnesota-Hartford Personality Assay 


Figure 1 shows that the MHPA separated 
the two groups on five factors. Anxiety 
symptoms (factor 9) were higher in the 
positive spike group (p = .02). Although 
both groups showed a lack of insight (factor 
5) into the nature of their illness, the posi- 
tive spike group tended to be more insightful 
(at the .01 level of significance). Also 
significant at the .01 level was factor 6, 
“guilty self-concept,” with the positive spike 
group showing a greater readiness to feel 
guilty and to be more severe in self-criticism 
than the control group. Dissociative concern 
(factor 13) and thought disorder (factor 
15) both rated higher in the positive spike 
group, at the .02 and .05 levels, respectively. 
The patient with positive spiking thus ap- 
peared to be more anxious, more guilty, and 
more insightful than the control group. 


Social Work Data 


A total of 69 families was studied, 49 of 
which were in the positive spike group. No 
significant differences between the two 
groups were found in the lack of emotional 
closeness to the patient in childhood, incon- 
sistent and’ overly permissive handling of 
the child by the mother, marital conflict, 
and conflicts regarding discipline of the 
child. In the control group, inconsistent and 
overly permissive handling of the patient 
by the father in childhood and lack of 
basic concern for the patient’s emotional 
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needs during childhood by both parents 
were greater than in the positive spike group 
(.01 level of significance). 

Poor physical health and overprotective- 
ness by the mother rated higher in the 
positive spike group. Delinquency and 
neurotic traits in childhood were higher in 
the control group, whereas physical destruc- 
tiveness, assaultiveness, and excitability 
were higher in the positive spike group. 
Poor impulse control, inappropriate use of 
alcohol, and neurotic symptoms were higher 
in the control group. In general, the families 
in the control group showed more psycho- 
pathology than the families in the positive 
spike group. 


Treatment Results 


Patients were assigned to one of three 
treatment groups in a modified Latin Square 
design, with pairing by age and sex of 
patients with and without positive spiking. 
The three randomized treatment rotations 
were thioridazine and diphenylhydantoin in 
combination and each drug alone with 
placebo. Patients remained on each combi-: 
nation for a maximum of 8 weeks. 

EEGs and clinical evaluations were re- 
peated at the conclusion of each treatment 
period. Because of adverse responses to 
medication, primarily an increase in the 
disturbed behavior, only 52 patients com- 
pleted the entire 24 weeks of the study; 
35 in the positive spike group and 17 in 
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FIGURE 1 


Mean Admission Profiles on the Minnesota-Hartford Personality Assay (MHPA) for Positive Spiking and Control Groups 
00 = A a a T, 


80- =e se ee 

20-4 — Me eee - 

e a a TT 8:79 

6ANDI4 6l 76 58 76 64 55 47 45 6l 

YES Ol ol 02 
6 AND 14 6| 77 55 75 73 47 47 44 55 54 63 


1—Disturbance of affect 
2—Lack of social conformity 
3—Lack of communication 
4—Social ineffectiveness 
5—Lack of insight 

6—Guilty self-concept 
7—Compulsive defenses 
8—Anxiety defenses 
9—Overt anxiety symptoms 
10—Social obtrusiveness 


the control group. A summary of significant 
changes in MHPA scores is given in table 
er 

The tendency for both groups, especially 
the controls, to show improvement on items 
2, 5, and 11. of the MHPA suggests perhaps 
a change as a function of hospitalization 
per se, except that this improvement oc- 
curred unevenly over the three medication 
periods, appearing maximally in the first 
8-week period as often as in the last 8-week 
period. An additional effect of the drug treat- 
ment regimen appeared to be a distinct 
improvement in the ability of many of these 
patients to accept psychotherapeutic inter- 
vention. Most of these patients had been 
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59 47 57 73 53 


11—Hostile aggressive behavior 
12—Irritability 
13—Dissociative concern 
14—Dissociative tendency 
15—Thinking disorder 
16—Paranoid thinking 
17—Homosexual concern 
18—Depression 

19—Anhedonia 
20—Self-destructive tendency 


exposed to previous psychiatric treatment, 
usually with unsuccessful results. The posi- 
tive shift in their attitudes toward their 
psychotherapists during the period of medi- 
cation, especially with the combined drug, 
was a frequently reported general clinical 
impression. The greater effect on the con- 
trols, plus improvement in guilty self-concept 
(occurring only in this group) would be 
consistent with the notion that the presence 
of positive spiking does represent a relative 
handicap, 

Type of medication does seem im- 
portant. There is more suggestion of a 
drug-related effect on the positive spike 
group, where nine of 15 changes occurred 
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TABLE 3 


Significant Changes in MHPA Scores 


Following Each Treatment Period 


(Arrows indicate direction of change.) 


ADMISSION VS. 
MHPA POSITIVE SPIKING GROUP CONTROL GROUP 
SCALE * DRUG-DRUG? © DRUG-PLACEBO® PLACEBO-DRUG * DRUG-DRUG? DRUG-PLACEBO? ^ PLACEBO-DRUG « 
1 05) 
2 014 051 02) OW 01i 
5 02) 0011 014} 0014} 0014 
6 .017 024 057 
9 -0011 
1 OW 05) 05) 02) 021 
13 05) 
14 02) 05) 
15 OL 05) 
16 05) 05) 
18 05) 
20 05) 
Total 9 2 4 4 4 6 
changes 


1See legend to figure 1. 
# Mellaril-Dilantin. 
3 Mellaril-Placebo. 
* Placebo-Dilantin. 


when drugs (and no placebo) were being 
administered. It should be noted that no 
significant change occurred in eight factors 
and only one change in another factor. 

When change did occur, it was somewhat 
more consistent in the group without posi- 
tive spiking, although the combination of 
both drugs had more influence on the posi- 
tive spike group. 

The apparent paradoxical situation in the 
latter finding may have an explanation when 
the presence or absence of posterior quad- 
rant slowing is included in the data analysis. 
*Posterior quadrant slow activity" was used 
for describing the slow activity ranging from 
2.5 to 3.5 per second, present through the 
occipital regions, and also through the 
posterior temporal and parietal areas. This 
is similar to the pathological posterior slow 
rhythms reported by Aird and Gastaut in 
1959(1). ia 

A preliminary survey of the data, divided 
into the four groups mentioned above, sug- 
gests that the patients having both 6 and 
14 per second positive spiking and posterior 
quadrant slow wave disturbances do least 
well of the four groups on any of the 
treatment combinations, with diphenylhy- 
dantoin having a rather marked effect on 
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patients with posterior quadrant slowing as 
the only EEG abnormality. 

The amount of positive spiking in each 
record was rated on a 4-point scale, from 
none (— 0) to maximum (= 3). The dis- 
tribution among the 47 positive spike cases 
was as follows: eight patients were given 
ratings of 3; 11 patients were given ratings 
of 2; and 28 patients were given ratings of 1. 
Not all patients completed all phases of the 
treatment schedule. In the group with ratings 
of 3, five of six patients receiving all drug 
combinations showed reduction in the 
amount of positive spiking on at least one 
of the treatment regimens. In the group 
with ratings of 2, of seven patients receiving 
all drugs, four showed decreased positive 
spiking and two showed an increase. In 
the group with ratings of 1, 17 patients 
received all drugs; five showed no change 
and four showed an increase. 

The sequence of changes showed no re- 
lationship to duration of hospitalization. 
Although the number of cases in each 
category is too small to allow statistical 
evaluation, there was a tendency for di- 
phenylhydantoin and thioridazine to be most 
effective in reducing positive spiking; only 
two cases showed an increase in such ac- 
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tivity on this drug combination. Interesting- 
ly, no control patient ever showed positive 
spiking on reexamination. 


Discussion 


The significance of positive spiking in 
behavior disorders has been rather contro- 
versial, and we do not pretend that we have 
settled the issue once and for all. Negative 
studies in the recent past have been more 
numerous and convincing than studies es- 
tablishing positive patterns, and this paper 
at least attempts to keep the issue alive. 

It has become clear that correlations with 
existing psychiatric nosology, as laid down 
in the APA manual, have led into a one- 
way dead-end street. The Minnesota-Hart- 
ford Personality Assay, with specific de- 
scriptions, has brought out factors which 
most likely would never have emerged with 
old techniques. Factors differentiating be- 
tween the positive spike group and the 
control group could help the clinician to 
make a decision as to whether the patient 
should be referred for an electroencephalo- 
graphic examination, a procedure by no 
means free of psychological implications. 

The occurrence of the posterior quadrant 
slowing, with or without positive spiking, 
should be looked at more closely; our 
preliminary impressions do not concur with 
those of Kellaway(8), who found that 
general clinical correlations “were essential- 
ly unchanged in positive spike cases with 
or without posterior slow waves.” A study 
conducted by Graffagnino, Boelhouwer, and 
Reznikoff(5) indicates that such slow wave 
abnormalities do deserve more attention 
than given in the past. 


Summary 


Seventy-eight adolescents and young 
adults between 14 and 30 years of age, 
admitted to the Institute of Living during 
the period July 1, 1963, to September 1965, 
were studied; they were selected on the 
basis of target symptoms or signs which in 
the past have been associated with 14 and 6 
per second positive spiking in the electro- 
encephalogram. These patients were divided 
into two groups: one with positive spiking 
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in the EEG (N=47) and one without 
this pattern (N = 31). 

A number of measuring instruments were 
used, but only two of these instruments 
showed statistically significant differences 
between the two groups. The Minnesota- 
Hartford Personality Assay provided a 
profile of the positive spike group that was 
not as cold, blunted, and indifferent as such 
patients have previously been described. 
These patients appeared to be more con- 
cerned and showed greater remorse and 
self-criticism than other positive spike 
groups described in the literature. Measure- 
ments reflecting judgment and success of 
control mechanisms were appreciably lower 
in the positive spike group than in the 
control group, as manifested by psychologi- 
cal testing. 

No differences could be found in either 
the medical or neurological histories, or in 
the presence or absence of symptoms of 
autonomic nervous system dysfunction, as 
previously reported. There appeared to be 
relatively less pathology in the families of 
positive spiking patients as compared with 
families of the control group. 

There were significant differences in the 
response of the two groups to treatment. 
The positive spike group showed a better 
response to the combination of drugs (thio- 
ridazine and diphenylhydantoin) than to 
either drug alone. The control group showed 
best response to diphenylhydantoin alone. 

The significance of posterior quadrant 
slow wave activity alone and in combina- 
tion with positive spiking in these patients 
is currently under investigation. 
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The Importance of the Psychiatric Nurse: 
Views of Physicians, Patients, and Nurses 


BY MARSHALL O. ZASLOVE, 


M.D., J. THOMAS UNGERLEIDER, M.D., AND 


MARIELLE FULLER 


The authors describe the somewhat un- 
expected results they obtained by question- 
ing psychiatric residents, nurses, and pa- 
tients about what they thought had been 
helpful during psychiatric hospitalization. 
Nursing was mentioned frequently by pa- 
tients, rarely by physicians. The authors 
feel that these views represent some under- 
lying psychodynamic factors of resident- 
nurse-patient interactions. 


Wm INCREASING frequency during the 
past two decades, investigators in- 
terested in examining the mental hospital 
ward have broadened their focus from the 
individual “mental patient." They have 
found it profitable to view as the object of 
investigation the total inanimate and inter- 
personal milieu of the therapeutic facility, 
including the treatment staff. Significant 
contributions in this area of research have 
been made by Stanton and Schwartz, Etzi- 
oni, Caudill, and others(9, 3, 2). 
Recording patients’ views of their en- 
vironment as significant data to be included 
in any survey of a therapeutic milieu is 
a relatively recent innovation, but several 
studies incorporating such data have al- 
ready appeared(4, 5, 7, 8, 10). A recent 
publication of ours reported an attempt to 
discover exactly what features of their hos- 
pital experience a group of psychiatric inpa- 
tients would consider as having been most 
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and research associate, department of psychiatry, 
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helpful to them(11). These data obtained 
from patients were compared with corre- 
sponding data obtained from the medical and 
nursing staffs, and several unexpected dis- 
coveries were made. In brief, it was found 
that nurses, patients, and physicians dis- 
agreed quite markedly in their assessments 
of the helpfulness of the various treatment 
modalities. 

We have now turned our attention to a 
series of questions suggested by the some- 
what surprising data already presented. The 
present paper is an attempt to answer with 
some precision the following questions: 

1. How frequently would patients, phy- 
Sicians, and nurses consider the psychiatric 
nurse to have been helpful to the psychiatric 
patient during his hospitalization? 

2. How would the physicians’ views of 
nurses' helpfulness to the patient compare 
with nurses’ views of the physicians’ help- 
fulness to the patient? 

3. How would the physicians’ views of 
the nurses’ helpfulness to the patient com- 
pare with physicians’ views of the helpful- 
ness of other treatment modalities (e.g., 
individual psychotherapy, drugs, and EST)? 


Method 


A simple questionnaire was prepared ask- 
ing, “What has helped you the most dur- 
ing your hospital stay?” During the three- 
month period extending from December 1, 
1964, to March 1, 1965, each adult in- 
patient! discharged from the UCLA Neuro- 
psychiatric Institute (NPI) was given a 
copy of the questionnaire to fill out and 


1 Excluding 12 patients leaving against medical 
advice and those patients not reached by the re- 
searchers. 
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return during the week preceding his dis- 
charge. No request was made for the pa- 
tients to sign the questionnaires, and the 
guarantee was given that individual data 
would not be shared with the ward staff. 

The individual (M.F.) who personally 
distributed and collected the questionnaires, 
and who later interviewed the staff, was not 
recognizable as a member of the medical, 
nursing, psychology, social service, or ad- 
junctive therapy staffs (and is in actual fact 
not a member of the formal hospital hier- 
archy but works exclusively as a volunteer 
research associate). Members of the ward 
treatment staff were not informed of the 
purposes of the study during the collection 
of the data from the patients, nor were they 
informed of the goals of the investigation 
at the time they themselves were interviewed. 

The question which had been asked of 
each patient was subsequently put to the 
responsible physician, i.e., “What do you 
feel has helped this patient most during 
his hospital stay?” The same question was 
asked of the head nurse on each of the 
four adult inpatient wards. 

The study was done at NPI, a part of 
the UCLA medical center. It is a university 
and state teaching hospital containing four 
adult inpatient wards of 24 beds each. 


Results 


Ninety-three discharged inpatients re- 
turned the questionnaires—73 percent of 
the total of 127 patients discharged during 
the three months of study. No specific data 
are available for the group of patients who 
failed to return questionnaires; there were 
only two direct refusals to participate, how- 
ever, and it is the investigators’ impression 
that those questionnaires which were not 
returned did not reach the intended respon- 
dent for a number of reasons. 

Table 1 represents a comparison of the 
sample group (N= 93) with a control group 
comprising 95 patients discharged from the 
adult inpatient service (excluding those who 
left against medical advice) during the three 


2 Twelve of the 16 physicians were first-year 
residents and four were second-year residents. .The 
latter, however, treated only four of the 93 patients 
studied. 
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TABLE 1 
Comparison of Sample Group and Control Group Using 
Selected Parameters 


SAMPLE CONTROL 
GROUP GROUP 
PARAMETER (N = 93) (N = 95) 
Mean age (years) 32.9 33.8 
Sex 
Male (percent) 43 45 
Female (percent) 57 55 
Mean years of education 13.4 125 
Percent of patients 
receiving drugs 88 84 


History of early parental 
deprivation (percent) 40 40 
Average range of 


“therapist interviews” 11-20 11-20 
Diagnoses (percent) 

Psychotic 42 32 

Neurotic 43 32 

Personality disorders 9 22 


months preceding the study. The control 
group was randomly selected from all dis- 
charged patients during that period. A chi- 
square analysis of the two groups was done, 
and no significant differences between the 
two groups could be discovered. We there- 
fore conclude that the group studied repre- 
sents a valid sampling of patients discharged 
from NPI. 


1. How frequently would patients, physi- 
cians, and nurses consider the psychiatric 
nurse to have been helpful to the psychiatric 
patient during his hospitalization? 


Table 2 represents the frequency with 
which nursing care was judged as having 
been most helpful to a psychiatric inpatient. 
One rather striking item is the solitary 
judgment made by a physician that nursin 
was most helpful (compared with 16 and 
29 such judgments by nurses and patients, 
respectively). 


TABLE 2 
Tabulation of Replies in Which Nursing Was Judged as 
Most Helpful to Patients 


NUMBER OF CASES IN WHICH PERCENT OF 


GROUP MAKING NURSING WAS JUDGED TOTAL CASES 


JUDGMENTS “MOST HELPFUL” (N = 93) 
Physicians 1 1+ 
Nurses 16 17 
Patients 29 31 
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TABLE 3 
Tabulation of Replies in Which Nursing Was Mentioned 
as Helpful to Patients 


NUMBER OF CASES IN WHICH PERCENT OF 


GROUP MAKING NURSING WAS MENTIONED TOTAL CASES 


JUDGMENTS AS "HELPFUL" TO PATIENT (N= 93) 
Physicians 2 2 
Nurses 31 33 
Patients 55 59 


Table 3 further emphasizes this discrep- 
ancy in its representation of the frequency 
with which nursing was mentioned as help- 
ful (whether or not it was singled out as 
most helpful). Of the patients' question- 
naires, 55 made some mention of nursing, 
and in 31 of the cases the nurses themselves 
mentioned nursing as being helpful. In their 
discussions of the 93 cases, however, the 
psychiatric residents mentioned nursing as 
being helpful only twice. 

In both instances, then, patients men- 
tioned the helpfulness of nursing approxi- 
mately 30 times as often as did the treating 
physician! 


2. How would the physicians’ views of 
nurses helpfulness to the patient compare 
with nurses’ views of the physicians’ help- 
fulness to the patient? 


Table 4 represents the percentages of 
cases in which various treatment modalities 
were judged most helpful by patients, phy- 
sicians, and nurses. Again, there is a strik- 
ingly low frequency of physicians’ judgments 
that nurses had been most helpful. Nurses’ 


TABLE 4 
Treatment Modalities Judged Most Helpful by 
Patients, Physicians, and Nurses 


TREATMENT MODALITY PHYSICIANS 
JUDGED “MOST HELPFUL" PATIENTS (PERCENT) NURSES 
Individual 
psychotherapy * 32 15 27 
Milieu (other than 
nursing) 30 34 33 
Drugs 3 35 7 
EST 2 3 2 
Not helped 2 12 14 
Nursing 31 1 17 
Total percent of 
cases (N = 93) 100 100 100 


*|n all cases, conducted by physician. 
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judgments of the psychiatric residents’ help- 
fulness (as denoted by the figure in the row 
labeled “individual psychotherapy"), on the 
other hand, is significantly greater—in fact, 
almost 30 times as great! 


3. How would the physicians views of 
nurses helpfulness to the patient compare 
with their views of the helpfulness of other 
treatment modalities? 


Table 4 indicates that psychiatrists ap- 
parently viewed nursing care as valuable 
to patients less often than they viewed as 
valuable every other treatment modality 
mentioned. 


Discussion 


The data seem to suggest the following 
conclusions with striking statistical clarity: 

1. Psychiatric residents do not regard 
nurses as helpful to psychiatric patients. In 
fact, nurses are seen by psychiatric residents 
as least helpful of all available treatment 
agents. 

2. Nurses, on the other hand, regard 
psychiatric residents as quite helpful to psy- 
chiatric patients. 

3. Patients regard nurses and psychiatric 
residents as equally helpful to them. 

These conclusions are obviously provoc- 
ative and invite a multitude of interpreta- 
tions. We offer a series of possible explana- 
tions for the findings, realizing fully that 
Such a list is by no means exhaustive and 
that these explanations are probably not of 
equal salience in defining what must cer- 
tainly be an overdetermined outcome. 

It is possible that our data are wholly 
or partially inaccurate and that by some 
oversight or bias, conscious or unconscious, 
errors were made in the experimental pro- 
cedure which vitiate the value of the data 
reported. It is not entirely possible to refute 
such an argument, but the statistical ran- 
domness of the sample and the safeguards 
against influence by experimenter bias (e.g., 
the use of a professionally "neutral" per- 
son during actual data collection) seem to 
lessen this possibility. 

: Furthermore, the original project was de- 
signed primarily to study the place of in- 
dividual psychotherapy in inpatient treat- 
ment, and the present data were actually 
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generated as an unexpected but striking 
“by-product” of the original experimental 
procedure. If the investigators harbored any 
particularly strong views regarding the sub- 
ject of psychiatric nursing, these were not 
sufficiently conscious at the time of the 
study to merit overt inclusion in the formal 
design. 

If we then accept the data as accurate, 
the question may be raised as to whether 
the opinions represented by the data were 
based on objective criteria. In casual in- 
spection of the huge disparity between 
groups, however, it is clear that someone 
must have been insufficiently objective in 
his views, if indeed there exists an objective 
truth to be viewed. 

It is possible, for instance, that nurses 
really are of no particular help to patients, 
and that physicians perceive this fact quite 
clearly, having been thoroughly trained in 
the theoretical and practical features of psy- 
chiatric treatment and being involved in a 
total way with planning and evaluating the 
patients’ treatment plans. Nurses and pa- 
tients, on the other hand, not having had 
such training and being less aware of the 
over-all treatment plans and their objectives, 
incorrectly judged the nurses to be helpful 
in treatment. (As high-handed as this ex- 
planation may seem, it was offered in ap- 
parent seriousness by a psychiatric resident 
during a recent discussion with one of the 
investigators. ) 

The alternative is, of course, also pos- 
sible: perhaps it is the physician who erred 
in his judgment, out of simple ignorance 
of the realities of inpatient treatment. The 
offices of the psychiatric residents, in which 
they spent the greater part of the working 
day, were removed from the ward itself 
and from the ongoing process of ward treat- 
ment. It is possible that if the physicians 
were exposed to the ward as frequently as 
were the nurses and patients, their ignorance 
of the importance of nurses in treatment 
would evaporate. 

A final explanation, and to us a much 
more engaging one, is suggested. Although 
the data are accurate, they are in no way 
objective: ie., the data are not principally 
determined by any attempt on the part of 
the subjects to describe the "reality" of 
psychiatric treatment. Rather, the subjects’ 
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verbal behavior in responding to our ques- 
tion must be treated as any other behavior 
would be treated—as multiple and at least 
partially unconsciously determined occur- 
rences in a complex vectorial field. 

Such an explanation would suggest that 
the responses be viewed as representations 
of such processes as transference, displace- 
ment, denial, fantasy, etc. Such a method 
of viewing behavior among the occupants 
of a psychiatric ward is not particularly 
novel; Caudill has proposed a view of the 
psychiatric ward in which staff and patients 
form a sort of “family,” with patients viewed 
as children, the nurse as mother, and the 
psychiatrist as father(2). 

If it is important in families to honor 
one’s parents as equally powerful (i.e. 
effective), then NPI patients were apparently 
doing a good job of this, for they viewed 
*mother" and "father" as almost exactly 
equal in their effectiveness (see table 4). 
If it is equally important that "father" in 
such a family see himself and his tools (i.e., 
medications) as powerful, and his profes- 
sional *wife" as relatively ineffectual, then 
again the family picture fits the data well. 

Important questions are raised, however, 
by some additional data which suggest that 
rather than the patients’ seeing themselves 
as children on the psychiatric ward, it is 
the nurses who see themselves as children, 
particularly in their relationship with the 
psychiatric physician(1). The transference 
is, however, seemingly fraught with ambiv- 
alence. Although the psychiatric nurse may 
appear to be compliant, respectful, and 
even adoring upon superficial observation, 
she seems often to harbor some deep-seated 
resentment of her medical co-worker. For 
instance, while the nurse sometimes tends 
to follow blindly even unwise orders from 
the physician and to accept blandly obscure 
and confusing statements made by the fledg- 
ling psychiatrist to reinforce a decision about 
treatment, she also can be observed fre- 
quently laughing behind his back at his 
real or fancied ineptness and insecurity, 
while paying only lip service to his dictates 
and passive-aggressively sabotaging his treat- 
ment procedures(6). 

The physician, meanwhile, is probably 
no less a victim of his internal defenses. 
It is quite likely that the most powerful 
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person on the psychiatric ward is actually 
the nurse, but the physician has very im- 
portant dynamic reasons for not recognizing 
this, so that even if he were to remain on 
the ward 24 hours a day, he would not 
recognize the nurses’ effectiveness(9). 

Relatively new to the vicissitudes of psy- 
chiatric treatment and perhaps quite insecure 
in his professional role, the young psychi- 
atric resident may already be fighting an 
overwhelming sense of ineffectiveness which 
can be held in check only by outright denial 
of the nurses’ potency. Further, he has been 
conditioned by his medical training and by 
the bulk of the psychiatric literature to rec- 
ognize the therapeutic effectiveness of such 
procedures as the administration of drugs 
and EST but may never have encountered 
the concept of a relationship (e.g., that 
between the nurse and her patient) as ther- 
apy per se. 

If he has any concept of more purely 
psychological treatment, it would probably 
be described in terms of “dynamics,” “ge- 
netics,” “defenses,” “transference,” “inter- 
pretation,” and other terms borrowed from 
his ongoing training in individual psycho- 
therapy. Failing to discern the use of these 
in the nurse-patient relationship, he may 
tend to discount the therapeutic efficacy of 
such interaction. 

In particular, his preoccupation with the 
dynamic and genetic sources of patients’ 
behavior may cause him to neglect the 
possibility of treating patients by means of 
more specifically ego-strengthening tech- 
niques which largely ignore “insight” and 
“interpretation” in order to concentrate on 
reinforcing healthy portions of the patients’ 
behavioral repertoires. Such neglect might 
be ascribed partially to certain inadequacies 
in the neophyte psychiatrist’s training, as 
exemplified by the statement of a professor 
of psychiatry who urged his residents to 
concentrate on learning the subtle nuances 
of intensive, analytically oriented individual 
psychotherapy, while leaving nurses to help 
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patients “whip up a batch of fudge and 
weave their baskets.” 

Finally, it is possible to view the data we 
have presented as valid in the time and 
place it was collected, but as having little 
currency for any other hospital or even for 
the NPI at a later time. It is indeed possible 
that there are certain characteristics of both 
the formal and informal organization of 
the NPI—the fairly strict adherence to 
clear-cut professional roles and the tradition- 
al medical model of treatment; the absence 
of any didactic instruction in milieu therapy; 
the absence of a “therapeutic community” 
and a general feeling of antipathy toward 
such a treatment concept—which might be 
reflected in the data. However, during a 
related study of several other psychiatric 
hospitals, similar material was unearthed 
(1). 
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This Months Special Section 
Lithium Carbonate 


The Use of Lithium in Affective Disorders: 
I. Acute Endogenous Depression 


BY RONALD R. FIEVE, M.D., STANLEY R. PLATMAN, M.D., AND 


ROBERT R. PLUTCHIK, 


A double-blind study involving 29 patients 
was designed to investigate the efficacy of 
lithium compared with imipramine in the 
treatment of acute endogenous depression. 
After two to three weeks, there was evi- 
dence of a moderate to strong antidepres- 
sant effect of imipramine, while lithium pro- 
duced only a weak to mild antidepressant 
effect. The authors discuss these findings 
in the light of other reports on the use 
of lithium in the treatment of acute endog- 
enous depression. 


Te CLINICAL effectiveness of. lithium 
therapy is firmly established in acute 
mania and chronic recurrent hypomania 
(2, 4, 9, 11, 15). Growing interest in the 
use of this drug by American psychiatrists 
is reflected by the increasing number of 
reports from American as well as European 


Based on a paper read at the 124th annual 
meeting of the ER Psychiatric Association, 
Boston, Mass., May 13-17, 1968. 

The authors are with the New York State Psy- 
chiatric Institute, 722 West 168th St., New York, 
N. Y. 10032, where Dr. Fieve is chief of psychi- 
atric research, internal medicine, and Drs. Platman 
and Plutchik are associate research scientists, de- 
partment of internal medicine. Dr. Fieve is also 
assistant professor of clinical psychiatry, Columbia 
University College of Physicians and Surgeons. 

This work was supported in part by Public 
Health Service contract MH-13450 from the Na- 
tional Institute of Mental Health. — 

The authors acknowledge the advice and en- 
couragement of Dr. Lawrence C. Kolb and the 
late Dr. William A. Horwitz in relation to this 
project. 


Amer. J. Psychiat. 125: 4, October 1968 


PH.D. 


investigators during the past five years. This 
paper, presented in two parts, brings to the 
practicing psychiatrist, as well as to the 
researcher, some recent American findings 
concerning the effectiveness of lithium in 
acute endogenous depression and in the re- 
current affective disorders. These include the 
recurrent hypomanias, recurrent cyclothy- 
mias, recurrent depressions, and recurrent 
manic-depressive cyclical disease. 

Why has it taken so long for this drug 
to become fully recognized and marketed 
in America? Perhaps this question can be 
answered by noting that lithium is one 
of several compounds classified in the area 
of “profitless drugs," which show great 
promise in certain specific applications but 
for one reason or another do not lend them- 
selves to commercial development. In the 
case of lithium carbonate the obstacle has 
been its nonpatentability and its relative 
cheapness and availability in raw form. 
American drug companies have blamed 
poor profit outlook and FDA regulations 
for reluctance to develop the drug. However, 
unofficial reports indicate that several Amer- 
ican drug companies presently are negoti- 
ating with the FDA for marketing privileges 
for the forthcoming year. 

Although lithium has been marketed for 
a number of years in England and Scan- 
dinavia, it is not at present legally available 
for use by the American psychiatrist with- 
out special FDA sanction. Toxic reactions 
and some deaths followed its uncontrolled 
use in this country in the 1950s, when it 
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was marketed under the name of Westsal 
and used as a salt substitute for cardiac 
patients(13). At that time it was not 
realized that monitoring of the plasma 
lithium level was necessary for safe admin- 
istration of the drug. Today lithium can be 
used safely if it is given by an experienced 
psychiatrist who is familiar with the clinical 
symptoms and signs of toxicity and who 
manages the drug in an inpatient or out- 
patient hospital setting. Laboratory appa- 
ratus must be available for frequent plasma 
lithium determinations(6). Under such 
circumstances close observation of the 
clinical and laboratory course is possible. 


Lithium in Mania 


The work of Cade(2), Schou and asso- 
ciates(10, 11), Maggs(7), Gershon and 
Yuwiler(4),  Schlagenhauf and associ- 
ates(9), and Wharton and Fieve(15), was 
reviewed in a previous paper(15). Our 
examination of single- and double-blind 
studies showed an average of 44-100 per- 
cent effectiveness of lithium in controlling 
acute manic states within five to ten days 
of initial administration of the drug. Table 1 
summarizes the findings of our group over 
the past ten years in the use of lithium 
for the treatment of mania; a 44-80 percent 
effectiveness of lithium is shown, depending 
on whether the study group was open or 
double-blind, or selected as a hard-core 
chlorpromazine-refractory group. Part I of 
this paper concerns a further question about 
the clinical usefulness of the drug: What 
is its antidepressant value for the depressive 
phase of manic-depressive psychosis? 


Methodology and Controls 
Patients were housed on an eight-bed 


ACUTE ENDOGENOUS DEPRESSION 


metabolic research ward, created exclusively 
for the metabolic and behavioral study of 
affective disorders(3). In total, 29 acutely 
depressed patients with a diagnosis of manic- 
depressive psychosis (depressed type) were 
studied during 1966 and 1967. The patients 
selected for treatment manifested a motor- 
speech retardation, depressed mood, insom- 
nia, and a physiological depressive shift, all 
of which prompted inpatient hospital treat- 
ment. 

As a criterion of admission to the study 
all patients had a history of one or more 
affective episodes in each of the past two 
years, or two or more in the previous year. 
Periodicity of illness and relatively normal 
interval functioning were among the criteria 
used for the diagnosis of manic-depressive 
disease. On admission to the ward, the 
patients became participants in a double- 
blind study. After two to four weeks on pla- 
cebo each patient was assigned, in random 
order, to either imipramine (Tofranil) or 
lithium for three weeks. Hourly and daily 
ratings by the research staff and weekly self- 
ratings of mood, socialization, activity, 
speech, and sleep were made. 

Table 2 describes the background char- 
acteristics of the inpatients in this acute 
depression study. 

The material presented in both studies 
is based upon the following measures: 

1. Psychiatric Evaluation Form (PEF) 
depression scale(12). The Psychiatric Eval- 
uation Form records judgments made on 30 
dimensions of psychopathology and re- 
quires an interview of approximately 10 to 
20 minutes between the investigators and 
the patient. The depression scale of the 
PEF contains six points, ranging from none 
to extreme, and the patient is rated as to 


Treatment of Mania and Hypomania with Lithium tilia P the New York State Psychiatric Institute, 1958-1968 

CLINICAL STATE PATIENT GROUP pee N coop Te it =a FAILED 

Manic desine Open 25 44 36 20 
a allergic 

pes a Private Open 33 78 6 16 

mr and Research unit ass 35 80 6 14 
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TABLE 2 
Background Characteristics of Inpatient Groups 


LITHIUM IMIPRAMINE 


VARIABLE GROUP GROUP 
Number 17 12 
Sex 
Male 7 6 
Female 10 6 
Religion (of birth) 
Protestant 1 1 
Catholic 3 2 
Jewish 13 9 
Age (years) 
Mean 50.7 53.6 
Standard deviation 9.0 74 
Range: 20-39 3 1 
40-59 12 8 
60-79 2 3 
Education (years in school) 
Mean 13.9 14.8 
Standard deviation 28 37 


Range: 0-8 (elementary) 1 1 
9-12 (high school) 6 4 
13-16 (college) 7 3 
17-20 (graduate school) 3 4 
Social class (according to occupa- 
tion, income, education) 


Professional 6 3 
Semiprofessional 0 1 
Skilled 8 5 
Semiskilled 3 1 
Unskilled 0 0 


his feelings of sadness, hopelessness, fail- 
ure, and loss, in addition to a number of 
physiological symptoms. The dimension of 
depression was extracted from the PEF 
data and analyzed longitudinally in the two 
studies under discussion. 

2. Zuckerman Multiple Affect Adjective 
Check List (MAACL) (16). This test con- 
sists of 132 affect words. The patient checks 
off words that apply to his current mood. Of 
the 132 items, 20 are considered Depression 
plus (D+) items, represented by such words 
as sad, gloomy, and unhappy, and 20 are 
considered Depression minus (D—) items, 
represented by such words as happy, con- 
tented, and energetic. Results are presented 
as percent scores. 

3. The Emotion Profile Index (EPI) 
deprivation dimension(8). The deprivation 
dimension of the EPI is one of the eight 
basic emotions whose strength is assessed 
on the basis of choices made from among 
paired items on this self-rating affect scale. 
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The paired items in the scale include im- 
pulsive versus obedient, resentful versus 
cautious, etc. The total score is a reflection 
of depressive affect. Denial is minimized, 
due to the forced choice aspect of the 
scale. 


Results 


All patients received placebo for two to 
four weeks before being assigned to either 
lithium or imipramine. The mean scores 
were determined each week for each of 
the four measures used: PEF ratings, D+ 
and D— adjective choices, and deprivation 
percent on the Emotions Profile Index. The 
placebo period preceding the administration 
of lithium was compared with the placebo 
period preceding the administration’ of 
imipramine. The differences in mean test 
scores were slight and not significant, 
showing that there was no systematic bias 
influencing the selection of patients for the 
two drugs. The data for the two placebo 
periods were then combined so that all 
patients are represented in the placebo 
averages. 

The results are shown in figures 1 through 
4. During the placebo period, there is no 
average trend toward improvement on 
the four depression measures. There is 
therefore no placebo-ward milieu effect as- 
sociated with entry into the research setting. 


FIGURE 1 
Weekly Mean Scores on the Psychiatric Evaluation Form 
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FIGURE 2 
Weekly Mean Scores on the D+ Items of the 
Adjective Check List 
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Any changes in mean ratings during the 
drug period would presumably be due to 
the action of the drug itself. 

During the next three weeks patients 
on both lithium and imipramine showed im- 
provement as measured by the four indices 
used. However, the changes in every case 
were greater for the imipramine group than 
for the lithium group. For example, at the 
end of three weeks the lithium group had 
a mean rating on the Psychiatric Evaluation 
Form of almost 3, defined as a mild 
depression, whereas the imipramine group 
at the end of three weeks obtained a mean 


FIGURE 3 
Weekly Mean Scores on the D— Items on the 
Adjective Check List 
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FIGURE 4 
Weekly Mean Scores on the Deprivation Dimension of 
the Emotions Profile Index 
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PEF rating of 1.8, which indicates minimal 
depression. Parallel differences in favor of 
the imipramine group were obtained on all 
three of the other self-rating affect scales. 

Another way of describing these changes 
was in terms of the percent decrease in each 
depression score. The mean decrease in 
depression on three of the four measures 
was 32 percent for the lithium group. For 
the imipramine group, the mean drop was 
58 percent, almost twice that of the lithium 
group. The D— score, an index of patient's 
tendency to check words like happy, cheer- 
ful, and energetic, showed a sixfold increase 
in the lithium group after three weeks, but in 
the imipramine group there was a ninefold 
increase over the same period. We concluded 
that lithium has a weak acute antidepressant 
action and that imipramine has a moderate 
to strong antidepressant action. 


Discussion 


In this study we began by reviewing our 
ien years of experience in the use of 
lithium in the treatment of acute and chronic 
Tecurrent manias. Our findings of 44.80 
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percent effectiveness in mania are in accord 
with the findings of a number of investiga- 
tors, including Schou(10), whose studies 
date back to 1954. We then proceeded to 
investigate the effectiveness of lithium in the 
acute depressive phase of manic-depressive 
illness. 

In this double-blind comparison of the 
antidepressant effect of lithium and imipra- 
mine, we found that lithium showed a mild 
antidepressant action in contrast to imipra- 
mine, which showed a moderate to strong 
antidepressant effect after three weeks of 
treatment. Cade(2) initially made the ob- 
servation that lithium was without effect 
in depression. However, subsequent authors 
have reported improvement in depression 
during lithium treatment. Andreani and 
associates(1) reported ten out of 24 cases 
improved, and Vojtechovsky(14) reported 
improvement in eight out of 14 depressed 
patients who were previously resistant to 
ECT. Both of these studies were open and 
there was no attempt made to establish a 
placebo group. 

Hansen and associates(5) treated 12 de- 
pressed patients with either lithium or 
placebo for two weeks with a subsequent 
crossover, such that the treatment was 
changed in random manner between the two 
medications. In one of the 12 patients clear 
improvement of the depression with lithium 
resulted and worsening during the placebo 
periods seemed apparent. However, of the 
remaining 11 patients, some did not im- 
prove at all while in others the depression 
subsided and the patients remained well 
after discontinuation of the lithium, so 
that spontaneous remission was a pos- 
sibility. 

The results of these studies seem to 
suggest a mild antidepressant effect of lith- 
ium. Our results, utilizing a double-blind 
methodology and an imipramine comparison 
group, confirm this mild antidepressant 
action. However, one cannot exclude the 
possibility that this mild antidepressant 
effect would be equally produced by any 
physiologically active substance. 
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The Use of Lithium in Affective Disorders: 
II. Prophylaxis of Depression in Chronic 
Recurrent Affective Disorder 


BY RONALD R. FIEVE, M.D., STANLEY R. PLATMAN, M.D., AND 
ROBERT R. PLUTCHIK, PH.D. 


In a longitudinal outpatient study, the 
authors found that lithium produced a mild 
decrease in depth of depression scores 
among patients who had been on the drug 
for more than seven months, as compared 
with patients who had been receiving 
lithium less than seven months, They assess 
the factors contributing to reported positive 
clinical results of maintenance lithium treat- 
ment in recurrent affective disorder. 


Coes controversy has recently 
emerged concerning the possible pro- 
phylactic effects of lithium in recurrent 
affective disorders, as originally claimed by 
Baastrup and Schou(1). A number of un- 
controlled open studies have emerged with 
generally favorable and enthusiastic claims 
regarding lithium’s effectiveness as a pro- 
phylactic in the depressive phase of re- 
current affective disorders( 1, 3552): 

The studies of Baastrup and Schou have 
been criticized by Blackwell and Shep- 
herd(2), who claim "that a critical eval- 
uation of the evidence to date suggests 
that the criteria for selection of patients 
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and for prophylaxis in the Danish studies 
were not rigorous enough and that the re- 
sults were subject to faulty evaluation and 
Observer bias." Similarly, Lader(6) has 
criticized Baastrup and Schou's use of the 
null hypothesis in their experimental de- 
sign; neither a control medication nor a 
placebo group was used. The Blackwell 
and Shepherd team, as well as Lader, have 
asked for the use of a control medication 
in assessing the claim that lithium has pro- 
phylactic properties. The critics of the re- 
sults so far may be asking for a nearly 
impossible task, however. The serious dif- 
ficulties in design and data analysis in a 
"prophylactic study" are illustrated in the 
present paper. 


Method 


In this part of our study we attempted to 
evaluate the prophylactic effects of lithium 
against depression in chronic recurrent 
affective disorder. Using the criteria of 
Baastrup and Schou(1), we selected patients 
with a history of at least two affective attacks 
in the previous year, or at least one attack 
yearly for two years. The diagnosis of 
Iecurrent affective. disorder was made by 
two or more investigators. Agreement be- 
tween them was required before the patient 
was assigned to the study group. Patients 
free of medical disease and fulfilling the 
above criteria were admitted to the out- 
patient clinic and given a careful physical 
workup with Screening procedures, includ- 
ing EKG, blood urea nitrogen (BUN), com- 
plete blood cell count (CBC), liver function 
tests, and urinalysis. Patients were required 
to be off all other medication for at least 
three weeks before entry into the study. 
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Depressed patients referred to the clinic 
were admitted to the inpatient acute study 
(see part I), whereas patients seen in a 
normothymic interval phase or hypomanic 
phase were admitted to the OPD study. 
During the first four months of the OPD 
study all patients were begun on lithium. 
Some patients had previously been treated 
with lithium and followed after discharge 
from the research ward, They were admitted 
directly to the clinic when it opened. How- 
ever, it soon became apparent that a second 
group receiving imipramine (Tofranil) 
would be desirable to test the comparable 
prophylactic action of lithium against a 
standard antidepressant. Thus, a random- 
ization of assignment to the two drugs was 
not possible from the beginning. In addition, 
the ethical problem of giving imipramine to 
a manic or hypomanic patient(4) resulted 
in a selected assignment of new patients to 
the two drugs. New clinic patients received 
lithium or imipramine if they were in the 
interval phase of their manic-depressive 
disorder. Those who were hypomanic re- 
ceived lithium. 

Table 1 presents an analysis of the back- 
ground characteristics of the 43 patients 
reported here. The OPD study was a single- 
blind study, open to psychiatrists but 
blind to patients. All patients received 
pink capsules containing either lithium, 
imipramine, or placebo, although the pa- 
tients generally believed they were receiving 
lithium, because of the nature of their Te- 
ferral to the clinic. All patients carried open 
letters stating that they were receiving one 
or another of these substances. Six pa- 
tients had been on placebo for varying 
periods of time preceding the opening of 
the OPD clinic. 7 

Individual lithium dosage was monitored 
openly by the psychiatrist to achieve a 
plasma level between 0.70 and 1.40 mEq./ 
liter. Maintenance lithium intake ranged 
from 600 mg. to 2100 mg., averaging 1200 
mg. per day. Imipramine intake ranged from 
100 mg. to 150 mg. per day for patients 
who were normothymic. For patients show- 
ing increasing depression on the Psychiatric 
Evaluation Form (PEF), doses were rap- 
idly escalated to the point of side effects, 
which usually required 2100 mg. of lithium 
or 300 mg. of imipramine per day. 
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TABLE 1 
Background Characteristics of Outpatient Group 
OUTPATIENT 
VARIABLE GROUP 
Number 43 
Sex 
Male 20 
Female 23 
Religion (of birth) 
Protestant 8 
Catholic 6 
Jewish 29 
Age (years) 
Mean 522 
Standard deviation 122 
Range: 20-39 8 
40-59 22 
60-79 13 
Education (years in school) 
Mean 13.6 
Standard deviation 3.9. 
Range: 0-8 (elementary) 7 
9-12 (high school) 14 
13-16 (college) 13 
17-20 (graduate school) 9 
Social class (according to occupation, 
income, education) 
Professional 14 
Semiprofessional 7 
Skilled 12 
Semiskilled 8 
Unskilled 2 
Weeks in study 
Mean 47.4 
Standard deviation 26.8 
Range: Over 20 weeks (20-50) 29 
Over 50 weeks (50-100) 10 
Over 100 weeks 4 


During each visit to the clinic all pa- 
tients were evaluated on the PEF by two 
investigators. In addition, patients com- 
pleted self-rating affect scales, previously 
described in part I of the study. If the 
patient developed an incapacitating depres- 
sion, the decision was made to change 
medication in the clinic. An incapacitating 
depression was defined by having a score of 
4 or more on the PEF depression scale that 
persisted for a minimum of two weeks. In 
some cases hospital admission was required. 


Results 


At the time the present data were com- 
piled there were 43 patients who had been 
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in the outpatient clinic for a minimum of 
20 weeks. Thirty-six had been on lithium, 
ten on imipramine, and six on placebo for 
varying periods. These figures reflect the 
fact that some patients had been on more 
than one drug in varying sequences. 

For most patients on each visit to the 
clinic, two independent PEF ratings, based 
on the psychiatric interview, were obtained 
as well as three separate self-evaluation 
measures—the D+ and D— adjective 
choices from the Zuckerman Multiple Affect 
Adjective Check List, and the deprivation 
scale of the Emotions Profile Index (EPI). 
An examination of the 630 paired inter- 
views on the PEF showed that the raters 
were in excellent agreement. On the six- 
category scale the judges rated within one 
category of each other in 96 percent of 
the ratings. We can thus conclude that the 
psychiatric ratings of depression were 
quite reliable. 

The evaluation of drug failure is a com- 
plicated problem in manic-depressive dis- 
ease. During the entire study 11 hospital 
admissions occurred among the 43 patients. 
Four patients became seriously depressed 
on placebo, one on imipramine, and three 
on lithium. In addition, three admissions 
occurred due to a severe manic breakdown 
while the patient was on lithium. From 
these data we found that readmission to 
the hospital and reports from relatives are 
not reliable criteria of drug failure, since 
there are many subtle factors besides depth 
of depression that affect the decision to 
hospitalize. In fact, any all-or-nothing crite- 
tion suffers from the same defect. Individual 
self-report test scores may be criticized on 
the grounds of possible bias, denial, or 
lack of insight. At the same time various 
test scores reflect different aspects of de- 
pression and thus provide the Possibility 
of making graded estimates of this condition, 

Since we had four Separate indices of 
depression (adjective versus preferences 
versus objective psychiatric evaluations), 
we were interested in using all of the in- 
formation available rather than a single 
index. One complication was the fact that 
some patients did not provide scores on all 
four indices. For these and other reasons 
we adopted the following schema: For 
each individual patient we calculated the 
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mean score and standard deviation on each 
of the four depression measures based on 
the total number of visits to the outpatient 
clinic. This meant an average of about 
19 visits per patient. We then decided 
that a reasonable criterion of "failure" 
was the existence on a given visit of 
Scores on two or more indices that were 
greater than one standard deviation above 
their own means in the direction indicating 
increasing depression. 

In other words, if a patient failed on 
two or more rating scales the failure was 
more likely to be a true one than an arti- 
fact of statistical fluctuation. Using our 
criterion, this implies that we should expect 
an over-all chance-failure rate of 16 per- 
cent if our distributions are normal. This 
is because in a normal distribution 68 per- 
cent of the cases fall within one standard 
deviation of the mean, leaving 16 percent 
of the cases falling outside these limits in 
each tail of the distribution. However, the 
probability of two independent measures 
showing a "failure" on the same day is 
less likely on the basis of chance. 

We then asked the following questions: 
1) Are there differences in over-all rate of 
failure of patients on lithium, imipramine, 
and placebo? 2) Are there differences in 
failure rate of those patients who have been 
on lithium for a relatively short time com- 
pared to those who have received lithium 
for a relatively longer time? These ques- 
tions are obviously designed to determine 
whether there is a prophylactic effect on 
depression due to continuous lithium intake. 

Table 2 presents the percent of failures 
on one or more of the four indices at any 
given visit to the clinic. Since it is rather 
unlikely that a failure would occur on two 
or more indices at the same time on the 


TABLE 2 
Percent of Failures on One or More Indices for Lithium, 
Imipramine, and Placebo 


LITHIUM IMIPRAMINE PLACEBO 
FAILURES (N = 204)* (N= 27)* (N= 40)* 
One 60 30 42 
Two 26 40 30 
Three or four 14 29 28 


*N refers to the total ni 


e umber of failures as defined by the 
criterion. 
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basis of chance, such occurrences pre- 
sumably reflect “real” effects, The table 
shows that lithium is associated with the 
lowest rate of failure, if a failure is de- 
fined as simultaneous failure on two or 
more indices. The decrease, however, does 
not achieve significance at the five percent 
level (t test for proportions). Placebo and 
imipramine do not differ greatly, but the 
numbers of visits on which these comparisons 
are based are rather small. 

In order to further evaluate changes in 
rate of failure, we divided the lithium group 
into two groups: The first consisted of 16 
patients who had been in the clinic for 
less than seven months (mean time, five 
months). The other group consisted of 20 
patients who had been on lithium for more 
than seven months (mean time, 12.5 
months). We then tested the hypothesis 
that if lithium has a prophylactic effect on 
depression per se then the patients who 
have been taking it longer should have 
fewer depressions. 

Table 3 presents these results. There is 
no significant difference in frequency of 
depressions (defined by simultaneous failure 
on two or more indices) between patients 
who have been on lithium a short time 
and those on lithium a longer time. Further- 
more, when the first half of the record is 
compared with the second half of the re- 
cord for the patient group who have been 
on lithium over seven months, no clear-cut 
trends are evident. 

The data may be examined from another 
alternative approach. We investigated dif- 
ferences in mean depression scores for each 
group in the over-all study, as well as 
differences in mean depression scores of 
patients on lithium for a short time compared 
to those on the drug for a longer time. We 


TABLE 3 à i 
Percent of Failures on One or More Indices for Patients 
on Lithium Less Than and More Than Seven Months 


LESS THAN MORE THAN 
SEVEN MONTHS SEVEN MONTHS 
FAILURES (N = 37)* (N = 167)* 
One 64 59 
Two 22 27 
Three or four 14 14 


* N refers to the total number of failures as defined by the 


criterion. 
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TABLE 4 
Mean Depression Scores for Each Drug Group in the 
Outpatient Clinic, Based on Number of Patient Visits 


RATING 
INSTRUMENT LITHIUM IMIPRAMINE PLACEBO 
PEF 
Mean score 1.68 2.05 — 
Number of patient 
visits to OPD 277 80 — 
D+ 
Mean score 9.45 11.80 5.36 
Number of patient 
visits to OPD 649 84 160 
D- 
Mean Score 66.8 50.1 67.2 
Number of patient 
visits to OPD 649 84 160 
Deprivation 
Mean score 21.6 35.9 21.0 
Number of patient 
visits to OPD 432 37 125 


obtained mean depression scores on all 
four indices for the various groups. Table 
4 shows the mean depression scores for 
each drug group during the entire period 
in the outpatient department. The imipra- 
mine group had a higher mean depression 
score on all measures, compared to the 
lithium and the placebo groups. Three of 
the four differences are significant at better 
than the one percent level (in the case of 
D-, the higher the score, the less the 
depression). 

If we examine the data using the mean 
score for each test on individual patients 


TABLE 5 
Mean Depression Scores for Each Drug Group in the 
Outpatient Clinic, Based on Number of Patients 


RATING 
INSTRUMENT LITHIUM IMIPRAMINE PLACEBO 
PEF 
Mean score 1.68 1.89 — 
Number of patients 29 9 — 
D+ 
Mean score 11.27 12.07 5.78 
Number of patients 34 10 6 
D- 
Mean score 60.08 48.94 67.61 
Number of patients 34 10 6 
Deprivation 
Mean score 23.22 33.70 20.72 
Number of patients 27 4 5 
[87] 
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TABLE 6 
Mean Depression Scores for Patients on Lithium Less 
Than and More Than Seven Months, Based on Number 
of Patient Visits 


RATING LESS THAN MORE THAN 
INSTRUMENT SEVEN MONTHS SEVEN MONTHS 
- PEF 
Mean score 1.82 1.59 
Number of patient 
visits to OPD 129 148 
D+ 
Mean score 15.2 8.36 
Number of patient 
visits to OPD 111 538 
D- 
Mean score 49.3 69.6 
Number of patient 
visits to OPD 111 538 
Deprivation 
Mean score 35.1 20.2 
Number of patient 
visits to OPD 36 396 


the results shown in table 5 are in the 
same direction as those in table 4, but 
are less marked. 

If we compare the mean depression 
Scores for patients on lithium less than 
seven months with scores for those patients 
on lithium more than seven months (table 
6), the mean depression scores for patients 
on lithium the longer period are lower on 
all four indices than for patients on lithium 
the shorter period. These differences are all 
Significant at better than the One percent 
level. This conclusion is attenuated some- 
what as a result of an analysis of the mean 
depression scores for those patients who 
had been on lithium over seven months 
(table 7). Their own mean scores for the 
first half of their record were compared 
against their mean scores for the second 
half of their record, Only two of the four 
mean depression scores are less in the sec- 
ond half of the record and the differences 
are not significant. This raises the Possibility 
of some bias operating in the selection of 
the different groups. 

Because of the Possibility that these dif- 
ferences could reflect sampling differences, 
we examined the data for two separate 
subgroups of patients. One Tepresented all 
five patients who had been on both lithium 
and placebo. The other represented all six 
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TABLE 7 
Mean Depression Scores for the Patient Group Who 
Received Lithium the Longest Period of Time (Mean 12.5 
Months): Comparison of First Half of the Record with 
Second Half of the Record 


RATING 
INSTRUMENT FIRST HALF SECOND HALF 

PEF 

Mean score 1.60 1.37 

Number of patients 8 1 
D+ 

Mean score 9,62 8.79 

Number of patients 18 18 
D- 

Mean score 69.51 69.67 

Number of patients 18 18 
Deprivation 

Mean score 12.26 17.98 

Number of patients 17 13 


patients who had been on both lithium and 
imipramine. These results are presented in 
Tables 8 and 9. Table 8 shows that there 
are no differences in mean depression scores 
between lithium and placebo conditions for 
the few patients who have been on both 
Substances. Table 9 shows that for the six 
patients who have been on both lithium 
and imipramine, the mean depression 
scores were higher for the lithium condition 
on all four indices. 

The data in the imipramine-lithium and 
placebo-lithium subgroups are inconclusive 
because of the small number of subjects. 
Imipramine appears to be superior to lith- 
ium in the subgroup, whereas in the over-all 
Study lithium appears to be superior to 
imipramine. This latter result may be due 
to an artifact created by the nonrandom 


TABLE 8 
Mean Depression Scores for the Five Patients Who Had 
Been on Both Placebo and Lithium 


RATING 

INSTRUMENT PLACEBO LITHIUM 
D+ 

Mean score 6.6 7.1 

Number of patient visits to OPD 120 274 

Mean score 79.8 80.0 

Number of patient visits to OPD 120 274 
Deprivation 

Mean score 11.8 13.2 

Number of patient visits to OPD 88 210 
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TABLE 9 
Mean Depression Scores for the Six Patients Who Had 
Been on Both Lithium and Imipramine 


RATING 
INSTRUMENT LITHIUM IMIPRAMINE 
PEF 
Mean score 2.36 2.20 
Number of patient visits 
to OPD 54 53 
D+ 
Mean score 30.0 18.1 
Number of patient visits 
to OPD 86 36 
D- 
Mean score 35.5 46.5 
Number of patient visits 
to OPD 86 36 
Deprivation 
Mean score 41.0 35.8 
Number of patient visits 
to OPD 60 19 


selection of patients in the over-all study. 
This is revealed by an examination of 
table 10, which shows that the imipramine 
patients, in the two years preceding entry 
into the study, had a mean of three depres- 
sions and one manic episode, whereas the 
lithium patients had a mean of two depres- 
sions and 1.7 manic episodes. 


Discussion 


We investigated the effect of lithium on 
depressive episodes over time. This re- 
vealed that a patient group on lithium over 
a mean 12.5-month period showed a sig- 
nificant difference toward being less de- 
pressed than a patient group on lithium 
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for a mean period of only five months. 
However, when the group on lithium for 
the longer period was in turn analyzed for 
a continuing trend of less depression in the 
first and second half of their study period 
(see table 7), the difference in depression 
scores became less marked. These same 
populations showed no changes in rate of 
severe depressive attacks during the two 
time periods while on the drug. This sug- 
gests that maintenance on lithium may have 
some effect on lessening the intensity of 
repeated depressions, but does not change 
the frequency of the attacks. 

These findings are also subject to other 
interpretations. We have noticed that by 
binding a manic-depressive population to 
our lithium clinic we have become quite 
sensitive to early mood fluctuations in pa- 
tients. This enables us to detect early 
clinical changes toward depression or ma- 
nia, and has led us to adjust dose levels 
or change medications. It is conceivable 
that a similar factor operated in the studies 
of manic-depressive disorders reported by 
others(1, 3, 7). 

It is a fact that early observation and ad- 
justed treatment of the subpsychotic shifts 
(with lithium and/or antidepressants) tend 
to reduce the duration and intensity of 
potential manic-depressive episodes. The 
use of individual drug adjustment proce- 
dures is inevitable and indicated when a 
potentially toxic drug is employed in an 
outpatient department research study. This 
normal legal and ethical requirement in 
drug research mitigates against the strict 
use of formal experimental and statistical 
research models. 


TABLE 10 
Mean Number of Depressions, Manias, Total Episodes, Months Depressed, and Months Manic 
for All Patients During Two Years Preceding Entry Into OPD Clinic 


MEAN MEAN TOTAL MEAN MEAN 
DRUG NUMBER OF NUMBER OF MEAN MONTHS MONTHS 
CONDITION DEPRESSIONS MANIAS EPISODES DEPRESSED MANIC 
Placebo 2.33 1.83 4.16 3.72 2.28 
Imipramine 3.00 111 4.11 3.50 1.00 
Lithium 1.93 1.56 3.50 4.87 1.92 
(less than seven months) 
Lithium 4 2.00 1.80 3.80 3.50 2.25 
(more than seven months) 
Total lithium 1.96 1.69 3.66 410 2.10 
[89] 
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Many other sources of error are incurred 
in studying a cyclical illness with an irreg- 
ular frequency, depth, and duration of 
high and low mood swings. In view of 
this we did not feel that we could justify 
a comparison of the over-all imipramine and 
placebo results with the lithium results. The 
reason for the lack of comparability in 
these data include the small number of sub- 
jects in the imipramine and placebo groups 
and the selection of patients with a higher 
depression rate for initial entry into the 
imipramine group. 

However, in the small subgroup of pa- 
tients treated with both lithium and imipra- 
mine, we found that while they were con- 
tinuously on imipramine, the same patients 
were less depressed than while continuously 
on lithium. This could reflect the stronger 
antidepressant effect of imipramine and is 
consistent with the findings of our acute 
depression study (part I) comparing the 
two drugs. On further examination this 
subgroup of patients turned out to have 
a much higher incidence of manic and 
hypomanic reactions while on imipramine 
than while on lithium. 

The tentative results associating long- 
term maintenance on lithium with a trend 
toward a lessening of the depth of the 
depressive phase might be conceptualized 
in terms of the mild antidepressant and 
strong antimanic effect of the drug. In fact 
it is quite probable from our data that 
there is no direct prophylactic action on 
recurrent depression per se, but that on 
the average lithium acts directly as a mild 
antidepressant agent for each recurrent de- 
pressive attack and as a Strong antimanic 
agent for each recurrent manic attack. 

Presumably then, any acute antidepres- 
Sant agent also could be used for this 
illness. However, because of the mania- 
inducing properties of antidepressant agents, 
the over-all course of the illness would not 
be so favorable as when lithium is used. 
In fact, one might argue for a continuous 
combination of these two substances, espe- 
cially for those patients with a high fre- 
quency of manic and/or depressive epi- 
sodes. This combination of the two drugs 
appears to be of increasing importance with 
experienced psychiatrists who are treating 
these patients in clinical practice. 
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Summary 


In this longitudinal outpatient study, 
lithium administration was found to produce 
a mild decrease in depth of depression 
scores of patients who had been on the 
drug for more than seven months, compared 
to patients on lithium less than seven 
months. During these same periods pa- 
tients showed no change in frequency of 
depressive attacks as defined by test scores 
and interview ratings. 

We have suggested that the reported 
positive clinical results of maintenance lith- 
ium in recurrent affective disorder are due 
largely to the action of three major vari- 
ables. These are: 1) the documented direct 
antimanic effect on the manic and the 
subtle hypomanic phases of the illness; 
2) the mild antidepressant effect on the 
depressive phase; and 3) the detection of 
early mood shifts through frequent clinical 
contact and the consequent adjustment of 
drug dosage to prevent extreme affective 
attacks. 

Our findings were discussed in the con- 
text of methodological problems of design 
and analysis inherent in a “prophylactic 
study." 
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A Behavioral-Biochemical Study of Lithium Treatment 


BY WILLIAM E. BUNNEY, JR., M.D., FREDERICK K. GOODWIN, M.D., 
JOHN M. DAVIS, M.D., AND JAN A. FAWCETT, M.D. 


A longitudinal double-blind study of two 
manic patients treated in a random fashion 
with lithium carbonate and placebo is report- 
ed. Daily ratings of mania were recorded in- 
dependently by a trained psychiatric nursing 
team and by a psychiatrist. The major find- 
ing was a definite increase in mania, reflect- 
ed in the daily ratings, during placebo peri- 
ods within 24 hours of the withdrawal of 
lithium, even when the placebo period last- 
ed only one day. The rapidity and predict- 
ability of the response to withdrawal of 
lithium offers important advantages both in 
the clinical use of this drug and in its use as 
a research tool. 


A pi PRIMARY purpose of this paper is to 
present the results of a double-blind 
longitudinal evaluation of two patients treat- 
ed with lithium carbonate, focusing particu- 
larly on the striking sensitivity of manic 
symptoms to temporary withdrawal of lith- 
ium medication. 

To our knowledge this represents the 
first longitudinal study of lithium-treated 
patients in which a variety of behavioral 
and biochemical variables were evaluated 
on a daily basis. The central finding of an 
immediate return of symptoms after tem- 
porary withdrawal of lithium medication 
(which may be of theoretical importance 
in respect to the mechanism of action of 
lithium salts in mania) could not have been 
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made without the use of detailed daily eval- 
uations.* 

The clinical and pharmacological litera- 
ture on lithium has been reviewed by sev- 
eral authors(14, 31, 34). The world litera- 
ture contains over 30 studies reporting on 
the lithium treatment of well over 700 pa- 
tients, primarily for mania, Almost without 
exception these reports have been enthusi- 
astic and, depending upon the rigidity of 
their improvement criteria, have reported 
success rates which vary from 35 to 85 
percent.! Only a few of the previous studies, 
however, have been conducted under well 
controlled, double-blind conditions(23, 38). 
In the United States, an interest in lithium 
as a therapeutic agent in psychiatry is sur- 
prisingly recent and still relatively lim- 
ited(14, 21, 24, 30, 42). 


Clinical Histories 


Case 1 

The first psychiatric difficulty for patient A, 
a 21-year-old girl, developed two years prior 
to admission to NIH. At that time, during 
her sophomore year at college, she experienced 
the spontaneous onset of a mild depression 
lasting approximately three months. Several 
months later she became hyperactive and in- 
creasingly upset over the course of a few weeks, 
acting in a way quite unlike her usual sedate 
personality and getting into conflict with her 
parents over a variety of issues. 

She reached a point where her behavior had 
become quite bizarre with rapid speech, flight 
of ideas, rhyming, punning, outbursts of anger, 
and physical aggressiveness and was conse- 
quently hospitalized for six weeks and treated 


1 The great majority of the patients treated have 
been manic-depressive, with a small percentage 
of schizophrenic patients and other diagnostic 
groups. The results with schizophrenic and mixed 
patients have generally been poor. The efficacy of 
lithium in depression requires further study and 
will be discussed below. 
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with high doses of chlorpromazine. At the 
time of discharge she was still somewhat hypo- 
manic and was continued on medication as an 
outpatient. After about one month she was able 
to return to school and her hyperactive be- 
havior decreased gradually. 

Following several months of normal behavior 
she became depressed and withdrew from 
school. At that time she was treated with imi- 
pramine as an outpatient and after six to eight 
weeks showed a response. A few months prior 
to admission to NIH she was functioning at a 
normal level and enjoyed a happy, productive 
summer. In the fall, following repeated con- 
flicts with her parents, she became increasingly 
manic over the course of several weeks and 
was finally rehospitalized. 

The patient was raised on a farm, the 
oldest of three children and the only girl. In 
general, the environment was overly moralistic 
with a high premium on control. She was al- 
ways very successful in school and was de- 
scribed as “overconscientious.” 

During the first few days of the hospitaliza- 
tion on our research unit the patient’s behavior 
and thought processes were typically quite 
manic, Although often her associations were 
difficult to follow because of their rapidity, at 
no time did she show autistic associations or 
thought content. She talked and moved inces- 
santly with verbal productions too rapid to be 
recorded in detail; thought content was gran- 
diose, paranoid, angry, threatening, and filled 
with sexual themes. 

She constantly reached out to touch others 
and did not respond to attempts to control this 
and other inappropriate behavior. Despite her 
inability to accept controls she continuously 
asked for them and often expressed fear of 
further loss of control. 

There was considerable evidence of depres- 
sion admixed with typically manic behavior 
and at times this would break through to overt 
expressions accompanied by outbursts of cry- 
ing. There was considerable variation within 
a given 24-hour period so that at one time the 
patient might be showing insight in a discussion 
of her feelings, whereas another time she would 
be standing in the seclusion room screaming 
at the top of her voice. 


Case 2 

Patient B, a 51-year-old divorced man, was 
admitted with a 25-year history of manic-de- 
pressive illness. The frequency and duration of 
his mood swings had increased over the years, 
to the point that he had spent the equivalent of 
four out of the last six years in the hospital. He 
functioned best when mildly hypomanic, dur- 
ing which time he could be strikingly effective 
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and productive in a variety of sales and promo- 
tional roles. He could be hard-working, witty, 
charming, articulate, and creative, and could 
get an impressive array of important people 
to give their names (and often their time and 
money) to his various projects, “deals,” and 
campaigns. 

However, his functionally effective periods 
usually lasted only a few months, building 
gradually into a full-blown manic episode and 
eventually resulting in involuntary hospitaliza- 
tion. When manic he was typically very aggres- 
sive, with loud and profane verbal outbursts 
and (rarely) with physical aggressiveness: 
“quieter” moments consisted of rapid and con- 
stant talking characterized by grandiose distor- 
tions and exaggerations, Periods of overt mania 
lasted anywhere from two to five months and 
neither ECT nor chlorpromazine had any real 
or lasting effect. Generally, a manic episode 
would subside gradually and be followed by 
an in-betweeen period of several months to a 
year. Recently, however, the normal periods 
had become progressively shorter. 

The onset of depression was characterized by 
total withdrawal, severe psychomotor retarda- 
tion, weight loss, a sense of worthlessness and 
hopelessness, and suicidal ideation. Typically 
at the depths of his depression he would be 
found in a rented room, mute, unkempt, and 
with a 20- to 30-pound weight loss. Despite 
hospitalization and treatment (ECT and anti- 
depressants) the depression would persist for 
three to six months. 

At the time of admission to NIH patient B 
was hypomanic, having come out of a pro- 
longed depression about one month prior to 
admission. During the first week of hospitaliza- 
tion his manic behavior and thinking increased 
to the point that at times it was necessary to 
put him in the seclusion room. He was loud, 
boisterous, sexually provocative, and at times 
threatening and combative. Even when his be- 
havior was under relatively good control, his 
speech was rambling, often grandiose, and 
laced with frequent four-letter words. 


Methods 


Behavioral data. A trained psychiatric 
nursing team rated the patients twice daily 
on a 15-point, 24-item scale designed to 
evaluate mania, depression, anger, psychotic 
thought, anxiety, motor activity, and physi- 
cal complaints(6). In addition, special psy- 
chiatric ratings were made by one of the 
authors (F.G.). These ratings were based 
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on daily 15-minute taped interviews con- 
ducted within one hour of the morning 
blood sampling for lithium and were kept 
independent of the nursing ratings. Using a 
scale developed by the rater(15) the pa- 
tients were given a global mania rating each 
day at the time of the interview.? The 
raters (both psychiatrist and nurses) were 
unaware of the medication schedule or the 
blood lithium level. 

Biochemical data, For patient A, the fol- 
lowing biochemical data were obtained and 
analyzed on a daily basis: serum lithium, 
sodium, potassium, magnesium (blood was 
drawn in the morning under basal condi- 
tions), urinary lithium, sodium, and creat- 
inine (24-hour pools)? For patient B 
daily serum lithium determinations were ob- 
tained. 

The serum and urine lithium were deter- 
mined with a Zeiss flame spectrophotometer 
(Model PMQ II) using a modification of 
the method of Helm and Andriesse (19) 
developed by Kirkham(22). Standard error 
with this method was calculated at < .02 
over a wide range of lithium values. Serum 
and urinary electrolytes were determined in 
the clinical laboratories of NIH using stan- 
dard automated flame photometric methods. 

Medication. Lithium carbonate (300-mg. 
capsules) and the placebo each had ten dif- 
ferent code numbers, which were used in 
random order and changed at least two 
times each week to insure truly blind con- 
ditions. The lithium dosage was varied and 
there were periods when it was withdrawn 
entirely but these changes were introduced 


2The items focused upon in arriving at this 
rating were the following: inappropriate behavior, 
inappropriate dress, motor activity, pressure of 
speech, associative pattern, anger, paranoia, grandi- 
EU thought, sexual preoccupation, and 
insig! E (es zh 

3 Urine was collected under conditions specifical- 
ly designed to minimize the possibility of urine 
loss. However, in the case of patient A, even 
under what would be considered optimal conditions 
(well trained staff, high staff-patient ratio, special 
recording systems for urine losses) there were a 
few days when the patient was highly manic in 
which unrecorded urine loss probably occurred. 
To correct for this unrecorded loss a mean 24- 
hour creatinine output was computed, using values 
for all those days in which we were confident of 
a complete collection (mean — 1.45 gm., S.D. = 
0.17). Any values below two standard deviations 
from the mean were discarded. 
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in an unsystematic fashion to further mini- 
mize a possibility of a rater intuitively 
sensing a developing pattern. 

For both patients the agreement between 
the independent ratings by the psychiatrist 
and by the nurses was quite high (average 
r= 4.87, p € .001). For the sake of sim- 
plicity we have chosen to analyze the re- 
sults using the daily psychiatric interview 
ratings. 


Clinical Results, Patient A 


Over-all Response and Sensitivity to Tem- 
porary Withdrawal of Lithium 

Figure 1 covers a period of 76 consecu- 
tive days during the patient's hospitalization. 
The top bars represent the serum lithium 
level, the middle bars represent the psy- 
chiatrist’s blind global ratings of mania on 
a daily basis, and the bottom blocks rep- 
resent the period on lithium and on placebo, 
with the placebo periods appearing in black. 
In general, two different response patterns 
can be seen from this graph. 

1. Over-all response pattern. Daily mania 
ratings by the psychiatrist were not ob- 
tained until the 14th day of lithium treat- 
ment, but the nursing ratings indicate that 
no consistent therapeutic response was ob- 
tained during this prestudy period. A clini- 
cal response did not begin until after a 
time lag of almost three weeks (probably 
longer than necessary because of over cau- 
tious dosages initially), with full clinical 
response occurring one week later. Once 
started, the improvement was rapid and un- 
interrupted until there was a sharp decrease 
in the dose (with substitution of placebo) 
on days 14 and 15. Lithium was totally 
replaced by placebo on day 21 following 
four successive days of essentially normal 
behavior. 

As can be seen in figure 1, a clear in- 
crease of manic symptoms was noted on the 
following day and continued to increase in 
step-like fashion over the next eight days un- 
til lithium was restarted on day 30. The re- 
sponse pattern this time was similar to the 
first except that the over-all lag period was 
shorter, requiring only 14 days for a full 
response as opposed to the previous 20 to 
21 days. From that time on and for the re- 
mainder of the period under study, the pa- 
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FIGURE 1 
Sensitivity of Mania to Temporary Withdrawal of Lithium Medication—Patient A 
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Periods on and off lithium (bottom blocks) have been drawn so as to correspond with the blood levels and mania ratings 
of the following morning. The placebo periods are indicated in black. The dosage varied, ranging from four to 12 pills a day, 
although most of the time it was eight pills a day. On days 14, 15, and 21 the patient received only one pill (the day before) 


so these are treated as "off lithium" days. 


tient continued to show a therapeutic re- 
sponse with the exception of brief periods 
of increased mania associated with tempo- 
tary withdrawal of the active medication 
(see below). 

2. “Immediate” response to the temporary 
withdrawal of lithium. The most striking find- 
ing in this patient is the observation that in 
each instance when placebo was substituted 
for lithium a clear increase in mania was 
noted, almost always within 24 hours (fig- 
ure 1). There are eight different periods 
without lithium, ranging from one day to 
nine days (indicated by numbers on the 
graph). 

All eight of these periods were associated 
with a clear increase in mania, and in all 
but one instance (the eighth period, where 
there was a one-day lag) the behavioral 
change is noted within 24 hours of the 
withdrawal. Thus, in period number one the 
serum lithium dropped and the rating of 
mania increased on that day; in period num- 
ber two the lithium levels increased and 
there was a slight increase in manic be- 
havior. Period number three was charac- 
terized by a step-wise increase in manic be- 
havior, from complete control to a point 
where the patient showed marked manic be- 
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havior and speech, with a corresponding 
steady decrease in serum lithium levels un- 
til they reached zero. Although the fourth, 
fifth, and sixth periods off medication were 
only 24 hours in duration, they were still 
associated with an increase in manic symp- 
toms and a decrease in serum lithium. 

On the other hand, it is apparent that 
after temporary withdrawal the return to 
lithium therapy did not consistently result 
in a similarly immediate decrease in mania. 
Thus in several instances there was in- 
creasing mania going several days beyond 
the withdrawal period. 

An over-all comparison between the ma- 
nia ratings and the daily serum lithium values 
is of some interest. In the period for which 
double-blind daily clinical evaluations are 
available (a total of 76 consecutive days) 
there are 21 days in which the blood lithium 
decreases significantly (more than five per- 
cent). Of these 21 days, 18 reflect a clear 
increase in mania on the same day. A sign 
test indicates that this is highly significant 
statistically (p «.001). The three excep- 
tions to this are interesting in that they all 
involve days in which the blood level was 
not decreased below 1.25 mEq. /liter—a 
level well within the therapeutic range. 
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Another way to look at these same data 
would be to ask: How many of all the in- 
creased mania days are associated with de- 
creased blood levels? Again, as can be seen 
from the graph, all of the days in which the 
mania increases are either the same day as 
the decreased blood level or were part of a 
two- to three-day sequence of increased 
mania following upon a temporary decrease 
in blood level. 

A 32-day period in the course of this 
patient’s hospitalization (day 17 through 
day 48) was selected for more intensive 
analysis and includes the nine-day placebo 
period.* The clinical material presented will 
illustrate the patient's step-like response to 
the withdrawal of lithium and the way in 
which her mania responded to the reinstitu- 
tion of the medication. 

The descriptions and quotes cited here 
were taken direetly from the rater's written 
notes made by the rater (F.G.) during the 
daily 15-minute interview. In some instances 
playback of the tapes was helpful in verify- 
ing the exactness of a quote. It should be 
remembered that throughout the study the 
raters (psychiatrist and nursing staff) were 
blind concerning whether the patient was on 
lithium or what the serum lithium level was. 


Period A: On Lithium, No Evidence of 
Mania (Days 17 Through 20) 


Day 17. The psychiatrist-rater noted that the 
patient was attractively dressed with a new 
hairdo. Her sentences were logical and she 
showed some insight. For example, in discus- 
sing her family relationship she said: "Some- 
times it's very frustrating to have to give in, 
but sometimes I know that's better than making 
a fight out of it." Later in the interview, in 
discussing an issue concerning one of the 
nurses, she said: "She made me angry but I 
decided to control it, because I now feel I have 
something to lose." j 

Day 19. In discussing her prior mania the 
patient said: “Actually when I’m high Im 
really feeling low. I need to exaggerate in order 
to feel more important. Before breakfast, when 
I was a little low, I seemed to be trying to turn 


4A sequential analysis of changes in manic 
thinking versus manic behavior as patients go 
on and off lithium is in preparation and will in- 
clude data from this patient. 
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on my high, but I couldn't. Isn't that funny— 
before I couldn't turn it off." 

Day 20. The patient was appropriately 
dressed and talked in a reasonable and rational 
way, again with some insight concerning her 
past experiences. For example, she stated: "In 
the past something puts me into a certain mood 
and then everything gets out of proportion, 
everything looks bad . . . there just aren't as 
many things upsetting me now." In discussing 
an incident with another patient on the ward, 
she said: "There were days when that really 
would have set me off, but not now. I'm just 
back to the good old gal and she's quiet." 


Period B: Off Lithium, Progressive Increase 
in Mania (Days 21 Through 28) (See Figure 
2) 


Day 21. First day off lithium. The interview 
was conducted 24 hours after the patient was 
taken off lithium. She came in humming, sing- 
ing, showing occasional silly laughter, perhaps 
talking a bit faster, read from a prepared state- 
ment in a somewhat grandiose way. At the 
end of the interview she got off the point in a 
discussion of her schooling, but eventually got 
back to the issue. 

In describing an argument with another pa- 
tient at the breakfast table, she said: "If things 
had continued I would have been high as a 
kite.” Later she said: “I felt on the spot, as if I 
were a caged animal." She showed some anger 
at a therapeutic comment by the interviewer 
and said: “I hate to be told what I’m thinking, 
I don't think conventionally." Later she said: 
“When you don't understand me, then I would 
like to know it, because I must be getting 
twisted." 

Day 22. Second day off lithium. In over-all 
appearance the patient looked normal and did 
not show psychomotor activation or inappro- 
priate behavior. Thus, the rater notes: “Appro- 
priately dressed, conversation tends to skip 
around a little, no push of speech.” There was 
some mildly grandiose thinking, especially an 
unrealistic view of herself as in control: “I can 
make myself look depressed voluntarily and 
sometimes I stay that way just to show you 
and the other doctors.” As on the previous day 
the rater notes: “Some slight trouble keeping 
her thoughts organized, finding the right words, 
etc. s i 

Day 24. Fourth day off lithium. The patient 
was described during this interview as alternate- 
ly light-hearted and depressed, with mildly 
grandiose, hypomanic, and at times tentative 
paranoid ideation. She was also noted to be 
somewhat more dramatic and with some push 
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of speech. She described her mind as going 
faster and stated: “My brain is going so fast. 
. .. I’ve been thinking so many things that I 
feel exhausted. I think so much I can't even 
sleep." In the midst of grandiose and confident 
statements she gave the suicidal message: “I 
felt so low last night that if someone had given 
me a knife or gun, POW. I have to cover up 
my depression, that's part of the reason why 
I can't sleep." 

The patient also showed the first clear evi- 
dence of psychotic processes when she said: 
“They can take out the tooth (the patient was 
scheduled for dental work that day) . . . pull 
out all the veins . . . all the blood . . . my 
blood drawing was painless this morning." She 
also showed some sexual preoccupation for the 
first time. 

Day 25. Fifth day off lithium. For the first 
time she brought paraphernalia into the inter- 
view room with her—a box of ribbons. The 
rater briefly noted that the patient's associa- 
tions seemed somewhat looser and involved 
frequent seductive references. She expressed a 
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good deal of anger and was mildly threatening: 
“If you guys don’t start understanding me 
you're going to be sorry.” 

Day 28. Eighth day off lithium. The rater 
noted that the patient was angry, with in- 
creased evidence of both mania and depression. 
She entered the interview room talking loudly, 
bringing cookies with her. She seemed extreme- 
ly uneasy about her condition and said: “If 
I could live through one minute today then 
I know I’m sane.” Tendency to ramble was 
increased, and grandiosity was more pro- 
nounced: “The President came across the 
ward to see me today, and 39 surgeons were 
here yesterday. All the people in the county 
know me.” 

Day 29. Ninth (final) day off lithium. She 
entered inappropriately dressed with a flower 
in her hair. She brought pillows with her into 
the room. Her thinking was very loose, psy- 
chotic, and grandiose, and for the first time the 
associative pattern was riddled with clanging, 
rhyming, and punning. For example, she said: 
“It’s pretty sad to be so putty, pretty, so much 


FIGURE 2 
Progressive Increase in Mania During Period Off Lithium—Patient A 
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like water dripping from a faucet (pun on 
physicians name)—drip, drip, dripping, tap, 
tap, tapping, it’s top, top, topping—icing on a 
cake, cake, cracked, cracking, the nut cracker 
suite, sit, sweat, sweep, sweat seems to be 
oozing, dripping.” 


Period C: On Lithium, Persistent Mania 
(Days 30 Through 38) 


Despite moderate initial improvement with 
the reinstitution of lithium, the mania persisted 
during this time. As can be seen in figure 1 the 
initial improvement started on day 30 and 
reached its maximum on day 34 (described 
below), at which point the patient was taken 
off her medication for one day. 

Day 34. Fourth day after reinstitution of 
lithium. The rater’s initial recorded impression 
was: “Still manic, but over-all seems somewhat 
better.” Less thought disturbance was present 
but clear difficulty in organizing her thoughts 
was evident despite her attempts to do so. Be- 
haviorally, she was more subdued. 

Day 35. First day after 24-hour withdrawal 
period, She showed increased anger and depres- 
sion, with psychotic distortion of her thinking. 
For example, she said: “I passed out many 
times this weekend. I am bleeding, my arms 
were bleeding, my chest was bleeding.” Her 
affective lability was striking as she would 
vacillate between mania and depression. Thus, 
at times she was observed literally to be “laugh- 
ing through her tears.” Angry and threatening 
statements were noted. However, despite the 
evidence of affect disturbance her associative 
pattern was fairly intact. 

Day 36. Over-all impression of the rater was: 
“Some increase in mania, and in addition, de- 
pression is prominent.” She came into the 
interview with a flower in her hair and kicked 
off her shoes. Her grandiosity and threatening 
behavior were more exaggerated, with her 
anger being seen as more forceful. She said: 
"T'll get my lawyers working on this and they'll 
get an act of Congress to knock this building 
down ... he and I could run this country." 

Day 38. The patient came in d somewhat 
overdressed with a ribbon in her hair; she was 
obviously angry and threw it on the floor. 
She lay on the couch on her stomach rather 
than sitting up and continued to show marked- 
ly disorganized and psychotic thinking: “There 
must be some kind of symbol unless there is a 
World War and there aren't any boys at home. 
In contrast to her disorganized thinking, how- 
ever, her speech was not too accelerated, her 
voice was fairly well modulated, and there was 
clearly less anger than the day before. 
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Period D: Progressive Return to Normal Be- 
havior (Days 39 Through 48) 


During this period the patient's medication 
was uninterrupted and she showed a progres- 
sive decrease in manic behavior and thought. 

Day 42. The rater noted: “Appropriate dress, 
behavior, vocal tone, and speech. She seems 
clearly better." Despite the persistence of some 
grandiose and paranoid thinking the patient 
showed some insight and some evidence of 
struggling with her illness: “I know you're not 
as gullible as I think, but some days I think you 
can be convinced of anything. I’m not sure I 
want to get well anymore, because I know what 
I have to go through to get well. I am running 
everything, you know. I do it all my way." 

Day 44. The rater noted: "Seems more in 
command of her faculties; a bit flirty, gently 
teasing me, seems relaxed." She showed in- 
creased insight and was able to talk calmly 
and rationally in describing how she liked both 
the rater and her therapist: "I sort of play one 
off against the other to get things I want." At 
one point she flirted with a paranoid conclu- 
sion about a staff member but corrected her- 
self. 

Day 46. The rater noted that the patient 
“looks good. . . . voice modulated . . . talks 
easily without pauses.” In commenting about 
her condition the patient said: “I think my new 
determination to stay better is partly the result 
of new knowledge and the feeling that I can 
control my impulses. I feel a little stronger each 
day. I feel my moods probably will come back 
sometime, but I think I’ve learned some things 
that will help me handle these. My high mood 
is like rushing up excess energy and becoming 
extra active in order to lift myself out of de- 
pression. Depression is really the basic mood 
and the highness is a cover—a holding opera- 
tion. I’ve always been so afraid of people know- 
ing what I’m really thinking or feeling. I 
haven’t wanted anyone to know I’m depressed 
because I had no reason to be depressed and 
I was ashamed of it.” The therapist noted at 
the end of the interview that she seemed to 
have considerable ability for warm feelings. 

Day 48. The patient looked good and was 
pleasant and cheerful. She said: “It’s wonder- 
ful to feel confident. My family and I are work- 
ing things out—we had a good visit today.” 


Clinical Results, Patient B 


Figure 3 (patient B) is similar to figure 
1 (patient A) and includes 44 consecutive 
days during the patient’s hospitalization, 
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FIGURE 3 i 
Sensitivity of Mania to Temporary Withdrawal of Lithium 
i Medication—Patient B 


DAY 
MANİA 
RATINGS 


The bottom blocks indicating dosage have been drawn so as 
to correspond with the blood levels and mania ratings the fol- 
lowing morning. Placebo periods are indicated in black. 


starting with the first day of double-blind 
mania ratings: by the psychiatrist. During 
the first ten days of the study the patient 
was on placebo and the mania ratings stayed 
in the high range. On day 11 lithium was 
started, and by day 13 a decrease in mania 
was evident with a full clinical response oc- 
curring by day 14. 

After four days of essentially normal be- 
havior the patient was switched to placebo 
and on the following morning a clear in- 
crease in mania was rated. Following this the 
mania ratings continued to increase in more 
or less step-wise fashion throughout the 
seven-day placebo period, until day 24 when 
the patient’s manic thinking and behavior 
Were as pronounced as they had been in the 
prelithium period. 

Lithium was restarted on day 25, and 
after five days a full therapeutic response 
was obtained. The patient's mania ratings re- 
mained low until days 38 and 39 when 
they increased following a one-day period 
on placebo, 

Thus, in regard to the Sensitivity of mania 
to temporary withdrawal of lithium medica- 
tion, both patients demonstrated the same 
type of response. In light of this it is inter- 
esting to note that in other respects, such 
as dosage required and the length of the 
time lag for clinical Tesponse, the two pa- 
tients are not similar (see below). 


Clinical Follow-up 


After discharge from NIH 30 months 
ago, patient A returned to college and suc- 
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cessfully graduated. She has remained on 
900 mg. of lithium carbonate a day and has 
had no recurrence of either mania or de- 
pression. She recently terminated a success- 
ful course of analytically oriented psycho- 
therapy, and her therapist described her as 
a sensitive and productive patient who used 
insight well. 

Patient B has been out of the hospital for 
18 months, has remained on lithium, and 
has had no recurrence of either mania or 
depression. After 25 years of mood swings 
he is finding it somewhat difficult to adjust 
to functioning with a relatively even and 
consistent mood, and this is being dealt 
with in psychotherapy. 


Biochemical Results ( Patient A Only) 


Dose-blood level relationship. 'The over- 
all correlation between changes in serum 
lithium level and changes in dosage was 
found to be 4- .73 (p — «.001). 

The initial time lag for clinical response 
in patient A was fairly long compared to 
that for patient B and to what is generally 
reported in the literature. One possible ex- 
planation for this is the extent of variability 
in the blood level during the lag period, the 
result of variation in the dose. For the pur- 
Pose of analysis we divided the clinical 
Course into four-day periods and found that 
the standard deviation of the serum lithium 
level for each period correlated positively 
with the mean mania rating for the period 
(r —-F.52, p=<.01). In other words, the 
more the serum lithium level varied from 
day to day, the more manic was the pa- 
tient, in spite of high average serum levels. 

Lithium effect on serum electrolytes. 
Throughout the course of the study, daily 
values were obtained for serum sodium, po- 
tassium, and magnesium for patient A. A 
variety of intercorrelations have been de- 
termined (see table 1). The changes in serum 


lithium did not correlate with changes in 
Serum sodium (r= — 05), 
However, the correlations between 


changes in serum lithium and serum magne- 
sium were both highly significant and in op- 
Posite directions (for lithium-magnesium r — 
+.50, p=< -001, and for lithium-potas- 
sum r—— 59, p=< -001). Thus in this 
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TABLE 1 
Degree of Correlation Between Specific Behavioral-Biochemical Variables 
(Patient A) 
ITEM N r p 
Behavioral: 
Psychiatric ratings of mania vs, 
nurses' ratings 81 4.89 < .001 
Behavioral-biochemical 
Change in mania ratings vs. change 
in serum lithium 89 —44 < 001 
Mania ratings (four-day averages) vs. 
standard deviation of serum lithium 20 + .52 «01 
Biochemical 
Serum lithium vs. dose 82 + 73 <.001 
Serum lithium vs. serum potassium 74 — 59 < .001 
Serum lithium vs. serum magnesium 70 450 < 001 
Serum lithium vs. serum sodium 72 —.05 ns. 


patient, when serum lithium is increased the 
potassium tends to be decreased and the 
magnesium tends to be increased; the oppo- 
site is true when the lithium is decreased.^ 
Some possible interpretations of these find- 
ings will be discussed. 

Urinary lithium excretion. In addition to 
the blood values, for patient A daily 24- 
hour urine pools were assayed for lithium, 
sodium, and creatinine. 

Figure 4 shows the pattern of the 24-hour 


5 Since lithium is used as the reference standard 
in the flame photometric method for potassium, 
we wondered if the lithium-potassium correlation 
might be an artifact of the method. To test this 
we added varying amounts of lithium (final con- 
centration varying from 0.5 to 5 mEq./liter) to 
aliquots of the same blood. The added lithium ha 
no measurable effect on the potassium values. 


urinary excretion of lithium. The variabil- 
ity in this excretion pattern (largely due to 
variation in the dose) makes interpreta- 
tion of patterns somewhat tenuous. How- 
ever, one can note that there appears to be 
an increased urinary excretion of lithium 
during the two periods in which the mania 
“breaks” (period of clinical improvement). 
This interesting relationship has been re- 
ported by others(14, 26) and has led to 
speculation about accumulation and release 
of lithium as a function of the mania. 
However, upon elimination of those days 
in which 24-hour urine creatinine was below 
one gram (see methods section), this pat- 
tern no longer seems to exist in this patient 
(figure 4). The mean creatinine value for 
82 days in which the urinary volume was 


FIGURE 4 
Pattern of Urinary Lithium Excretion for Patient A 


DAILY 60 
URINE 
LITHIUM 
EXCRETION 7° 


(mEq/24 Hr) 20 


monia, 
“proke—| 


DAYS 


Broken line indicates days on which 24hr creatinine excretion is below 1.0 gm 


The segments designated as “mania ‘broke’ ” indicate the periods of marked improvement. 
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over one liter was found to be 1.35 gm. with 
a standard deviation of 0.18 gm., whereas 
for the 18 days in which the urine volume 
was below one liter the mean creatinine 
value was 0.49 gm. (S.D., 0.24 gm.). 

However, the extent to which creatinine 
can be relied upon as a check of complete- 
ness of urine collection has never been firm- 
ly established nor is it known what, if any, 
effects the mood disturbance itself might 
have on creatinine excretion. Several stud- 
ies have reported conflicting data on pat- 
terns of urinary lithium excretion in manic 
patients and in normals(10, 11, 14, 16, 
20, 26), and the interesting questions 
raised by these studies have not yet been 
satisfactorily answered. 

Urinary sodium excretion. The over-all 
pattern of daily urinary sodium excretion 
does not show any consistent relationship 
to either the lithium dose, serum lithium, 
urine lithium, or clinical mania ratings. 
This is consistent with the findings of Cop- 
pen(10) but in contrast to the findings of 
others(20, 40) which indicate changes in 
urinary sodium excretion during lithium 
treatment. It should be noted that this pa- 
tient was maintained on a high level (5 gm.) 
of supplemental sodium throughout the 
course of study, and thus the urinary sodi- 
um changes could be masked. 

On the other hand the same caution men- 
tioned in regard to the interpretation of 
urinary lithium values must also apply to 
previously reported urinary sodium values 
in the study of manic patients, It is con- 
ceivable that some of the reported increase 
in urinary sodium after the institution of 
lithium therapy might be explained on the 
basis of more complete urine collections as 
à result of the therapeutic response to lithi- 
um. Another difficulty with some of the earli- 
er studies reporting urinary sodium changes 


on lithium is that dietary intake was not 
well controlled. 


Discussion 
Timing of Clinical Response 


A consistent pattern of increased manic 
symptoms within 24 hours of lithium with- 
drawal has been noted in both the manic 
patients on whom intensive daily evaluations 
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were made. With an illness so often char- 
acterized by spontaneous change, a valid 
estimation of drug efficacy generally re- 
quires a large patient population studied 
over a long period of time. However, with 
the use of several brief periods of drug 
withdrawal, one might be able to make valid 
(albeit limited) statements about drug ef- 
ficacy in a small group of patients. The ra- 
pidity of response to drug withdrawal as 
demonstrated in these patients makes this 
approach practicable. 

Since lithium is a potentially toxic drug 
it is important in the treatment of a given 
manic episode to know whether clinical im- 
provement is spontaneous or is related to 
the drug and to know how long the drug is 
needed at treatment levels as compared with 
maintenance levels. Our experience with 
these patients would suggest that with care- 
ful observation a one- to three-day with- 
drawal period (instead of one to two weeks 
which is often needed with many other psy- 
choactive drugs) might provide an answer 
to the question of whether lithium is needed 
at therapeutic levels in a given patient at a 
given time. 

A close inspection of the data from these 
patients suggests a temporal difference in 
the response to going on versus coming off 
lithium, particularly in terms of the onset of 
changes. Thus, the return of the first manic 
Symptoms consistently occurred within 24 
hours of lithium withdrawal, whereas the 
first sign of a decrease in manic symptoms 
occurred at varying intervals after reinsti- 
tution of lithium, ranging from one to four 
days. The temporal relationship between dif- 
ferent clinical phenomena could be related 


to parallel relationships at the pharmacologi- 
cal level(33). 


Serum Electrolyte Changes 


In patient A lithium appears to have pro- 
duced a small but significant alteration in 
Serum magnesium and potassium (in op- 
posite directions), whereas Serum sodium 
Showed no consistent pattern of change. 
Previous Studies have reported that lithium 
in therapeutic doses does not produce ab- 
normalities in serum electrolytes; the find- 
ings in this patient are not inconsistent with 
these studies since the correlations with 
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serum lithium levels are the result of altera- 
tions in serum potassium and magnesium 
which were not of sufficient magnitude to 
fall outside the normal range. 

Several investigators have reported an ele- 
vation in potassium excretion by the kidney 
after intravenous infusion of lithium chloride 
in experimental animals(4, 13, 27), a find- 
ing which might explain the alterations in 
serum potassium observed in this patient. 
However, the possibility that these small 
potassium alterations reflect functionally 
important changes at the cellular level can- 
not be ruled out at this time. 

The increase in serum magnesium as a 
function of lithium is in essential agreement 
with the results of Nielsen(25), who found 
a significant increase in the mean serum 
magnesium level in a group of 83 manic pa- 
tients on lithium as compared with a group 
of normal controls. Nielsen argued that it 
is not likely that the increased magnesium 
levels could be explained on the basis of a 
lithium effect on the kidney, since hyper- 
magnesemia of renal origin apparently oc- 
curs as a result of changes in glomerular 
function, whereas the known effects of lithi- 
um on the kidney involve tubular func- 
tion(31, 32). 

It is known that the magnesium ion is crit- 
ical to the function of membrane adeno- 
sine triphosphatase, an enzyme involved in 
the active transport of sodium and potassium 
in nerve(39). Preliminary data from cur- 
rent studies underway in our laboratory in- 
dicate that lithium pretreatment increases 
the net uptake of norepinephrine by isolat- 
ed synaptosomes(8), and this effect of lith- 
ium may be a function of magnesium levels. 


Lithium and Psychotherapy 


Clinically, the most impressive feature of 
lithium is its ability to normalize the patho- 
logical mood without producing discernible 
sedation or impairment of intellectual func- 
tioning. White and his associates have re- 
cently stressed lithium’s potential as an ad- 
junct to the psychoanalytic psychotherapy 
of manic-depressive patients(30) ; our ex- 


9 That the elevated magnesium is a function of 
the lithium rather than mania per se is supporte 
by studies showing normal serum magnesium in 


untreated manic patients(37, 41). 
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perience with these and other patients would 
support this viewpoint. 


Lithium as a Clinical Research Tool 


This preliminary finding of rapid and pre- 
dictable change following lithium withdraw- 
al would appear to enhance the. potential of 
the drug as a research tool. Thus, in some 
manic-depressive patients lithium may pro- 
vide a pharmacological method of rapidly, 
predictably, and reversibly altering mood, 
thus allowing increased precision in the tim- 
ing of complex metabolic and psychological 
studies. Furthermore, the rapidity of change 
shortens the time required for the lithium 
phase as a crossover study with other drugs 
(see below). 


Future Research 


Continued investigations of the type re- 
ported here should help answer a number of 
questions concerning the basic nature of 
the affective illnesses. For example, is there 
a single underlying biochemical abnormality 
in manic-depressive illness, or do the symp- 
toms of mania and depression reflect *op- 
posite" events or conditions at the cellular 
level? Clinically, can either the depression 
or mania be conceived of as the basic psy- 
chopathological state, with the other sec- 
ondary? 

For mania lithium is effective both as a 
treatment for an acute episode and as a 
prophylaxis against recurrent episodes, 
whereas in depression the effectiveness of 
lithium is not as clear. This question is, 
however, of major theoretical and practical 
importance and merits careful considera- 
tion. A few reports(7, 26), including one 
small controlled study(17), have indicated 
no clear antidepressant effect of lithium 
when instituted during a depressive epi- 
sode, while on the other hand, another study 
reports improvement with lithium in ten 
out of 24 depressed patients(1).7 

There is, however, increasingly compel- 
ling evidence that lithium can effectively 


T Recently Fieve, Platman, and Plutchik report- 
ed a careful double-blind study of patients with 
endogenous depression treated with lithium (pp. 
487 to 498 of this issue). They conclude that it 
has a partial effect on some patients, most of 
whom subsequently showed a full response to 
imipramine. 
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prevent recurrent depressions when started 
during a manic episode, between episodes, 
or after a depressive episode has been treat- 
ed by other means(2, 3, 18, 35). Recently, 
Baastrup and Schou have published the re- 
sults of a careful six-year study of 88 recur- 
rent manic-depressive patients treated with 
lithium on a long-term basis, including 22 
patients whose cycles involved only depres- 
sions(3). Perhaps the most significant find- 
ing in their study is that lithium prevented 
relapses with equal efficacy whether the pa- 
tient was suffering from manic-depressive 
swings or recurrent depressions alone. 

Thus the available evidence would indi- 
cate that lithium can prevent a depression 
but cannot reverse it once it is started; 
whereas in mania it can both prevent and 
reverse the process. Further studies on the 
efficacy of lithium in depression are needed; 
they should include double-blind studies and 
crossover studies using lithium, imipramine, 
and monoamine oxidase inhibitors, sequen- 
tially and in combinations. Furthermore, 
data from such crossover studies might assist 
in the development of more meaningful di- 
agnostic categories for the affective distur- 
bances. 

Two of the major bodies of biochemical 
data concerning the affective disorders 
which have been accumulated in recent 
years involve catecholamine metabolism(5, 
29) and electrolyte metabolism(9). One in- 
terpretation of the catecholamine data im- 
plies a certain bipolarity at the conceptual 
level in which depression and mania rep- 
resent related but "opposite" states, the 
former in association with decreased and 
the latter with increased functional norepi- 
nephrine at central adrenergic nerve end- 
ings. This bipolar theoretical framework is 
challenged (although not contradicted) by 
the evidence that a single agent (lithium) 
may exert a similar (prophylactic) effect in 
both mania and depression. 

In addition there are some clinical find- 
ings which lend support to the hypothesis 
that mania and depression may both be re- 
lated to the same basic underlying process; 
for example, steroid treatment can precipi- 
tate both pathological depression and ela- 
tion(12). It is also of interest that each one 
of the nine alternating manic-depressive pa- 
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tients that we have studied behaviorally 
showed elements of depression which could 
be clearly rated during most manic phases, 
while manic factors were present in many 
depressed phases. For example, patient A 
repeatedly made comments such as “De- 
pression is really the basic mood, the high- 
ness is a cover, a holding operation. . . ." 
Furthermore, in the two patients reported 
here the depression ratings responded to 
lithium and lithium withdrawal-with a pat- 
tern roughly parallel to the mania ratings. 

In contrast to the bipolar interpretation 
of the catecholamine data some electrolyte 
studies have reported the same changes in 
mania and depression, differing only in mag- 
nitude. For example, Coppen and his as- 
sociates have reported increased “residual” 
sodium (a derived value representing in- 
tracellular and some bone sodium) in both 
mania and depression(9).* 

One could hypothesize that at least two 
biological processes are involved in the 
manic depressed illness; one more rapid and 
reversible “switch mechanism" from mania 
to depression and vice versa involving 
changes in neurotransmitter (i.e., biogenic 
amine) function at the adrenergic nerve end- 
ing and an underlying, as yet unidentified, 
process which involves a basic “instability” 
of the neuronal membrane which is stabilized 
by lithium and which could be associated 
with lithium’s prophylactic action. 

Lithium has been shown to affect cellular 
electrolyte and membrane function in a va- 
riety of biological systems(31, 36), and 
Coppen and his associates have presented 
indirect evidence suggesting that lithium 
treatment in humans decreases the ex- 
change of sodium across the cell mem- 
brane(10)— which theoretically could “cor- 
rect" the presumed elevation in intracellular 
sodium. On the other hand, two recent stud- 
ies have demonstrated a relationship be- 
tween lithium and changes in catecholamine 
function in the rat brain(8, 28). In light of 
these recent findings it will be of particular 
interest to study the effect of lithium on 


catecholamine function in manic-depressive 
patients. 


"There are a number of methodological diffi- 
pum „associated with studies of this bd and 
they will, of course, require replication by others. 
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Thus, because of the effects of lithium on 
both electrolyte-membrane function and 
brain catecholamine function, and also be- 
cause of its clinical efficacy in affective ill- 
ness, further studies on the mechanism of 
action of lithium promise a fuller under- 
standing of the interrelationships between 
biogenic amines and electrolytes as they re- 
late to affective illness. 


Addendum 


Since submitting this paper we have com- 
pleted longitudinal lithium studies on a 
group of 14 manic depressive and depressive 
patients. (Goodwin, F. K., Murphy, D. L., 
and Bunney, W. E., Jr.: Lithium in Mania 
and Depression: A Double Blind Behavioral 
and Biochemical Study, presented at the an- 
nual meeting of the American Psychiatric 
Association, May 1968.) 

These additional studies tend to confirm 
the finding of increased serum magnesium 
following lithium, whereas the change in se- 
rum potassium does not appear to be as con- 
sistent. In these additional patients we have 
also demonstrated significant changes in al- 
dosterone excretion, total body potassium, 
and catecholamine excretion patterns in 
manic-depressive patients treated with lithi- 
um. 
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Retention and Distribution Patterns of Lithium, a 
Pharmacological Tool in Studying the Pathophysiology 
of Manic-Depressive Psychosis 


BY KENNETH GREENSPAN, M.D., RICHARD GREEN, M.D., AND 
JACK DURELL, M.D. 


The authors review the evidence for their 
conclusion that acutely manic patients retain 
more lithium ion and distribute it differently 
in the total body water than do normo- 
thymic patients. The pattern of lithium ion 
retention and distribution was studied in 
depressed patients and found to more close- 
ly approximate that of the normothymic 
patients than that of the manic patients. 
There was suggestive evidence of a redistri- 
bution pattern upon recovery from depres- 
sion which resembled but was smaller in 
magnitude than the redistribution pattern 
previously observed in manic patients. 
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ITHIUM SALTS have been found to be 
highly effective and specific agents in 
the treatment of manic and hypomanic states 
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and in the prophylaxis of manic and de- 
pressive states at plasma levels that have 
virtually no subjective effects in the normal 
individual(1, 2, 3, 7, 10, 11, 15, 17). This 
high degree of specificity suggests that 
lithium salts may be a useful pharmacologi- 
cal tool in the study of the pathophysiology 
of manic-depressive psychosis. 

Since lithium is itself in the alkali metal 
series, it is of related interest that Coppen 
has reported specific abnormalities in the 
distribution of sodium in depressed patients 
which, according to his studies, are even 
more marked in manic patients(4, 5). Cop- 
pen’s findings led to the hypothesis that 
the intracellular sodium in certain cells of 
the central nervous system might be elevated 
in depression and even more so in mania 
and that these changes might be related to 
the pathophysiology of affective disorders. 
It seems reasonable to speculate, therefore, 
that the lithium ion may exert its action in 
the manic-depressive psychoses through al- 
tering the distribution of sodium ion, a 
closely related cation. 

Further evidence appearing to relate the 
body handling of univalent cations to affec- 
tive illnesses were the interesting reports of 
Trautner and associates(16) that there is 
an increased retention of lithium ion during 
acute mania which is not observed in nor- 
mal controls. In an effort to study this under 
controlled conditions, Epstein and associates 
administered a single dose of lithium to 
manic patients and controls, and studied 
the urinary excretion of lithium for 24 
hours(6). With that experimental design 
they were unable to find differences and, 
therefore, were not able to confirm. the 
earlier reports of Trautner. 

This background of interesting observa- 
tions, though not leading to any clearly 
consistent picture, served as à stimulus for 
our study of lithium ion retention and 
distribution patterns in manic-depressive 
patients. The patients were studied during 
acutely manic, acutely depressed, and rela- 
tively normothymic states in an effort to 
clarify the specific patterns of lithium me- 
tabolism associated with each state. 

With our first patient (B.G.) we were 
fortunate in having the opportunity to ad- 
minister lithium carbonate during an acute 
manic episode and four months later during 
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a relatively normothymic phase. The pattern 
of lithium retention is shown in figure 1. 

The marked difference in the lithium 
retention pattern between the two periods 
of administration is evident. While acutely 
manic, the patient retained 152 mEq. of 
lithium ion, and then went into a phase of 
negative lithium balance while being main- 
tained on a constant daily lithium carbonate 
dosage. On the other hand, when the same 
dosage of lithium carbonate was adminis- 
tered during the relatively normothymic 
state, the maximum lithium retained was 
45 mEq. and there was no period of ap- 
preciable negative balance: The findings 
during acute mania seemed confirmatory of 
Trautner’s. 

In collaboration with Bunney and Good- 
win(8), we therefore studied some addition- 
al patients and the results are summarized 
in table 1. It can be seen that in all cases 
when lithium was administered to acutely 
manic patients, the amount retained was 
greater than when administered to patients 
when they were normothymic. In addition, 
each time lithium was administered during 
a manic episode, it was followed by a period 
of appreciable negative lithium balance 
which began shortly after the onset of 
clinical improvement. An appreciable nega- 
tive lithium balance was not observed in the 
three patients who were given lithium carbo- 
nate while relatively normothymic. 

The results, in addition to being consis- 
tent with Trautner and associates, were con- 
sistent with Epstein and associates in that 
there was no difference observed within the 
first 24 hours between the manic patients 
and the normothymic patients. It was only 
from the second day onward that a different 
pattern of lithium retention emerged. 

To further clarify the significance of these 
findings, an apparent lithium space was 
computed for each patient at the time of 
maximum cumulative lithium retention and 
compared to the estimated total body 
water(12). The ratio, computed by dividing 
the apparent lithium space by the mean 
value of the estimated total body water, is 
also shown in table 1. In the normothymic 
patients, this can be seen to vary from 
1.1 to 1.5, whereas in the acute manic 
patients the ratio varies from 1.7 to 3.1. 
Thus, it appears that the assumption that 
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FIGURE 1° 
Lithium lon Retention During the Acutely Manic (Phase I) and Normothymic (Phase II) Phases of Patient B.G. 
B.G. Phase I B.G. Phase II 
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TABLE 1 
Lithium Balance and Normalized Maximal Apparent Lithium Space in Manic and Normothymic Patients * 


TOTAL POSITIVE 


DURATION OF 
NEGATIVE LITHIUM 


TOTAL NEGATIVE NORMALIZED MAXIMAL 


CLINICAL LITHIUM BALANCE BALANCE LITHIUM BALANCE APPARENT LITHIUM 

PATIENT STATE (mEq.) (DAYS) (mEq.) SPACE ^ 

MS. | Acute mania 88 8 .58 17 

MS. II " " 86 8 21 17 

RJ. " " $ 13 136 5 

BG. | " " * 152 6 60 3.1 

B.G. Il Relative 45 0 0 15 

normothymia 
GS. " 32 0 iR 13 
BJ. " 32 0 3 11 


^ Patients studied in collaboration with Drs. Bunney and Goodwin. 
» Calculated from data obtained on day of maximal cumulative 


water into the apparent lithium space. 


lithium ion retention by dividing the mean estimated total body 


© Incomplete collections during period of positive lithium balance. 
a Both patients showed a minimal negative balance which is within the error of the lithium determinations. 


lithium ion is distributed approximately 
equally throughout all the body fluids in 
both manic and normothymic patients is 
not valid (16). : 

This assumption may be approximately 
true on the average for normothymic pa- 
tients but is not consistent with our observa- 
tions in acute mania. The excess lithium ion, 
which is retained by manic patients, must 
be stored either in certain intracellular 
fluids or in extracellular fluids other than 
plasma. 

The remainder of this paper will be de- 
voted to studies of three acutely depressed 
patients, including observations on the effect 
of sodium chloride intake upon the retention 
and distribution of lithium ion. 


Methods 


Patients 


Two of the patients (W.J. and B.A.) had 
clear histories of both manic and depressive 
episodes. They were men, suffering with 
acute agitated depression, and were 34 and 
52 years old respectively. The third patient 
(S.J.) was a 45-year-old man with a history 
of recurrent depressions and acute intermit- 
tent porphyria. Repeatedly, coinciding with 
an acute exacerbation of porphyria, the 
patient developed an agitated depression 
which gradually changed to a more retarded 
for» The present episode had lasted one 
yea’ when lithium carbonate was adminis- 
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tered. All the patients improved clinically 


- during the study. The decrease in symptoms 


occurred during the same time period that 
lithium carbonate was administered. : 


Diet 

Patients S.J. and B.A. were on a low 
salt (9 mEq.) diet supplemented with salt 
tablets. Because of other concurrent studies, 


patient W.J. was on a catechol-free acid 
ash diet with controlled salt intake. 


Clinical Ratings 


Clinical state was rated daily by a trained 
rater, blind to the medication schedule, who 
used a modification of the Hamilton De- 
pression Rating Scale(9). These ratings 
closely paralleled those of the responsible 
psychiatrist, who was not blind to medica- 
tion schedule. 


Drugs 


The patient and nursing staff were kept 
blind as to the time of onset of lithium 
carbonate administration. Patients were ini- 
tially placed on placebo capsules which 
were identical in appearance to lithium 
carbonate capsules. After two to three 
weeks active drug was started in the form 
of lithium carbonate in 300-mg. capsules. 
Each capsule provided 8.2 mEq. of lithium 
ion. Patients S.J. and B.A. were started 
and maintained on four capsules (33 mEq.) 
and patient W.J. on six capsules (49 mEq.) 
of lithium carbonate daily. The drug was 
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administered in a constant daily dosage 
throughout the study. No other drugs were 
administered except one gram of chloral 
hydrate nightly to patient S.J. 


Blood and Urine Collection 


Twenty-four-hour urine output was care- 
fully collected daily; 20 cc. were aliquoted 
into plastic bottles and refrigerated. Six cc. 
of venous blood was obtained daily and 
added to 0.2 cc. of heparin sulfate. The 
heparinized blood was immediately centri- 
fuged, and a plasma portion removed for 
lithium determination. 


Biochemical Determinations 


All urine determinations for a given pa- 
tient were performed on one day on coded 
urines. Creatinine was determined by a 
modification of the Jaffe reaction(14). The 
urine lithium was determined on a Perkin 
Elmer 606 atomic absorption instru- 
ment(18). Plasma determinations were per- 
formed daily by the clinical laboratory on a 
Perkin Elmer 606 atomic absorption instru- 
ment. Five cc. of diluent consisting of 
lanthanium chloride and butyl alcohol was 
mixed with .1 cc. of plasma which was fed 
into the instrument, and compared to 
standards prepared in the same way. 


Calculations 


Virtually 100 percent (> 95 percent) of 
ingested lithium ion can be recovered in the 
urine(13). Therefore, the amount of lithium 
that has been retained by the patient in a 
given day can be determined by subtracting 
the quantity recovered in the urine from 
the quantity ingested. The total amount re- 
tained was computed by simply summing 
the daily values for retention, 

The “apparent lithium space” was calcu- 
lated by dividing the total amount of 
lithium retained by the plasma lithium con- 
centration. The total body water space was 
estimated by referring to Moore’s Nomo- 
gram relating body weight to: total body 
water in normals(12). 
_ The normalized apparent lithium Space 
is a ratio calculated by dividing the “ap- 
parent lithium space” by the estimated total 
body water. If, as is frequently as- 
sumed(16), the lithium ion is distributed 
equally throughout the body water, the 
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normalized apparent lithium space should 
approximate one. 


Results 


Figure 2 shows patient S.J.'s clinical rat- 
ings, plasma lithium concentrations, cumu- 
lative lithium ion retention, and lithium 
intake and output plotted in a similar man- 
ner to patient B.G.'s, shown previously. In 


addition, the sodium chloride intake is | 
plotted since it was controlled during this - 
study. if 


It can be seen that the pattern of reten- 
tion closely resembles that seen in patient 


FIGURE 2 
Lithium lon Retention During the Acutely Depressive and ~ 
Early Recovery Period of Patient S.J. (Decrease in Clinical 
Rating Score of the Hamilton Depression Rating Scale 
Indicates Clinical Improvement) 
20 p Patient Sd. 


CLINICAL RATING 
5 


o o 
=] 
J 
= 
E 
3 
3 


E 
a 


o 
E 


PLASMA LITHIUM 
CONCENTRATION (mEq/L ) 
& 5 

r 

3 

= 

" 

5 

3 

3 

; 
E j 
E———3á 
; 


Noci 
INTAKE (mEq) - 
>o 83 3 

m 


CUMULATIVE LITHIUM ION 
RETENTION (mEq) 


o o 
——— 


Lithium ton intoke 
Lithium ton output 


a 
è 
1 
mo 


LITHIUM ION 
INTAKE 8 OUTPUT (mEq) 
S 


o 6 
—a 


Amer. J. Psychiat. 125: 4, October 1968 


GREENSPAN, GREEN, AND DURELL 


517 


TABLE 2 
Lithium Balance and Normalized Maximal Apparent Lithium Space in Depressed Patients 


TOTAL POSITIVE 
LITHIUM BALANCE 


NORMALIZED MAXIMAL 
APPARENT LITHIUM 


TOTAL NEGATIVE 
LITHIUM BALANCE 


PATIENT CLINICAL STATE (mEq.) (mEq.) SPACE * 
WJ. Acute depression 50 11 15 
B.A. " " 35 3 15 
SIT " " 47 4 14 


a Calculated from data obtained on day of maximal cumulative lithium ion retention, while the patient was on a constant 
sodium intake, by dividing the mean estimated total body water into the apparent lithium space. 


B.G. in the normothymic phase rather than 
in the manic phase. The phase of positive 
lithium balance lasts only five days, and 
the amount of lithium retained is roughly 
equivalent to the amount B.G. retained in 
her normothymic phase. There is a small, 
slow, negative lithium balance while S.J. 
is on constant salt intake, and from day 
7 to day 14 there is a net loss of 5 mEq. of 
lithium. Since B.G.’s lithium retention pat- 
tern was not studied for as long a period 
as S.J.’s, it is impossible to say that B.G. 
might not have also had a small phase of 
negative lithium balance had the study been 
carried out longer. 

Table 2 summarizes the results for the 
three depressed patients in a format similar 
to that which was shown previously for the 
manic and normothymic patients. It can be 
seen that there was little or no negative 
lithium balance, as compared with the fig- 
ures ranging from 21 mEq. to 136 mEq. of 
negative lithium balance in the manic pa- 
tients, The normalized maximal apparent 
lithium spaces calculated for all the patients 
is less than 1.5. This corresponds to the 
previous observations in normothymic pa- 
tients. 

The lithium retention and distribution 
patterns in these three depressed patients, 
however, were studied for a longer time. 
We were able, therefore, to obtain plots of 
the normalized apparent lithium spaces 
against time while each patient was on a 
constant lithium intake. The plot of the 
data for the three depressed patients 1s 
shown in figure 3. In each case the first 
two days’ observations were eliminated be- 
cause of the instability of the values, and 
a linear regression equation was computed 
for the remaining points. 

It can be observed that in all cases there 
was a statistically significant negative slope 
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of the normalized apparent lithium space. 
Patients S.J. and B.A. were studied over a 
longer time course than patient W.J. and 
their slopes terminate at a value approxi- 
mating one. It is interesting that in all 
three cases there was a marked decrease in 
depressive symptoms during this same pe- 
riod. 

In two of these three patients we studied 
the effects of changes in sodium chloride 
intake on the lithium retention and nor- 
malized apparent lithium space (table 3). 
Lithium carbonate intake was kept constant. 
It can be seen that a decrease in sodium 
chloride intake consistently results in an 
increase in plasma lithium concentration 
and a small retention of lithium ion. The 
reverse changes occur when sodium chloride 
intake is increased. 

When sodium chloride intake was 
changed after the normalized lithium space 
had begun to approximate one, there was 


FIGURE 3 
Daily Normalized Apparent Lithium Spaces During 
Recovery from Depression 
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(y=a-t bx), and an analysis of variance was performed 

to determine if the slope (b) differed significantly from zero. 


PATIENT (y =a + bx) SIGNIFICANCE 
WJ. p=<.05 
B.A. p=<.01 
sJ. p=<.0l 
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TABLE 3 à 4 
Relationship of Lithium Balance and Normalized Apparent Lithium Space to Changes in NaCl Intake 
TOTAL POSITIVE 
PLASMA LITHIUM OR NEGATIVE 
Na INTAKE LITHIUM INTAKE CONCENTRATION ^ LITHIUM BALANCE » NORMALIZED APPARENT 
PATIENT DAYS (mEq.) (mEq.) (mEq./LITER) (mEq.) LITHIUM SPACE 
„A. 17 249 33 45 1.5 
Pi 847 49 33 131 +12 11 
18-24 249 33 .90 -15 11 
$J. 1-14 109 33 85 1.2 
15-19 49 33 1.05 +4 11 


^ Values calculated from averaged data obtained during the last three days of each period. 
Total positive or negative lithium balance observed during the period. 


no significant change in this space. More- 
‘over the changes in lithium balance pro- 
duced by marked changes in sodium chlo- 
ride intake were small compared to the big 
differences previously noted to exist be- 
tween the manic patient and the normo- 
thymic patient. 


Discussion 


In comparing the findings in depressed 
patients with those previously observed for 
manic patients and manic-depressive pa- 
tients in normothymic phases, it can be 
said that the results of lithium ion retention 
and distribution in depressed patients more 
closely approximate the findings in normo- 
thymics. There is, however, evidence for a 
significant redistribution of lithium ion in 
the depressed patients, coinciding with re- 
covery from the depression. This is similar 
to, though not as great in magnitude as, 
the redistribution of lithium ion observed 
in manic patients upon recovery. 

We do not have sufficient data, however, 
to conclude whether this redistribution is in 
fact causally related to the recovery from 
depression or is simply coincidental, It 
would, therefore, be interesting to admin- 
ister lithium carbonate to depressed patients 
who do not recover during the period of 
lithium administration. It would also be 
interesting to have more extensive studies 
on normothymics and normal individuals 
to see whether the redistribution of lithium 
ion characterized by a decrease in the ap- 
parent lithium space over time is a constant 
finding or is found only in patients with 
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affective disturbances. It must be empha- 
sized again, however, that although these 
changes are significant they are small com- 
pared to the much larger redistributions 
and negative lithium balances that we ob- 
served with acute manic patients. 

These studies were performed under con- 
ditions of controlled sodium chloride intake. 
We have found that decreases in sodium 
chloride intake result in small increases in 
lithium ion retention and increases in plasma 
lithium, and the converse occurs with in- 
creases in sodium chloride intake. The 
changes in plasma lithium level and lithium 
retention roughly parallel each other so that 
there is little consistent change in the ap- 
parent lithium space or the normalized 
apparent lithium space. 

The apparent redistribution of lithium ion 
Observed in the depressed patients coincident 
with the recovery from depression can- 
not be explained by changes in sodium 
chloride intake. The apparent redistribution 
of lithium ion occurred independently of 
the controlled changes in sodium chloride 
intake which were programmed into the 
Observations. 

The possibility that depressed patients 
may show a similar though less marked 
pattern of lithium ion distribution to that 
Observed in manic patients is interesting. 
This would in some ways correspond to 
Coppen's findings that depressed patients 
show similar though less marked abnor- 
malities in the distribution of sodium ion 
to those observed in manic patients(4, 5). 
Unfortunately, our Observations are not ex- 
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tensive enough to raise that as anything but 
a speculative possibility. 

If one assumes that the decrease in 
normalized apparent lithium space is in fact 
related to the recovery from depression 
rather than being coincidental, one then 
has the interesting observation that recovery 
from an affective illness, whether it be mania 
or depression, is characterized by a total 
body lithium ion redistribution. This results 
in a normalized apparent lithium space more 
closely approximating one, and is not in- 
consistent with the assumption of equal 
distribution of lithium ion through total 
body water. 

The assumption of equal distribution 
of lithium ion through total body water 
has been made(16), though there is 
little theoretical reason for believing that 
this should occur, The deviation from 
this assumption is marked in the manic 
patients and less marked in the depressed 
and normothymic patients. It tends to be- 
come even less notable as depressed pa- 
tients recover from their depressions. 
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Lithium Poisoning 


BY MOGENS SCHOU, M.D., AMDI AMDISEN, M.D., 
AND JENS TRAP-JENSEN, M.D. 


The increasing use of lithium in the treat- 
ment of manic-depressive disorder raises the 
risk of poisoning, either by mismanagement 
of treatment or by accident. The authors 
report on the prodromes, clinical pictures, 
and outcomes of eight cases of lithium 
poisoning in Denmark and present their 
conclusions concerning prevention and 
therapy. 


La Is therapeutically active against 
mania, Recent evidence further indi- 
cates that when it is given continuously to 
patients suffering from recurrent manic-de- 
pressive disorder or recurrent endogenous 
depressions it may prevent not only manic 
but also depressive relapses(1). Knowledge 
of its toxicology is therefore important. 

Two main types of unwanted lithium 
effects can be distinguished. One is repre- 
sented by side effects (gastrointestinal 
irritation, tremor of the hands, thirst, and 
polyuria) that may occur at low serum 
lithium concentrations and which are in- 
convenient rather than dangerous. The other 
is the lithium intoxication or poisoning 
associated with an accumulation of lithium 
to serum levels above approximately 2 
mEGq./liter. The present Study is a report 
of eight cases of lithium poisoning observed 
in Denmark since 1953, when lithium was 
introduced in psychiatry here. The purpose 
has been to extract information about 
prodromes, clinical picture, and course of 
lithium poisoning from the case reports and, 
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if possible, to draw conclusions concerning 
prevention and therapy. 


Observations 


A synopsis of the cases is presented in 
table 1. 


Prodromes 


The intoxications developed gradually, 
even in a patient (case 8) who took an 
overdose of lithium. Premonitory symptoms 
could be observed for some days to a 
week: sluggishness, languidness, drowsiness, 
coarse tremor or muscle twitching, dys- 
arthria, loss of appetite, vomiting, and 
diarrhea. None of these symptoms was 
present in all cases. It should be noted that 
thirst and polyuria did not appear among 
the prodromal symptoms. 


Central Nervous System 


The Clinical picture of fully developed 
lithium intoxication was dominated by 
severe and protracted impairment of con- 
sciousness. Some patients were totally un- 
conscious although they moved when 
pricked with a pin; more frequently patients 
tesponded to address with grunts or brief 
answers, and they usually moved restlessly 
in the bed. 

There was a single case of transient 
facial paralysis, but paralyses of the limbs 
were not observed. Muscle tone was in- 
creased and tendon reflexes hyperactive. In. 
Several cases transitory neurological asym- 
metries simulated cerebral hemorrhage: 
conjugate lateral deviation of the eyes, later- 
al rotation of the head, and one-sided 
extensor plantar reflex. Two patients 
showed stiffness of the neck for a few days, 
and in two other patients transient vertical 
nystagmus was observed. 
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TABLE 1 
Synopsis of Patients 


BODY LITHIUM 
CASE WEIGHT CARBONATE SERUM LITHIUM DAY OF 
NO. SEX AGE (KG.) TREATMENT PERIOD (MG./DAY) — (MEQ./LITER) DEATH 
1 F 71 76 April 5-14, 1954 1800 See figure 1 April 18, 1954 
2 F 52 73 April 18-May 9, 1961 1800 May 2, 1.8; 
May 10-11 900 May 9, 34 
3 E 71 72 1954-1963 900 See figure 1 
March 23-31, 1963 1800 
4 M 59 84 March 8-13, 1963 900 
March 14-18 1800 
March 19-23 900 
March 24-April 5 1350 April 7, 2.0 April 7, 1963 
5 F 62 68 Nov. 25-27, 1963 1500 See figure 1 
Nov. 28-Dec. 1. 1800 
Dec. 2-3 900 
6 F 60 47 1963-1965 600 
Jan. 23-Feb. 4, 1965 900 Feb, 22, 2.3; 
Feb. 5-18 750 Feb. 24, 1.9; 
Feb. 19-20 600 March 4, 0.3 
7 M 28 85 1956-1965 900 See figure 1 
Dec. 27, 1965-Feb. 7, 1966 1800 
8 F 57 ? 1964-1966 900 See figure 1 July 2, 1966 
June 17, 1966 ? i 
A prominent feature was coarse tremor; Kidneys 


fasciculations could also be seen. Asym- 
metric clonic contractions of large muscle 
groups of variable localization were fre- 
quent. Epileptic seizures occurred in two 
cases. 

Several patients had attacks of hyperex- 
tension of arms and legs, sometimes com- 
bined with gasping, grunts, and wide open- 
ing of the eyes. The attacks, which ap- 
peared spontaneously or were elicited by 
stimulation, might last from a few seconds 
to half a minute. Electroencephalographic 
examination of three patients showed de- 
crease of alpha activity and increase of 
theta and delta activity, the latter sometimes 
as paroxysms with maximum in the frontal 
regions. Periods of beta activity and the 
appearance of sharp-waves could be ob- 
served. The changes, which might be 
asymmetrical, were reversible. 

Arteriography in one patient showed no 
abnormalities; ophthalmoscopy of two oth- 
ers revealed normal optic discs. Lumbar 
puncture in one patient gave fluid of normal 
composition (lithium content not deter- 
mined) and under normal pressure. 
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A moderate increase of blood urea or 
serum creatinine developed in seven of the 
eight patients, usually when they had been 
comatose for some days. In no case did 
blood urea exceed 80 mg. per 100 ml. or 
serum creatinine 3.5 mg. per 100 ml. Clini- 
cal signs of uremia were not observed. 
Blood urea and serum creatinine decreased 
gradually to normal values except in one 
patient (case 5), in whom serum creatinine 
was elevated before the lithium poisoning. 

Some patients had relatively low urine 
volumes for a few days in spite of sufficient 
fluid intake, but anuria did not occur. Three 
patients showed transitory proteinuria. Uri- 
nary infection developed in most of the 
patients; in some it had been present before 
the intoxication. 


Heart and Circulation 


During lithium poisoning EKG remained 
unchanged in four patients. One patient was 
not examined; in the remaining three pa- 
tients flattening or inversion of the T waves 
in leads I and II could be noted. During the 
last day before death one patient (case 1) 
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developed atrial flutter and arrhythmia with 
pulse deficit. In the other two patients EKG 
normalized gradually. Blood pressure was 
not appreciably affected. 


General Condition 


Respiration was occasionally irregular, 
and at times deep and stertorous. Nausea, 
vomiting, and diarrhea were not observed 
during the fully developed intoxication. It 
was relatively easy to maintain proper fluid 
and electrolyte balance. There was no ten- 
dency to either acidosis or alkalosis. Serum 
sodium and potassium concentrations were 
not influenced by the lithium poisoning as 
such, but in some patients serum sodium 
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increased during treatment with large doses 
of sodium chloride, and a few patients 
showed transient hypopotassemia after ad- 
ministration of hydrochlorothiazide. 

Body temperature was normal during the 
initial stages of lithium poisoning, but most 
of the patients developed pyrexia sooner or 
later during the semicomatose state. In most 
cases urinary infection could be detected. 
Some patients developed pneumonia. 


Serum Lithium 


In figure 1 the serum lithium concentra- 
tions are plotted in a semilogarithmic sys- 
tem; mono-exponential decreases would be 
shown here as straight lines. It can be noted 


FIGURE 1 


Serum Lithium Concentrations After Discontinuation of Lithium 


Dates are along the abscissa and serum lithium along the ordinate (logarithmic scale), 
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that in most cases the fall of serum lithium 
is approximately exponential, and half- 
elimination times therefore may be calcu- 
lated. They varied among the patients: be- 
tween approximately 30 hours (case 8) and 
approximately 100 hours (case 5). Lithium 
clearance determinations were not carried 
out. 

Serum lithium values and clinical condi- 
tion were correlated; the severest symptoms 
coincided with the highest serum lithium 
concentrations, and the condition improved 
as serum lithium decreased. In most pa- 
tients the last intoxication symptom dis- 
appeared when serum lithium reached 
values of 0.1 mEq./liter or less. One patient 
(case 8) remained in a confused state for 
some days after the disappearance of lithium 
from the blood, but at that time she ran a 
fever. 


Therapy 


During lithium poisoning the patients 
were subjected to numerous treatments. 
Some procedures were instituted in order to 
counteract complications: digitalis for cardi- 
ac arrhythmia, antibiotics to prevent infec- 
tion and electrolyte imbalance, etc. 

Most of the patients were given sodium 
chloride, 10-12 gm. per day, or potassium 
chloride, 2-4 gm. per day, or both. Neither 
of these treatments produced any clear- 
cut change in the patient's clinical condi- 
tion; nor could increase of the fall rate of 
serum lithium during the administration of 
these compounds be noted. The two patients 
with long half-elimination times (cases 1 
and 5) received as much sodium chloride 
or sodium chloride plus potassium chloride 
as the three patients with short half-elimina- 
tion times (cases 3, 7, and 8). In two 
patients (cases 3 and 8) discontinuation of 
sodium chloride administration during the 
intoxication did not produce any change in 
the serum lithium fall rate. 


Course 


Two patients (cases 1 and 4) remained 
comatose; they died in pyrexia four and two 
days, respectively, after discontinuation of 
lithium. In one patient (case 8) the lithium 
intoxication abated, but the patient then 
contracted atelectasis and died in pyrexia. 
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Postmortem examination in case 1 
showed bronchopneumonia and pulmonary 
edema. Pronounced arteriosclerosis and 
arteriolosclerosis could be noted in the 
brain. Old cysts in the corpus striatum cor- 
responded to a stroke with hemiplegia 
which the patient had had three months 
previously. In addition, a cyst estimated to 
correspond to an infarction at the time of 
the lithium poisoning was observed in the 
pons. It is not possible to decide whether 
the lithium poisoning triggered the infarc- 
tion, whether the infarction led to impair- 
ment of the renal elimination of lithium, 
or whether the two incidents were inde- 
pendent. A spinal puncture taken after 
death showed a lithium concentration in 
the fluid of 1.0 mEq./liter. The lithium 
content of tissue samples taken at the autop- 
sy showed the following concentrations, ex- 
pressed as mEq/kg wet weight: skin—1.3; 
fat—0; muscle—2.0; bone—4.1; adrenal— 
1.2; liver—1.0; spleen—1.3; intestine—1.5; 
aorta—1.7; kidney cortex—1.8; myocardi- 
um—2.1; lung—1.6; pancreas—1.6; brain 
—1.4. 

In case 4 postmortem examination 
showed bronchopneumonia and pulmonary 
edema; also in this patient old cysts were 
noted in the brain. In case 8 postmortem 
examination showed atelectasis, broncho- 
pneumonia, and pulmonary edema. 

The remaining patients improved grad- 
ually. Consciousness cleared little by little, 
muscle twitches disappeared, and muscular 
tone and reflexes became normal. In some 
patients transient aphatic or dysarthric 
speech disturbances could be noted. Signs 
and symptoms of intoxication had disap- 
peared eight to 17 days after discontinuation 
of lithium, but in one patient abnormal 
movements and in another memory impair- 
ment could be seen for a few additional 
weeks. In no case did the poisoning leave 
lasting effects. 

Two patients (cases 3 and 7) were 
treated with 900 mg. of lithium carbonate 
per day during a later period and tolerated 
the treatment. 


Discussion 


There has been some uncertainty con- 
cerning the principal target of the toxic 
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lithium action, and matters have been com- 
plicated by the fact that several intoxications 
occurred in patients who suffered from se- 
rious somatic disorder when lithium was 
administered. This was, for example, the 
case in 1948-49 when lithium chloride was 
given as a substitute for sodium chloride to 
patients with heart or kidney disease (3, 5, 
6, 7, 14, 19). 

Attention has been focused mainly on 
the kidneys, the heart, and the brain, and 
for some time the kidneys were considered 
the locus minoris resistentiae. This assump- 


appears, however, that lithium acts differ- 
ently in man, The present’ observations 
show that in human subjects lithium poison- 
ing involves primarily the central nervous 
system while kidneys and heart are affected 
only moderately. This is in agreement. with 
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and may be accompanied by cardiac failure ~ 
during antidepressant drug poisoning, 
whereas during intoxication with lithium the 
heart js only slightly affected. Poisonings 
with tricyclic antidepressants usually last 
one or two days; severe lithium poisonings 
generally extend over longer periods. . 

In seven of the eight patients with lithium | 
poisoning there was a transitory, moderate 
rise of blood urea or serum creatinine and 
in some cases the urinary flow was lowered 
for a few days. The cause is not quite clear. 
Direct nephrotoxic action of lithium might 
be inferred from the animal experiments, 
but neither kidney biopsy nor postmor- 
tem examinations revealed morphological 
changes that could. be ascribed to lithium. 
During severe barbiturate poisoning kidney 
function may be affected, but this is usually 
secondary to prolonged shock and the pa- 
tients with lithium poisoning were rot in 
shock. 

The possibility exists that kidney function” 
may have been impaired before the intoxica- « 
tion in at least some patients and that renal 
insufficiency thus may have been the cause 
of the poisoning rather than a result, Un- 
fortunately not all the patients had been 
examined in sufficient detail to permit 
definitive conclusions on this point. 

Postmortem examination of one patient 
(case 1) and renal biopsy from another 
(case 5) revealed pronounced vascular 
sclerosis in the kidneys. Prior to the lithium 
poisoning, serum creatinine was elevated in 
two patients (cases 4 and 5) and there 
was evidence of urinary infection in three 
(cases 3, 5, and 6). It may further be 
noted that only one patient was under 50 
years of age, whereas two were over 70, 
Recent observations show that renal lithium 
clearance decreases with age( 12). 

Lithium intoxication develops when more 
lithium is administered than can be excreted 
by the kidneys. Even persons with normal 
kidney function may accumulate lithium if 
it is given in high dosage for an extended 
period. This was presumably the course of 
events in two patients (cases 2 and 7). 
One patient (case 8) took an unknown 
overdose of lithium, probably with suicidal 
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Prevention a 


Prevention of lithium intoxication must 
be based on efforts made in three areas; 
screening of patients, proper nem 
control during treatment, When ad- 
ministration is started, the patient should 
undergo a physical “examination accom- 
panied by determinations of serum crea- 
tinine or blood urea, sedimentation rate, 
blood pressure, and 
analysis of the urine for protein and formed 
elements, These studies must be supple- 
mented by other investigations when the 
history or physical examination suggests 
somatic disorder, Direct determination of 
renal lithium clearance after administration 
of a single, low test dose of lithium may 
offer advantages as à standard test or in 
selected cases( Map 

Lithium dosage upon the 
of the manic-depréssive disorder( 13). - 
apeutic doses, about 50 milliequivalents of 
litium or 1800 mg. of lithium carbonate 


or later in the treatment against manic re- 
lapse, but should ordinarily not be given for 
more than five to seven days. Thereafter the 
dosage must be lowered to the maintenance 
or prophylactic level, which is 
the therapeutic. The optimum 
maini or prophylaxis must be deter- 
mined individually for each patient on the 
basis of clinical effects and serum 
concentration, 


therefore, is an indicator 
content of the organism and may be used 
to monitor treatment, Frequent serum lithi- 
um determinations (e.g., once a week) seem 
advisable: a) during the first 
prophylactic treatment while 
adjusted and b) 
tion of the higher therapeutic doses. 
Blood samples should be drawn 
the patient has had his first lithium 
of the day. During continuous lithium ad- 
ministration serum lithium values of - 
mEq./liter or higher usually indicate 
pending intoxication and should lead to a 
reduction of lithium dosage. In none of the 
patients presented here did prodromal 
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symptoms appear at lower serum concen- 
trations. 

During recovery from lithium poisoning, 
symptoms may persist cven when serum 
lithium has fallen to values below this level, 
That is due to the low transfer rate of 
lithium between blood and brain; after 
discontinuation of lithium, the concentration 
falls more slowly in brain than in serum. 

Lithium poisoning is not an instanta- 
neous occurrence and usually premoni- 
tory symptoms are apparent for several 
days. The authors have never seen sudden 
collapse during lithium treatment, Clinical 
observation of the patient is the best pre- 
ventive measure during continuous lithium 
administration, and the patient himself, as 
well as members of his family, must be 
instructed about the prodromal symptoms: 
drowsiness, coarse tremor or muscle 
twitches, slurred speech, loss of appetite, 
vomiting, and diarrhea, The appearance or 
reappearance of any one of these symp- 
toms is indication for a serum lithium 
determination, The result of the analysis 
will show whether the suspicion of lithium 
intoxication is justified or whether the 
malady has a different cause, 


Diagnosis 

The diagnosis of lithium poisoning must 
be based on the clinical picture, on informa- 
tion about intake of lithium, and on de- 
termination of the serum concentration. It 
should be noted that a certain verbal 
contact with the patient does not exclude 
lithium poisoning, and the risk of confusion 
with cerebral hemorrhage must be kept in 
mind. During severe lithium intoxication 
serum concentrations are usually above 2-3 
mEq./liter, but in the evaluation of serum 
lithium one should take into account that 
it falls by one-half every one to two days 
after discontinuation of lithium. The de- 
cline is slower if kidney function is im- 
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sodium chloride has also been ad- 
vocated(3, 11). The latter proposal was 
based partly on the observations from 1948- 
49 which showed that lithium tends to 
accumulate in patients on a low salt diet 
and partly on data obtained from experi- 
ments on dogs and rats in which a positive 
correlation was demonstrated between so- 
dium intake and lithium excretion(10, 15). 

The observations reported here do not 
support any of these therapeutic sugges- 
tions. Recent experiments in human subjects 
show correspondingly that potassium chlo- 
ride has no effect on lithium clearance and 
that the effect of sodium chloride, although 
demonstrable, is much weaker in man than 
in the rat(16). However, further studies 
indicate that renal lithium elimination may 
be increased and duration of poisoning 
shortened by use of forced diuresis (urea) 
and alkalinization of the urine, and possibly 
also administration of aminophylline( 16). 

Apart from removal of lithium from the 
organism, treatment of poisoning must be 
Supportive and aim at preventing complica- 
tions: correction of abnormalities in fluid 
and electrolyte balance, regulation of kidney 
function, frequent determinations of blood 
pressure, regular X-ray photos of the 
lungs, preservation of free respiration, fre- 
quent change of the patient's position in 
the bed, physiotherapy of the lungs, infec- 
tion prophylaxis, etc. In each of the three 
cases with fatal outcome, death seems to 
have been due to pulmonary complications. 
It would be advantageous. to transfer pa- 
tients with severe lithium intoxication to 
medical centers experienced in the treatment 
of barbiturate poisoning. 


Summary 


Eight cases of lithium poisoning are 
described. They occurred in patients who 
may have had impairment of kidney func- 
tion before lithium administration or who 
were given large lithium doses for long 
periods. 

Prodromes were apparent for some days 
to a week and included drowsiness, coarse 
tremor or muscle twitches, slurred speech, 
vomiting, and diarrhea. None of the pro- 
dromal symptoms was present in all the 
patients. 
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The intoxication involved primarily the 
central nervous system. Consciousness was 
severely impaired, and in some cases total 
coma developed. Muscle tone was in- 
creased, with' hyperactive tendon reflexes. 
There was coarse tremor, and fascicula- 
tions could be seen. Attacks of hyperexten- 
sion of arms and legs might appear 
spontaneously or after stimulation. In some 
cases transitory neurological asymmetries 
could be observed. Kidney function and 
EKG were affected only moderately. 

Three patients died of pulmonary com- 
plications. In the remaining patients the 
symptoms decreased gradually and disap- 
peared within one to three weeks; the 
poisoning left no lasting effects, 

Administration of large doses of sodium 
chloride or potassium chloride failed to 
accelerate lithium elimination significantly. 
Lithium poisoning must be treated symp- 
tomatically in a manner similar to the 
treatment of barbiturate poisoning. Preven- 
tion of intoxication consists of screening 
patients, administering proper dosage, and 
maintaining laboratory and clinical control 
during treatment. 
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19. Intoxication, 


in Manic-Depressive Psychosis 


BY RONALD R. FIEVE, M.D., AND STANLEY PLATMAN, M.D. 


The authors report a possible long-term side 
effect of lithium treatment in cases of manic- 
depressive disease. They examined 19 manic- 
depressive patients who had been on long- 
term lithium carbonate therapy and found 
that six had goiters and four others had 
evidence of thyroid pathology. Related stud- 
ies and findings are reported, and possible 
mechanisms underlying the high incidence 
of thyroid pathology are discussed. 


I" Is Now 19 years since lithium was 
introduced for the treatment of acute and 
chronic mania, as well as for a variety of 
other affective disorders and states of in- 
creased psychomotor activity. Although sev- 
eral thousand patients have received lithium 
to date, only a small number, in the range 
of 100 to 200 cases, have been maintained 
continuously on the drug for protracted time 
periods of three to 12 years. Despite the 
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widespread use of the drug, few reports have 
indicated any secondary side effects or asso- 
ciated medical disease states that might be 
considered adverse long-term effects. 

The unexplained mechanism of action of 
the lithium ion in bringing about a rapid re- 
mission of mania makes it imperative to 
follow up any reports of coincidental or 
possibly associated metabolic or neuroendo- 
crine abnormalities. Such a preliminary study 
of thyroid function was therefore prompted 
in our laboratory after a single clinical case 
of nontoxic goiter was discovered in a pa- 
tient who had been on lithium for 13 months. 
This observation led to the present study, 
which explores the relationship between 
long-term maintenance lithium therapy, al- 
teration in normal thyroid function, and 
manic-depressive disease. 

The sample studied was selected from a 
group of 120 manic-depressive patients who 
have been followed closely for varying time 
periods on several different medications as 
part of an ongoing project in the affective 
disorders(3). From the total population on 
lithium, 30 patients were selected with total 
time periods on the drug ranging between 
17 and 126 weeks. None of these patients 
was suspected of having thyroid disease and 
none had any previous history of thyroid 
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abnormality or drug intake which could 
have influenced thyroid function. 

Of the 30 patients eligible for the study, 
the first 19 who responded to an invitation 
to join the study were subjected to a 24-hour 
radioiodine uptake (I!?*) test and a thyroid 
scan. Forty uc. of D?! were administered to 
each patient, and uptake was measured after 
24 hours. In addition, a Picker colorscan was 
performed on all patients. 


Results 


The results of these thyroid investigations 
are listed in table 1. The colorscans revealed 
that six patients had goiters, three had cold 
nodules, one had an enlarged borderline 
gland, and nine had normal glands. The 
24-hour I'*! uptakes ranged from 7 percent 
to 39 percent, although half of the patients 
showed values less than 15 percent. There 


LITHIUM AND THYROID FUNCTION 


was no obvious relationship between length 
of time on lithium or the dosage received. 


Discussion 


It is premature at this point to say whether 
the findings of abnormal thyroid scans on 
our manic-depressive population are inci- 
dental or are directly related to lithium 
treatment or the manic-depressive illness it- 
self. Schou(10) has reported on a small 
number of patients on continuous lithium 
treatment from four weeks to three and a 
half years who developed diffuse, nontoxic 
goiters. He has stated that the goiters which 
developed during lithium treatment fell into 
as wide a variety of metabolic categories as 
did nontoxic goiters in the general popula- 
tion. He saw no evidence of a statistical asso- 
ciation between lithium treatment and thy- 


TABLE 1 
Results of Thyroid Tests 
MAINTENANCE 
LITHIUM 
PERIOD ON CARBONATE 24-HOUR 
LITHIUM DOSE 1131 UPTAKE 
PATIENT SEX AGE (WEEKS) (M6.) (PERCENT) THYROID SCAN 
1 `M 51 56 1500 26 Moderately large goiter with irregu- 
lar distribution of activity, but with- 
2 out conclusive evidence of nodularity 
: M 31 47 1200 21 Small goiter, apparently diffuse 
i 1 57 32 1200 27 Small goiter, apparently diffuse 
: " 58 76 900 39 Small goiter, apparently diffuse 
67 34 1200 14 Large goiter with substernal exten- 
i "H sion 
52 67 1200 14 Borderline thyroidmegaly, apparent- 
ly diffuse 
7 M 63 17 900 12 Localized decreased activity in right 
upper pole; otherwise normal 
8 M 30 47 900 21 Questionable "cold" defect in left 
lobe; otherwise normal 
id ie Ke 1200 7 Normal thyroid 
ii ği x e 1200 14 Normal thyroid 
2 » $ d 900 23 Normal low-lying thyroid 
1200 ll Normal thyroid exhibiting lobar 
asymmetry 
13 M 48 52 1800 10 Normal thyroid exhibiting lobar 
asymmetry 
i À i ie 1500 24 Small goiter, apparently diffuse 
600 25 Two "cold" nodules in a normal- 
sized gland 
+ : s: e 1200 22 Normal thyroid 
d fi E: Es 1200 13 Normal thyroid 
2o i ai 2 1200 8 Normal thyroid 
1200 18 Normal thyroid 
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roid disease, although he raised the possi- 
bility of lithium having precipitated goiter 
through mechanisms as yet unknown. 

It is difficult to consider the high incidence 
of thyroid pathology in our sample as co- 
incidental. Goiter is normally more common 
in women, and yet five of the goiters oc- 
curred in our 13 male patients. Iodine de- 
ficiency is probably responsible for most 
endemic goiter. Sporadic goiter may arise 
from a number of factors such as increased 
physiological requirements, dietary goitro- 
gens, or iatrogenic goitrogens. Thiocyanate, 
resorcinol, p-amino-salicylic acid, cobalt, and 
other substances have been incriminated as 
goitrogens(11). It is possible that lithium 
also falls into this category, although this 
hypothesis must await confirmation. 

To further investigate the relationship of 
the thyroid to lithium and manic-depressive 
disease, we are currently studying thyroid 
function in a control group of manic-depres- 
sive patients on imipramine hydrochloride 
(Tofranil). We are also making serial mea- 
surements of thyroid function in manic-de- 
pressive patients before lithium treatment 
and at periodic intervals while they are on 
maintenance doses of the drug. 

No thorough investigation of all parame- 
ters of thyroid function has been reported 
in the literature on manic-depressive patients 
not on lithium treatment. Therefore the re- 
sults reported here remain inconclusive and 
require clarification from the control studies 
in progress. 

Gjessing(4) has reported a number of 
patients with periodic cyclical catatonia who 
responded to thyroid treatment. Libow and 
Durell(7) similarly have reported on the 
relationship between periodic psychosis and 
thyroid metabolism. In their case, a 47-year- 
old schizophrenic man with a periodic psy- 
chosis, a consistently coupled alteration of 
thyroid gland activity was demonstrated with 
an alternating motility cycle. There was also 
a reproducible doubling of thyroid I?! up- 
take each time the patient became mute and 
retarded. x 

In a second case reported by Libow and 
Durell(8), a 50-year-old female patient with 
a post-thyroidectomy depressive. psychosis 
was treated with tri-iodothyronine. There 
was a reproducible resolution of the psy- 
chosis upon administration of the drug, and 
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upon cessation of thyroid medication there 
was a marked exacerbation of psychiatric 
symptoms, concurrent with an increased I!?! 
uptake and an elevated blood level of thy- 
rotrophic-stimulating hormone. This raises 
the possibility of an interrelationship be- 
tween the thyroid, manic-depressive disease, 
and lithium. Earlier unconfirmed reports by 
Cade(1) and, more recently, a report by 
Goodwin and associates(5) have shown ab- 
normal magnesium levels in individuals with 
affective disorders or increased magnesium 
levels following lithium therapy. These re- 
ports, in the light of the abnormal thyroid 
scans in our patients, raise new research 
questions since magnesium and thyroid have 
been recently reported to be interrelated (6). 

Coppen and Shaw(2) have shown that 
lithium alters bromine space in the measure- 
ment of extracellular space. After lithium 
administration, the bromine method is no 
longer capable of representing this fluid com- 
partment, possibly due to the increased per- 
meability of cells to the bromine ion. It is 
therefore conceivable that lithium, in addi- 
tion to altering the bromine pool of the 
body, might also act to alter the iodine pool 
available for thyroid metabolism. Likewise, 
a goiterous enlargement alternatively could 
be explained if the lithium ion acts directly 
and selectively on the thyroid gland to inhibit 
cellular uptake of free circulating iodine. In 
our group of patients, half of the T1?! uptakes 
were below 15 percent. Inorganic and or- 
ganic iodine, thyroid drugs, steroids, and 
thyroiditis are known to reduce uptake. 
Steroids have been shown to have multiple 
effects on thyroid metabolism(12), and 
Platman and Fieve(9) have shown that 
raised plasma cortisol levels are associated 
with lithium administration. 

Regardless of which of the above mecha- 
nisms underlies the high incidence of thyroid 
pathology in our patients, the administration 
of iodine or thyroid could be a necessary 
accompaniment of lithium treatment. Pa- 
tients placed on lithium would be required 
to have baseline thyroid function tests and 
would need periodic thyroid evaluations to 
detect indications for treatment. Viewed 
thus, a goiter could be detected, treated, and 
followed closely as an incidental and clinical- 
ly manageable side effect of lithium treat- 
ment. 
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This new observation of the occurrence 
of goiter, if verified by further controlled 
studies, may be viewed as an important 
research leading to the understanding of 
the primary biochemical mechanisms in- 
volved in the manic-depressive disease and/ 
or the action of the lithium ion in mania. 
The specific lines of metabolic research to 
be pursued in this area await the follow-up 
results of this report. The importance of 
lithium’s therapeutic action in manic-depres- 
sive disease remains, despite the findings in 
this study. 
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The Effects of Lithium Salts on Brain Activity in the Cat 


BY ERNEST S. BARRATT, PH.D., DANIEL L. CRESON, M.D., AND 
GLENN RUSSELL, PH.D. 


Two sets of experiments were conducted to 
study the effects of lithium on the gross 
electrical activity of the cat brain. The first 
series, designed to study acute effects by 
means of recording evoked potentials using 
encephale isolé cats, suggests that the orbito- 
frontal cortex is a primary brain locus for 
the immediate effects of lithium. The second 
series of experiments, designed to study 
chronic effects, suggests that lithium pro- 
duces widespread EEG slowing after it has 
been administered for seven days; marked 
behavioral changes were also observed in 
these cats following the seven-day course of 
lithium administration. 
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HE EXPERIMENTS discussed herein are 
part of a research program which is de- 
signed to describe brain-behavior correlates 
of two personality predispositions, impul- 
siveness and anxiety. This research program 
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involves experiments with both humans(4) 
and lower animals(1, 2, 3, 5). One of the 
main goals of the research with lower ani- 
mals is to study the effects of psychoactive 
drugs on selected brain centers, especially on 
certain limbic system structures that we have 
hypothesized to be related to impulsiveness. 

Since manic patients often demonstrate 
impulse control problems and since lithium 
salts have been shown to be effective in treat- 
ing manic patients(11), we have included 
lithium (LiCl) in our research program. 
This paper is a progress report of a series 
of concatenated experiments to study the 
effects of lithium on the gross electrical ac- 
tivity of the cat brain. 

There have been several studies reported 
on the effects of lithium on the electrical 
activity of the human brain, one involving 
the spontaneous EEG as the dependent vari- 
able(9) and the other involving the cortical 
evoked potential obtained by stimulating the 
ulnar nerve(8). In an earlier study in our 
laboratory, we found that LiCl produced 
changes in the evoked potentials in the cat’s 
orbital-frontal cortex when the basolateral 
amygdala was stimulated; concurrent poten- 
tials in the hypothalamus were not appreci- 
ably changed(7). 

The acute effects experiments discussed 
here are a follow-up of the above experi- 
ment and were designed primarily to answer 
the question: “Is the initial effect of LiCl 
on the entire cerebral cortex, or are its 
effects limited to certain cortical areas?” 

The chronic effects experiments were de- 
signed to study the effects of LiCl on the 
spontaneous behavior and on the spontane- 
ous electrical activity of selected cortical 
and subcortical cell stations in cats to which 
LiCl had been administered over a seven-day 
period. The effects of LiCl on the initial 
EEG orienting response(13) to an auditory 
stimulus and the subsequent habituation of 
this response were also observed in the 
chronic effects experiments. 


Procedure 


Acute Effects Experiments 


A total of 47 cats was used in these 
experiments. Each evoked potential result 
reported below is based on at least six €x- 
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perimental cats and two control cats unless 
otherwise stated. All of the experimental 
cats received intravenously either 50 mg./kg. 
or 100 mg./kg. of LiCl and the control cats 
received intravenously either 50 mg./kg. or 
100 mg./kg. of NaCl. LiCl blood levels 
were determined for different dosage levels 
on most cats. 

All cats in these experiments were en- 
cephale isolé preparations(6). For this prep- 
aration, the spinal cord was cut at a level 
between the atlas and the occipital bone. 
The blood supply to the brain was left in- 
tact, leaving a viable unanesthetized brain. 
Thus, the effects of drugs on brain activity 
could be determined without the interaction 
effects of an anesthetic. The evoked poten- 
tials (EP) obtained with this preparation are 
more variable than those obtained with 
anesthetized animals because the encephale 
isolé animal is alert and can respond to 
cephalic sensory inputs. After the cord sec- 
tion, respiration was maintained via a trache- 
al cannula. Blood pressure was monitored 
via a cannula in the femoral artery. Blood 
pressure was maintained at desired levels by 
infusing angiotensin amide (Hypertensin) in 
normal saline via a cannula in the femoral 
vein. 

Electrodes (stainless steel side-by-side bi- 
polar) were stereotaxically implanted, using 
Snider and Niemer's atlas(12), in the baso- 
lateral amygdala (AP: 11.5; Lat.: 9.0; 
D-V: —6.0), the orbitofrontal cortex (AP: 
20.0; Lat.: 1.0; D-V: —6.0 to —3.0), the 
dorsal medial nucleus of the thalamus (AP: 
9.0; Lat.: 1.4; D-V: 44.0), the optic tract 
(AP: 12.0; Lat.: 4.0; D-V: —5.0), and the 
lateral geniculate nucleus of the thalamus 
(AP: 6.0; Lat.: 10.5; D-V: +4.5). Elec- 
trodes (silver ball) were also placed on the 
anterior ectosylvian cortex and the occipital 
cortex. Stereotaxic electrode placements were 
verified histologically by a modification of 
the Wade-Marshall technique for frozen sec- 
tions. 

A. Grass Model S-4 stimulator was used. 
Amperage (monitored on an oscilloscope) 
ranged from .8 milliamperes (ma.) to 3.6 
ma. Pulse duration was either 0.1 milli- 
seconds (msec.) or 0.5 msec. A train of 20 
stimuli was delivered with ten-second inter- 
vals between stimuli. There was a 15-minute 
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interval between trains of stimuli. The 20 
EPs from each train were averaged using a 
Mnemotron 400A Computer of Average 
Transients and an X-Y plotter for plots. 

The independent variables in the acute 
effects experiments were stimulation values, 
blood pressure levels, drug dosage levels, 
and stimulation and recording locus. The 
dependent variables were the latency, ampli- 
tude, and pattern of the EP. 


Chronic Effects Experiments 


Ten cats under pentobarbital (Nembutal) 
anesthetic were implanted with chronic elec- 
trodes. Electrodes were placed in the or- 
bitofrontal cortex, the basolateral amygdala, 
the lateral nucleus of the hypothalamus, the 
putamen, nucleus centralis medialis of the 
thalamus, the anterior Sylvian gyrus, the mo- 
tor cortex, and the occipital cortex. A ref- 
erence electrode was located over a frontal 
sinus with an attached bare wire lead around 
the outside perimeter of the skull. Electrode 
placements were verified histologically. 

Animals recovered from the surgery for 
a minimum of seven days before the experi- 
ment started. Eight animals were given in- 
traperitoneal injections of LiCl for seven 
days. Two animals were given intraperitoneal 
NaCl injections for seven days. Behavioral 
observations and EEG records were made 
with the cat in a relatively soundproof cubi- 
cle with a one-way mirror. Random noise 


FIGURE 1 
Evoked Potentials Recorded in the Orhitofrontal Cortex, 
Obtained by Stimulating in the Anterior Ectosylvian 
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at approximately a 45-decibel level was pres- j 
ent in the cubicle. Base line EEG and be- 
havioral observations were made before any - 
drugs were administered and also periodical- - 
ly as the animals received the drugs. 1 

On the seventh day that animals received 
the drug, the cats were run in an orienting | 
response (OR) experiment(13) using audi- 
tory tones as stimuli. EEG tracings were 
made before, during, and after the presenta- 
tion of the tones. Twenty-seven tones (either 
4,000 cycles per second or 1,000 cycles per 
second) were presented, with time periods 
randomly varying between tones and varying 
tone durations. The tones (approximately 
65 decibel level) were presented while the. 
random noise continued. The tones were se-- 
quenced to allow observations to be made 
of: 1) the EEG orienting response to the 
original tone; 2) habituation to the original 
tone; 3) the OR to the introduction of a 
novel stimulus; and 4) the habituation to” 
the subsequent alternate presentations of 
both the original tone and the “novel” tone. 

LiCl blood levels were obtained for some 
cats with different LiCl dosage levels. 


Results 
Acute Effects Experiments 


Stimulating the anterior ectosylvian cortex 
produced a well-defined EP in the orbito- - 
frontal cortex and the basolateral amygdala. 
After the administration of LiCl (100 mg./ 
kg.), the EP in the orbitofrontal cortex 


FIGURE 2 
Evoked Potentials Recorded in the Basolateral Amygdala, | 
Obtained by Stimulating in the Anterior Ectosylvian 
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changed while the basolateral amygdala EP 
remained essentially unchanged (figures 1 
and 2). LiCl produced a slight change in the 
primary peak of the orbitofrontal cortex EP 
and a very marked effect on the secondary 
peaks; the second and third peaks became 
consolidated and occupied a position inter- 
mediate between the two peaks present be- 
fore LiCl was administered. The EP results 
presented in figures 1 through 4 represent 
the conditions under which the least obvious 
changes were observed with the administra- 
tion of LiCl: namely, blood pressure main- 
tained at a high level (140 mm. Hg), high 
amperage level (3.6 ma.) for stimulation, 
and a wide stimulation pulse (.5 msec.). Un- 
der these conditions, less change is seen in 
the pattern of the primary peak than with 
other stimulation parameters, although the 
change is consistent. 

Stimulating the orbitofrontal cortex and 
recording in the ectosylvian gyrus and baso- 
lateral amygdala confirmed the results of our 
earlier study, in which EPs obtained in the 
amygdala following stimulation of the orbito- 
frontal cortex were altered after administra- 
tion of LiCl. The EP in the ectosylvian 
cortex was also changed after LiCl. 

Stimulating the dorsal medial nucleus of 
the thalamus produced a stable EP in the 
orbitofrontal cortex and a more variable EP 
in the amygdala. After the administration 
of LiCl (100 mg./kg.), the EP in the 
orbitofrontal cortex changed but no con- 
sistent EP change was observed in the amyg- 
dala after LiCl that was not present in this 


FIGURE 3 
Evoked Potentials Recorded in the Orbitofrontal Cortex, 
Obtained by Stimulating the Dorsal Medial Nucleus of 
the Thalamus 
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more variable EP before LiCl (figures 3 and 
4). LiCl produced marked changes in the 
patterns of both the primary and secondary 
peaks of the orbitofrontal cortex although 
the onset latencies of the peaks were only 
slightly decreased. Stimulating the dorsal 
medial nucleus of the thalamus did not pro- 
duce a consistent EP in the anterior Sylvian 
gyrus. 

Stimulating the optic nerve and recording 
in the lateral geniculate nucleus of the thala- 
mus and in the occipital cortex resulted in 
stable, well-defined EP in three cats. Admin- 
istering LiCl (100 mg./kg.) produced no 
changes in the EP in this classical afferent 
system. 

Stimulating the orbitofrontal cortex and 
the anterior ectosylvian cortex did not pro- 
duce well-defined EP in the dorsal medial 
nucleus of the thalamus, although a very 
variable EP was recorded from the orbito- 
frontal cortex. 

Where changes were obtained after LiCl 
was administered, it was observed that 
changes in blood pressure, stimulation 
parameters, and drug dosage level were re- 
lated to the changes in EP. At low blood 
pressure levels (below 100 mm. Hg), EPs 
were much more subject to change after 
LiCl was administered. Above 130 mm. Hg, 
the EPs were much more resistant to change. 
The threshold for this change varied with 
different cats between 100 mm. and 130 
mm. Hg. All of the results reported above 
were recorded with the blood pressure be- 
tween 130 mm. Hg and 150 mm. Hg. 


FIGURE 4 
Evoked Potentials Recorded in the Basolateral Amygdala, 
Obtained by Stimulating the Dorsal Medial Nucleus of 
the Thalamus 
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FIGURE 5 
Spontaneous EEG Before Administration of LiCl 
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A series of cats was also run using a 
50 mg./kg. dosage level of LiCl instead of 
100 mg./kg. With 50 mg./kg., the changes 
reported above were still obtained but were 
less marked. With 100 mg./kg. dosage levels, 
the EP changes occurred within 50 minutes 
after the administration of LiCl and this 
was also true for the 50 mg./kg. dosage 
level. However, with the 50 mg. dosage, the 
EPs had returned to their previous patterns 
within a two-hour period while the EP 
changes with 100 mg. dosage levels per- 
sisted for at least four hours. Blood LiCl 
levels with the 100 mg./kg. dosages varied 
from 2.8 mEq./liter to 4.2 mEq./liter. With 
50 mg./kg. dosages, it varied from 1.1 
mEq./liter to 2.3 mEq./liter among different 
cats. 


FIGURE 7 
Spontaneous EEG Recorded 11 Days After Cessation of 
LiCl Administration 
(Recorded 11 Days After EEG Presented in Figure 6) 
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FIGURE 6 
Spontaneous EEG (Recorded on Seventh Day) After LiCl 
(50 mg./kg. per Day) Had Been Administered for 
Seven Days 
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Increasing the amperage stimulation level 
resulted in EPs which were much more re- 
sistent to change after LiCl was adminis- 
tered. For the results reported above, the 
amperage was between .8 ma. and 1.4 ma. 
In several cats the amperage was increased 
to as high as 3.6 ma. Increasing the amper- 
age did not prevent LiCl effects, but the EP 
changes were less marked. The stimulation 
parameters for obtaining the most marked 
EP changes after administering LiCl were 
.8 ma. with .1 msec. pulse duration. Thus, 
our results indicate that it is mandatory to 
monitor both stimulation current and blood 
levels in this type of research. 


Chronic Effects Experiments 


The spontaneous EEG changed markedly 
after seven days of daily administration of 
LiCl (50 mg./kg.). In general, LiCl pro- 
duced a diffuse slowing of EEG activity from 
all leads; this change persisted at least 11 
days after the last LiCl was administered 
(figures 5, 6, and 7). Control cats who re- 
ceived NaCl (50 mg./kg.) did not show 
these changes. 

There was also a change in the spon- 
taneous behavior of the cats after receiving 
LiCl for seven days. This was documented 
independently by three observers. The cats 
did not like to be handled and developed a 
*withdrawing" behavior. If approached, they 
would hiss, yet they would not bite or claw 
the approacher but would attempt to with- 
draw. They would crouch in the corner of 
the cage or in the cubicle and would cling 
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to the bottom of the cage when attempts were 
made to lift them. If let loose in the lab, they 
would hide under something rather than ex- 
plore as the controls did or as they did be- 
fore taking LiCl. 

Three cats received 100 mg./kg. per day 
of LiCl for seven days. One of these cats 
died and the other two were very weak and 
nauseous. After seven days their blood LiCl 
levels were about 4.6 mEg./liter. The two 
remaining cats were very inactive and ap- 
peared to have a toxic reaction of some 
kind. Their EEGs had diffuse slowing 
throughout the cortical and subcortical levels 
even when awake. The records appeared to 
be very much like stage 2 to stage 3 sleep 
records. They slept 90 percent of the time 
while in the cubicle unless they were dis- 
turbed by the experimenters. 

During the OR experiment, the cats who 
received LiCl did not overtly respond to the 
onset of the stimulus except with occasional 
ear flicks. However, their EEGs showed defi- 
nite responses to the onset of the auditory 
stimulus. The EEGs of these cats never 
habituated to the tone presentations. In con- 
trast, the control cats receiving NaCl re- 
sponded with a grosser motor response to 
the initial auditory stimulus and with definite 
EEG changes in all leads. After five or six 
tone presentations, the control cats habituat- 
ed in both their EEG and behavioral re- 
sponses until the novel stimulus was present- 
ed and they again responded with both 
motor and EEG changes. 

Because the OR results were so strikingly 
different for the control and experimental 
cats, we felt that the LiCl animals may have 
been sleeping with their eyes open. How- 
ever, opening the cubicle door and shaking 
the cats did not produce EEG changes im 
the LiCl cats comparable to their pre-lithium 
EEG records or to the records of the control 
cats. 

After the OR experiment was completed, 
we gave the control NaCl cats one dose 
(50 mg./kg.) of LiCl to observe the effects 
of a single dose on the spontaneous EEG. 
Within one hour there was diffuse slowing 
in all leads. The 40-cycles-per-second activi- 
ty that had been observed in the amygdala 
and on occasion across all leads decreased 
to 30-cycles-per-second in the amygdala and 
was not present in other leads; this persisted 
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for at least two hours. Two days later, with 
no additional LiCl having been given, the 
EEG records had returned to their pre-LiCl 
pattern with the 40-cycles-per-second activi- 
ty being present in the amygdala and occa- 
sionally across other leads as in the pre-LiCl 
records. However, the 40-cycles-per-second 
activity did not return in the orbitofrontal 
cortex. 


Discussion 


The results from the acute effects ex- 
periments suggest that the primary brain 
locus of LiCl effects is in the orbitofrontal 
cortex. This is an area that has been suggest- 
ed to be related to inhibition of ongoing be- 
havior and to synchronization of the EEG 
(10, 14). The results of the chronic effects 
study indicate a gross change, primarily an 
increase in slow wave activity, in the spon- 
taneous EEG from both cortical and sub- 
cortical cell stations. LiCl also affects habitu- 
ation of the EEG response to a series of tone 
stimuli. 

As noted earlier, when blood pressure is 
high and stimulation parameters are in- 
creased in magnitude, LiCl seems to have 
less of an effect on the primary peak of the 
EP in the orbitofrontal cortex and to affect 
the secondary peaks more. These secondary 
peaks are the result of polysynaptic trans- 
mission. It may be that the effect of LiCl on 
the orbitofrontal EP is an epiphenomenon 
related to the effects of lithium on some 
other part of the nervous system or to a 
change in the level of some other neuro- 
chemical related to lithium. The generalized 
EEG slowing that is characteristic of the 
cats who received LiCl for seven days sug- 
gests a wider effect of LiCl than do the 
acute effects EP studies. However, the two 
experimental situations would not necessarily 
produce comparable results. 

As noted earlier, this is a progress report 
on a series of concatenated experiments to 
explore for the effects of lithium on measures 
of brain activity behavior. Our next experi- 
ments will involve computer analyses of the 
EEG during the OR experiment, the ex- 
ploration of further brain sites, using single 
cell recordings before and after LiCl, and 
chronic experiments with monkeys perform- 
ing operant tasks and concurrent recordings 
of the EEG. 
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Lithium Effects on Electrolyte Excretion 


BY JOE P. TUPIN, M.D., GEORGE K. SCHLAGENHAUF, M.D., AND 
DANIEL L. CRESON, M.D. 


Lithium carbonate was administered to nor- 
mal controls and to manic-depressive pa- 
tients under carefully controlled conditions. 
Particular attention was given to diet. The 
authors found that lithium clearly affects the 
metabolism of sodium and calcium and, to 
some extent, magnesium. Minimal affective 
and behavioral effects of the lithium were 
noted by the normal controls. There was 
some suggestion of abnormality in the cir- 
cadian (24-hour) rhythm of temperature and 
some other physiological measurements 
among the manic-depressive group. 
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HE USE OF lithium salts for the treatment 
of manic-depressive reactions began in 
1947 following Cade's(4) discovery of its 
effectiveness in calming a variety of hyper- 
active patients. More recently, other inves- 
tigators have confirmed its clinical effective- 
ness in controlling manic symptoms(10, 18, 
23) and in preventing the recurrence of both 
manic and depressive symptomatology(1). 
These studies include double-blind evalua- 
tions(20). 
Although lithium does seem to prevent re- 
current depressions, its effectiveness in treat- 


These studies were conducted at the clinical 
study center, University of Texas Medical Branch, 
which is supported by Public Health Service grant 
FR-00073 from the Division of Research Facilities 
and Resources, National Institutes of Health. This 
work was also supported in part by the Medical 
Research Foundation of Texas. 
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ing the depressed phase of manic-depressive 
illness has remained an unsettled matter. Its 
effectiveness in controlling the hyperactivity 
of patients with a wide variety of diagnoses, 
including schizophrenia and organic brain 
damage, has also been reported. 

A marked increase in biological research 
on the affective disorders has occurred in 
recent years. A number of investigators have 
reported electrolyte and body water ab- 
normalities in manics and depressives(8, 11, 
14). Coppen recently reviewed some of these 
studies(6). He noted an increase of sodium, 
primarily in the intracellular space, in manics 
and depressives(8). The close chemical re- 
lationship between sodium and lithium has 
stimulated interest in the possibility of an 
interaction between them. Most consistent 
has been the finding that lithium causes a 
shift in sodium pools(7, 21). 

Schildkraut(15), Bunney(3), Rubin(13), 
and others have examined the relationship 
of catecholamines and adrenocorticoids to 
affective disorders. The vital role of cate- 
cholamines and electrolytes in nerve impulse 
transmission is well recognized, and their 
relationship to affective disorders must be 
considered. Colburn and Schildkraut(5, 17) 
have already outlined a theory of catechol- 
amines and affective disturbances. 

To extend this line of research, we ex- 
plored the relationship between lithium and 
certain electrolytes in both blood and urine 
of patients and normal controls under care- 
fully controlled conditions. 


Methodology 


Two groups of subjects were selected: 
normal controls and manic-depressive pa- 
tients, The normal controls, the main focus 
of this paper, were medical students or in- 
terns who were screened to assure the ab- 
sence of serious physical or emotional ab- 
normalities. They were males averaging 24 
years of age. 

From a pool of patients who had been 
referred from other physicians for lithium 
treatment, five with typical manic-depressive 
histories were chosen for comparison with 
the normals. There were four men and one 
woman; the average age of this group was 
48. Not all were symptomatic at admission. 
Among those selected, levels of symptoms 
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were noticeably different; however, all had 
histories of cyclic mood swings of at least 
two years’ duration without other significant 
psychopathology. When depressed, the be- 
havior of these patients was characterized by 
motor retardation, feelings of sadness and 
depression, loss of interest, insomnia, weight 
loss, and/or anorexia. In the manic phase, 
they exhibited flight of ideas, hyperactivity, 
distractibility, overinvolvement in projects, 
and overestimation of their abilities to initi- 
ate and complete projects. We carefully ex- 
cluded those with any evidence of schizo- 
phrenia. 

Each subject selected diet and fluid intakes 
which were constant throughout the study. 
The investigation was conducted on a meta- 
bolic unit which also houses obstetric, pedi- 
atric, medical, and surgical patients. 

During the first two or three days, the 
patients received routine physical and psy- 
chiatric evaluations. Normal subjects were 
evaluated as outpatients. Dietary intake was 
carefully monitored and assayed to assure 
uniform intake and composition. The first 
three days on the diet served as a control 
period during which data were collected; 
following this, all subjects were started on 
lithium carbonate, 1200 mg. per day. The 
controls received this dosage for two days, 
and 900 mg. for the next two days; lithium 
was then discontinued. The patients were 
maintained on the 1200 mg. dosage until 
symptom control or a suitable blood level 
was attained. Lithium administration was 
not blind. 

Although the subjects were allowed a free 
selection of diet and were encouraged to 
choose things they would normally eat, the 
diets were similar in analyzed content (table 
1). The components of the diet were gen- 
erally within normal range for adults with 
the exception of three subjects. One normal 
control and one patient chose diets low in 
potassium. These diets were supplemented 
by administration of 20 mEq. per day of 
oral potassium. One patient selected a diet 
high in potassium. 

The subjects were encouraged to be nor- 
mally active within the limitations of the 
hospital routine. The normal controls, medi- 
cal students and one intern, continued to 
participate in their appropriate activities, in- 
cluding studying and making ward rounds, 
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TABLE. 1 
Calculated Dietary Constituents * 
CARBO- POTAS- 
PROTEIN FAT HYDRATE SODIUM SIUM 
SUBIECT CALORIES (gm.) (gm.) (gm.) (mEq.) (mEq.) 
Patients 
*1 1700.405 56.191 79.34 196.31 13.597 58.293 
#2 1853.924 68.943 75.651 227.904 22.528 66.703 
*3 1829.419 91.163 82.656 219.899 15.628 50.683 
#4 1716.59 59.46 73.75 205.93 12.718 58.792 
#5 2505.561 65.676 87.846 368.939 13.998 129.11 
Controls 
#1 2918.485 101.155 131.34 291.065 15.096 94.468 
#2 2137.263 82.721 79.952 244.303 16.771 49.559 ** 
#3 2633.542 75.245 119.671 321.83 12.291 58.08 
#4 2745.542 113.412 130.77 225.387 12.714 65.255 


* Each subject selected a diet and received these identical portions daily throughout the study. 


** Given 20 mEq. supplemental K+/day. 


We have a high degree of confidence that 
the subjects did not obtain food or fluids out- 
side the unit. During the period of data col- 
lection, we gave no medication other than 
lithium except occasional sedatives or pheno- 
thiazines to the patients. 

Pooled 24-hour urine collections and 
blood samples were obtained and assayed 
for sodium, potassium, calcium, and mag- 
nesium. In the normal controls, blood and 
urine creatinine levels were also determined. 
Blood and urine lithium determinations were 
obtained daily once lithium was begun; how- 
ever, technical difficulties prevented our ob- 
taining comparable data for the urine levels 
in the patients. 


Results 


Only those results which are comparable 
between the patient and the normal control 
group in regard to adequate control of diet, 
absence of excessive medications, adminis- 
tration of lithium, and research procedures 
are reported. For convenience, the data are 
averaged for the two groups. This, as with 
any measure of central tendency, obscures 
some of the detail. ! 

Because these data represent a relatively 
small sample, we did not feel it appropriate 
to apply a test of statistical significance. Al- 
though it would be possible to calculate the 
balance of electrolytes for each individual, 
we have confined our comparison here to the 

day-to-day shifts and will save the balance 
analysis for a later paper. 
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We compared the patient and control data” 
for the three days preceding lithium initia- 
tion (referred to as the control period) and. 
for the first four days of lithium adminis- 
tration. The first four days were chosen be- 
cause this was the length of time the normal 
controls received lithium; however, values” 
for the subsequent days are also of interest, = 
We did not carry the patient data beyond 
this time because of their lack of compara- 
bility. i 
Electrolytes y 

Magnesium urine values were slightly low- 
er in the normals during the control period 
(table 2). Control values seemed to rise 
gradually after lithium was begun, while pa- 
tient values tended to decrease on the first | 
day of lithium therapy. Magnesium serum. 
levels were essentially the same for patients 
and normals during the control period and ~ 
did not change appreciably during the treat- 
ment period. These values are within the 
normal range for our laboratory and do not 
support previously reported findings(12) of 
increased serum magnesium levels during 
lithium administration; however, it should 3 
be noted that a period of four days does not 
constitute chronic administration. 

Urine calcium studies revealed that the - 
normals excreted about one and one-half to 
two times more calcium than the patients: 
during the control period, maintaining this 
ratio throughout the treatment time; how- 
ever, calcium excretion decreased in both - 
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control period, the normals had a strikingly 
low mean of 129.3 mEq./liter. We feel this 
probably represents a systematic lab error; 


PHOS- ADDED " $ 
HORUS NaCl DIETARY pist, although we have no unequivocal evidence 
(mg.) (mEq.) FLUID 1,0 for this, we feel it is appropriate to question 
the reliability of these data. On the first day 
76.59 96.4 1603 1100 of lithium administration, all normals exhib- 
32.668 170.94 1598 1840 ited reduction in serum sodium levels, with 
36.518 120. 1370 3000 a mean of 130.3 mEq./liter which rapidly 
97.27 85.47 1015 1000 returned to normal. 
1374 170.94 3560 1000 Urine potassium values in the normal sub- 
qd jects varied during the control period; how- 
02.33 130.206 1810 1000 ever, they tended to decrease. In contrast to 
61.186 130.085 1605 1650 + initiati 
day three of the control period, the initiation 
38.087 133.675 973 750 an 2 
07.764 13282 1645 1250. of lithium seemed to produce some increase. 


groups after lithium was started. This was 
more striking in the normals. 

Serum calcium values, which were higher 
in the normals during the control period, 
dropped on the first day of lithium adminis- 
tration and remained lower than the pre- 
treatment values. It was particularly sur- 
prising that, on the second day after lithium 
was discontinued, the serum level for the 
normals dropped dramatically to 7.4 mg./ 
percent after maintaining a range of 9.1 to 
10.1 mg./percent throughout the control and 
treatment time. Control values for patients 
were lower than those for normals and the 
serum level tended to increase slightly on 
the third day of lithium treatment. 

Sodium content of urine during the con- 
trol period varied from day to day; however, 
there is no consistent pattern either within 
or between the groups. On the first two days 
of lithium administration, for the normals, 
there was a marked increase of sodium ex- 
cretion followed by a compensatory reduc- 
tion on the third, fourth, and fifth days. The 
patients tended to have increased sodium ex- 
cretion on the first day of lithium therapy. 
particularly as compared with the last two 
of the three control days. Also, there was à 
trend toward reduced excretion on days three 
and four; however, these changes are not 
nearly as dramatic: as those seen in the nor- 
mals. x 

Serum sodium determinations were strik- 
ingly consistent for the patients during Con- 
trol and treatment time and were well within 
. normal limits, However, on day two of the 


Amer. J. Psychiat, 125: 4, October 1968 


In the patients, there was a reverse trend, 
with a gradual increase during the control 
time, continuing into the first day of lithium 
therapy, and decreasing subsequently. The 
serum potassium levels were comparable be- 
tween normals and patients and between 
control and treatment time. 

The serum lithium values, as others have 
reported(21), showed somewhat more rapid 
increase in normals than in patients. The 
value of .63 mEq./liter on day five is for the 
blood drawn on the morning after the first 
48 hours of lithium therapy. At that point, 
lithium was decreased to 900 mg. per day 
for the controls, and the following day (day 
seven) the serum lithium level dropped to 
78 and stabilized there, reflecting the rather 
rapid excretion. After lithium was discon- 
tinued, the serum lithium level decreased 
rapidly over four days to .1 mEq./liter. 

Urine creatinine values in the normals 
increased slightly after lithium was started 
and seemed to decrease slightly after it was 
terminated. While the serum creatinine levels 
varied, they tended to increase toward the 
end of the treatment period in the normals. 
There are no comparable data for the pa- 
tients. 


Behavioral Observations 


Although systematic analysis of the rating 
scales and psychiatric observations will not 
be made here, two points should be noted: 

1. Those patients experiencing manic 
symptoms improved with lithium therapy. 

2. The normals experienced no untoward 
reaction at the serum lithium levels ob- 
tained, and they were able to pursue such 
activities as studies and ward rounds, except 
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TABLE 2 
Serum and Urine Electrolyte Shifts with Lithium 
CONTROLLED DIET CONTROLLED DIET + LITHIUM 
MEASUREMENT DAY 1 2 3 4 5 6 7 $ a 
Magnesium 
Urine (mEq./ 
24 hr. vol.) 
Patient 102 88 82 6.9 8.9 97 97 7.6 
Control 6.0 5.6 8.6 9.2 96 110 120 10.6 
Serum (mEq./ liter) 
Patient 17 2.0 19 18 20 2.0 19 1.9 18 
Control 2.0 18 18 18 17 1.6 1.6 2.0 2.0 
Calcium 
Urine (gm./ 
24 hr. vol.) 
Patient 12 ll 08 10 08 05 06 06 
Control 24 .26 24 17 A7 315i 17 15 
Serum (mg./percent) 
Patient 91 92 92 91 94 9.8 9.6 95 9.6 
Control 99° 101 | 102 91 97 95 94 95 74 
Sodium 
Urine (mEq./ 
24 hr. vol.) 
Patient 1863 1307 1581 1926 159.3 139.8 1284 1595 
Control 1745 1598 167.9 2215 2205 1276 141.8 104.1 
Serum (mEq./ liter) 
Patient 1420 1426 1403 1422 1433 1407 1415 141.2 1405 
Control 139.3 1293 1355 1303 139.3 139.0 1400 1398 141.0 
Potassium 
Urine (mEq./ 
24 hr. vol) 
Patient 530 bb. Toy at 634. 586 375 561 . 536 
Control 644 555 489 6.65399 59.20) 1:54.20) 54.55.) 53.0 
Serum (mEq./ liter) 
Patient 44 42 42 42 45 42 46 4.2 44 
Control 41 30 38 38 42 40 40 4.1 3.9 
Lithium 
Serum (mEq./ liter) 
Patient 4 J5 13 8 88 5| 77 
Control 63 93 78 8 40) 45 Sa 
Creatinine 
Urine (gm./ 
24 hr. vol.) 
Control 192 1.95 2.04 218 243 2.23 224 2.04 
Serum (mg./percent) 
Control 3. 37; 930 102,5. E 10 17 1,55; 2155 


* Control subjects taken off lithium. 


for one subject who complained of a slight 
decrease in energy. However, there was no 
sedation, "tranquilizing" effect, or change in 
mood. 


Physical Measurements 


Vital signs (temperature, pulse, respira- 
tion, and blood pressure) were measured on 
a rigid six-hour schedule in the normal con- 
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trols, three of the original patients, and one 
patient studied subsequently. The normal — 
controls showed the usual circadian rhythm; 
however, in two of the original patients and 
the one studied later, vital signs did not have - 
the normal circadian pattern. ! 
These three patients had histories of 
manic-depressive illness beginning before age 
35 and/or of more than 15 years’ duration. 
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The manic-depressive patient who did not 
show this abnormality had a history of cyclic 
mood swing beginning after age 50. These 
measurements of vital signs were analyzed 
by a statistical technique developed by 
Bryan and Overall(2). 


Discussion 


Studies which focused on the interaction 
of lithium and electrolyte excretion, intracel- 
lular-extracellular shifts, and total body bal- 
ance were reviewed by Coppen in 1964 and 
1965. There is disagreement as to whether 
there is an absolute sodium retention in 
manics or depressives. Subsequent research 
by Coppen, Shaw, and associates(8) indi- 
càted an increase in exchangeable and resid- 
ual sodium in manics and depressives, some- 
what more in manics. Further research by 
Coppen's lab(7) indicated a decrease in 
24-hour exchangeable sodium and residual 
sodium with the administration of lithium 
in schizophrenics and normals. 

Schou(19) recently referred to unpub- 
lished data by Cramer and Hullin showing a 
slight negative sodium balance when lithium 
was initiated. Early studies by Trautner in 
normals indicated an increase in sodium and 
potassium in the urine of normals with the 
administration of lithium, accompanied by 
a decrease in serum sodium levels and tran- 
sient diuresis of calcium and magnesium. 
Trautner also noted compensatory retention 
of sodium two or three days after the initia- 
tion of lithium therapy. 

Others(7) have not found urinary or 
serum changes in sodium or potassium fol- 
lowing lithium administration. In addition, 
Trautner noted that serum lithium levels in 
normals increased more rapidly than in 
manic-depressives. An interesting finding by 
Flach reveals the decrease in urinary calcium 
associated with treatment of depressions 
(9), which would be roughly comparable to 
our findings. j 

Our data support the findings of a sodium 
diuresis and a decrease in calcium excretion 
for the first 24 to 48 hours after lithium is 
started; an increase in magnesium excretion 
was also observed. 

The magnesium and calcium changes are 
of particular interest since they are known 
to be related to neuron function. Because 
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calcium may play a role in the release of 
norepinephrine from chromaffin cells(24), 
these changes are of special significance in 
understanding the relationship between elec- 
trolytes and catecholamines. Although more 
attention has been focused on sodium and 
potassium, the interrelationship between cal- 
cium and magnesium may be equally im- 
portant(16). 

However, as noted by Coppen(6), cal- 
cium and magnesium metabolism are more 
difficult to study: e.g., our calcium finding 
may represent an altered GI absorption. 
Until further work is done, it seems unwise 
to construct a hypothesis implicating these 
two ions alone or in combination with other 
electrolytes, catecholamines, or steroids. 

The following conclusions regarding these 
electrolytes are warranted, however: 

1. Lithium produces a clear and predict- 
able effect on the pattern of electrolyte 
metabolism in young, male, normal controls. 
These studies are now being replicated on a 
double-blind basis to furnish more compre- 
hensive data. The changes in magnesium and 
calcium are surprising and should generate 
additional study. 

2. Lithium exerts only minimal effect on 
mood and/or activity in normals and does 
not have a striking “tranquilizing” effect. 
This leads us to agree with Schou and Ger- 
shon that lithium may be specific for the 
affective abnormality in manic-depressive 
illness. 

3. The interrelationship of the various 
electrolytes alone presents a complicated re- 
search problem. These, of course, must be 
interrelated eventually with studies of cate- 
cholamines and steroids such as Bunney and 
Schildkraut have already initiated. 

4. In general, the electrolytes in the 
normal controls seemed to respond in a more 
systematic and clear manner to lithium and 
showed less individual variation than in the 
manic-depressives. This might be explained 
by: a) the differential in age between the 
controls and the patients; b) the possibility 
of a heterogeneous patient population: e.g., 
perhaps one or more of the patients might 
have been schizophrenic; c) some error in 
data collection; and/or d) differences in the 
level of manic or depressive symptoms in 
the patients. 
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The absence of a circadian rhythm in 
three manic-depressive patients(22) may 
represent an artifact; however, it is an inter- 
esting finding and suggests a new approach 
to research on the affective disorders. Three 
patients are far too small a sample to pro- 
vide conclusive evidence for the absence of 
circadian rhythm in manic-depressives. The 
many variables which may affect vital signs 
must be considered, including the patient’s 
history, symptoms, and previous treatment. 

Certainly continued investigation of 
lithium as a clinical tool is imperative, as 
well as investigation of its pharmacological 
effect. Such studies seem to offer great 
promise as a step toward understanding 
the biology of behavioral disorders. 
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DISCUSSION 


JOSEPH J. ScHILDKRAUT, M.D. (Boston, - 
Mass.).—In this study the authors have pre- 
sented what I regard as interesting but tenta- 
tive findings on the effects of lithium ion on 
certain aspects of electrolyte metabolism in 
man. This is a problem of considerable cur- 
rent research interest which has been stimu- 
lated by the well-documented therapeutic effi- 
cacy of lithium salts in the treatment of manic 
disorders. 

The most striking observation in this study 
was that the urinary excretion of calcium was 
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markedly decreased during the period of lithi- 
um carbonate administration. This may prove 
to be a very important physiological finding if 
it should be found to be the result of an action 
of lithium per se. I think it would be premature 
to discuss the many possible implications of 
such a finding, however, since, on the basis 
of the data of the present study, I do not think 
that one can necessarily infer that administra- 
tion of lithium ion produces changes in calcium 
metabolism. 

Lithium carbonate, the salt used in this 
study and most commonly used in clinical 
treatment, is a rather basic compound. In addi- 
tion to actions which are caused by lithium 
ion and which would be common to lithium 
salts in general, lithium carbonate may, there- 
fore, also cause gastrointestinal and possibly 
systemic acid-base alterations. Before one can 
thus ascribe the observed change in calcium 
excretion to a pharmacological action of lithi- 
um ion per se, I think one must control for the 
possible effects on calcium metabolism which 
lithium carbonate may produce by virtue of 
its antacid action. 

It is reported, for example, that calcium 
absorption from the gut is impaired by in- 
creasing the pH and that diminished renal ex- 
cretion of calcium may occur as a consequence 
of decreased intestinal absorption of this cation; 
this possibility, therefore, cannot be discounted 
in the interpretation of the present findings. 
The control of calcium metabolism is a very 
complicated area of physiology, however, and 
many other factors (neural, endocrine, renal, 
or gastrointestinal) clearly may be involved. 
I might note that, because of the variability of 
gastrointestinal absorption of dietary calcium, 
and the excretion of calcium through the intes- 
tine, balance studies necessitate the measure- 
ment of fecal as well as urinary calcium. 

It is not my intent, however, to dwell on the 
subject of calcium metabolism and physiology. 
I have used the problem concerning calcium 
metabolism only as a specific example of the 
more general problem of controls and the isola- 
tion of relevant variables which I wish to raise 
in the discussion of this paper. i 2 

It is critically important to research in this 
area that the general effects of lithium ion per 
se be distinguished from the specific effects pro- 
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duced by one or another of its salts. While this 
distinction is of general physiological relevance, 
it is particularly important for psychiatry, since 
lithium ion, by virtue of its efficacy in the 
treatment of mania, affords an important re- 
search tool for exploring the pathophysiology 
of manic-depressive disorders. 

Any physiological alteration produced by 
lithium ion may afford a precious clue which 
might aid in the elucidation of the biochemistry 
of these disorders. In contrast, any physiologi- 
cal or biochemical changes which may be 
specific only to the carbonate salt of lithium 
will be relevant to us as clinicians interested 
in the totality of pharmacological effects pro- 
duced by our drugs, but these changes can best 
be thought of as side effects of this treatment 
and of relatively little theoretical significance. 

How then can one distinguish those changes 
which may be attributed to lithium ion per 
se? This problem could be approached by a 
research design which included, in addition to 
those subjects receiving lithium carbonate, a 
parallel set of control subjects, matched for 
age, sex, and other relevant variables, who, 
instead of receiving lithium carbonate, received 
an equivalent amount of sodium carbonate. 

Such a design, I think, would have a number 
of advantages, in addition to controlling for 
the acid-base variable. It would provide a 
matched set of data which would be collected 
and assayed concurrently under double-blind 
conditions and which would more readily lend 
itself to statistical analysis. It would obviate, 
at least in part, the problem the authors faced 
in trying to deal with the apparently aberrant 
values for serum sodium, obtained in the nor- 
mal subjects during the second day on the 
controlled diet. Similarly, such a design would 
better enable one to assess the significance of 
findings such as the decrease Ìn serum calcium 
observed in the present study in the normal 
subjects on the second day after lithium car- 
bonate was discontinued. 

To conclude, I wish to say that I regard 
the findings reported in this paper as intriguing 
preliminary observations which will require 
additional, more rigorously controlled studies 
for their elucidation. I know that the authors 
plan or may already be conducting such studies, 
and I shall look forward to hearing the results. 
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Recurrent Depressions and the Lithium Ion 


BY WILLIAM L. DYSON, M.D., 


Lithium was successfully used to treat five 
patients with recurrent depressions, three 
of whom had typical manic-depressive ill- 
nesses. Their clinical and also their charac- 
teristic subjective responses to lithium 
establish a very suggestive relationship be- 
tween illnesses previously believed on ob- 
servational grounds alone to be related. 
Some term such as “lithium-responders” 
might appropriately delineate this group of 
patients. 


qu PAPER REPRESENTS a preliminary 
report on the usefulness of lithium in 
the treatment of depressive episodes in 
patients with a history of recurrent de- 
pressions and considers evidence bearing on 
the relationship between nonpsychotic cy- 
clical depression and manic-depressive reac- 
tions. 

Since Cade's first report on the efficacy 
of lithium in the treatment of the manic 
phase of manic-depressive psychosis in 
1949(3), its use in the treatment of 
affective disorders has slowly increased— 
first in Europe and since 1960 in this coun- 
try. In a review article in 1960 covering 
18 studies reported in the previous six years, 
Gershon and Yuwiler pointed out that 
lithium seemed to be an effective treatment 
for the manic phase of manic-depressive 
reaction in 80 to 90 percent of the patients, 
but stressed that "lithium treatment is not 
effective in the depressive cycle nor in 
depressions generally"(4). Subsequent re- 
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ports(6, 9) have confirmed the effectiveness 
of lithium treatment in the manic phase. 

On the other hand, there has been little” 
enthusiasm for its use in treating depressed - 
patients, although Schou in 1963(7) called ` 
lithium carbonate a “mood-normalizer,” and 
Hartigan(5) reported its effectiveness in 
relieving the depressive phase of manic-de- ^ 
pressive illness in six of eight patients. That 
this has remained an unresolved issue de- 
spite Hartigan's report of 1963 is indicated © 
by a comment by Schou and Baastrup(8) - 
as recently as August 1967 that “we do not 
yet know whether lithium may exert a direct 
therapeutic action in some cases of moder- - 
ately severe depression." The same au-- 
thors(2) had earlier demonstrated lithium's 
"statistically highly significant prophylactic 
action" (italics added) against both manic 
and depressive episodes in 88 females suffer- - 
ing from repeated manic-depressive episodes 
or from recurrent depressions. 

With our interest stimulated by some of 
the foregoing reports, we began using lithi- 
um carbonate about 18 months ago to treat 
patients in the manic phase of manic-de- 
pressive reactions. Then, because of the very 
favorable results obtained in most of these 
patients, we began to test lithium’s useful- 
ness in the depressive phase. The first three 
patients so treated in the depressive phase 
of the cycle presented a picture typical of 
the manic-depressive reaction described in 
the American Psychiatric Association's Di- . 
agnostic and Statistical Manual, Mental Dis- 
orders(1), i.e., *psychotic reactions which 
fundamentally are marked by severe mood 
swings, and a tendency to remission and 
recurrence." Their brief case reports are - 
presented later (cases 3, 4, and 5). They 
all showed improvement in their depressions / 
within two weeks and returned to what were 
considered their normal moods by the end ^ 
of four weeks of treatment. They have con- 
tinued on maintenance lithium prophylaxis. 
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for 14, nine, and 12 months respectively and 
have had no untoward mood swings. 

Following this experience two patients 
were given lithium therapeutically in the 
latest of a number of recurrent depressive 
episodes. They differed from the first three 
patients in that they had never required 
phenothiazines, hospitalization, or electro- 
shock therapy (EST) for any episode sug- 
gestive of hypomania. Hence they probably 
correspond to the “recurrent primary 
(endogenous) depression” cases referred to 
by Baastrup and Schou(2). Our patients 
were both treated as outpatients and had 
been followed by experienced therapists for 
several years. Since there seems to be con- 
siderable confusion in the literature concern- 
ing the classification of depressions, we 
report these case histories in detail for 
clarification. 


Case Reports 


Case 1. A 46-year-old man, an executive in 
a retail chain in his 25th year of employment 
with the same firm, was first admitted to the 
Hospital of the University of Pennsylvania in- 
patient psychiatric unit on March 26, 1964, 
for depression. He gave a history of a hospital- 
ization in 1954 for a depressive reaction and a 
course of six ESTs, with prompt amelioration 
of symptoms, Between then and his first ad- 
mission to the Hospital of the University of 
Pennsylvania he had had a number of pro- 
longed depressions which improved only gradu- 
ally in response to psychotherapy and anti- 
depressant medications. E 

A few months prior to admission he again 
developed a depression; this time it proved 
more prolonged and resistant to treatment. Be- 
cause of his continued downhill course with 
increased psychomotor retardation and marked 
feelings of hopelessness, he Was hospitalized 
as noted above, placed on 200 mg. of imipra- 
mine hydrochloride per day, and given a course 
of six ESTs. All of his symptoms improved 
rapidly, and he was discharged on April 9, 
1964, with the diagnosis of depressive reaction» 
psychoneurotic. However, his functioning at 
his job remained impaired for months there- 
after as, he acknowledged in retrospect, had 
been the case after every prior depression. 

In October 1964 he again became depressed. 
His condition became worse despite psycho- 
therapy and antidepressant medication. Finally 
he was unable to function at his job and was 
readmitted on December 1. At that time he 
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was self-deprecating and had suicidal thoughts. 
He again received six ESTs, to which he 
seemed, to respond, and he was discharged on 
December 15 with the diagnosis of psycho- 
neurotic depressive reaction in a cyclothymic 
personality; prognosis was fair to poor. On 
January 10, 1965, he was readmitted because 
of a recurrence of his depression and inability 
to concentrate and to work at his job. Follow- 
ing six more ESTs his depression lifted and he 
was discharged on January 22. 

Again it was several months before his 
ability to function returned to its normal 
level. He was seen one to two times weekly 
in psychotherapy. However, in January 1967 
he again became tense and irritable, and on 
March 31, 27 mEq. of lithium per day in 
the form of lithium carbonate was prescribed 
because of his deepening depression. On April 
7 his plasma lithium level was 0.60 mEq./ liter, 
and he volunteered that he felt calmer than he 
had in years, with his depression completely 
lifted. 

What was distinctively different about his 
response to lithium carbonate as contrasted 
with his responses to previous treatment 
modalities was the completeness of the remis- 
sion. By April 7, 1967, he was able to concen- 
trate and to function at his normal level with- 
out the long, gradual recovery period which 
had characterized eyery previous depression, 
even those in which he had been discharged 
from the hospital as apparently well. He has 
been maintained on 27 mEq. of lithium car- 
bonate per day and his plasma lithium level 
ranges from 0.60 mEq./liter to 1.18 mEq. /liter. 
In addition, he takes 2 gm. of sodium chloride 
per day. 

In describing his subjective feelings, he states 
that he does not have the inner drive to do 
things. Despite this seeming lack of drive, he 
reported completing two exciting original proj- 
ects at work while taking lithium; this, by his 
own estimate, was more than he had accom- 
plished in the previous two years. Perhaps he 
summed it up most graphically when he said, 
“There just don’t seem to be any emergencies 
any more.” 

On October 4, 1967, an unsolicited note 
from his wife stated that "he seems to be in 
much better shape than in years. He seems 
to be at middle range instead of at either 
extreme, and he has remained so since he 
started the new medication.” 

At the time of this writing, this patient has 
not been depressed for nine months. According 
to his therapist, there had been no period of 
nine months in the previous seven years during 
which he had not been depressed for months, 
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although he was not hospitalized for every 
depression, 


Case 2. A 56-year-old man who owned and 
operated a prosperous installation business em- 
ploying 23 persons was referred on May 2, 
1967, because of an incipient depression. He 
reported having had recurrent episodic de- 
pressions since the age of 18. These episodes 
occurred every four or five months and per- 
sisted from two weeks to three months. He 
described depressions exclusively, and only 
after much prodding could he recall any 
periods above the zero line. These he recog- 
nized retrospectively as resulting in ill-advised 
or rash business decisions. 

He had never been hospitalized for psychi- 
atric reasons nor had he ever stopped work 
because of depression, although he often felt 
like doing so. In the past two years the depres- 
sive episodes had occupied more and more of 
his life, and he had an increasing number of 
suicidal thoughts: "The depressions upset me 
so that I started to lose all sense of reason." 
He had been seen over the years by several 
psychiatrists with no resultant change in his 
course, according to his account. His most 
recent therapist referred him for a trial with 
lithium because of the cyclical nature of his 
depressions. 

The family history was interesting in that 
the patient's father had suffered from manic- 
depressive illness, for which he was hospitalized 
a few times. Also, a younger brother had been 
hospitalized with the same diagnosis but was 
now living in the community, an older brother 
had been in a state hospital for 12 years with 
the same diagnosis, and a half brother (by the 
same father) has a daughter who had a post- 
partum depression following which she had 
been recurrently depressed. The patient's three 
children have been well. 

Treatment was begun on May 2, 1967, with 
40 mEq. of lithium per day in the form of 
lithium carbonate. In ten days the patient 
stated that he was much calmer and the depres- 
sion had lifted. His plasma lithium level was 
0.70 and 0.75 mEq./liter on this dosage, and, 
with clinical improvement, the dosage was re- 
duced to 27 mEq. per day. His plasma lithium 
level fell to 0.36 and 0.40 mEq./liter for the 
next two weeks so the first dosage was rein- 
stated at 40 mEq. per day at the patient's re- 
quest. The plasma lithium levels since then have 
ranged between 1.25 and 0.85 mEq./liter. 
Clinically, the patient described a mild tired- 
ness but stated that he "isn't jumpy all the 
time.” He is able to “stay put.” “Now I look 
on what is happening with a ‘so what’ at- 
titude—what is to be is to be.” 
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The patient states that his depression began 
five days before lithium treatment. Within a 
week of treatment it had largely disappeared, 
and in three days more he felt normal. He 
states that although he may have had one or 
two previous depressions lasting only two 
weeks, most lasted from one to three months, 
His wife believes that he had never before re- 
covered so quickly in their 25 years of mar- 
riage. On questioning eight months later, both 
maintained that the patient would probably 
have had at least three or four depressive epi- 
sodes in this period, so that his remaining well 
for this long is a completely new experience 
to both. 


The following are brief case summaries 
of the “classic” manic-depressive patients 
to whom we referred previously and who 
were treated in the depressed phase. 


Case 3. A 52-year-old woman had her first 
attack of hypomania in August 1963, followed 
by a four-month depressive episode requiring 
14 ESTs. In June 1965 a hypomanic episode 
developed, requiring hospitalization, In Janu- 
ary 1966 the patient was again hypomanic, 
followed in March 1966 by a depressive epi- 
sode. She was hospitalized for three months, 
but remained depressed after discharge and 
could not work. She was admitted to the Hos- 
pital of the University of Pennsylvania on 
November 9, 1966. Lithium treatment was 
started November 11, with a noticeable change 
by the 18th of November. She seemed almost 
back to normal, according to her brother, on 
November 22. Hence, a depressive episode 
which had lasted eight months cleared within 
two weeks. Although she had had three psy- 
chotic episodes in the 18 months before treat- 
ment, she has had none in the 13 months that 
she has been maintained on prophylactic lithi- 
um. 


Case 4. A 48-year-old woman had her first 
attack of hypomania lasting two to three 
months following childbirth in 1956. A five- 
month depression, culminating in hospitaliza- 
tion, followed. She had no trouble from then 
until November 1964, when she became de- 
pressed. She was hospitalized in March 1965 
for three weeks. Her next depressive episode 
began in January 1966 and resulted two months 
later in hospitalization for a month. She was 
then fairly well until November 1966, when 
she again became depressed. She was hos- 
pitalized in March 1967, and lithium treatment 
was begun. She showed noticeable improvement 
within two weeks and has been maintained on 
lithium since. As of the present (December 
1967), she has had no relapse. 
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Case 5. A 52-year-old woman’s difficulties 
began with a depressive episode in 1954. From 
then through 1961 she had two hypomanic and 
five depressive episodes, requiring five hos- 
pitalizations. From 1961 to December 1966 
she had no hospitalizations, although she ex- 
perienced almost constant mood swings and 
had fairly continuous psychotherapy and medi- 
cation. In December 1966 a more severe de- 
pression brought her into the hospital, and she 
was started on lithium on December 31. By 
January 11, 1967, she was markedly brighter 
with no depression, but she had some anxiety 
concerning the possible return of the depres- 
sion. From then to the present (December 
1967) she had had no untoward mood swings 
and states; "I feel like I used to feel before 
I got sick in 1954." She is not receiving psy- 
chotherapy. 


Although spontaneous remission of the 
depressive episodes in these last three pa- 
tients cannot be ruled out, and other vari- 
ables such as hospitalization and psycho- 
therapy were not controlled, we were 
impressed with the fact that all the patients 
responded dramatically to lithium treatment 
within two weeks. That they have remained 
well for 14, nine, and 12 months respective- 
ly on lithium prophylaxis adds to our con- 
Viction that lithium was the active agent in 
their recovery. 


Discussion 


In the past there has been much contro- 
versy about the relationship between cyclical 
depressions without psychotic thought con- 
tent and manic-depressive reactions in which 
the depressive phases are obviously psychot- 
ic in nature or which are also characterized 
by hypomanic or manic episodes. In the 
cyclical depressions described in the first 
two case reports, the patients expressed no 
delusional ideas, and neither patient was 
considered psychotically depressed. How- 
ever, their response to lithium treatment 
was as dramatic as the response We obtained 
in the treatment of patients in the hypoman- 
ic or depressive phase of “classic” manic- 
depressive psychosis. When this is taken 
into account, together with Baastrup and 
Schou’s(2) success in preventing episodes 
of recurrent depression in their primary 
endogenous group as well as episodes of 
mania or depression in their manic-depres- 
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sive group, the basic kinship between these 
two types of affective illness is evident. 

It should be especially noted—and this 
will form the subject of another report—that 
lithium carbonate failed in our hands to 
have an effect on a number of depressed 
patients belonging to groups other than the 
cyclothymic, recurrent endogenous, or man- 
ic-depressive type described in this paper. 

An additional phenomenon establishing a 
link between our patients with cyclical de- 
pressions and our manic-depressive patients 
was described by Schlagenhauf and asso- 
ciates(6) in 1966. According to these 
authors, the hypomanic’s subjective experi- 
ence following successful treatment with 
lithium is a sense of inner control: “Patients 
described the feeling of being internally 
‘curbed’ by lithium as being unable to talk, 
think, or move as fast as they would like.” 
Many of their patients had considerable 
difficulty in describing this experience. The 
subjective feeling as described may sound 
vague, but it is so characteristic that the 
attempt by the patient to convey it is easily 
recognized by anyone treating hypomanics 
with lithium. It is as if their "intensity of 
living" dial has been turned down a few 
notches. Things do not seem so very im- 
portant or imperative; there is greater ac- 
ceptance of everyday life as it is rather than 
as one might want it to be; and their spouses 
report a much more peaceful existence. 

Most of our hypomanic patients also de- 
scribed a distinct change in their feelings as 
a result of successful treatment with lithium. 
Some of their descriptions follow: “I just 
don't get irritated and upset at things as I 
used to." “Things that used to bother me 
don't seem so important anymore.” “I don't 
have any energy, can't accomplish what I 
used to be able to." This appears to be a new 
sensation for these people, and, compared 
to their usual hypomanic feeling, this is a 
very calmed-down, serene experience. Al- 
though many patients had been aware of 
their previous "revved up" sensation before 
treatment, some only noted it retrospectively 
following successful therapy with lithium. 

Some patients are very happy with this 
feeling, while others are upset because they 
are not going as fast as they would like. 
They do not complain of lethargy, over-seda- 
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tion, or depression, but often refer to their 
state as a “tiredness.” Schou and Baastrup(8) 
also comment on occasional difficulty in 
keeping patients on prophylactic lithium be- 
cause they miss “the feelings of extra energy, 
productiveness and self confidence.” At any 
rate, this toned-down feeling is characteristic 
of the successful treatment of the manic 
phase of patients with manic-depressive 
illness. 

The depressed patients described in the 
first two case reports presented this sub- 
jective reaction to a marked degree, thus 
manifesting, as we have indicated, an addi- 
tional resemblance to the manic-depressive 
patients treated in the manic phase. Because 
the diagnostic criteria for manic-depressive 
psychosis vary so much throughout the 
world and because the patients described 
in case reports 1 and 2 could hardly be 
called psychotic, a term such as “lithium 
responders” might be appropriate to desig- 
nate this group of patients. In any event, 
the usefulness of lithium in the treatment 
of cyclical depressions and in the prophylax- 
is against the recurrence of Baastrup and 
Schou's(2) “recurrent” depressions strongly 
Suggests an underlying relatedness or unity 
with the more classical manic-depressive 
reactions. 


Summary 


The usefulness of lithium in the treatment 
of the depressive phase of manic-depressive 
reactions has previously been an unresolved 
issue. This paper reports on the successful 
treatment of the depressive phases of three 
typical manic-depressive patients, and, in 
addition, includes clinical notes on the suc- 
cessful treatment of two patients with cy- 
clical depressions but without many of the 
characteristics of the psychotic biphasic 
manic-depressive patient. These latter pa- 
tients’ response to lithium establishes a very 
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suggestive relationship in the realm of treat- 
ment between illnesses that were previously 
believed to be related on observational 
grounds alone. 

Furthermore, the subjective responses of 
the depressed patients successfully treated 
with lithium were so similar to those of the 
hypomanic patients treated with lithium 
that this phenomenon lent even more sup- 
port to the theoretical relationship of such 
patients to the disorder known as manic- 
depressive psychosis. A description such as 
“lithium responders” might be an appropri- 
ate one to delineate this group of patients. 
If so, this would be a contribution to recent 
efforts to separate depression into distinct 
subgroups. 
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Lithium Carbonate: A Clinical Study 


BY HARRY ZALL, M.D., PER-OLOF G. THERMAN, M.D., AND 
J. MARTIN MYERS, M.D. 


Lithium carbonate has been widely ac- 
claimed as a useful drug in the treatment 
of manic-depressive psychoses. The results 
of this clinical study emphasize that lithium 
is highly beneficial in preventing and al- 
leviating acute mania and the hypomanic 
aspects of schizo-affective psychoses. When 
used alone, lithium was found to be 
relatively ineffective as an antidepressant. 
However, in combination with a tricyclic 
or MAO- inhibiting antidepressant, it was 
often effective in alleviating depressions, 
including those refractory to single psy- 
chopharmacological agents. 


ITHIUM CARBONATE therapy Was initiated 

at the Institute of the Pennsylvania 
Hospital primarily for manic-depressive psy- 
chosis. There was a particular interest in 
treating patients. with long-standing recur- 
rent illnesses which had not responded 
satisfactorily to a variety of treatments over 
many years. These patients in à sense served 
as their own controls and provided us with 
a clearer picture of lithium's comparative 
effectiveness. 

Subsequently lithium was given to a heter- 
ogeneous group of patients all manifesting 
a prominent affective co in their 
symptom complexes. Since the number of 
patients admitted to our hospital with overt 
affective disturbances (usually depressions) 
is considerable, this study touched upon 
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urgent practical problems in therapy in 
addition to its research implications. 

The primary purpose of this investigation 
was to observe the therapeutic benefits of 
lithium carbonate in acute affective disor- 
ders, We were also interested in any clinical 
complications arising from lithium treatment 
and in seeking broader guidelines for em- 
ploying this drug in a wider spectrum of 
affective illnesses, 


Method 


Patients were screened for this study 
after a request for lithium treatment was 
made by their attending staff psychiatrists, 
The patients and their responsible relatives 
were informed of the experimental nature 
of the lithium treatment, A summary of 
each patient's present psychiatric illness and 
medical history was submitted, and the 
following laboratory tests were ordered: a 
complete blood count, complete urinalysis, 
blood urea nitrogen, and an electrocardio- 
gram, Patients with renal diseases, certain 
cardiovascular disorders, conditions requir- 
ing a low salt diet, acute neurological dis- 
orders, or marked debilitation, and also 

ant women were excluded from this 
study(7,8,9). 

Lithium treatment was initiated at a 
dose varying from 900 to 1800 mg. per 
day depending upon the patient's. weight 
and the severity of the disorder. Each cap- 
sule contained 300 mg. of lithium carbon- 
ate (approximately 8 mEq. of pure lith- 
ium). For acute manic patients, all other 
medications were withdrawn or reduced to 
the lowest possible doses. For those diag- 
nosed as acute manic-depressive, depressed 
or mixed phase, lithium was used either 
alone or in combination with a tricyclic 
or monoamine oxidase inhibiting (MAO) 
antidepressant. Initially patients 
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schizo-affective disorders received lithium 
alone, but later a phenothiazine was added 
in some cases. 

All acutely ill patients were treated with 
lithium for a minimum of two weeks. If 
no positive response was noted within 
three weeks, the drug was discontinued. 
Serum lithium concentrations were deter- 
mined using a flame photometer. These 
evaluations, along with urinalyses, were 
made within four days following the initia- 
tion of treatment angence a week there- 
after. More frequent “determinations were 
obtained when dose schedules were being 
altered to establish an optimum serum 
level and in cases of suspected drug tox- 
icity. After each patient’s acute illness had 
cleared, a lithium work sheet was filled out 
which included the dose range of lithium 
used, a summary of all toxic signs, and the 
physician’s impression of lithium therapy. 

Staff psychiatrists who continued to use 
lithium therapy on a maintenance basis for 
their patients following hospital discharge 
completed follow-up outpatient forms indi- 
cating their clinical impressions of lithium 
in an outpatient setting. These patients 
continued to report to the hospital labora- 
tory once every one to four weeks for 
further serum lithium determinations and 
urinalyses. 

Supportive psychotherapy was offered to 
all patients receiving lithium. 


Results 


A total of 95 patients were started on 
lithium carbonate. Seventy-nine are in- 
cluded in this report—50 inpatients and 
29 outpatients. Some were eliminated be- 
cause of a corrected diagnosis of schizo- 
phrenia without an affect component or be- 
cause of inadequate lithium dosage. A few 
were eliminated because they had received 
too many psychotropic drugs along with 
lithium, thereby obscuring its therapeutic 
role. The ages of the 36 women and 43 men 
studied varied from 19 to 72. 

For the purpose of this study patients 
with acute illnesses were classified according 
to the degree of their improvement—com- 
plete, moderate, or none. Complete re- 
covery designated a return to a premorbid 
affective state. 
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Acute Mania 


Thirty-three patients suffering from acute 
manic-depressive psychosis, manic phase, 
were treated with lithium. Within this group — 
the current mania represented from the 
first to the 12th such episode. Two of 
the 33 had developed a post-ECT mania - 
following treatment for severe depression, 
Twenty-six of the 33 patients recovered - 
completely while taking lithium (see fig- 
gure 1). Seven improved moderately on 
lithium alone but required a phenothiazine ~ 
additive in small doses to complete their 
recovery. 

All in the manic group responded to 
lithium in some measure. Three others in - 
the group lapsed into a depression shortly 
after recovering from an acute manic attack. 
This complication was assumed to be a 
manifestation of the underlying cyclical dis- 
order and not a side effect of lithium, as 
stated by Schou(10). Furthermore, these 
intervening depressions were significantly 
milder than any experienced by the pa- 
tients prior to lithium. One of these depres- 
sions cleared with continued lithium alone, 
and the other two remitted after imipra- 
mine was added to the lithium treatment. 


Schizo-Affective Psychosis 


Included in the schizo-affective category 
were patients described on admission as 
manic who later revealed schizophrenic 
characteristics as their excitement and eu- 
phoria decreased with lithium treatment. 
In some cases it was difficult to distinguish 
between an uncomplicated manic disorder 
and a schizo-affective psychosis. 

There were ten patients treated with 
lithium in the schizo-affective group (see 
figure 1). In one, both the affective and 
the schizophrenic components remitted com- 
pletely. In none of the other nine did the 
thought disorder improve on lithium alone. 
However, in eight of the nine the affective 
component did respond. In six of these 
eight responders, after a manic-like excite- 
ment cleared on lithium, delusions of per- 
secution and unreasonable hostility emerged 
and dominated the clinical picture. A pheno- 
thiazine additive controlled the emerging 
paranoid psychosis after increased doses of 
lithium alone had failed. In one patient both 
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FIGURE 1 
Results of Lithium Treatment During Acute lliness 
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the affective and the schizophrenic com- 
ponents failed to improve on lithium. 


Acute Manic-Depressive Psychosis, 
Depressed and Mixed Phases 


A total of 24 patients were treated with 
lithium during an acute depressive episode 
(see figure 1). Eighteen became depressed 
while on prophylactic lithium either alone 
or in combination with an antidepressant. 
Their clinical courses are described in the 
following section dealing with prophylactic 
treatment. Six patients were not on pro- 
phylactic lithium when their depressions 
began, and three:of them received no treat- 
ment prior to lithium. 

In this group of six acutely depressed 
patients, four were given no antidepressants 
along with lithium. Of these, one who had 
no pre-lithium treatment recovered com- 
pletely. Another responded well in 14 days 
on lithium after failing to improve on 
amitriptyline and EST. A third patient also 
improved moderately on lithium after des- 
ipramine had been discontinued. The other 
patient failed to respond after 14 days 
on lithium treatment. ; 

Two of the six patients were given an 
antidepressant along with lithium. Both had 
long histories of recurrent psychosis and 
mood swings. One recovered completely in 
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two weeks on a combination of lithium 
and isocarboxazid and even averted his 
usual postdepressive hypomania. Previously 
on isocarboxazid alone his depressions 
cleared only. after two or three months. The 
other patient recovered within one week 
on lithium and imipramine after failing to 
improve earlier on phenelzine and imipra- 
mine (each given separately). 

Another group included four patients 
suffering from alternating moods of depres- 
sion and euphoria. Depression was the more 
prominent symptom in all four. On a com- 
bination of lithium and a tricyclic anti- 
depressant, two patients stabilized excel- 
lently and two moderately well. 


Prophylaxis Against Acute Depressions 


Nineteen patients were started on a pro- 
phylactic antidepressant drug program 
(see figure 2). Many of them had responded 
poorly to antidepressants of all types in 
the past for recurring depressions. Out of 
nine who received only lithium, one patient 
suffered no recurrence of depression during 
a six-month maintenance period. Two did 
have relapses which cleared in several days 
on lithium alone. These episodes were much 
milder than the depressions they had ex- 
perienced previous to the initiation of lithium 
treatment. 


FIGURE 2 
Results of Lithium Treatment During Maintenance Phase 
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Six other patients on prophylactic lithium 
had a relapse of depression similar to pre- 
vious episodes. Therefore, early in the 
illness two were given isocarboxazid as an 
additive, three were given imipramine, and 
one methylphenidate. Five reacted more 
satisfactorily to the drug combination than 
to any single antidepressant offered pre- 
viously. The sixth patient failed to improve 
on lithium and imipramine. 

Seven other patients received prophylac- 
tic lithium plus an antidepressant for six to 
18 months. All had depressive relapses, 
but with one exception the severity and 
duration of these recent episodes were 
greatly lessened. In four of these cases the 
depression cleared after the dose of the 
antidepressant was increased. In two others 
a similar dose change brought about mod- 
erate improvement. One patient became 
acutely depressed while on prophylactic 
lithium and desipramine and failed to im- 
prove after the dose was increased. 

Three inpatients became depressed while 
on lithium following their recovery from 
acute manic episodes. One recovered com- 
pletely on continued lithium alone; the 
other two recovered on lithium and imipra- 
mine. 


Prophylaxis Against Recurrent Mania 


Ten persons who had initially received 
lithium as inpatients during a manic or 
depressive episode were studied as out- 
patients during a follow-up maintenance 
period varying from five to 18 months 
(see figure 2). All but one of this group 
completely averted a recurrent period of 
manic excitement. In at least five of the 
nine an annual recurrence of mania had 
become almost predictable. One patient ex- 
perienced a mild prodromal euphoria which 
was promptly arrested after his daily lithium 
intake was increased from 900 to 1200 mg. 


Toxicity 


A summary of the toxic side effects re- 
ported in this study appears in table 1. 
Mild lethargy, drowsiness, nausea, vomiting, 
diarrhea, and a fine hand tremor were the 
most common problems. One case each of 
transient oliguria, drying and thinning of 
hair, and minor menstrual changes were ob- 
served, but these problems were most 
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TABLE 1 
Evidence of Lithium Toxicity Among 59 Patients Treated 
During Acute Illness 


NUMBER OF 
PATIENTS 
SYMPTOM AFFECTED PERCENT 

Drowsiness 7 12 
Ataxia 2 3 
Nausea 4 6 
Vomiting 2 3 
Diarrhea 3 5 
Fine hand tremor B 15 
Mild transient oliguria 1 2 
Mild drying and thinning of hair 1 2 
Mild menstrual changes 1 2 
Red blood cells in urine 1 2 
Hyaline casts in urine (numerous) 1 2 


likely caused by clinical factors unrelated 
to lithium. 


Discussion 


In these studies lithium carbonate used 
alone was highly effective in alleviating un- 
complicated manic episodes. Phenothiazines 
should be reserved for resistant cases and 
for uncontrollable hyperactivity during the 
early period of lithium loading. Manic-like 
patients with paranoid features which are 
resistant to lithium should be suspected of 
having an underlying nonaffective paranoid 
psychosis, as suggested by Hartigan(3). We 
concur with Schou’s observation that lithium 
exerts a normalizing rather than a sedating 
effect on mood(11). 

In well defined schizo-affective psychoses, 
lithium usually influenced only the affective 
component. This observation coincides 
with Rice’s findings(5). Furthermore, as 
certain manic-like disorders responded to 
lithium, a schizophrenic process often 
emerged. Because of this phenomenon we 
feel that lithium can be used as a diagnostic 
tool in clarifying an understructure of schizo- 
phrenic symptomatology in patients who 
initially exhibit an uncomplicated affective 
psychosis. In such cases, the addition of 
a phenothiazine to the lithium often re- 
lieves the emerging thought disorder(11). 

No synergistic toxicity between lithium 
and phenothiazines was noted, with the 
exception of increased drowsiness in several 
patients receiving both drugs. A transient 
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hyperglycemia was noted in a few patients 
receiving lithium. Since a similar observa- 
tion has been reported in patients taking 
chlorpromazine, blood sugar values should 
be checked periodically for patients re- 
ceiving both drugs(16). 

Lithium’s role as an antidepressant has 
not been clearly defined(9, 10, 12, 13). 
When used alone in our patient group for 
both preventive and acute treatment of 
depression, it was often ineffective. How- 
ever, in combination with the tricyclic and 
MAO-inhibiting antidepressants, lithium 
was more beneficial. It appeared to work 
synergistically with these antidepressants, 
which tend to increase catecholamines, ac- 
cording to Schildkraut(6). Perhaps lithium 
requires a pool of catecholamines made 
available by the antidepressants in order to 
be effective. Further work should be done 
with lithium in a broader range of depressive 
syndromes. In this study there was no evi- 
dence of increased toxicity when lithium 
and antidepressants were given together. 

There are usually few side effects from 
litium when it is used in recommended 
doses for medically suitable patients. This 
is in contrast to the more numerous and 
disturbing problems encountered with EST, 
phenothiazines, and antidepressants( 1, QS 
11,45): 

Serious cases of lithium toxicity did not 
occur in our patients. This undoubtedly 
reflects the close clinical and laboratory 
supervision and use of *the lowest doses 
of lithium which were clinically effective. 
Patients should be informed about the 
more common side effects of lithium at the 
beginning of treatment so that they are 
spared unnecessary worry and do not re- 
ject the drug. All of the common toxic symp- 
toms may remit spontaneously. If not, they 
can be relieved by reducing the dose or tem- 
porarily discontinuing lithium. 

In agreement with Schou and Baastrup 
our work revealed that salt supplements are 
not indicated unless a patient has a sodium 
Or potassium deficiency OT is on a salt- 
restricted diet(13). A lithium-free day per 
week is usually unnecessary, especially for 
patients on 900 mg. or less a day. A 
liberal fluid intake is essential to avoid de- 
hydration, systemic drug accumulation, and 
intoxication, especially renal toxicity. 
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Dosage schedules should vary with the 
severity of the disorder and the patient’s 
weight and age. For a small, elderly woman 
with mild hypomania, a starting dose of 
900-1200 mg. of lithium carbonate per 
day is adequate, whereas 1500-1800 mg. 
(or more) would be indicated for a large, 
younger man with acute mania. Excretory 
rates for lithium are higher in younger pa- 
tients(13). 

Later in treatment the best guides for 
dosage are the changing clinical picture and 
serum lithium determinations and urin- 
alyses. Our studies indicated that a max- 
imum serum lithium level of 1.5 mEq./liter 
during an acute illness and 0.3-0.6 mEq./ 
liter during a maintenance phase are ade- 
quate for establishing and maintaining a 
stable affect. These figures are lower than 
others reported in the literature(2, 4, 
9, 14, 17). 

Most acute manias will respond within 
seven days. A longer period may be re- 
quired for depressions(13). The same dose 
schedule followed for mania can be used 
for acute depression and schizo-affective 
psychosis. Maintenance doses usually range 
between 600 and 1200 mg. per day(l, 2, 
13, 17). A useful way of checking on a 
patient suspected of not taking his lithium 
according to instruction is a serum lithium 
determination. If the serum level is much 
lower than that expected, the clinical sus- 
picion is further substantiated. 

If a patient on maintenance lithium alone 
becomes acutely depressed, the addition of 
a tricyclic or MAO-inhibiting antidepressant 
will often control the symptoms. Alterna- 
tively, the dose of lithium may be increased 
without adding an antidepressant, but this 
was usually less effective in our studies. 
If a patient is receiving prophylactic lith- 
ium plus an antidepressant, and an acute 
mania intervenes, the lithium should be 
increased. Temporarily reducing or dis- 
continuing the antidepressant is optional. 
Should a patient on a similar maintenance 
program become acutely depressed, the 
antidepressant should be increased without 
reducing the lithium. 

Our studies revealed that a serum lith- 
jum level obtained eight to 12 hours after 
the last lithium intake was usually 0.2-0.4 
mEq./liter less than the value two to 
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three hours after receiving lithium. In the 
literature a maintenance serum lithium con- 
centration of 0.4-0.8 mEq./liter has usu- 
ally been recommended for symptom con- 
trol, but only Schou and Baastrup have 
indicated the importance of timing this 
laboratory determination(1, 2, 4, 13, 17). 
Our findings indicated that a range of 
0.3-0.6 mEq./liter is adequate if the serum 
value is derived from a morning specimen 
drawn ten to 12 hours after the last lithium 
intake the previous night. Consequently, it is 
important that patients do not take lithium 
on the mornings of the days on which their 
blood tests will be done. 

In anticipation of this clinical study we 
hypothesized that lithium would shorten 
the hospitalization time of manic patients 
in comparison with their confinements prior 
to lithium treatment. In the majority of 
cases this prediction was accurate. However, 
several patients who had responded well to 
lithium were delayed for varying periods 
prior to discharge. Investigation revealed 
that certain staff psychiatrists habitually 
hospitalized their manic patients six to 12 
weeks to avoid early relapses which often 
occurred after briefer stays. Hopefully, 
this habit will be altered as the staff gains 
more familiarity with and confidence in the 
use of lithium carbonate. 


Summary 


A clinical study of lithium carbonate in 
affective disorders was undertaken. The re- 
sults of this study indicated the following: 

1. Lithium brought about a complete 
recovery in most of the acutely ill manic 
patients and a partial remission in the 
others. 

2. Lithium used alone was relatively in- 
effective in preventing and relieving acute 
depressions. Lithium in combination with 
tricyclic antidepressants and MAO inhib- 
itors was more effective. 

3. Lithium usually corrects the affective 
component of a schizo-affective Psychosis, 
but does not alter the accompanying thought 
disorder. 


4. Lithium can be used safely in out- 
patient therapy for maintenance or acute 
treatment if laboratory and clinical follow- 
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ups are scheduled regularly. 

5. Toxicity from lithium is minimal 
when it is given to medically suitable pa- 
tients in recommended doses. : 
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EDITOR’S NOTEBOOK 


Lithium Carbonate: Some Recommendations 


L ITHIUM CARBONATE, a simple salt, is coming into wider and 
wider use in American psychiatry in a most unusual manner. 
Without the encouragement of sponsorship by any commercial drug 
firm, more than 200 psychiatrists have applied individually to the 
Food and Drug Administration for permission to study and use this 
compound as a treatment for affective disorders. Other psychiatrists 
are using the drug without FDA permission, obtaining the tablets 
from a source within their own state. 

Both the FDA and the National Institute of Mental Health have 
become increasingly involved in lithium as a psychiatric drug. Sep- 
arate studies at the NIMH Clinical Center by Bunney and by Schild- 
kraut have confirmed the drug’s usefulness in the treatment of 
acute manic excitement. Several of the investigators currently 
most active in clinical research with lithium in the country—Gershon, 
Fieve, and Kline—are receiving NIMH grant support, and two 
multi-hospital collaborative studies of lithium therapy in Veterans 
Administration and non-VA hospitals are now beginning, also under 
NIMH grant support. 

The FDA has been quite helpful to clinicians wishing to file 
Investigational New Drug (IND) requests for permission to study 
lithium clinically. However, a number of investigators feel that the 
available evidence is already adequate to permit the drug to be 
marketed for general prescription use; they believe that this would 
have happened some time ago if some person or group had a 
financial interest in this inexpensive and unpatentable medication. 

My appraisal of the existing situation is as follows: 

1. There is ample evidence that lithium carbonate, used with 
proper clinical and laboratory precautions, is a safe and effective 
treatment for acute mania. 

2. It is less clear as to whether lithium is a better or faster 
treatment for manic states than the phenothiazines or haloperidol. 

3. There is reasonable but not overwhelming evidence that the 
drug, administered for months and years, may avert future attacks 
of either depression or mania in patients with recurrent affective 
illnesses of either or both types. 

The NIMH-VA collaborative studies will acer detailed and 
extensive evidence on at least two issues: whether lithium is superior 
to chlorpromazine in the treatment of manic and schizo-affective 
states and whether either lithium or amitriptyline is more effective 
than placebo in averting future affective illnesses. Unfortunately, 
this evidence will not be available for two or three years. 
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The question then is: “Given an intriguing and unique drug 
treatment with demonstrated efficacy in a limited condition, mania, 
and great promise in a much more important clinical area, the 
prevention of serious affective illnesses, what should a regulatory 
agency do?" 

I would answer this question with the following recommendations: 

1. At the least, the FDA, perhaps in collaboration with an APA 
ad hoc committee, should publish in this journal a clear statement of 
the procedures by which an IND request to use lithium carbonate 
in clinical studies can be filed and the conditions governing the 
approval of such requests. 

2. Approval of an effective New Drug Application for the use 
of lithium in manic states should be expedited by the FDA. The 
APA and perhaps other agencies should work with the FDA, if 
invited, to help develop appropriate labeling for safe use. Note: I have 
just been informed that two drug companies are in the process of 
filing such New Drug Applications. This relieves the FDA and other 
agencies or associations of having to take primary initiative in this 
particular matter. 

3. Central single sponsorship of uncontrolled single-blind clinical 
studies of lithium as a preventive treatment should be developed 
to relieve individual investigators of the problem of sponsoring 
INDs if they agree to collect systematic standard data on their 
patients as part of a larger program. 

This last recommendation would help avert the rapidly spreading 
informal use of the drug, allow rapid communication of new knowl- 
edge about lithium, and facilitate the eventual approval of the 
prescription use of lithium as a prophylactic therapy. On the other 
hand, such a program would be somewhat expensive in an area of 
tight government money. Again, a joint advisory committee might 
be able to work out a solution to this aspect of the problem. 

The major alternative would be the approval of the prophylactic 
use of lithium carbonate under carefully specified conditions as 
part of the labeling under the New Drug Application noted above. 
Problems arising in such clinical use would have to be carefully 
monitored, and the matter would have to be reassessed when the 
NIMH-VA collaborative study is completed. I believe that the world 
experience with this drug is sufficient to make it likely that benefits 
of such broadened use would outweigh the hazards. 

The efficacy of lithium in psychiatry was discovered by a mental 
hospital psychiatrist 20 years ago. The drug now poses some sticky 
problems because it falls outside the usual pathways for which our 
current drug regulatory procedures were developed. How active 
should our Association be in attempting to develop new patterns 
of involvement with federal agencies to make sure that this or other 
deserving orphan drugs are given a proper debut? I think a more 


active role in such matters is indicated. 
JONATHAN O. Core, M.D. 
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Lithium Comes Into Its Own 


rrutuM, the 20-year-old Cinderella of psychopharmacology, is at 
last receiving her sovereign due. Just plain old lithium—widely 
discredited by early abuse in the treatment of gout, rheumatism, 
kidney stone, uremia; briefly but dramatically misused as a salt sub- 
stitute for precisely the type of patient in cardiac or renal failure for 
whom it should not ordinarily be used—the modest proclamation of 
its use for manic and other excitement states in a journal of limited 
circulation in a remote country was to pass almost unnoticed. Only 
nine papers or letters were published in the first five years reporting 
new cases and very few more in each of the next two five-year peri- 
ods(3), in contrast to some 10,000 papers on chlorpromazine in its 
first 15 years and more than 2,000 on LSD. This year, however, 
will probably witness the publication of more papers on the subject 
than in all the previous 19 years(4). 

What major claims are made in the roughly 3,000 treated cases(4) 
thus far described? Cade (Australia) was the first to report on its use 
for acute manic states; he also noted that continuing use prevented 
recurrence of periodic attacks. Margulies (Australia) and Vojtěchov- 
sky (Czechoslovakia) first reported favorably on depressed patients, 
although most investigators have not been too encouraging on this 
score. Andreani (Italy) prevented manic-depressive cycles by con- 
tinued administration, while Hartigan (England) and Baastrup (Den- 
mark) were the pioneers in its specific prophylactic use to prevent 
recurrent depressions. A number of French psychiatrists reported on 
its use in excitement states regardless of origin, In a brilliant statisti- 
cal analysis of periodicity in affective disorders, Angst(1) (Switzer- 
land) recently confirmed the effectiveness of lithium in recurrent 
depressions and also confirmed the earlier demonstration by Mos- 
keti (USSR) of its effectiveness in schizo-affective disorders. More 
recently Gershon (USA) has described its use in premenstrual ten- 
sion. Schou (Denmark), who has been the most enthusiastic, con- 
sistent, and effective of advocates, reported at a round table on 
lithium at the recent APA annual meeting in Boston concerning its 
use to relieve. rigid, overly conscientious obsessives. He also de- 
PM in Sweden for treating childhood (and adult) behavior- 

c characterized by an undulating course, regardless of di- 

The onl 

y sour note is a recent exchange in the Lancet instituted by 

e d si Pg cc claimed that Baastrup and Schou in 
sively: geod rchives of General Psychiatry had not conclu- 
riu P Case for prophylaxis. Following Baastrup and 
u's reply, all of the principals plus a few other interested per- 
sons were scheduled to appear at a symposium at the Royal Medico- 
Psychological Association meeting in Plymouth, England, in July. 
Shepherd missed out because of a prior engagement plus a misun- 


150 
[150] Amer. J. Psychiat. 125: 4, October 1968 


EDITOR’S NOTEBOOK 


559 


derstanding about the date, and Schou was ill. Blackwell led off his 
own presentation with the clear statement that he had never treated 
a single patient with lithium and that his argument was not against 
the fact that lithium was effective but that the case for its effective- 
ness had not been proved. The symposium was too brief to permit 
the report of a double-blind study done by Melia(5) at St. Patrick's 
Hospital, Dublin, Ireland. 

Lithium is remarkably free of serious side effects. Initially there 
may be some nausea and "lithargy" (courtesy Reginald Lourie) as 
well as occasional loose stools. Sometimes patients (the elderly?) 
exhibit a fine tremor or unsteady gait, which is usually relieved by a 
reduction in dosage. Nontoxic thyroid goiters have been reported in 
a limited number of patients(6). Our own work(2) studying pa- 
tients before and after they were placed on lithium has thus far 
revealed no systematic thyroid changes.’ In any case, the goiter is 
controlled by thyroxine or desiccated thyroid extract. 

At the Plymouth RMPA meeting it became evident that prac- 
titioners of skill and experience did not uniformly test for serum 
lithium but depended on clinical reactions. In Denmark, where hos- 
pitals are used much more freely than here, Schou has advocated 
taking serum lithium levels for a few weeks until stability is assured. 
In our own experience with 300 ambulatory patients, we have done 
regular serum levels but found their greatest use was in identifying 


patients who 


were not taking medication rather than in detecting 


impending toxicity. For clinical use it is our considered judgment 
that such serum levels are not essential. For practical purposes it 
would be well to have a level at the end of one or two weeks to rule 
out a rare idiosyncracy; another determination after a month would 
provide some measure of serum level if done the appropriate time of 
day a fixed number of hours after the last dose. Simply because serum 
levels can be obtained does not mean they should be; they are not 
even seriously thought of in respect to much more complex anti- 


depressant medications. 
Despite apprehensions 


that no American pharmaceutical house 


would market the drug because of the considerable expense and the 


absence of patent protection, anie 
oratories and Chas. Pfizer & Co., expect to have lithium on the mar- 


ket by the end of the year. 4 


haps this 


metabolite. The am: 


mediate effect on the n 
alter the steady-state relationship after mon i. P 
accounts for the crucial clinical fact that the longer lithium 


is given, the 


Y à Dr e e iet "phase of a clinical 
report that in ti cli T = 
id i iti ormalities. There was no apparent difference 
thyroid Sa ae or ght months (with range up to 
two years) and those not on lithium. 


at least two companies, Rowell Lab- 


dealing with an active known agent rather than a hypothesized 


ount of lithium is too small to produce any im- 
sodium and potassium levels. In theory it might 
ths of administration. Per- 


shorter and milder the attacks. A full year of usage is 


. Hurley, and associates of New York Hospital 
Iamet A study, 7 of 30 patients showed some 


lithium for an average of ei 
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often required before the swings become so damped that they vir- 
tually disappear. As far as we know there is complete compatibility 
with other psychopharmaceuticals; so that unless it cannot be tolerated 
lithium should be continued in any case. 

Lithium is a new and different key for dealing with affective and 
possibly other psychiatric disorders. How many locks it will fit— 
clinical and research—remains to be seen, but even the few doors thus 
far opened have given us glimpses into vast new potentials. 


NATHAN S. KLINE, M.D. 
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“Have You Ever Consulted a Psychiatrist?” 


ques OF ATTENTION on the part of the adult world— 

Sociologists, educators, psychiatrists, and to a degree all par- 
ents—has been more and more on youth and its discontents. Dis- 
Contents that are universal may, and frequently do, extend into 
manifest deviant behavior and/or emotional decompensation that 
Prompts the question: “Can signs of disturbance and distress be 
modified by early identification and intervention?” Some schools, 
public and private, attempt to make psychiatric evaluation and 
guidance available to the adolescent at the pre-college level. 

Reluctance by some to avail themselves of the opportunity to 
consult a Psychiatrist or clinical psychologist has been identified as 
stemming in part from a deterrent created by the colleges and 
graduate schools, whose concern is with the very factors that the 
Psychiatrist is prepared to promote—the high school student’s ca- 
pacity to develop self-dependence, self-motivation and emotional 
integrity. This deterrent is built into many applications for admission 
which include the question: “Have you ever consulted a psychi- 


Li Dee makes a formidable obstacle between a student and 
pro er es and is quickly identified by parents, school ad- 
ee be students, who see it as automatically putting 
sa ae ie m the affirmative in a questionable category. 

Cult to erase, as many colle 
: i D , ges have come to 
distrust the supporting testimony of psychiatrists as biased or fre- 
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quently irrelevant. They fail to appreciate what every psychiatrist 
working with adolescents knows, that it is the articulate, self-aware 
youth who is most likely to bring such problems as his inter- 
personal relations or identity-seeking to the professional. The with- 
drawn, inarticulate youth protecting himself from all intrusions will 
avoid self-exposure unless he becomes acutely decompensated. He 
of course avoids detection by a negative reply to the question but 
provides the greatest risk of decompensation at a later period. 

Working at Phillips Exeter Academy, a boys’ boarding school, 
I conducted a random sampling of college admission practices and 
found that 35 percent of the colleges continued to use this question 
on admission forms. Most colleges made no initial effort to dis- 
tinguish between consultation with a psychiatrist about an es- 
sentially healthy adolescent adjustment reaction and one prompted 
by threatened decompensation or severe behavior disorders. Nor 
was there any significant attempt to identify more meaningful factors 
such as interrupted class attendance or disciplinary difficulties. These 
latter elements in the school history, together with evidence of 
erratic performance, are seen as revealing more significant indices 
of faltering emotional integrity than the naively simple question: 
“Have you ever seen a psychiatrist?” 

Many colleges report that their experience with students who 
have a psychiatric history compares favorably with that of the 
student population in general. Others have recognized the irrele- 
vance of the question in the initial application and have so re- 
ported. Dr. Dana Farnsworth articulated this view in addressing 
the Association of College Admissions Deans in 1937. That a 
health inventory after admission should include significant details 
of emotional problems has never been challenged, especially if 
problems have been manifested by a disruption of the school course. 

The Assembly of District Branches of the American Psychiatric 
Association has endorsed a resolution deploring the practice of asking 
applicants if they had consulted a psychiatrist as constituting a need- 
less barrier to adolescents seeking help from those best prepared to 
provide it. 2 

Investigation of the disruptive elements in the school history, 
while yielding a prognostic guide, avoids the introduction of a 
deterrent to the student's seeking psychiatric help. It would protect 
the admissions committee from making errors based on incomplete 
and misleading evidence of emotional health. 

If indeed, a college must focus on emotional history, it is sug- 
gested that a question directed to overt disability be used—for 
example, “What illnesses have you had (physical or emotional)? 
How treated?” This approach would have the merit of freeing 
those youths who seek help and are enabled to keep “on course” 
from incurring the stigma of an affirmative answer to: “Have you 


ever seen a psychiatrist?” 
DUNCAN C. STEPHENS, M.D. 
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The Application of Automated Techniques in Assessing 
Psychotropic-Drug-Induced Side Effects 


BY J. M. C. HOLDEN, M.D., M.R.C.P., D.P.M., AND T. M. ITIL, M.D. 


In response to the need for standardization 
of methodology in assessing the side effects 
of psychotropic drugs, the authors describe 
a rating scale, structured for computer op- 
tical reading, to measure changes in physi- 
cal and laboratory data. They feel that the 
method described, used on patients who are 
on low drug dosages, will provide predictors 
of possible abnormalities later when higher 
dosages are used. 


ji pes ANALYSIS of physical, laboratory, 
and EKG data is an essential part of 
all drug investigations, and increasing at- 
tention is being given to the side effects in 
these areas of psychotropic drug trials(1, 2, 
3, 11, 12). Drug-induced side effects, how- 
ever, are often either missed or overesti- 


The authors are with the department of psy- 
chiatry MI et Missouri School of Medi- 
cine, the Missouri Institute of Psychi. 

Arsenal St, St, Louis, Mo, 63139. dpa 
Is work was supported in part by Publi 

Health Service grants MH-11380 dnd 11381 ness 

the apu Institute of Mental Health and by 

a grant from the hiatri 

Ton CIN sychiatric Research Founda- 

The authors wish to thank D. Shapir. 
and Max Fink, M.D., New York Medical Cola 
New York, for their assistance in the development 


of this physical and laborat. i 
computer reading. a N EE Ufer 


mated. The reasons for this may lie in 
differences in blood collection methods or 
examination techniques(10, 13, 14), the 
failure to appreciate the range of “normal” 
values in different populations(4, 7), and 
the use of differing methods for analysis. 

It has been shown, for instance, that the 
application of textbook ranges of normal 
limits can be misleading in the investigation 
of psychiatric populations(4, 7, 9), and 
that limits as defined by control placebo 
populations are better guides of "normal" 
ranges. To overcome some of these prob- 
lems, standardized techniques have been 
Structured at the Missouri Institute of Psy- 
chiatry for the collection, recording, and 
analysis of physical, EKG, and laboratory 
data. An outline of our methods will be 
described in this communication. 


Methods 


Over the past three years we have de- 
veloped a rating scale for measuring changes 
in physical and laboratory data associated 
with psychotropic drug therapy (figure 1)-' 
This forms part of a battery of rating scales 
designed and used for the measurement of the 
effects of drugs in the treatment of psychotic 


CREME RP 
1 Available on request from the authors. 


less lengthy than the 
'URNAL assumes no re- 
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FIGURE 1 
Modified Scale Designed for Use in 
Clinical Psychotropic Drug Trials 
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array of information, collected and scored 
under standardized conditions, is available 
on each patient at regular times during: 1) 
predrug placebo treatment for base-line as- 
sessment, 2) different stages or dosages 
of the drug treatment, and 3) postdrug 
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placebo treatment, when available. Data 
are available, therefore, for comparing both 
predrug and postdrug placebo values with 
on-drug values at different dosage levels. 

All data are entered on the physical and 
laboratory scale as frequently as the pro- 
tocol of the study requires. Patient identi- 
fication data, date of recording, and medi- 
cation dosage are also shown on the same 
chart. The scale is presently designed to 
cover as comprehensive an array of items 
as possible so that it can be used in many 
types of drug studies. The selection of 
items for scoring depends on the drug used 
and the study protocol and does not neces- 
sarily cover all items. 

A set of instructions on the methods of 
scoring is provided, as well as a chart of 
laboratory methods of ranges as used by 
the laboratory at the Institute. The units 
of measurement for each item are shown 
with a numerical range of 0 - 9 for each 
line, and all hematological, serum chemis- 
try, blood pressure, and weight data are 
entered on the chart in raw scores. The 
scale recommends standardized techniques 
of collection, and all items are defined and 
coded as follows. 


1, Blood 


Blood for hematology and serum chemistry 
should be drawn before breakfast, with the 
patient at rest. If a tourniquet is used, the 
blood should be drawn as quickly as possible 
(within one minute) to prevent concentration. 
The samples should be sent to the laboratory 
the same day. The same laboratory facilities 


and staff should be used throughout each- 


particular study period. 
2. Weight 


Weight should always be taken on the same 
scales at the same time of day—as frequently 
as each study protocol suggests but at least 
once a week. The patient should be in the 
same indoor clothing on each occasion and 
measurements should be in pounds. If the 
kilogram measure is used, it should be kept 
standard throughout the whole period of the 
research project for each patient and for the 
group as a whole. 
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3. ; Blood Pressure 


Both systolic and diastolic pressures should 
be measured and accepted only after at least 
two initial readings are taken. The patient 
must be in a sitting position, and the blood 
pressure taken before breakfast. The same 
apparatus should be used on each occa- 
sion, and measurements should be done 
preferably by the same observer. If blood 
pressures are taken daily, then means of all 
values for each patient for a week should be 
used for weekly insertion on the scoring sheet. 

The systolic blood pressure is recorded when 
sounds are first heard through the stethoscope 
and the diastolic when sounds become muffled. 
Particular attention should be paid to keeping 
the arm in an extended position, and the same 
arm should be used on each occasion. 


4. Urine 


The scoring for the presence and degree 
of albumin, sugar, acetone, and urobilinogen 
in the urine can be in absolute values or on 
a + basis (0—absent, 1 = +, 2= ++, 3— 
sepes 


5. EKG 


The procedure for taking EKGs should be 
standardized for each project and performed 
by the same technician. The scoring sheet is 
numbered to cover degrees of abnormality, 
and these will usually be assessed by a cardi- 
ologist. 

Scoring of EKG data: 


Rhythm 


0 — Regular sinus rhythm 

1-— Sinus arrhythmia: Changes confined to 
the T-P interval with cycle length varying 
slightly but definitely. The relationship of 
rapid beats to inspiration and slow beats 
to expiration is diagnostic. 

2= Sinus tachycardia: Pulse rate of over 100 
per minute (in an adult at rest) 

3=Sinus bradycardia: Pulse rate of under 
60 per minute (in an adult at rest) 

4 — Extra systoles: Cardiac contractions of 
ectopic origin, ventricular premature beats 
being the most common 

5 — Nodal rhythm: Sinus pause with a normal 
Q.R.S. complex and followed by resump- 
tion of normal sinoatrial function g 

6 = Paroxysmal atrial tachycardia: A rapid 
succession of rhythmic impulses arising 
in an irritable ectopic focus in the atrium. 
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The pulse rate varies from 140-220 per 
minute. 

7 = Atrial fibrillation: Very rapid irregular atri- 
al impulses with frequent ineffectual con- 
tractions and irregular ventricular beats. 
The pulse is completely irregular in force 
and rate. 

8= Ventricular tachycardia: A rapid regular 
rhythm arising from an ectopic focus in 
the ventricular conduction system and 
usually paroxysmal in nature. The pulse 
rate is usually regular at 150-250 per 
minute. 

9 = Other changes 


T-Wave changes 


0 = Absence of abnormal T-waves 

1= Minor changes in the ST segment of T- 
wave with alteration in form: T-wave 
blunted, rounded, or notched 

2= Widening of Q-T interval with T-wave 
broadening 

3= Changes in the amplitude of the T-wave 
with reduction and flattening 

4=Changes in the direction of the T-wave 
with inversion 

5 = Other changes 


Conduction defects 


0 = Normal EKG with normal conduction 

1=Sino-atrial block: Loss of both P-wave 
and Q.R.S.T. complex with a P-P interval 
about twice the usual P-P interval 

2 — Prolonged atrioventricular conduction time 
(first-degree heart block): P-R interval of 
over 0.2 seconds resulting from defective 
A/V conduction 

3 = Partial heart block (second-degree block), 
dropped beats: When the ventricle peri- 
odically fails to respond to atrial stimu- 
lation 

4=Wenckebach block: Progressive increase 
of P-R interval until a Q.R.S. complex 
falls out 

5 — Second-degree constant block: Ventricular 
responses only to every second, third, or 
fourth beat. The atrial rate is constant. 

6— Complete heart block: Dissociation be- 
tween atrial and ventricular rhythms. The 
atrial rate is about 70-80 per minute and 
the ventricular rate about 30-50 per min- 
tute. Both are usually regular. 

7= Bundle branch block (right): Due to de- 
fect in conduction of the right bundle 
branch with notching or slurring of QRS. 
complexes in the right precordial leads. 
QRS. interval of 0.12 seconds or more. 
ST depression or T-wave inversion may 
also be present. 
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8=Bundle branch block (left): Due to a 
defect in conduction of the left bundle 
branch with notching or slurring of Q.R.S. 
complexes in the left precordial leads. 
Q.R.S. interval of over 0.12 seconds, ST 
depression and T-wave inversion may also 
be present. 

9 — Other changes 


6. Eye Changes 


Coding is based on that for NIMH psycho- 
pharmacology section for collaborative studies. 
Lens opacity: 


Density-Intensity 


0 = No abnormalities 

1 — Opacity faint—might easily miss with or- 
dinary slit lamp examination 

2= Opacity readily apparent with ordinary 
slit lamp examination 

3 = Opacity moderate and visible with pen 
light examination 

4= Opacity marked and would be expected 
to cause definite visual reduction 


Shape-Pattern 


0 = No abnormalities 

1 = Disciform or no linear arrangement 
2 = Linear, branching, or roughly stellate 
3 = Definitely stellate 

4 = Dense, roughly symmetrical stellate 


Granularity 


0 = No abnormalities 

1 = Shagreen, no apparent granularity 

2 = Faint tiny granules 

3 = Granules small but clearly visible, with 
slit lamp low power 

4 = Granules large 


Color 

0 = No abnormalities 
1 = White 

2= Yellow 

3 = Brown 

4 = Other 


Corneal opacity: 
Density 
0 = No abnormalities i 
1 = Faint—might easily miss with ordinary 
slit lamp examination 
2= Readily apparent with ordinary slit lamp 


examination j 
3 = Moderate and visible with pen light ex- 


amination 
4= Marked and would be expected to cause 


definite visual reduction 
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Granularity 


0 = No abnormalities 
] — Faint 

2 = Moderate 

3 =Marked 


Location 


0 = No abnormalities 
1 = Anterior 

2 = Posterior 

3 = All layers 


Color 

0 = No abnormalities 
1 = White 

2= Yellow 

3 = Brown 

Pattern 


0 = No abnormalities 

1 = None (Shagreen, edema) 
2 = Linear arrangement of swirls 
3 = Granularity 


Retina 


0 = No abnormalities 

1=Patchy pigmentation usually at or near 
the posterior pole 

2 — More widespread pigmentary mottling 

3 = Pigmentation widespread and of more 
coarse texture 


Visual acuity 


0 = Normal visual acuity 
1-4 = Impaired visual acuity, left eye 
5-9 = Impaired visual acuity, right eye 


7. Skin Changes 


0 = Absence of skin lesions 
The coding of skin lesions may be de- 
termined by the consultant dermatologist 
prior to any particular drug trial and may 
be graded on severity and extent of the 
lesion. 
EKG, eye, and skin changes are assessed 
by a consultant in these areas of specialty. 
All data can be statistically analyzed, using 
a variety of statistical techniques, depending 
on the type of study and the information 
required. 


Discussion 


The usefulness of regular laboratory 
screening has been questioned(8), but some 
workers have suggested that the frequent 
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assessment of laboratory values has a defi- 
nite place in demonstrating changes due to 
drug administration(5, 6). One of the prob- 
lems in determining whether changes are 
abnormal or not has been the reference 
to the ranges of values as set by standard 
textbooks of medicine. We have previously 
described the necessity of defining ranges 
of normal laboratory values in psychiatric 
populations(7). Table 1 shows a com- 
parison of textbook ranges to those derived 
from a survey of an inpatient population 
after a minimum of six weeks' placebo 
medication. The adjusted ranges were used 
as the criteria for deciding abnormalities 
of laboratory deviations in other groups 
of patients receiving drug therapy. 

We recommended in this report that each 
laboratory undertaking ‘clinical drug evalu- 
ations should provide concurrent control 
data derived from patients on placebo med- 
ication when reporting on clinical drug 
trials and that there is a need for similar 
control studies when analyzing electroen- 
cephalograms and electrocardiograms(7). 
Ophthalmological changes could now also 
be added to these. 

Equally important is the demonstration 
of changes of significance in physical and 
laboratory data within the limits of estab- 
lished control ranges. These changes, al- 
though not abnormal, may not only indicate 
occult toxicity but may also demonstrate 
subtle drug action on various physiological 
mechanisms. For example, shifts in blood 
hemoglobin levels within the range of nor- 
mal which occur consistently following drug 
therapy of a group of patients suggest that 
the drug may have led to changes in hema- 
topoiesis or to blood hemodilution. 

Tables 2, 3, and 4 show significant 
changes in physical and laboratory values 
for a new dibenzoxepine, P-5227, for per- 
phenazine, and for placebo, compared at 
different treatment periods and at different 
dosage levels. All three periods ran concur- 
rently in three matched groups of patients. 
Consistent decreases in hemoglobin are 
shown with both drugs within the limits of 
the normal ranges, as determined from a 
control population in the Missouri Institute 
of Psychiatry. 


3 Chas. Pfizer and Co., Inc. 
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Changes 


TABLE 2 


BRIEF COMMUNICATIONS 


in Laboratory Values * With P-5227 in Eight Patients, 


Expressed as p-Values of t Tests 


PREDRUG PLACEBO VALUES VERSUS VALUES AT: 


—10 Mé. QOMG.  —  40M& POSTDRUG 
TEST MAY DAILY DAILY PLACEBO 
Hemoglobin (grams percent) 005 2 ** 01 (4) 001 (~) 003 2 
Segmented forms (percent of 
total white blood cell count) 008 (—) 
Eosinophils (percent of 
total white blood cell count) 03 (+)*** 
BUN (grams percent) 005 (~) 
Alkaline phosphatase 
(King-Armstrong units) 03 C 
ESR (millimeters per hour) 02 (4) 
Weight (pounds) 05 (+) 


* All laboratory values throughout drug and placebo periods are within the Missouri Institute of Psychiatry ranges of 


“normal.” 
** (—) Decrease in values, 
*** (+) Increase in values. 


A relative eosinophilia is also shown dur- 
ing the early stages of treatment with both 
drugs. Decreases in segmented white cells, 
alkaline phosphatase, and erythrocyte sedi- 
mentation rate (ESR) occurred with P-5227 
during the early stages of therapy but not 
with perphenazine. Significant increases in 
weight occurred with P-5227 at the 200 
mg. daily level of treatment. One important 
feature of these findings is the greater num- 
ber of changes with P-5227 when compared 
with perphenazine and the persistence of 
hemoglobin deviations with the former. 
With this kind of data, one may be able 
to predict, from changes during early drug 
treatment, the development of frank ab- 


normality with higher drug dosage levels. 
The only items showing changes in the 
placebo group were weight at two weeks, 
blood urea nitrogen (BUN), and serum 
glutamic oxaloacetic transaminase (SGOT) 
at four weeks, with decreases in all three. 
These changes could have been related to 
the effects of drug treatment prior to the 
base-line placebo period. 

Findings such as these indicate that stan- 
dardization of methodology in collecting and 
analyzing physical and laboratory data has 
a definite place in clinical drug trials, par- 
ticularly in the evaluation of new com- 
pounds. Our techniques may require mod- 
ification with further experience in other 


TABLE 3 
Changes in Laboratory Values * with Perphenazine in Eight Patients, 
Expressed as p-Values of t Tests 


PREDRUG PLACEBO VALUES VERSUS VALUES AT: 


8 MG. 16 MG. 32 MG. POSTDRUG 
TEST DAILY DAILY DAILY PLACEBO 

Hemoglobin (grams percent) 02 ()** 02 (~) 02 (~ 
Segmented forms (percent of 

total white blood cell count) 05 (+) *** 
Eosinophils (percent of 

total white blood cell count) .03 (+) 
ESR (millimeters per hour) 03 ( 


* All laboratory values throughout drug and placebo periods are within the Missouri Institute of Psychiatry ranges of 


“normal.” 
** (—) Decrease in values. 
*** (4) Increase in values. 
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$ TABLE 4 
Changes in Laboratory Values* with Placebo in Ten Patients, 
Expressed as p-Values of t Tests 


PREDRUG PLACEBO VALUES VERSUS VALUES AT: 


TEST 2 WEEKS 4 WEEKS 8 WEEKS 12 WEEKS 

BUN (grams percent) serene 

SGOT (Sigma F units) 005 (~) 

Weight (pounds) 01 (~ 

* All laboratory values throughout drug and placebo periods are within the Missouri Institute of Psychiatry ranges of 

“normal.” 

** (—) Decrease in values. 

drug studies, but we feel that, using these “Dynamic Action of Phenothiazines and Re- 

methods, evidence of occult toxicity in the serpine,” in Kline, N.S, ed.: Psychophar. 

early stages of treatment as well as the macology Frontiers. Boston: Little, Brown 
Ex » 3 & Co., 1959, pp. 137-144. 
effects of drug action on various body sys- — 7. Holden, J. M., Itil, T., Simeon, J., and Fink, 
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1967. 
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The Diagnostic Clue of *Hypercompetency" 


BY MYRON H. MARSHALL, M.D., AND H. L. P. RESNIK, M.D. 


During an examination for competency to 
stand trial, the authors were impressed with 
a patient's “hypercompetency”—in this case, 
his extensive knowledge of the legal process. 
This observation, along with others, sub- 
stantiated a diagnosis of paranoid person- 
ality. The authors give four criteria to assist 
in similar diagnostic situations. 


N OUR LEGAL SYSTEM competency to 
stand trial is required before one may 
face a jury of his peers. The test of “present 
in mind as well as body” derived from the 
Anglo-Saxon law has been incorporated into 
the procedural law of all American juris- 
dictions. The psychiatrist is increasingly 
called upon to examine patients clinically 
during varying stages of the legal process 
and to determine whether a defendant is 
competent to understand and participate in 
a trial. Robey has previously listed the cri- 
teria for a competency determination(1). 
The criteria involve comprehension of court 
proceedings, ability to advise counsel, and 
susceptibility to decompensation. Nowhere 
are degrees of ability noted. 

The purpose of this short report is to 
suggest that “hypercompetency,” a newly 
conceived idea, may be important in a 
forensic examination. In the course of one 
such examination we were impressed by a 
patient’s hypercompetency and his extensive 
knowledge of the legal process, This clinical 
observation was helpful in arriving at a 
psychiatric diagnosis which, in spite of three 
Prior psychiatric hospitalizations, had not 


Dr. Marshall is with the Silver Hill Foundati 
Valley Rd., New Canaan, Conn. 06840, regs 
time this paper was written he was assistant clinical 
instructor in psychiatry, State University of New 
York, Buffalo, N. Y., and_an NIMH Mental 
Health Career Development Officer. Dr. Resnik is 
associate professor, department of psychiatry, State 
University of New York. 

The authors wish to thank Jonas Robitscher, 
M.D., for his consultation in the preparation of 
this paper. 
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been considered previously. These results 
suggest that the diagnostic use of the finding 
of hypercompetency may have heuristic 
value. We do not believe that this finding 
is, in itself, diagnostic, although we will 
use hypercompetency as an aid to diagnosis. 

In the matter of competency to proceed, 
we must point out the different frames of 
reference under which the legal and the 
psychiatric disciplines operate. The court 
wants to know whether or not a patient is 
competent; the law admits to no variations, 
only black and white. However, psychia- 
trists should be aware that it is not always 
possible to determine competency in these 
terms and should be willing to look at this 
subject as one having intermediate shades of 
gray. We should recognize that not only 
may one be competent or incompetent but 
the degree may vary from hypo to hyper- 
competency. 

In a personal communication to us, Szasz 
(2) has suggested that the matter of com- 
petency is a situationally created concept, 
and that what we would like to see as de- 
grees of competency is only corroboration 
of his contention that competency is situ- 
ationally created. Proof of the inherent dif- 
ficulty in delineating the varying degrees of 
one patient’s competency is the easy avail- 
ability of divergent expert opinion on the 
subject. The criteria used are often them- 
selves unclear. 

We shall present a patient with clinical 
signs including hypercompetency that al- 
lowed us to make the diagnosis of paranoid 
personality in the absence of other clear- 
cut criteria. 


Case Report 


A 33-year-old man charged with a felony 
was committed to the E. J. Meyer Memorial 
Hospital for psychiatric evaluation. Past his- 
tory revealed many medical admissions for the 
treatment of alcoholic sequelae. Within the 
past four years he had had three psychiatric 
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admissions and during these he had been diag- 
nosed as having a personality trait disorder plus 
Munchausen’s syndrome, or “psychoneurosis 
with pathological lack of veracity.” 

Review of his medical history revealed that 
he had acquired severe pancreatic disease and 
diabetes mellitus about six years earlier. As a 
result he was discharged from the military 
service with medical disability and received a 
pension from the Veterans Administration. 
Since then he has quite intelligently used his 
symptoms to gain admission to various VA hos- 
pitals in the course of his nomadic travels about 
the country. He sent his disability check to his 
wife and child, from whom he was separated, 
and supported himself by odd jobs. 

The patient is the product of an unhappy 
home life; he had a distant stepfather (an at- 
torney) and an overprotective mother. There 
was a great amount of tension between a 
younger sibling and himself. During combat 
service in Korea he was a prisoner of war for 
a time. The stories he told about this period 
of his life were embellished with deeds of 
heroism which the hospital staff was unable 
to substantiate by record checks. He claimed 
that he had been recalled into the service after 
being discharged and also that he had become 
sterile during some atomic experiments. 

Mental status examination revealed the pa- 
tient to be oriented in all spheres. He was an 
acute observer of the ward community. Tense, 
manipulative, and remarkably verbal, he re- 
garded all interpersonal relationships as con- 
tests or games which he was forced to win. 
Subtle paranoid ideation pervaded all his think- 
ing. Although his IQ was only 100, the psy- 
chologist felt that intense inner activity pre- 
cluded better performance. 

He was keenly aware of the tensions on the 
ward and differences among past examiners 
who had examined him while he was in the 
hospital. In a manipulative fashion he would 
play one examiner against the other with the 
hope of securing a more favorable outcome of 
his hospitalization. The patient categorically 
denied being involved in the events which led 
to his arrest on a felony charge and gave a good 
"alibi" for his time during this period. He 
offered the common (and often true) rationali- 
zation that he was picked on because of his 
Prior police record, consisting of numerous 
arrests and two separate prison terms. 

Examination for competency revealed the 
Patient to be exceptionally well aware of the 
Courtroom situation to the extent of knowing 
intimately the numerous variations in legal 
Strategy and courtroom procedure. He knew 
“the actors in the drama” and the possible 
sentences for the crime he was alleged to have 
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committed. He was aware of the routes open 
to his counsel and the strategy which they both 
might employ to his best advantage. He was, 
for all practical purposes, “hypercompetent to 
stand trial.” This finding, along with hyper- 
amnesis and detail retention, was used to sub- 
stantiate the diagnosis of a paranoid personal- 


ity. 
Discussion 


The symptom of hypercompetency may 
be a defensive ego function. It is the ego’s 
adaptive attempt to come to grips with a 
suspected hostile environment. In such situ- 
ations the enemy is society and the enemy’s 
weapon is the law. The hypercompetent 
individual sees the law as hostile and has 
often prepared his defense before the crime. 
It is a defense by an ego overwhelmed by 
the reality of its inability to control anti- 
social acting out. In addition to the defen- 
sive maneuver of identification with the 
aggressor, the patient also utilizes projection. 
That is, the examiner is able to ascertain 
that much of the hostile attitude emanates 
from the patient himself, and there is a 
distinct paranoid trend to the patient's as- 
sociations. 

He who utilizes hypercompetency as an 
adaptive ego maneuver has attempted to 
identify with a hated parental authority 
(the law). Of course, this may at times not 
be psychopathologic and indeed may be an 
acceptable social sublimation—that is, as 
mediated through the study and practice of 
the law. However, in such circumstances 
paranoid ideation is clearly absent. 

In our patient, identification with a hated 
parental substitute—a stepfather who was 
an attorney—set the stage for the patient’s 
attempt to master the law. The presence 
of the attorney stepfather allowed us to 
trace more clearly the developmental ori- 
gins of this defensive maneuver. The law 
has become an externalization of the sub- 
ject’s hostile response to the stepfather's 
prohibitions. The hypercompetent prisoner 
has also attempted to identify with this 
authority. 

As with any characteristic that is highly 
overdetermined neurotically, the hypercom- 
petent prisoner will ultimately defeat him- 
self. Probably the clearest example is that 
of the prisoner who refuses or dismisses 
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counsel, or even more subtly chooses an 
attorney who may know even less than he 
about a specific issue, thus creating a situ- 
ation in which he is more likely to be con- 
victed. By means of an identification with 
the object (the restrictive law), the fear of 
the law is reduced, and the hypercompetent 
person looks forward to his joust with the 
law without anxiety. The ego then has come 
to grips with the distorted reality of an ag- 
gressive judiciary system. 

Hypercompetency may be inferred by the 
fact that the patient is also more expert than 
the court. The prisoner focuses so intently 
on the movements of the dance that he does 
not see why he is dancing. Allegorically we 
may say that he does not know the reason 
he is being tried. The societal reason, i.e., 
protection of property or protection of life, 
may completely escape him. Overtly the 
patient sees his being on trial as the paranoid 
projection “they are against me.” He may 
know the content and the nature of the 
proceedings but may be unable to grasp 
the essence of why he is being tried. 

Hypercompetency may also serve the pa- 
tient well in preparing his defense for short 
courtroom exposure where the presence 
of paranoid mechanisms will allow the ac- 
cused to sufficiently protect himself. How- 


BRIEF COMMUNICATIONS 


ever, on longer diagnostic detentions and 
during prolonged courtroom exposures, the 
hypercompetent prisoner is likely to become 
antagonistic, verbally combative and abusive, 
rely less upon lawyers who are sincerely 
attempting to help him, and evidence little 
concern about the substantive issues being 
considered. 

In summary, four criteria are suggested 
in order to utilize the clinical observation 
of hypercompetency as diagnostic of a para- 
noid personality: 

1. The content of the psychiatric inter- 
views is more concerned with mechanics of 
the law than with the substantive issues on 
which the patient is being tried. 

2. There is a conscious distortion of 
reality. 

3. There is a history of sociopathic be- 
havior. 

4. There is a persistent although well- 
disguised paranoid thinking disorder insuffi- 
cient to make a diagnosis of paranoid state, 
paranoia, or paranoid schizophrenia. 
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Good horse sense is the sense that horses have, never to bet on human 


beings. 
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IN MEMORIAM 


John J. Blasko 
1912-1968 


Dr. John J. Blasko died on July 2, 1968, at 
the age of 56. Until shortly before his death he 
was director of the Psychiatry, Neurology, and 
Psychology Service of the Veterans Adminis- 
tration, Washington, D. C. 

Under the leadership of Dr. Blasko, many 
new and innovative programs were established 
in Veterans Administration hospitals and clin- 
ics. The unit system, day-treatment centers, 
day hospitals, and rehabilitation programs such 
as work-for-pay and incentive therapy were 
introduced, The design of psychiatric units in 
general and specialized hospitals was modified 
in order to bring the treatment facilities into 
harmony with the new programs that were 
established, Directives were changed to permit 
more freedom and more responsibility on the 
part of patients themselves. Methods for 
placement of patients in homes other than 
their own were augmented in collaboration 
With social service, and far more participation 
of volunteers in community activities related 
to veterans was stimulated. 

, But perhaps most of all, Dr. Blasko was 
interested in the basic rights of patients. He 
developed the "Bill of Rights for Patients" in 
Which he stressed the fact that a patient hàs 
fundamental human rights which should be 
respected, dignified, and protected. Emphasized 
in this Bill of Rights are the individual, the 
family, and leaders in the community environ- 
ment. This publication, which has been widely 
distributed, is written in such a fashion that 
it is readily comprehensible by individuals 
concerned with mental health and mental ill- 
ness. It has had a very positive impact in all 
states in the nation. Dr. Blasko had recently 
received the VA’s highest honor, the Excep- 
tional Service Award, for defining and en- 
hancing the concept that the psychiatric patient 
has basic human rights. i. 

_ Dr. Blasko joined the Veterans Administra- 
tion in 1947 after service in the Navy and 
Marine Corps. In 1952 he went to the depart- 
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ment of medicine and surgery, Veterans Ad- 
ministration Central Office, as chief of 
psychiatric training. Dr. Blasko was always 
interested in training efforts, and he initiated 
the VA career residency training program in 
psychiatry. 

He became the first commissioner of mental 
health for the state of Connecticut in 1954 
and served three years in that capacity, return- 
ing to the Veterans Administration in 1957. 

He devoted much time to speeches, profes- 
sional papers, editorial activities, film produc- 
tion, and the development of pamphlets and 
brochures pertaining to problems of mental 
health and mental illness. 

Dr. Blasko had teaching appointments at 
Louisiana State University, Tulane Universi- 
ty, George Washington University, and Yale 
University. He served as a member of many 
committees of the American Psychiatric As- 
sociation. In addition, he was involved in 
the activities of other national organizations, 
such as the Family Service Association of 
America, the National Association for Mental 
Health, and the Association of Military Sur- 
geons of the United States. He was also a 
member of the editorial boards of several 
professional publications. 

The impact of his skillful application of 
knowledge, which has already been felt by 
veterans and the American public, will con- 
tinue to be felt for a long time to come. 

John Blasko had a great capacity for making 
friends, and many of the psychiatrists who 
at one time in their careers have been asso- 
ciated with the Veterans Administration were 
influenced in their subsequent practices by 
his forward-looking principles in the manage- 
ment of the emotionally disturbed. He will be 
sorely missed by his colleagues and the many 
people he met in the course of his professional 


endeavors. 
Georce J. WEINSTEIN, M.D. 
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IN MEMORIAM 


William A. Horwitz 
1903-1968 


Dr. William A. Horwitz, clinical professor 
of psychiatry at Columbia University’s College 
of Physicians and Surgeons and assistant direc- 
tor of the New York State Psychiatric In- 
stitute, Department of Mental Hygiene, died 
on May 15, 1968, at the age of 64. 

Widely known through his 38 years of asso- 
ciation within the Columbia Presbyterian Med- 
ical Center of New York City, “Bill” Horwitz 
unstintingly gave himself to his tasks as 
clinician, teacher, and researcher. His col- 
leagues and his students will remember him 
with deep affection for those warm and out- 
standing qualities which so characterized him 
and for which he became so deeply beloved. 
His was a constant dedication to the needs of 
others, He went out of his way repeatedly to 
find solutions for problems—problems of ill- 
ness, social or economic pressures of medical 
students, residents, the staff of the Institute, 
his professional colleagues, and their families 
within and without the Institute, no matter 
what their status. 

He was recognized as a psychiatrist’s psy- 
chiatrist. For this reason there were referred 
to him many distinguished and well known 
persons suffering from psychiatric disability 
whose success with others had been less than 
they or their physicians had wished. Often he 
argued the fate of some floundering student 
or resident within the department. When he 
succeeded in staving off an unfavorable deci- 
sion, he took it upon himself to support that 
student to a successful resolution of his prob- 
lem. 


[166] 


Bil Horwitz was a lovable and enjoyable 
companion, sought after and looked to by his 
peers. Not only did he participate actively in 
the affairs of the larger professional societies, 
in which he was elected often as the presiding 
officer, but also he was elected to some of the 
more ancient social clubs known for their 
convivial companionship and as centers of 
relaxation for the leaders in the neuropsy- 
chiatric field. 

In the course of his career in our specialty, 
his early training in medicine and neurology 
shone through in his research activities. With 
other colleagues, he studied over the years the 
effects of endocrines on mental illnesses, var- 
ious metabolic aspects of insulin coma treat- 
ment, therapeutic improvements and compli- 
cations of electroshock and metrazol, and 
psychosexual factors in paranoid states. More 
recently, his studies of the "idiot savants" and 
his clinical analyses of the effectiveness of 
various combinations of the new antidepressant 
agents in the treatment of previously resistant 
cases of depression attracted widespread at- 
tention. It was his clinical impression that the 
effectiveness of these antidepressant psycho- 
pharmaceutical agents in modulating depres- 
sive affect might be titrated against their 
capacity to impair or modify certain physio- 
logical processes. 

Dr. Bill Horwitz will be missed and la- 
mented as an outstanding colleague, a talented 
clinician, eager researcher, and a warm and 
wonderful friend. 


LAWRENCE C. Kors, M.D. 
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LETTERS TO 


THE EDITOR 


Are Schools To Be or Not To Be 
Community Mental Health Centers? 


Sir: I would like to add some other dimen- 
sions to the question whether or not “Schools 
Are Our Community Mental Health Centers,” 
(Journal, April 1968). This topic is more 
important and involved than most, if not all, 
other elements of psychiatry which deal with 
the application of their principles to the in- 
stitutions of our society. Dr. Stickney in his 
original article and Dr. Millar in his reply(7) 
address themselves to the problems and needs 
of unhealthy children for whom the schools 
are forced to furnish custodial care the parents 
cannot and the community does not provide. 
Millar’s suggestion(7) to examine Stickney’s 
thesis “with great care” is excellent. Stickney’s 
hope(8) “that more excellent clinicians will, 
like Dr. Millar, emerge from their comfortable 
clinics and go where the children are—in the 
schools” is equally excellent. Psychiatry must 
accept this challenge unless it chooses to 
abandon its leading role in the fight against 
mental illness and behavioral disorders. 

_Psychiatry’s willingness to examine and 
diagnose the problems which disturbed chil- 
dren bring to the schools cannot be questioned. 
But ministers, lawyers, family physicians, so- 
cial workers, police, and teachers, who serve 
as first-line care givers for persons suffering 
from emotional distress, must have unmistak- 
able and clearly visible evidence that we are 
willing and able to help society develop treat- 
ment, prevention, and rehabilitation modalities 
much beyond the present scope. This requires 
an involvement which public health physicians 
have practiced since Jenner's day. 

Psychological and emotional pathogens are 
communicable. Their spread follows laws 
Similar to those which govern the spread of 
biological pathogens. Psychiatry accepted this 
principle with general systems theory (1). Two 
examples may clarify this point: ; 

1. Illegitimacy, One out of every eight chil- 
dren born in Columbus, Ohio, in 1966 was 


illegitimate(3). If the mother was less than 
20 years old every other child was illegitimate. 
Similar conditions have existed in the state 
of Ohio for several years(4). If one adds to 
these births the pregnancies that start during 
the "illegitimate" phase of the sexual relation- 
ship but are legitimized prior to delivery, it 
would be reasonable to estimate that nearly 
one fourth of all children are born into an 
environment in which guilt, shame, fear, 
anxiety, and perhaps disgust play a large role. 
This in part may explain why Gordon esti- 
mated the prevalence of emotional disorders 
in school children to be five percent in the 
“stable” neighborhoods and 25 percent in the 
"depressed areas” (6). 

2. Child abuse. “It is a shocking fact that in 
this country there are more children beaten to 
death by their parents than die of leuke- 
mia” (2). 

When these conditions and feelings become 
part of the homeostatic system of a family, 
“the iniquity of the fathers has been visited 
upon the children” (5) and communicability 
must be assumed to exist. Conversely, healthy 
ego functions are known and identifiable, and 
healthy families are likely to produce healthy 
offspring. Primary, secondary, and tertiary 
prevention are also known. It therefore follows 
that the application of prevention has been 
inadequate. 

Psychiatry must help in educating the public 
to accept and finance better education pro- 
grams for children and adults with the purpose 
of strengthening family life and reducing 
broken homes, delinquency, reproductive ir- 
responsibility, underemployment, alcoholism, 
and other addictive disorders. Status quo and 
the survival of mankind are incompatible. 
Population explosion, riots, racial inequalities 
and prejudice, and uncontrolled proliferation 
of nuclear weapons are potentially self-de- 
structive, All have prominent psychological 
components. 

In this country the control of smallpox 
required about 125 years, from shortly after 
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the Revolutionary War to shortly after World 

War I. We do not have another 125 years. 

Fortunately technical advances permit us to 

spread our knowledge more rapidly and apply 

it more effectively. 

Schools house about one out of every five 
persons in the country for six hours per day, 
five days per week, and 38 to 39 weeks per 
year. During the 13 years of enrollment, the 
child experiences physical, mental, and social 
growth ranging from nearly total dependence 
to nearly total independence, Society decides 
what quantity and quality of services schools 
furnish, and education for health and family 
life should be very prominent in this. Psychia- 
try is obliged to help develop a plan and sum 
it up in eighth grade rhetoric for laymen to 
understand and support. Teachers can then 
become better first-line care givers for persons 
suffering from emotional distress, while the 
teaching of health and family life may lead to 
a decrease of broken homes, etc. The state of 
“physical, mental and social well-being” which, 
according to the World Health Organization, 
are the essential components of optimum 
health, may come a step closer to reality. 

Schools already are community mental 
health centers, albeit inadequately prepared 
and equipped. We can help them improve their 
services for the community. 

The references are: 

1. Bertalanffy, L. von: "General Systems Theory 
and Psychiatry,” in Arieti, S., ed.: American 
Handbook of Psychiatry, vol. 3. New York: 
Basic Books, 1966. 

2. Bond, D. D.: Some Thoughts on Goals and 
Rededication, Amer. J. Psychiat. 123:1582- 
1584, 1967. 

3. Division of Vital Statistics, Columbus Health 
Department, Columbus, Ohio. 

4. Division of Vital Statistics, Ohio Department 

of Health, Columbus, Ohio. 

. Exodus, 20:5. 

. Gordon, S.: Discovering and Meeting the 
Mental Health Needs of Emotionally Dis- 
turbed Elementary School Children: With 
Emphasis on Children Whose Parents Are 
Inadequate, Ment. Hyg. 48:581-586, 1964. 

7. Millar, T. P.: Schools Should Not be Com- 
munity Mental Health Centers (Ltrs. to Ed.), 
Amer, J. Psychiat. 125:118-119, 1968, 

8. Stickney, S. B.: Dr. Stickney Replies (Ltrs. to 
Ed.), Amer. J. Psychiat. 125:119-120, 1968. 


au 


H. J. LEUCHTER, M.D. 
Columbus, Ohio 


Possibility of a Third Camp 
in Child Psychiatry 

Sır: The article entitled “The Two Camps 
in Child Psychiatry,” by Dr. John E. Kysar, 
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which appeared in the July issue of the Journal, 
calls for recognition of the fact that there 
are indeed two camps—and even a third one, 

It seems that for the majority of child 
psychiatrists and others working with children, 
all behavioral and learning disorders must be 
due to either brain damage or psychogenic 
factors. The possibility of an innate con- 
stitutional developmental lag is overlooked, 
It is true that such developmental lags are 
“organic” or “neurological” and probably the 
result of some neurophysiological inefficiency 
but are not due to brain damage, whether from 
injury or disease. This may seem like splitting 
hairs, but the terms used may make a great 
difference in the impact on parents, teachers, 
and even physicians. 

I have often wondered if "autism" in chil- 
dren may be accounted for on the basis of a 
developmental lag and be analogous to de- 
velopmental dyslexia. The lack of speech 
development, very common in autistic chil- 
dren, may be due in part to “word-deafness” 
or the inability to distinguish the subtleness 
of phonemes. It is possible that other in- 
adequacies springing from developmental lag 
would combine with the lack of speech to 
produce an impediment in relating to other 
people. 

In his communication Dr. Kysar said, 
“Schulman’s experience has led him to the 
belief that there is an innate biologic distur- 
bance of brain function in autistic children.” 
However, the rest of Dr. Kysar’s discussion 
dealt with the battle between brain damage” 
and psychogenic concepts. In 1935 Paul 
Schilder stated(3), “Pictures resembling func- 
tional psychosis in childhood may be the re- 
action of a psycho-physiological organization 
that is undeveloped and suffers from a weak- 
ness in the ego system.” Lauretta Bender, - 
whose contributions in the fields of childhood | 
schizophrenia, brain damage, and dyslexia | 
have been outstanding, has clarified many 
issues(1). Her concept of a maturational lag 
as "being as yet unformed, but being capable i 
of being formed" carries a more optimisti ) 
prognosis and a challenge not found in the 
diagnosis of brain damage. 2 

We recognize that in the syndrome known = 
as developmental dyslexia there are various 
inefficiencies in addition to “word-blindness 
and that secondarily many disorders of be 
havior arise, including withdrawal. Macdonal 
Critchley has stated(2), 


This syndrome of developmental dyslexia is 
of constitutional origin, and it is often—Per 
haps even always—genetically determine? 
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It is unlikely to be the product of damage 
to the brain, even of a minor degree. 


I have also pointed out that the so-called 
"soft neurological signs" may be part of a 
developmental lag and do not invariably de- 
note brain damage. 

I realize that Dr. Kysar wanted to highlight 
the destructive consequences of the exclusive 
and dogmatic psychogenic concept of all 
learning and behavioral disorders. Although 
in agreement with him, I want to highlight 
the consequences produced by the other camp 
with a diagnosis of brain damage when the 
disorder may be due to a maturational lag. 

The references are: 

1. Bender, L.: Specific Reading Disability as a 
Maturational Lag, Bulletin of the Orton So- 
ciety 7:7-18, 1957. 

2. Critchley, M.: Developmental Dyslexia. Lon- 
don: William Heinemann Medical Books, 1964. 

3. Schilder, P.: Reaction Types Resembling 
Functional Psychoses in Children on the Basis 
of an Organic Inferiority of the Brain, Ment. 
Hyg. 19:439-446, 1935. 


LLovp J. Tompson, M.D. 
Chapel Hill, N. C. 


Editorial Courtesy—Foreign Model 


Si: It has seemed to me that for a long 
time the communications of editors of Ameri- 
can professional journals to hopeful authors— 
and to accepted authors. also—have left much 
to be desired in the way of words denoting 
enthusiasm, gratitude, or of phrases of a con- 
gratulatory nature. Much of the editor’s cor- 
respondence to his authors is perfunctory, lack- 
luster, and borders on the 19th century “Yours 
of the 12th instant received and contents duly 
noted . type of industrial formalism. 

Inasmuch as it has been my observation 
that most of our editors are jolly, outgoing, 
Pyknic-type — fellows—great companions in 
committees or at the bar—I have been puzzled 
that their demonstrated interpersonal related- 
ness has not been transferred to their editorial 
efforts, and particularly to their epistolatory 
exchanges with authors. That they are too 
busy for such amenities, or that they try too 
hard to evolve an abrupt newspaperishness, 
has never seemed to me to be an adequate 
explanation. 

. I think, rather, that the lack of a modifica- 
tion of this cool objectivity in the letters of 
our editors is due to a lack of models, a study 
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of which might go far to enable them to 
overcome their faults, Such models are difficult 
to find among American editors. 

However, I recently received a letter from an 
editor of a foreign medical journal that I wish 
to share with you. It is, to my mind, the exact 
model that I would wish to press upon you to 
utilize in your letters to authors, The occasion 
for the letter was the publication of an article 
of mine, and except for a slight change in the 
name of the country involved I give it to you 
verbatim. 


Professor George E. Gardner, Ph.D., M.D. 
Dear Sir, 

Hoping this letter of mine will find you 
hale and hearty, Our Magazine has been 
published and I have the honour to send 
it to you, as a token of regards, respects, love 
and affections. 

Your honoured contribution appears on 
page 60. It has been esteemed highly in our 
medical men. I feel, I must congratulate 
you, for the same, and once again should 
ihank you from the core of my heart for 
taking the time off, from your very busy 
hours of daily routine, for honouring us with 
such a marvellous contribution. However 
much I may thank you I still have the feeling 
that you have not been thanked enough. 

Any service for me at Ruritania? 

With the same old regards, respects, 
wishes and praying for your long life and 
prosperity. 


Yours Obediently, 
R. B., Editor 


Such is the model that I urge you and your 
fellow editors to follow. In these days of an 
obvious contraction in the economy of related- 
ness, it really does do something for one’s 
narcissism! 

P.S. Editors of JAMA, Ortho, the Archives, 
and the American Journal of Child Psychiatry 


please copy! 


Georce E. GARDNER, PH.D., M.D. 
Boston, Mass. 


Ed. Note: From the core of our hearts we 
thank you for taking the time off from your 
busy life to write us. We print your letter 
with our regards, respects, love, and affec- 
tions. Do write us again—and soon! 
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DEATH IN Lire: Survivors or HIROSHIMA, By 
Robert Jay Lifton. New York: Random 
House, 1968, 576 pp., $10. 


Robert Lifton’s new book is an impressive 
psychiatric and intellectual achievement; un- 
fortunately the two do not always go together. 
Imagine the obstacles he went through to do 
his work: An American, he studied Japanese 
people; an American, he studied families from 
Hiroshima, a city whose fate we know and all 
too often forget; a psychiatrist, he listened not 
only to people who survived perhaps the most 
awful moment in man's history but others as 
well— poets, essayists, dramatists, movie script 
writers, and cinematographers. He wanted to 
know what it has meant to be alive in a city 
specially condemned, almost apocalyptically 
so; and he found out. 

The survivors are called *hibakusha," literal- 
ly, “explosion-affected persons.” They were 
adults who were there, near Hiroshima, when 
the bomb dropped; or they met up with the 
effects of radiation later; or they worked with 
victims of the disaster; or, finally, they were 
infants of Hiroshima, yet unborn or barely 
old enough to know what was happening. In 
point of fact, what happened in a flash has 
continued to happen for years and years, be- 
cause those who survived in body do not 
forget so easily. Alive, they are haunted by 
death. In Robert Lifton's unforgettable words, 
“Survivors feel themselves involved in an end- 
less chain of potentially lethal impairment, 
which if it does not manifest itself in one 
year—or in one generation—may well make 
itself felt in the next." 

It is clear, under such circumstances, that 
there is plenty of work for a psychiatrist, 
though rather obviously only a certain kind 
of psychiatrist will be able to contend with 
the social and cultural obstacles, the grim 
psychological issues, and the moral or ethical 
problems that Hiroshima—at once a city, a 
symbol, and an event—continues to present to 
all of us. Death in Life deals with all these 
matters. For psychiatrists, its pages offer the 
words and ideas and feelings of people—doz- 
ens of them from all walks of life. They 
remember the moment: “A blinding flash cut 
sharply across the sky. I threw myself onto the 
ground in a reflex moment. At the same 
moment as the flash, the skin over my body 
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felt a burning heat." The words go on and 
with all the horror and tragedy one can 
ine—or really not imagine. 

Some of us will refer to those statements 
those experiences once again recalled, - 
now stated for us in our language—as "mi 
al” or “data.” To others the bomb and 
consequences represent a new, awful, 
ominous moment in man's history. Dr. Lifti 
does not shirk his responsibilities as citizen © 
the world (which more than most of us, f 
surely is). Quietly but firmly he reveals he 
long and hard the Japanese men and wo 
he interviewed have struggled for "trust, peac 
and mastery," for something that will 
them more than cursed, death-obsessed p 
who cannot help feeling (of all ironies) T 
sponsible for what happened on August í 


and the “death instinct” will surely wani 
know what happened when a city was 
stroyed and thousands upon thousands 
killed by an eerie, bizarre, utterly unpi 
dented incident. A plane came, a small 
was released—and the end of the 
seemed at hand. Death in Life tells us 
happened thereafter—and now, more th 
years later, there is no reason to expect 
the world has seen its last Hiroshima. d 


Rosert CoLEs, M. 
Cambridge, | 


MENTAL ILLNESS: Due Process AND 
CrmunaL DeFenpant. By the 
Committee on the Study of Commit 
Procedures and the Law Relating to 


City of New York. Bronx, N. Bi, 
University Press, 1968, 261 pp.» 


If we can clearly define a malfunc! i 
man as either “sick” or “criminal,” th 
dard procedures for his management 
usually well understood (although not neg 
sarily effective in either case). If he is 
ill, he is assigned to medicine, specifi 
psychiatry. He will be treated and 
committed to a mental hospital. If he 
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offender, he is assigned to the law, specifically 
to corrections. He will be punished, usually 
imprisoned, sometimes rehabilitated, and/or 
paroled. 

The mentally disordered legal offender is 
saddled with a dual label: “sick and bad.” If 
we relegate such a person simultaneously to 
two systems of procedure, two frames of 
reference, it should not be surprising when we 
and he suffer uncertainty and confusion. The 
consequences of this dilemma in New York 
State are examined by a special committee of 
the New York City Bar Association. This 
group of lawyers, judges, psychiatrists, and 
penologists describe the history and present 
status of the mentally disordered offender and 
offer no less than 19 recommendations for 
needed changes in archaic and inequitable 
laws and procedures to bring some order, 
consistency, and humane care to bear on the 
fate of mentally ill offenders. 

Five classes of psychiatric patients have 
been the traditional headache of the correc- 
tions field with, it must be admitted, only 
negligible analgesic help received from psy- 
chiatry. These classes are: 1) prisoners who 
have become patients, that is, have developed 
mental illness while serving their sentences, 
2) prisoner-patients who are still ill at the 
time their sentences expire; 3) dangerously 
mentally ill civil patients transferred from 
civil state hospitals; 4) accused defendants 
who are ruled incompetent to stand trial; and 
5) mentally ill persons acquitted of crime by 
reason of insanity. 

A common practice in many states, including 
New York, has been to lump these five classes 
of “sick and bad” individuals together in a 
security institution usually labeled "for the 
criminally insane." The chief thrust of this 
report is against this practice: "The basic and 
unifying thread which runs throughout our 
recommendations is a rejection of the notion 
that the mere fact of a criminal charge or 
conviction is a proper basis upon which to 
build other unnecessary, unprofitable, and es- 
ba ae unfair distinctions among the mental- 
y ill." 

. In essence, the report argues that patients 
in classes 2, 3, 4, and 5 are citizens over 
whom penal institutions should have no juris- 
diction. Those whose sentences have expired, 
Who are difficult management problems in state 
hospitals, who have not yet been convicted of 
any crime, or who have been declared not 
guilty of crimes because of severe mental 
illness—these are the proper responsibility of 
the Department of Mental Hygiene. According 
to the committee, *Existing authorization to 
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hospitalize civil patients in correctional in- 
stitutions should be abolished." 

The implications of the recommendations 
for psychiatry are sobering if not frightening. 
The committee insists that the medical frame 
of reference have precedence in every possible 
circumstance and that psychiatry be the re- 
sponsible social authority to determine the 
individual's treatment, rehabilitation, detention, 
release, and community reintegration. 

Unlike many governmental committee re- 
ports, this one is clearly written and intelligible. 
Much of the technical material—background 
information and history of New York State 
institutions, statutes, and statistics—is rele- 
gated to 120 pages of appendices, leaving the 
text uncluttered. Each of the 19 recommenda- 
tions is preceded by a reasoned explanation of 
the need for change. It behooves psychiatrists 
to become familiar with the contents of this 
book, for it presages a trend which will soon 
confront the other 49 states. 


HznBERT C, Mopin, M.D. 
Topeka, Kans. 


Tue BORDERLINE SYNDROME; A BEHAVIORAL 
Srupy or Eco-Funcrions. By Roy R. 
Grinker, Sr., Beatrice Werble, and Robert 
C. Drye. New York: Basic Books, 1968, 
265 pp., $7.95. 


This volume is the product of an intensive 
eight-year effort at the Illinois State Psychiatric 
Institute to determine whether a “borderline 
syndrome” exists and if so, to provide a clin- 
ically meaningful statement of its characteristics 
and subdivisions. Eschewing the widespread 
tendency in the psychoanalytic literature to 
indulge in unchecked speculation. about the 
dynamics of the borderline syndrome before 
having clinically defined it, the authors set 
themselves firmly in the tradition of science 
by undertaking primarily to determine the 
“what” of the borderline syndrome as an es- 
sential prerequisite to any consideration of 
its “how” and “why.” 

Much care, including a pilot study, was 
expended on the research design which, except 
for one area of weakness to be noted later, 
appears to be rigorous and meticulous enough 
to serve as a model for the investigation of 
other obscure psychiatric syndromes and even 
possibly for some whose appearance of clarity 
may be deceptive. 

In brief summary, the study group con- 
sisted of 51 nonschizophrenic patients admitted 
to the research ward as satisfying certain 
general criteria thought to be indicative of the 
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borderline state. The behavior of these patients 
was observed during a two-week period, 
principally by psychiatric nurses and aides 
(apparently psychiatric residents aren't very 
good at this). Transcribed descriptions of their 
behavior were rated for the presence and the 
strength of 93 behavioral variables abstracted 
from a framework of psychoanalytic ego 
psychology. These data were subjected to 
cluster analysis by new methods developed for 
the purpose by Herman Friedman and Jerrold 
Rubin, statisticians from the IBM Corporation. 
What emerged was a syndrome characterized 
by anger as the main or only affect, a defect 
in affectional relationships, absence of indica- 
tions of self-identity, and depressive loneliness. 

In addition, all patients could be assigned 
membership in one of four subgroups. Sub- 
group 1 is closest to the psychotic, and sub- 
group 4, to the neurotic border; subgroup 2 
represents the core process of the borderline 
state; and subgroup 3 is the most adaptive, 
compliant, and lacking in identity—clearly the 
"as if’ personality described by Helene 
Deutsch. The over-all description and sub- 
groupings were found to make good clinical 
sense when checked against the case histories 
of individual patients; as a result the authors 
believe that, armed with the description they 
have produced, “The clinician should now be 
able to diagnose the Borderline Syndrome in 
general with considerable accuracy and each 
of the four groups in detail.” 

This claim, however, that the authors have 
unequivocally established the existence of a 
borderline state distinct from other psychiatric 
conditions is open to some question because 
candidates for the study were preselected by 
the use of certain rough criteria and because 
schizophrenics were excluded. The conclusion 
reached would have been on firmer ground if 
behavioral observations and statistical analyses 
had been undertaken in an unselected group of 
patients including not only possible borderline 
personalities but also schizophrenics and other 
psychiatrically ill persons. 

The remainder of the book includes a review 
of the literature on the borderline syndrome, 
follow-ups on the study group, and some data 
on their families. Two chapters discussing the 
“how” and the “why” of the borderline syn- 
drome are modestly inconclusive, although 
they contain much that is interesting, illumi- 
nated as they are by the informed and probing 
intelligence of Roy Grinker. 

On the whole, we have here a valuable and 
important piece of work. It is well worth 
reading, both for the method it describes and 
for the clinical information it contains about a 
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syndrome which seems to be becoming increas- 
ingly important, possibly under the influence 
of cultural factors such as alienation and root- 
lessness. 


PauL CHoDorr, M.D. 
Washington, D. C. 


Tue Psycuratric CONSULTATION. By Werner 
M. Mendel, M.D., and Philip Solomon, 
M.D. New York: Grune & Stratton, 1968, 
215 pp., $9.75. 


This, so to speak, is a book for all seasons. 
It will be of value to the teacher of medical 
students, the faculty of psychiatric residency 
programs, and the psychiatrist in the general 
hospital as well as those psychiatrists in prac- 
tice who are progressively drawn through com- 
munity psychiatry developments into the 
relatively new role of consultant to agencies 
and institutions which have only recently felt 
the need for the psychiatrist as consultant 

The book is divided into two sections. The 
first part is concerned with “Teaching the 
Consultation Process," and the second part 
with "Special Techniques." Part ] is intro- 
duced by an article on “Communication Sys- 
tems of the Consultation. Process" which the 
reviewer would like to have seen developed 
in some depth in view of the importance of 
the subject and the known skills of the author, 
who frankly calls this a “review” and "neces 
sarily brief and quite incomplete.” It is fol- 
lowed by two very adequate sections on the 
general aspects of consultative techniques and 
situations. 

This first part concludes with excellent pre 
sentations of established teaching programs for 
residents in psychiatry which may serve a 
models for those interested in teaching pica 
grams. In an article on “The Education of the 
Consultant,” based on a review of training 
programs throughout the country, attention § 
properly called to the defects in many teaching 
programs, which are particularly in need 0 
remedy because of the increasing activity D 
psychiatrists in this field. Although the author 
stresses that high priority is warranted fof . 
this kind of experience, one’s heart goes out 
to the director of training who is pressure j 
by so many high priorities, all of which mus 
be squeezed into a three-year period. x 

Part 2 will be of particular interest tO d 
ers in the field. The articles on the technid 
of consultation for the psychiatrist in schoo” 
colleges, government agencies, and gener 
hospitals are of uniformly high quality, 25 he 
those on techniques of consultation with t 
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clergy, courts, industry, and others. They are 
obviously based on hard experience; they 
avoid wordiness and excessive theoretical 
formulation; they warn the beginner of pit- 
falls; and they skillfully delineate the consul- 
tant’s function in dealing with varied profes- 
sions and institutions novel to most psychiatric 
experience. The writers demonstrate how even 
those with the highly specialized training of the 
psychoanalyst may, if interested, successfully 
enter into this new field, and they provide 
clear guidelines distilled from clinical experi- 
ence. 

All persons interested in the subject will 
find this small book of great practical value. 
Most articles contain sufficient bibliographies 
to adequately direct the reader into his own 
special field of concern. 

It is impossible in a concise review of a book 
authored by 19 different writers to pay proper 
tribute to the individuals, and so one must be 
content to compliment the editors for the 
balance they have maintained between the 
needs of the academic community and those 
of the practitioners responsible for applying 
in the community an increasing body of 
knowledge now available on the subject of 
consultation. 


BENJAMIN WIESEL, M.D. 
Hartford, Conn. 


RkLIcIoN anv Meprcine. Edited by David Bel- 
gum, Ph.D. Ames, Iowa: Iowa State Uni- 
versity Press, 1967, 340 pp. $5.95. 


Papers by a formidable array of experts 
have been mobilized and smoothly orchestrated 
by Dr. Belgum into a readable volume which 
unquestionably fulfills its stated purpose: to 
challenge and stir discussion. Having called 
upon scholars and practitioners of medicine, 
theology, psychology. and the pastorate, Dr. 
Belgum honestly attempts a multidisciplined 
approach to the general area of. psychosomatic 
phenomena. Nevertheless, a distinct bias does 
manifest itself—at first subtly, but then more 
openly in the concluding chapters, which are 
devoted to an exposition of the thought and 
Practice of O. Hobart Mowrer. Not only is 
Classical analysis deemphasized by most of the 
authors, but by some it is unduly castigated 
despite the fact that, were it not for the 
Freudian “visio,” this very volume would 
Probably never have been conceived. 

Following a comprehensive and conciliatory 
foreword by William Bean, M.D., entitled “Of 
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Doctors and Priests,” the book unfolds in five 
parts: “The Health of the Whole Man,” “Psy- 
chological Aspects," “Meaning and Health," 
“Values, Guilt and Illness,” and “Treatment— 
Where Meaning, Values and Religion are Con- 
cerned.” 

Paul Tillich’s leading chapter on “The Mean- 
ing of Health” is disarmingly delightful and 
could prove deceptive to the nontheologian 
who might easily overlook the wealth of solid 
theology proffered without the usual esoteric 
jargon. Far from being a theological reduction- 
ist, Tillich sees man as a “multidimensional 
unity” encompassing many levels of being. In 
a lucid analysis of Jesus, Tillich creatively 
demonstrates the mutual affirmation of religion 
and medicine by relating salvation to healing 
in a most generic sense, 

Gordon W. Allport's two chapters could 
have been combined because of repetitiousness. 
Nonetheless, his notions of extrinsic (self-cen- 
tered) and intrinsic (unifying) religion could 
be clinically very profitable in aiding practi- 
tioners to discriminate those religions or re- 
ligious practices which are “healthy” from 
those which are not. 

The contribution of A. Godin, a French 
Jesuit priest-psychologist, is a neatly scientific 
approach to the problem wherein concrete 
guidelines are laid down for further research. 
Perhaps the most concise statement of Heideg- 
gerian thought vis-à-vis the Freudian stance is 
presented by Russell J. Becker, Ph.D. He 
concludes that there does exist a real possibility 
of a meaningful dialogue, if not concordance, 
between Christianity and modern psychology. 
Viktor Frankl repeats his oft-told arguments 
for logotherapy (with its limitations of non- 
replicability) and inadvertently admits that he 
was able to be of help to a patient “by a 
mere happenstance.” 

Of all the papers, the one by William Ww. 
Zeller, M.D., struck this reviewer as the most 
clinically relevant. Acutely aware of the per- 
sonal dynamics of his patients, he is still 
eminently alert to the world problems about 
him. He addresses himself to these problems 
in a concretely useful manner and does not 
succumb to the temptation of professional 
isolationism. 

In conclusion, while much has been said of 
late advocating a medico-theological alliance, 
this book provides a very real first step in 
that direction. It contains much that will pro- 
voke the medical practitioner, and such is its 
aim. For anyone who is broadly interested in 


[173] 


582 


community psychiatry and wishes a better 
acquaintance with modern Christian thought. 
this book is more than a resource—it is a 
harbinger of hope. 


ANGELO D'AcosriNo, S.J., M.D. 
Washington, D. C. 


t 


Tue Socar MEanincs or Surcipx. By Jack D. 
Douglas. Princeton, N. J.: Princeton Uni- 
versity Press, 1967, 392 pp., $8.50. 


The sociological approach to suicide is at 
least as important as the individualizing clini- 
cal approach, Clinicians have become more 
aware of this fact inasmuch as there are a 
growing number of depressive reactions in 
our society, with suicide as the ultimate ex- 
pression. Many environmental stresses and 
tendencies elicit the suicidal intention in man. 

Well known sociological studies by Durk- 
heim, Kruijt, Fedden, Dublin, and others 
have sought—through statistical and sociologi- 
cal analysis—to explain this social problem. 
It gives me great pleasure to introduce to my 
colleagues this new sociological study of a 
human tendency for which the psychiatrist is 
appointed the professional guardian. 

The author reviews the older works in the 
field and criticizes the earlier statistics. He is 
very much aware of the tremendous complexi- 
ty of the subject. This book is an excellent 
survey of suicide-related problems, and I can 
recommend it to every psychiatrist. Specifical- 
ly, part 4 on "Suicidal Actions as Socially 
Meaningful Actions" gives an elaborate over- 
view of the manifold motivations that I have 
not found in any clinical treatise. The author 
includes a survey of the most important 
psychiatric opinions. 

Clinicians, as a rule, have neither the time 
nor the opportunity to dedicate themselves to 
such a critical and scholarly work. This is all 
the more reason to be grateful for this col- 
laboration between psychiatry and sociology. 
It will assuredly enable us to arrive at clearer 
definitions. In the author's words, “It is my 
. . . hope that this work will convince sociolo- 
gists and other social scientists [to] 
share in the task of accumulating the mass of 
comparative descriptions of suicidal events so 
essential for further progress in research and 
theory on suicide." 

Your reviewer wishes that Douglas had de- 
voted more attention to the hidden forms of 
suicide, which are usually not given their due. 
I have in mind accident proneness. Also, there 
is the use of murder as a quest for a death 
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verdict. Drug addiction is often a substi 
for suicide, as are food addiction and off 
forms of intestinal suicide (anorexia nery 
and colitis). Somatic disease can be the 
pression of a suicidal giving in. Another. 
in question is the contagiousness of both; 
suicidal intent and the suicidal act. 

These remarks are only made to show 


justice. 


Joost A. M. MzznLoo, M.D 
New York, 


Depression: CLINICAL, EXPERIMENTA) 
TueorertIcaL Aspects. By Aaron T. Be 
M.D. New York: Harper & Row (Hot 
Medical Division), 1967, 359 pp. $10. 


Manic and depressive disorders constil 
one of the most tragic of psychiatric con 
tions. Depression remains a disorder oU 
certainty in diagnostic criteria, treatmen 
etiology. A serious and careful treatm 
depression is welcome, although this 
might have been better titled The Psyc 
of Depression, because its great strengt 
in its coverage of the behavioral diagnosi 
description of the natural history of d 
sion, as well as in its description of psy! 
dynamics and psychotherapy. 

The biological section is thoughtful % 
accurate but brief, offering a cursory 
mary of a portion of the biological s! 
There is no effort to integrate the findi 
a creative fashion with respect to Cl 
understanding of the biology of 
nervous system function, although the 
does provide a methodological critiq 
these studies, emphasizing the importa 
age-matched controls. 7 

The bulk of this monograph is devot 
the psychology of depression. The 
section. 


of depression, and this is 
quantitative analysis of his own data 
author captures the quality of depression. 
scholarly review of current concepts Of 
diagnoses and natural history of depre 
excellent; it is thorough, helpful, and 
mative. 

Beck presents an important study : 
dreams of depressed patients as they Com 
with dreams of a control group. Dé 
patients’ dreams have a high prevalence 
such themes as feeling deprived, th 
gzduded, blamed, punished, injured, and 
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losing something of value; and having a dis- 
torted appearance. Hence the dream life of 
depressed patients directly reflects their de- 
pression. 

The author briefly and succinctly summa- 
rizes some of the more important insights 
into the psychology of depression provided 
by psychoanalysis, with an interesting critique 
of some of these: concepts. He discusses 
thought disorder observed in depressed pa- 
tients. In a descriptive sense, thought disorder 
can be quite marked in the severely depressed 
patient and is distinct and separable from the 
thought disorder observed in schizophrenic 
patients. It is characterized by cognition. in- 
volving deprivation, self-blame, and a sense 
of being overwhelmed, hopeless, and helpless. 

Indeed, the same themes of depression 
which occur in the patients verbalized or 
inferred affective state, in his symptomatology, 
and in his dreams also appear in his cognition. 
Hence the patient’s cognition is cognitive-con- 
sonant with his emotional and dream life. The 
positive correlation between affects and cogni- 
tions does not allow one to say whether 
cognitive dissonance is reduced by bringing 
affect in line with thought or in line with 
affect. In any case, the author’s discussion of 
these problems is interesting and offers much 
insight. 

In the section on the psychotherapy of 

depressions, Beck achieves what is all too rare 
in psychotherapeutic writing, namely, sugges- 
tions which hold the promise of being helpful 
in actual therapy, rather than merely being 
truisms or metaphysical speculations. Depres- 
sion presents special problems in its psycho- 
therapeutic management, and this section is 
recommended to all who deal psychotherapeu- 
tically with depressed patients. In addition, the 
author presents a very brief section on the 
Psychopharmacological and physical treatments 
of depression. 
. The book is interestingly written, highly 
informative, well documented, and of high 
Scientific quality; it shows an awareness of 
methodological limitations and has an intelli- 
gent critique of empirical studies. It makes an 
important contribution to the psychology of 
depression, and, at the same time, contains 
much that is clinically helpful. Since depres- 
sion is a treatable disorder and one whose 
diagnosis is not always clear, this is à book 
Which should be read by every medical student 
and psychiatric resident as well as by PSY- 
chiatrists already in practice. 


Jonn M. Davis, M.D. 
Bethesda, Ma: 
ud 
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Tue DRIFTERS: CHILDREN OF DISORGANIZED 
Lowrn-CLass FAMiLIEs. Edited by Eleanor 
Pavenstedt, M.D. Boston: Little, Brown and 
Co., 1967, 335 pp., $10.50. à 


The Drifters is a significant descriptive ac- 
count of a project designed to optimize the 
educational and personality development of 
preschool children from a hard-core poverty 
area of Boston called North Point. Although 
the results of the project are encouraging, 
the description of the depressing effects of 
danger, disorganization, and deprivation ex- 
perienced within the asylum of North Point 
is indeed grim. : 

The project population consisted of 13 mul- 
tiproblem families (three Negro) with a total » 
of 45 preschool children, 21 of whom were 
between the ages of two and a half and six 
and attended the project nursery school. The 
children were described as exhibiting polarities 
of behavior varying between aimless explora- 
tion and restriction, overreaction and avoid- 
ance, precocious ability and helplessness, and 
hyperalertness and obliviousness to external 
events, Perhaps most significant was the chil- 
dren’s failure to develop basic trust and their 
limited development of symbolic thought. 

The school utilized the psychodynamic ap- 
proach and avoided the training approach, Its 
goals were to establish object structure and 
within this structure to develop corrective 
emotional relationships. Impulse control was 
developed in an atmosphere of maximum 
gratification. After the environment and the 
significant adults in it became predictable and 
acceptable to the children, the school began 
to function along more conventional lines, 
providing the children with optimal opportuni- 
ties for actively experiencing the environment, 
offering object manipulation and problem 
solving, teaching differences, presenting con- 
ceptual projects, and encouraging verbaliza- 
tion. 

Only six of the 21 children received a con- 
tinuous two-year school experience. But there 
were notable changes in all the children, most 
marked if the child started school at two and 
a half and continued for at least two years. 
The outward appearance of the children and 
their self-images improved. In terms of coping 
with daily living, the danger orientation per- 
sisted, but there was increased focus on energy 
discharge and increased fantasy play. Their 
capacity for relationships with adults and peers 
showed a positive change, but in language and 
cognition there remained a tendency toward 
concrete thinking and language limitation. 
Follow-up on the children in the public school 
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system was not systematic, but the information 
available indicated their vulnerability to stress 
and frequent family failure to maintain the 
progress. 

Although the 13 families could not be re- 
duced to a stereotype, they did tend to have 
certain characteristics in common. Among the 
most significant general characteristics were 
the disturbed nature of the parents (alcoholic, 
borderline psychotic, antisocial), in whom no 
durable adult roles had been established. Often 
the mothers were rivals with their own chil- 
dren for impulse gratification. They showed 
low self-esteem, limited capacity for intro- 
spection, limited language development, and 


. a tendency to revisit their own problems in 


child rearing. 
. Perhaps the most significant aspect of the 
families within this project developed out of 
an in-depth awareness of the parents’ needs 
and defenses. Without knowledge of and ef- 
forts directed toward meeting these needs and 
recognizing these defenses, the project would 
not have gotten off the ground. 

As a descriptive effort, the book is an 
excellent presentation of the influences of 
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hard-core poverty on the intellect and person- 
ality of developing children. It also does a 
service in integrating the project findings with 
significant theoretical contributions by Erikson, 
Provence and Lipton, Bowlby, and others, and 
by providing a framework for the dynamic 
understanding of this population which will 
complement the abundant sociological litera- 
ture. à 

The major criticisms are: 1) the significant- 
ly large number of subjective inferences 
drawn concerning what the children are 
thinking and feeling, 2) the limited amount 
of hard data presented to support the over-all 
conclusions, and 3) the interweaving of theory 
with data which at times makes it difficult to 
draw a distinction between the two. 

Despite these criticisms, the authors can be 
commended for undertaking the enormous task 
resulting in this very readable volume, It 
should not be overlooked by people working 
with multiproblem families. 


JAMES Q. Simmons III, M.D. 
Los Angeles, Calif. 


Cambridge, Mass. 


Menninger Foundation, Topeka, Kans. 


Hartford, Conn. 


of Psychiatry, New York, N. Y. 
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Brief Psychotherapy: A Reappraisal of Some 
Theoretical Assumptions 


BY €. KNIGHT ALDRICH, M.D. 


Community psychiatry puts a new premi- 
um on efficiency in psychotherapy. Unless 
effective brief methods based on psycho- 
dynamic principles are developed, the prac- 
tical application of the theoretical advances 
of the last half century may be jeopardized 
by consequences of the increasing public 
demand for  psychotherapeutic care. Ex- 
tending the Johnson-Szurek hypothesis on 
the role of expectation to include the ego 
as well as the superego and the therapist 
as well as the parent may provide a the- 
oretical background for a more optimistic 
and briefer psychotherapy that retains a 
Psychoanalytic orientation. 


In EMERGENCE of community psychi- 
atry has increased the demand for all 
Psychiatric outpatient services, including psy- 
chotherapy. The demand has increased faster 
than the supply, and unless effective short- 
term adaptations of psychoanalytic treatment 
can be developed, and developed rapidly, 
this demand may be met through techniques 
that fail to take advantage of the under- 
Standing of personality that has been derived 
from psychoanalysis. 

The result might well be that the psy- 
choanalytic orientation would once again be- 
come isolated from psychiatry and from 
medicine. As Bellak says: “Psychoanalysis 
faces the danger that, under the pressure 


_ Read at the 124th annual meeting of the Amer- 
ao Psychiatric ‘Association, Boston, Mass., May 
-17, 1968. 7 ; 
Dr. Aldrich is professor of psychiatry, the Uni- 


of enormous public. need, there will be a - 
reversion to the preanalytic days of the 
common sense approach, the purely humane 
approach, which will involve the loss of the 
advantages of the valuable hypothesis that 
Freud applied." Bellak believes that "this 
retrogression could be prevented if psycho- 
analysis would help evolve brief therapeutic 
procedures based upon psychoanalytic con- 
cepts, precepts, and theory”(6, p. 4). 


Long-Term Assumptions 


For psychoanalysis to help evolve brief 
psychotherapeutic procedures may require 
the exposure of some of its traditional and 
cherished assumptions to a more unprotected 
review than has been the case thus far. An 
example of an assumption that requires 
review is the assumption that the results ob- 
tained in "long-term" psychotherapy will 
inevitably be better and more lasting than 
the results obtained in short-term therapy. 
Although this assumption is based more on 
anecdote than on evidence(4, 13), it is 
deeply entrenched and as vigorously de- 
fended as if it were established fact. 

Contributing to the persistence of this 
assumption is a tendency to dismiss any 
improvement that occurs early in the course 
of planned long-term treatment as "a flight 
into health,” “a transference cure,” or simply 
evidence that the patient is now prepared to 
enter a more intensive phase of treatment. 
Instead of encouraging the patient to use 
his ego resources to consolidate and extend 
unanticipated early gains, therapists often 
act.as if they believed that autonomous 
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cease functioning when psychotherapy be- 
gins, and that improvement not directly ac- 
counted for by resolution of unconscious con- 
flict cannot be sustained without continuing 
therapy. 

Another deterrent to the development of 
brief methods is the assumption that they 
would be more dangerous than conventional 
“long-term” treatment. Planned brief therapy 
presumably would be more dangerous be- 
cause it would require more therapist inter- 
vention, with a greater risk of inaccurate or 
premature interpretation. The adverse con- 
sequences of this type of error, however, 
have not been as well documented as tradi- 
tion would suggest; furthermore, the con- 
sequences of erroneous interpretation in the 
framework of psychoanalysis may be quite 
different from the consequences of errone- 
ous interpretation in the less intensive re- 
lationship of psychotherapy. 

In many training programs, the future 
therapist’s bias toward nonintervention is 
further encouraged by psychoanalytically 
trained supervisors who subscribe to a 
hierarchy of therapeutic values with tra- 
ditional psychoanalysis at the top, who 
emphasize the presumed risks and ineffec- 
tiveness of brief psychotherapy, and who en- 
courage nonintervention by penalizing errors 
of commission more severely than errors of 
omission. 

Until recently, most young psychiatrists 
have preferred to enter private practice, 
where they can carry out “long-term” ‘treat- 
ment without any institutional pressure to 
see more patients than they wish to or 
than they believe that they can competently 
care for. The interests of many young psy- 
chiatrists are changing, however. They are 
moving toward the community and away 
from private practice, and toward treatment 
of the many rather than the few. They are 
searching for techniques that will permit 
them to use their psychotherapeutic time 
more efficiently. Therefore, if psychoanalysis 
is to sustain and strengthen its influence on 
tomorrow's psychiatrists, and if its potential 
contributions to the community are to be 
realized, it must undertake many more ex- 
perimental studies and theoretical explora- 
tions in short-term treatment adaptations. 

This paper is a theoretical exploration. 
It stems from Johnson and Szurek’s concept 


[38] 


s BRIEF PSYCHOTHERAPY: A REAPPRAISAL 


of parental expectation and the superego 
lacuna as determinants of behavior dis- 
orders in upper- and middle-class children 
and adolescents(18). It explores the pos- 
sible extension of their concept—first to a 
more general consideration of symptom 
choice, then to the ego as well as to the 
superego, next to societal and therapist 
expectations as well as to parental expecta- 
tions, and finally to its possible practical 
application in shortening the duration of 
psychoanalytically oriented psychotherapy. 


Symptom Choice 


Traditional psychoanalytic explanations 
of the choice of psychiatric symptoms have 
been almost exclusively in terms of instinct - 
and conflict. Fenichel's statement that 
M . it is the concept of regression to 
the anal-sadistic level of organization that 
explains the differences between the symptom 
formation in compulsion neurosis and in 
hysteria" (11, p. 308) typifies this ap- 
proach. Although questions have been 
raised about the extent to which categorical 
explanations of this kind are valid, there 
has been little systematic testing of their 
validity. 

The conditions that have been studied 
systematically seem to have been chosen for 
thorough investigation because their psycho- 
dynamic formulae appeared less clear than 
those of the neuroses. Thus some recent 
studies of symptom specificity have explored 
psychosomatic conditions(3). The attempt 
to demonstrate psychodynamic specificity 10 
these conditions, however, has not been 
entirely successful, and the frequency with 
which patients suffer from multiple psycho- 
somatic conditions raises doubts about the 
likelihood of ever discovering mutually €x- 
clusive patterns. Similar studies apparently 
have not been considered necessary for the 
neuroses, although the frequency with which 
patients demonstrate multiple psychonev- 
TOlic symptoms raises some doubts about the 
exclusive character of the assumed symptom 
specificity in these conditions. i 

The symbolic nature of many delinquent 
acts has facilitated causal explanations fot 
behavior disorders in terms of instinct a" 
conflict, as when a child “acts out" a ne 
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for love by stealing from his mother’s pocket- 
book. The ease with which many patients 
who “act out” are apprehended has made 
it seem that their behavior represents a 
means of seeking punishment for the unac- 
ceptable impulses expressed through the be- 
havior. 

This explanation of delinquent behavior 
has not been considered sufficient by John- 
son and Szurek(18). They postulate that 
“acting out,” in children of customarily non- 
delinquent families, requires an additional 
factor: “superego lacunae,” or defects in 
behavior controls unconsciously sanctioned 
by parents in order vicariously to gratify 
their own forbidden impulses. They believe 
that the sanction is communicated to the 
child by parental expectation of a specific 
type of delinquent behavior, and that the 
parent selects a scapegoat from among his 
children to express for him the behavior 
in question. According to this view, “acting 
out” is not so much punishment-seeking as 
limit-seeking. This dynamic was dramatized 
by William Heirens, who wrote on the wall 
after one of his murders: “Catch me before 
I kill again; I cannot help myself"(19). 
Thus Johnson and Szurek's formulation re- 
quires not one but two discrete sets of deter- 
minants—one set concerned with instinct 
and conflict, the other with controls—to ac- 
count for a behavioral symptom. 


Effects of Expectation on the Ego 


The line between superego and ego func- 
tion is not always clear. While the impulse 
to steal or to commit other established 
Crimes is assumed to be inhibited by the 
Superego, the relative importance of ego 
and superego—of prudence and conscience— 
in determining much of our behavior is 
Sometimes obscure. In drinking, smoking, 
Overeating, and sexual behavior, the deter- 
Tents are complex, and it is sometimes hard 
to tell where ego leaves off and superego 
begins. 

Much of the research reported by Gold- 
stein(15) can be interpreted as providing 
evidence of the impact of expectations on 
the ego. Clarification of this impact may con- 
tribute to a better understanding of the 
genesis of some neurotic symptoms. Thus, 
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the mother’s communicated expectation, 
based on her concealed wish that her child 
will be unable to get along away from 
her, may be significant in determining why 
the child’s anxiety about separation is ex- 
pressed in the specific form of school 
phobia(9). Other types of phobic behavior 
may depend on similar expectational deter- 
minants. The patient with a phobia of 
knives, for example, who presumably is ex- 
pressing a conflict over aggression, may be 
expressing his conflict in that particular way 
in response to a specific parental expectation 
that, as a child, he could not manage in- 
struments of aggression in general and 
knives in particular without doing damage. 
The woman with a phobia of snakes may 
well be indirectly expressing conflict over 
sexuality, but may have elected this par- 
ticular expression in response to a parental 
communication that she would be unable 
to cope with a snake, or with whatever a 
snake symbolized to the parent, without in 
some way being hurt. 

Other types of symptoms may also de- 
pend on parental expectation of behavior. 
Thus, a specific determinant of the hypo- 
chondriacal symptom may be a parental 
expectation, communicated throughout child- 
hood, that the child would be too “sickly” 
to cope, or that conflict situations will be 
resolved or evaded by physical illness. Pa- 
rental expectation may also be implicated 
in the selection of reaction formation, of 
denial, of conversion, and of other mech- 
anisms underlying neurotic symptoms. 

Parental expectations have been implicated 
in the genesis of schizophrenia. The double 
bind hypothesis of Bateson and his col- 
leagues to explain the genesis of schizo- 
phrenia(5) has been viewed by Lu in terms 
of paradoxical expectation(20): The child 
is unable to respond because the parents’ 
signals indicate their expectation of two mu- 
tually exclusive responses. All of these ob- 
servations require much more research in 
parent-child interaction; at present they 
only suggest the possibility that the Johnson- 
Szurek hypothesis concerning the origin of 
superego lacunae may apply to ego functions 
“as well. 
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Society’s Expectations 


Johnson and Szurek only considered par- 
ents as sources of the expectation deter- 
minants of symptoms. Parents, however, are 
not the sole agents who influence behavior 
by expectation, either of control or lack 
of control. Differences in the capacity of 
individual school teachers, camp counselors, 
and scoutmasters to control the behavior of 
their charges seem to be primarily a func- 
tion of their expectations. As Goldstein con- 
cludes, after summarizing an impressive ar- 
ray of studies: “ . . . the general proposition 
that expectations exert a major influence 
upon human behavior is very well docu- 
mented"(15, p. 16). Even lower animals 
respond to expectation: The frightened post- 
man gets bitten by the dog, and the lion 
tamer who loses his nerve precipitates the 
lion's attack. 

Society in general communicates its ex- 
pectations of behavior through its mores, 
but may expect different behavior from 
different sectors. Behavior that is sanctioned 
in the slum may be prohibited in the sub- 
urb. If delinquency in the suburb results 
when parental expectations of lack of con- 
trol outweigh society's expectations of con- 
trol, the slum parent's expectations of 
control may outweigh society's expectations 
of lack of control to prevent delinquency. 


Case 1. A woman brought up several chil- 
dren in a slum neighborhood where delinquent 
behavior was the rule rather than the excep- 
tion. Her children, however, avoided antisocial 
behavior and became law-abiding citizens. 
When asked how she could account for the 
fact that her children did not engage in such 
delinquent behavior as stealing, she looked 
somewhat surprised at the question and stated 
quite simply and confidently: “My children 
were brought up to know that stealing is 
wrong." 


This woman's confidence in the effective- 
ness of her bringing up seemed to reflect 
an unequivocal message that she had con- 
veyed to her children, a message which 
was sufficient to counterbalance the con- 
trary message of the delinquent culture 
in which her children grew up. Perhaps the 
delinquent culture, or neighborhood, pro- 
duces superego lacunae by sanction and 
expectation of delinquent behavior in the 
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same way that parents can produce them. 
Parents such as this mother, by expecting 
the best rather than the worst, may counter- 
act the culture's sanction and so avoid pro- 
ducing superego lacunae( 1 ). 

Parental expectations of control or of lack 
of control, therefore, in some cases may be 
supported and in other cases opposed by 
cultural expectations and by the expecta- 
tions of other individuals. 


Therapist Expectations 


The extension of the superego lacunae 
hypothesis to include cultural as well as 
parental expectations as determinants, and 
to include influences on the ego as well as on 
the superego, has definite implications for 
psychotherapy and for the role of psycho- 
therapists. 

In order to protect the delinquent patient 
from the consequences of continuing anti- 
social behavior, Johnson and Szurek rec- 
ommend treating the superego defect first, 
so as to convert the delinquent into a neu- 
rotic and to protect him from the conse- 
quences of continuing delinquent behavior 
before undertaking the analysis of instincts 
or neurotic conflicts. They thus state in effect 
that psychotherapy focusing initially on 
symptoms does not have to be simply be- 
havior therapy but can be a rational first 
step in treatment based on a psychoanalytic 
model, 

They assume, however, that the impulse 
expressed through behavioral symptoms is 
always substantially affected by a neurotic 
conflict. This assumption is implicit in their 
recommendation that the behavior problem 
should first be “converted” into a neurosis, 
after which the neurosis should be treated 
in the conventional way. A homosexual prob- 
lem, for example, should be treated first 
by strengthening the superego and closing 
the door, as it were, to continued overt 
expression of homosexual behavior. After 
this phase is accomplished, the patient !$ 
left with the residual conflicts which have dis- 
torted the sexual impulse and which should 
be approached in conventional psycho- 
analytic fashion during the second phase of 
treatment. Thus, closing the superego defect 
is simply a prelude to further treatment. 

If the behavior in question is heterosexual. 
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however, the inevitability of residual neu- 
rotic conflict is not nearly so obvious. Sup- 
pression or repression of heterosexual im- 
pulses in adolescence or prior to marriage is 
part of our culture, or at least has been 
until recently. Carelessness about the use of 
contraceptive techniques may have led to the 
discovery of the heterosexual behavior, and 
indeed may be a product of neurotic conflict, 
but it may also be explained on other 
grounds, such as a search for limits. Once 
these limits have been established and the 
controls internalized, it is theoretically pos- 
sible that an unwed mother may be no more 
neurotic than the average and may require 
no further treatment. This sequence of events 
may also apply to antisocial behavior. For 
example: 


Case 2. A somewhat sanctimonious father 
and mother were painfully embarrassed by 
their adolescent son’s theft of a car, He stole 
the car in such a way that he was immedi- 
ately apprehended. He was referred for treat- 
ment, and the cause of his superego defect 
soon became apparent: his mother was so un- 
sure of her own controls that she interpreted 
such standard phenomena of adolescence as 
raiding the cookie jar to mean pathological 
and antisocial stealing and then communicated 
to her son her expectations that he would con- 
tinue stealing, to the point where he became 
desperate in his attempt to find limits. 

Both mother and son responded rapidly to 
collaborative treatment directed toward clos- 
ing the superego gap, and when the superego 
problem had been dealt with, both seemed 
Much relieved. Since the son then showed no 
more neurotic symptoms than the average 
adolescent, treatment was terminated. Several 
years later he was doing unusually well in 
graduate school, and no further symptoms had 
developed. 


Showing no more neurotic symptoms 
than the average adolescent did not mean 
that he had completely resolved his attach- 
Ment to his mother, or that he had estab- 
lished an autonomous and fully adult iden- 
tity at 15. Optimism, inexperience, or both, 
led me to assume that he would be able 
to work out these problems on his own. 
However, if I had encouraged him to con- 
tinue in treatment, I would have communi- 
Cated the expectation that he would not be 
able to use the ego strength he had gained 
from working out one problem with help 
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to work out his other problems without 
help. My expectations of his inadequacy 
might then have contributed to an ego 
lacuna that would have made my pessimism 
a self-fulfilling prophecy. Instead, my opti- 
mistic expectations may have served to 
strengthen his capacity to cope and to re- 
press so that he could deal with residual 
problems without outside assistance. ' 

Frank has maintained for some time 
that therapist expectations affect patient be- 
havior(14). He points out; “Those who 
practice long-term psychotherapy find that 
their patients take a long time to respond; 
those who believe that good results can be 
produced in a few weeks claim to obtain 
them in this period of time," and considers 
that "length of treatment probably reflects 
in part the therapist's and patient's expec- 
tancies"(13, p. 31). He believes that ther- 
apist expectancies may influence patients by 
means of a process of operant conditioning. 

Therapist expectations may contribute to 
differences among therapists in the success 
of such treatment modalities as hypnosis, 
behavior therapy, and even drug treat- 
ment(12). Thus the dedicated behavior 
therapist expects his patient to overcome 
his phobia and to continue to function there- 
after without handicap, while the skeptic, 
who ambivalently attempts behavior therapy 
and communicates his doubts, expectations 
of failure, and apprehensions about later 
substitution of new symptoms to his patient, 
may thus fail to produce improvement. 


The Long and the Short of It 


The results of psychotherapeutic repair 
of ego defects—whether through behavior 
therapy, “crisis intervention,” “transference 
cures,” or “flights into health”—resemble 
the results of psychotherapeutic closure 
ef the superego lacuna in that both con- 
stitute symptomatic improvement not ac- 
companied by resolution of underlying con- 
flict. In any of these cases further treatment 
may well be indicated if there is reason 
to believe that further benefit will result. 
However, treatment that continues past 
symptomatic relief can only be justified if 
in some definable way it produces better 
results than treatment that stops when 
symptoms are relieved. 
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Evidence that might justify extending 
psychotherapy past symptomatic relief thus 
far has not been forthcoming. Its absence, 
however, does not mean that symptomatic 
treatment is all that any patient needs, and 
does not mean that long-term treatment is 
always superfluous. In the first place, many 
patients—perhaps the majority—do not re- 
spond to symptomatic treatment, regardless 
of the therapist’s expectation. In other pa- 
tients, the self-scrutiny associated with psy- 
chotherapy mobilizes the wish to resolve 
previously unrecognized conflicts in treat- 
ment or the wish to relieve symptoms which 
previously had not been identified as symp- 
toms. Finally, although there is little to sub- 
stantiate the assumption, continued treatment 
after symptom relief may prevent later dis- 
ability. 

The point is not that long-term treatment 
per se is useless or exploitative, but that 
a long term of treatment should not be ex- 
pected a priori. The patients for whom insight 
therapy—usually labelled “long-term” ther- 
apy—is prescribed are the patients with 
the best egos. Yet when “long-term” treat- 
ment is recommended to a patient, he is 
in effect told that he is not expected to be 
able in a short time to develop the capacity 
to cope with his residual problems. This pes- 
simistic prediction encourages the patient’s 
dependency and promises a long period of 
protection; it assures a relationship which 
amounts to a secondary gain. A good ego 
indeed may be required to counteract both 
the pessimistic expectations and the secon- 
dary gains. 

Unless and until there is better evidence 
of superior results from long-term psycho- 
therapy, therapists should follow Coleman’s 
advice(7) and be alert from the time of 
the. first interview for indications that their 
patients are able and willing to cope with 
residual problems. In this way, therapists will 
be less likely to encourage and expect re- 
gression or to imply that patients cannot 
manage their underlying dependency needs. 
Every patient and every individual has un- 
resolved dependency needs; it is not possible 
to meet all these needs in treatment, nor is 
it practical for the attempt to be made at 
the expense not only of other patients, who 
might benefit from the treatment time thus 
preempted, but of the patient whose helpless- 
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ness and incapacity are being maintained. 
As Alexander has said: “Psychotherapeutic 
treatment . . . must aim to bring the patient 
to the point where his natural growth . . . 
can be resumed. Treating beyond this 
point—or 'infantilization'—interferes with 
the natural growth potential and tempts the 
patient's ego to take the easy path of con- 
tinuing dependency on parental figures"(2). 
And as Ewalt says: “The fact is that, for 
some patients, prolonged or overintensive 
psychotherapy fosters passivity, dependence, 
and regression, rather than ego growth and 
independence" (10). 


The Optimistic Therapist 


As Frank indicates(14), therefore, ther- 
apeutic hope or optimism is an important 
ingredient in effective psychotherapy. In this 
context, “optimism” means optimism that is 
informed— informed about the patient's di- 
agnosis, including the strength of his ego 
and the extent of any self-destructive ten- 
dencies. It does not mean false optimism, 
or superficial reassurance that covers ther- 
apeutic pessimism and so delivers a double 
message that is doubly dangerous in that it 
does not permit the suicidal patient who reads 
the hidden message to communicate his 
despair to the therapist. Informed optimism, 
on the other hand, communicates a valid 
expectation that improvement for whatever 
reason can persist rather than collapse. 

The therapist’s optimism or pessimism 
adds one more expectation to the existing 
combination of parental and societal eX- 
pectations. If the therapist expects that the 
patient's capacity to respond favorably to 
short-term symptomatic treatment is eV 
dence of his capacity to cope autonomously 
with residual unresolved conflicts, the ther- 
apist’s optimistic expectations may cancel 
Out the earlier expectations of failure the 
patient has perceived from others. On the 
other hand, if the therapist interprets any 
early remission of symptoms as a “flight 
into health” and assumes that it is no more 
than a temporary remission, his expectation 
that the patient's ego will not be able 1 
Cope adds weight to earlier expectations of 
failure and contributes to the breakdown of 
the remission. By means of this self-fulfilling 
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prophecy, therefore, a therapist may con- 
vert a short-term case into a long-term 
case. 

The pattern of private psychotherapeutic 
practice encourages pessimism. A resident 
who takes the plunge into private practice 
is understandably apprehensive. After so 
many years of training, his financial needs 
are considerable and his confidence about 
his ability to keep his treatment hours filled 
may be limited. As he accumulates patients, 
however, his confidence increases and his 
apprehension diminishes. His patients give 
him security, and he is predisposed to keep 
them with him. Training which emphasizes 
the values of long-term treatment, which has 
categorized the “best” treatment cases as 
“long-term” even before his first interview, 
which stresses the importance of resolution 
of all of a patient’s conflicts before letting 
him go on his own, and which encourages 
the interpretation of early improvement as 
a “flight into health,” to be explored and in 
effect broken down—training with this pes- 
simistic flavor supports his bias towards long- 
term treatment. 

Once established in this pattern, there is 
very little to encourage the therapist to 
change, since long-term treatment also rep- 
Tesents security for his patients. Thus an 
unspoken and unconscious collusion be- 
tween therapist and patient serves to pro- 
long treatment. Perfectionism, insistence on 
using only techniques derived from psycho- 
analysis, and failure to take therapist ex- 
pectation into account as a dynamic of treat- 
ment can cancel out the advantages for the 
Patient of his therapist’s psychodynamic 
understanding. 

Since there is no clear-cut point of ter- 
Mination of long-term psychotherapy, it 
May continue until it either dies of inanition 
or is abandoned without the concurrence of 
the therapist(8). As Ewalt observes: 


The problem of terminating therapy is an- 
Other irrational element in psychiatric care. 

Ost of us who work with patients, particu- 
larly very sick ones, increasingly realize that 
they live up to our expectations and that their 
behavior fits very closely to what we more or 
less consciously expect. But we don’t under- 
Stand how to make widespread use of this 
realization; instead we tend to infantilize the 
Patient, to overprotect him, to overserve him. 
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And what happens? He regresses, and oblig- 
ingly fulfills our own needs to be caretakers. 
We should investigate more fully what would 
happen if we increased our expectations of 
patients and our demands upon them(10). 


And as Goldstein, after a comprehensive 
review of the evidence for the influence of 
expectation on therapy, concludes: 


Since therapist prognostic expectancies are 
communicated to and influence patient be- 
havior, therapists would do well to become 
more aware of the channels and cues through 
which this expectational transmission takes 
place. . . . In this manner, therapist prognostic 
expectancies may function less as a source of 
uncontrolled influence and more as a planned 
event harnessed in the service of positive 
therapeutic movement(15, p. 120). 


Therapeutic optimism is not as easy to 
maintain as therapeutic pessimism. The op- 
timistic therapist is attempting to outweigh 
the pessimism of many others in the pa- 
tient’s current and past environment, and 
he may not succeed. Disappointments are 
inevitable and tend to disillusion the ex- 
perienced therapist; perhaps it is the op- 
timism of the inexperienced that accounts 
for their reported frequency of success(17). 
Nevertheless, I would rather err on the side 
of optimism than of pessimism; I would 
rather have a few patients return following 
premature termination than have many others 
continue in treatment past the time when 
they are able to carry on without outside 
assistance. 

I think that psychotherapy can be re- 
sumed after termination without too much 
damage to the patient's self-esteem if termi- 
nation is properly managed and if the pa- 
tient is encouraged to perceive a return to 
treatment as a temporary setback rather than 
as a failure of treatment. Early termination 
of psychotherapy perhaps should be per- 
ceived as a calculated risk, to be undertaken 
when the potential benefits outweigh the 
potential liabilities, in somewhat the same 
way as early discharge from hospital treat- 
ment is now perceived. Hospital treatment 
past the point of sufficient remission for a 
patient to try to adjust outside has not been 
demonstrated to prevent exacerbations, and 
the same should apply to psychotherapy. 
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The psychiatrist may have to be firm in 
his recommendation for termination. Offer- 
ing the patient a choice about continuing 
may be interpreted to mean that the ther- 
apist really expects the patient to need more 
help. Since psychotherapy is a secondary 
gain of neurosis (as Harrison and Carek 
state: “the patient [may] want to be treated 
more than he wants to be cured”[16]) 
the patient is predisposed to find justifica- 
tion for continuing, and so the therapist's 
optimistic expectation of the patient’s capac- 
ity to cope may have to be made explicit. 

The optimistic therapist is also optimistic 

about his patient’s ability to tolerate inter- 
ruption in treatment. If when I go on vaca- 
tion, I provide a substitute therapist for 
my patient, I signal my expectation that he 
cannot get along even for a short period 
without someone to help him; if I give the 
patient a vacation as well, I signal an ex- 
pectation that he can get along. Progress 
during a vacation from treatment may be 
not only evidence of “consolidation of gains” 
but a signal that the patient can and should 
be permitted to continue his progress with- 
out further therapy. It may even mean that 
treatment for some time prior to the inter- 
ruption has been counter-therapeutic be- 
cause the therapist has harnessed the patient 
to his pessimism. 
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Toward an Ego Psychological Appraisal of Drug Effects 


BY LEOPOLD BELLAK, M.D., MARVIN HURVICH, PH.D., MARK SILVAN, PH.D., 
AND DAVID JACOBS, PH.D. 


After reviewing various strategies of drug 
appraisal, the authors suggest a psychody- 
namic approach to the assessment of psy- 
chotropic drugs. They present ten ego func- 
tions and their component factors, as well as 
examples of how the functions are assessed 
from interviews, clinical psychological tests, 
and psychological laboratory procedures. 
Suggestions are offered for the use of these 
ego function measures in drug evaluation 
research. 


F THE VARIOUS methods of research 
7 available to scientists, the two oppo- 
Site extremes are natural observation on the 
one hand, and laboratory experiments with 
à single variable on the other. Where natural 
Observations are used, we attempt to mea- 
Sure phenomena as they occur in nature, and 
consequently there is a minimum of control 
and a minimum of “cleanliness” of experi- 
mental design. In the single variable labora- 
tory experiment, control and cleanness of 
design are maximal. However, the dangers 
of reductionism and of limited generaliza- 
bility of results must then be reckoned with, 
especially in psychological and psychiatric 
Tesearch, 
Within the area of drug evaluation, meth- 
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odologies vary along the continuum set by 
these extremes, and the position chosen is 
often heavily influenced by personality fac- 
tors of the experimenter. The compromise 
suggested in this paper is to study drug 
effects through an ego psychological ap- 
proach and in a relatively controlled man- 
ner, while keeping the evaluation variables 
and processes as free from reductionism as 
possible. 

Several other general preferences with re- 
gard to strategy and tactics may be men- 
tioned at the outset. We favor the process 
over the outcome type of study, where pa- 
tient status is evaluated in relation to drug 
effects during the course of the test trials, in 
addition to the “before” and “after” assess- 
ments. A useful design for such a process 
approach (i.e., the intensive design) will be 
discussed later in the paper. 

While acknowledging the value of symp- 
tom appraisal, we favor studies geared to the 
testing of dynamic hypotheses in the attempt 
to establish psychodynamic cause-and-effect 
relationships. Such an approach may result 
in a more specific understanding of drug 
effects, allowing for the development of 
more specific differential criteria for drug 
utilization. Thus, similar overt clinical pic- 
tures may represent several different major 
psychodynamic configurations, and optimal 
drug effects may be quite different depending 
on which set of underlying factors predomi- 
nates. For example, a melancholic depression 
and a schizophrenic depression may be dif- 
ficult to differentiate on the basis of the 
symptomatology alone but could be reliably 
distinguished on the basis of the patient's 
history. If one is interested only in the effect 
of a given drug on depressive symptoma- 
tology, limited success might be obtained by 
administering the drug on the basis of the 
symptomatology alone, although the com- 
pound might well be more successful with 
a particular subgroup of depressives. 
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Psychodynamic Aspects: of Drug 
Administration 


The relationship of drugs to psychody- 
namics has aroused some interest, but rela- 
tively little in proportion to the vast literature 
on psychotropic agents. Azima and his col- 
leagues contributed a number of interesting 
papers concerned with the connections be- 
tween psychotropic drug intake and modi- 
fications in mood, drives, ego, and object 
relations(1-6, 8). Sarwer-Foner has also 
published valuable studies focused on the 


relationship between psychotropic drugs and. : 


the modification of ego defenses (33-36, 
38-41) and has edited -an influential book 
in the area(37). A summary of the work 
of these investigators can be found in a 
joint paper(7 ). 

Ostow has written on the use of psycho- 
tropic drugs in psychoanalytic psychotherapy 
and also on the relationship between the 
drugs and available quantities of libido(29). 
The works of DiMascio and Klerman( 17), 
Heninger, DiMascio, and Klerman(23), and 
Winkelman(48) are also relevant in this 
context, and other studies could be cited if 
space permitted. 

Some work by the senior author and his 
colleagues also illustrates a psychodynamical- 
ly oriented process approach to the evalua- 
tion of psychotropic drugs. Bellak, Salk, and 
Rosenhan(14) carried out a study on the 
effects of à meprobamate and benactyzine 
hydrochloride compound (Deprol) on de- 
pressive symptoms. In addition to assessing 
the degree of depression, the authors were 
interested in those characteristics posited 
by psychoanalytic theorists as the critical 
background personality features in depres- 
sive conditions: high orality, intra-aggres- 
sion and narcissism, a severe superego, and 
low self-esteem. Specifically, the study was 
designed to test whether the drug compound 
decreased depression and, in addition 
whether symptom change would be accom- 
panied by changes in the psychodynamic 
factors enumerated above. 

Symptom improvement in depressions can 
be misleading: for example, the likelihood 
of suicidal attempts increases as symptoms 
lift in severe depressive conditions. The eval- 
uation of underlying psychodynamic factors, 
in addition to the manifest symptomatology, 
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was based on an attempt to improve both 
the assessment accuracy of the current con- 
dition and the prediction of relevant future 
contingencies (such as what the depressed 
patient’s manifest behavior would likely be 
if the symptoms lifted). In the meprobamate- 
benactyzine HCI study, clinical ratings were 
employed to tap conscious material, projec- 
tive test stories were used for preconscious 
and some unconscious indicators, and 
dreams were collected primarily for the 
evaluation of unconscious factors. 

While the results of this study revealed 
no statistically reliable differences between 
drug and placebo on the dependent measures 
employed, the methodological approach can 
nevertheless be valuable for the design of 
further experiments employing other drug 
treatments. 

In ‘a subsequent study concerned with 
differential drug effects( 13), a methodologi- 
cal approach was employed similar to the 
one just described. In this study the focus 
was on the appraisal of psychodynamic 
factors in order to test the Himwich hy- 
pothesis(24) concerning the action of anti- 
depressant drugs of the MAO inhibitor and 
non-MAO inhibitor groups. Briefly, Him- 
wich hypothesized that drugs which activate 
the reticular system (the MAO inhibitors) 
work by allowing an increase in the affec- 
tive stimulation to the central nervous sys- 
tem, thus providing access of the drug to 
neural channels which influence behavior. 
On the other hand, drugs which inhibit the 
reticular system (non-MAO inhibitors) filter 
out afferent stimuli, preventing access of the 
drug to the behavior-influencing neural 
channels. 

The MAO inhibitors (such as phenelzine 
sulfate), then, would seem to affect symp- 
toms of depression favorably by making the 
subject more influenced by his drive and 
emotions, while the non-MAO inhibitors 
(such as imipramine), according to the 
Himwich hypothesis, appear to reduce tht 
manifestations of impulses and affects. Thus, 
two drugs with opposing physiological ef- 
fects appear to be associated with a similar 
clinical outcome, namely the amelioration 
of depressive symptoms. 

Schildkraut(43) reviewed studies consis 
tent with the “catecholamine hypothesis © 
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affective disorders"—that an absolute or rel- 
ative decrease in catecholamines (especially 
norepinephrine) available at central adren- 
ergic receptor sites is found in: conjunction 
with some (if not all) depressions, and an 
excess (of available catecholamines) in ela- 
tion. He suggests that both the MAO in- 
hibitors and non-MAO inhibitors (like imi- 
pramine) increase the active norepinephrine 
(available at adrenergic receptor sites) but 
by different mechanisms: the MAO inhibi- 
tors by direct inhibition of intracellular 
deamination, and the imipramine by po- 
tentiation of the physiological effects. of 
norepinephrine. $ 

The catecholamine hypothesis may be 
viewed as an alternative conception to the 
Himwich hypothesis of the mechanism un- 
derlying the imipramine-like non-MAO in- 
hibitors, and neither can be considered more 
than heuristic. i 


Bellak and Rosenberg focused on the. 


hypothesis—derived from psychodynamic 
theory—that a conflict between aggressive 
drives (especially oral aggressive) on the 
one hand and the ego and superego control 
of these drives on the other is central for 
depressive symptoms. They reasoned that 
phenelzine sulfate (Nardil) would be asso- 
ciated with an increase in the expression of 
externally directed aggression and thereby 
decrease the amount of intra-aggression, 
while imipramine (Tofranil) would strength- 
en the controlling ego and superego func- 
tions, thereby decreasing the amount of un- 
derlying aggression to such a' degree that 
depressive symptoms would no longer be 
Necessary as a defense against it. In either 
case the balance of forces responsible for the 
depression would be changed. 

Results were consistent with the hypothe- 
Sis: a Rorschach scale of drive-related 
imagery and aggressive content showed sig- 
nificantly greater amounts for those patients 
Teceiving phenelzine sulfate, supporting the 
Dotion that MAO inhibitors are associated 
With increased affective arousal. The defense 
effectiveness score was greater (p = -02) 
for imipramine. The synthetic function, reg- 
ulation and control of drives, and the quality 
9f object relations (as measured by the 
Global Ego Strength Scale) all were 
Significantly better for the patients receiving 
imipramine than for those on phenelzine, 
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supporting the hypothesis that the imipra- 
mine-like non-MAO inhibitors strengthen 
the controlling functions and thereby influ- 
ence the depressive manifestations. This 
study demonstrates the value of change 
measures which can tap drive and ego func- 
tions, allowing the testing of hypotheses as 
specific and sophisticated as those of Him- 
wich. 

Examples from the literature may be cited 
to illustrate this general approach. DiMascio 
and Klerman(18) found that sedative drugs 
are ego-threatening among subjects who 
characteristically employ active mastery of ' 
the environment (by athletics, hostile out- 
bursts, and extra-punitive acts) and that 
these subjects tended to react to this medi- 
cation with denial and negation of effects. 
Passive, intellectual, intra-punitive, and anx- 
jous subjects, on the other hand, experienced 
a reduction of tension and anxiety with 
sedative drugs and accepted the medication 
more readily. Zubin and Katz(50) have 
stated that the relating of personality factors 
to individual differences in drug response 
represents a natural direction for research 
in this area. 

The methodology for assessing changes 
in each patient is known as the intensive 
design, an approach most fully developed 
by J. D. Chassan(15). In brief, the focus 
and emphasis is on the variation of relevant 
responses within the person over a given 
time span and in relation to whatever experi- 
mental treatments are being evaluated. This 
research model may be contrasted with the 
well-known extensive design, where subjects 
to receive the experimental treatments of 
whatever kind are matched with control 
subjects as closely as possible on all back- 
ground factors likely to influence the out- 
come measures (such as age, sex, socio- 
economic status, educational level, and 
personality characteristics). 

A major liability of the extensive model 
is the great difficulty in obtaining a good 
matching of subjects on the important back- 
ground factors. When the number of subjects 
to be studied is limited by the necessity of a 
careful matching between experimental and 
control cases, in many clinical settings the 
likelihood of obtaining a statistically signifi- 
cant difference between groups is decreased 
because of the relatively small number of 
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subjects remaining to be included. If the 
researcher chooses to include all available 
subjects by liberalizing the matching of sub- 
jects on the relevant background variables, 
then the likelihood of detecting a true dif- 
ference between treatments is again de- 
creased, this time because the true difference 
can be obscured by the effects of the back- 
ground factors. Finally, and most important- 
ly, true differences found between treatments 
in an extensive-type design usually do not 
permit the investigator to determine which 
patient characteristics are related to the 
treatment effects, even when analysis of co- 
variance and multiple regression procedures 
are employed, because of the large number 
of relevant variables in relation to the num- 
ber of patients usually available. 

A study of the effect of chlordiazepoxide 
(Librium) during part of the psychotherapy 
of one patient, reported by Bellak and Chas- 
san(11), illustrates the intensive design ap- 
proach. Other related studies are those of 
Bellak(10) and Chassan and Bellak(16). 

Having presented some liabilities of the 
extensive design model, let us add that we 
find many things also to recommend it which 
need not be detailed at this time. One way 
to reap the advantages of both models is to 
use an extensive design, matched groups 
approach, and to study a limited number of 
the subjects with the intensive design meth- 
odology. 

For this presentation, we would like to 
focus on one of the assessment procedures 
used in the Bellak and Rosenberg study dis- 
cussed earlier which has subsequently been 
revised and employed in a study currently in 
Progress. This is the Global Ego Strength 
Scale, which provided a rather rough ap- 
praisal of ego functions. Subsequent re- 
search, concerned with ego function patterns 
in schizophrenia, allowed us the opportunity 
to revise, expand, and refine the scale, On 
the basis of an extensive literature review 
and a number of tryouts and revisions, we 
defined ten ego functions and constructed 
rating scales for assessing these functions 
from clinical interviews, clinical psychologi- 
cal tests, and experimental procedures from 
the psychological laboratory. Examples from 
the three scales will be given to provide a 
picture of the techniques. Following this, 
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some suggestions will be made for their 
plication in drug research. 

The ten ego functions we are using are 
follows: reality testing; sense of reality; n 
ulation and control of drives, affects, 
impulses; object relations; thought proces 
adaptive regression in the service of the e 
defensive functioning; stimulus barrier; 
tonomous functioning; and synthetic-integ 
tive functioning. i 

Leaving aside for this presentation th 
basis for the choice of these particular 
functions, some amplifications of the com 
ponent factors, definitions, and operationa 
scale definitions will be offered. 


Component Factors of Ten Ego 
Functions 


Reality Testing 


1. The distinction between ideas and 
ceptions. 

2. Accuracy of perception (includes o 
entation to time and place and accuracy 0 
perception and interpretation of externi 
events). 

3. Accuracy of inner reality testing ( 
psychological mindedness and awareness Ol 
inner states). iy 

For reality testing B: judgment, the com 
ponents are: | 

1. Awareness of likely consequences 
intended behavior (e.g., anticipating prol 
ble dangers, legal culpabilities and soci 
censure, disapproval, or inappropriateness) 

2. Extent to which manifest behavior 
flects the awareness of these likely coi 
quences. 


Sense of Reality of the World 
and of the Self 


1. The extent to which external eV 
are experienced as real and as being 
bedded in a familiar context (e.g., degre 
derealization, deja vu, trance-like states) 

2. The extent to which the body (or p. 
of it) and its functioning and one's beha 
are experienced as familiar and unobtru: 
and as belonging to (or emanating fro 


PEDRE 
1 Although we consider judgment to be 
aspect of reality testing, judgment has been furti 
Subdivided for the purposes of these ratings 
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the individual (e.g., degree of depersonaliza- 
tion). 

3. The status of self-identity (including 
self-esteem). 

4. The feeling of separateness from the 
external world and from other individuals 
(from fusion-merging phenomena up through 
full separation-individuation). 


Regulation and Control of Drives, 
Affects, and Impulses 


1. The strength (prominence-absence) of 
drive, affect, and impulse indicators. Evi- 
dence here is from dreams, fantasies, and 
conscious experience (independent of overt 
motor behavior). 

2. The degree to which these elements 
are overtly manifest in behavior. 

3. The effectiveness of delay and control 
mechanisms (degree of overcontrol or under- 
control). 

Note: “Frustration tolerance" would span 
components 2) and 3). 


Object (or Interpersonal) Relations. 


1. The degree and kind of relatedness to 
others (taking account of withdrawal trends, 
narcissistic self-concern, narcissistic object 
choice). 

2. The extent to which present relation- 
Ships are adaptively or unadaptively influ- 
enced by or patterned upon older ones; from 
being patterned on the earliest mother-infant 
relationship through those of later childhood 
to those which are relatively less limited to 
earlier developmental experiences (e.g., fixa- 
tions on and repetitions of old experiences). 


Thought Processes 


l. The adequacy of processes which 
adaptively guide and sustain thought (e.g., 
attention, concentration, anticipation, con- 
cept formation, memory, language). 

2. The degree to which thinking is orga- 
hized and oriented in accordance with reality 
Consideration, as reflected in the relative 
Primary-secondary process influences on 
thought (e.g, extent to which thinking is 
delusional or autistic; degree of looseness of 
9r intrusions upon associational processes). 


Adaptive Regression in the 
Service of the Ego 


1. First phase of the oscillating process; 
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relaxation of perceptual and conceptual 
acuity (and other ego controls) with a con- 
comitant increase in awareness of previously 
preconscious and unconscious contents, 

2. Second phase of the oscillating pro- 
cess; the induction of new configurations 
which increase adaptive potentials as a result 
of creative integrations. 


Defensive Functioning 

1. Degree to which defensive components 
adaptively or maladaptively affect ideation 
and behavior. 

‘2. Extent to which these defenses have 
succeeded or failed (e.g., degree of emer- 
gence of anxiety, depression, and/or other 
dysphoric affects, indicating inefficiency of 
defensive operations). 


Stimulus Barrier 


1. Threshold for, sensitivity to, or aware- 
ness of stimuli impinging upon various sen- 
sory modalities (externally, primarily, but 
including pain). 

2. Nature of response to various levels 
of sensory stimulation in terms of the extent 
of disorganization, avoidance, withdrawal, or 
active coping mechanisms employed to deal 
with them. 


Autonomous Functioning 


1. Degree of freedom from or lack of 
freedom from impairment of apparatuses of 
primary autonomy (e.g. functional distur- 
bances of sight, hearing, intention, language, 
memory, learning, or motor function). 

2. Degree of or freedom from impairment 
of secondary autonomy (e.g., disturbance in 
habit patterns, learned complex skills, work 
routines, hobbies, and interests). 


Synthetic-Integrative Functioning 


1. Degree of reconciliation or integration 
of discrepant or potentially incongruent 
(contradictory) attitudes, values, affects, be- 
havior, and self-representations (e.g, role 
conflicts). 

2. Degree of active relating together (i.e., 
integrating) of psychic and behavioral events, 
whether contradictory or not. 

3. Degree of organization and stability 
maintained under varying levels of stress. 
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The Rating Scale 


For the clinical interview rating manual, 
each ego function is defined conceptually 
and is spelled out on a seven-point rating 
scale in terms of the degree of adaptive 
adequacy of thought or behavior reflecting 
that ego function.” For example, under au- 
tonomous functioning, inability to perform 
a skilled task (because performance of the 
task has become heavily infused with ag- 
gressive or sexual components) would merit 
a low score. The case where extra effort is 
required to perform tasks previously carried 
out with little strain is described under point 
five. A still higher score is given when 
primary and secondary autonomous func- 
tioning occurs with ease, adaptive success, 
and without drive interference. 

To illustrate more specifically what the 
guide is like, the scale for synthetic-integra- 
tive functioning will be presented. The in- 
structions to the raters for this function are 
as follows: 


Synthetic-integrative functioning is most 
likely the ego function with the largest G factor 
of ego strength and over-all adaptiveness of the 
organism. It includes the following component 
factors: 

l. The elimination of contradiction within 
the ego (i.e. the capacity to reconcile or inte- 
grate discrepancies in attitude, values, affects, 
behavior, and self-representations). 

2. Maintenance .of continuity in behavior 
(as in ability to carry out planned activity) and 
in subjective awareness, 

3. Active relating together (i.e., inte, ‘atin; 
of different aspects of psychic and ene 
events which are not necessarily contradictory 
or in conflict with each other in order to in- 
crease adaptation. 

4. Ea nocan of stability and level of 
organization when external conditi 
suddenly and/or stressfully. ium Seg 


The scale for this ego function is as fol- 
lows: 


1, a) Integration of affect, thinking, be- 
havior, and self-image is very low. This 


2 The scale was extended to 13 Points by adding 


nondefined stops between each 
levels. n Sas Gn (Be. defined 


3 Helen Gediman, Ph.D., deserves 


y n de secu men- 
tion for her work in synthesizing the final NETO 
of this manual. 


[50] 


EGO PSYCHOLOGICAL APPRAISAL 


could be reflected in discrepancy between 
affect display and behavior or with ex- 
pressed thoughts (such as laughing while 
telling bad news). Or, serial behavior 
may reflect extreme lability, incongruity, 
and inconsistency, such as being alter- 
nately loving one minute and violently 
hostile the next. 

b) The person has virtually no feeling 
of continuity between events in his life, 
This may be expressed in a major dis- 
sociative symptom, such as multiple per- 
sonality, amnesia, and/or fugue states. 
The ability to carry out planned activities 
is minimal. 

c) Active connection-making among dif- 
ferent aspects of experience in the service 
of adaptation is nil. For example, the 
person does not adequately utilize rele- 
vant past experience toward the solution 
of current problems. 

d) Ability to remain organized and sta- 
ble under changing or stressful external 
conditions is nil. 


. a) Some degree of synthesis and integra- 


tion in experience, behavior, and selí- 
representations is present, although major 
areas of experience show serious contra- 
diction and fragmentation. Thus, a per- 
son's behavior frequently is at odds with 
his view of himself: e.g., the person claims 
he hates violence but regularly manifests 
violent behavior. 

b) Poor continuity is reflected in disor 
ganization in daily life regarding time 
commitments; planning and carrying out 
of purposeful activities is low. Dissocia- 
tive symptoms may be found, but not 2$ 
severe as multiple personality. (Deper 
sonalization feelings and complaints of 
the unreality of external environment 
would be examples here.) 

c) A small degree of effort is expended 
in relating different aspects of experienc? 
such that the person rarely utilizes pêt 
experience in the solution of current 
problems. 

d) Changing external conditions and eve 
minor environmental stress adversely 2* 
fect the limited degree of organization 
and stability most of the time. 


. a) Significant indications of unintegrated 


aspects of ego functioning are presi 
for example, no consistent life goals, V€ 
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divergent career notions. Serious psycho- 
somatic illnesses may be present (ulcera- 
tive colitis). Major dissociation is not 
found at this level, but identity conflicts 
may be significant, 

b) The individual is not adequately or- 
ganized in daily life, but simple activities 
can be carried out, though not reliably. 
There is difficulty in finding things, 
and important deadlines are missed be- 
cause the patient failed to remind himself 
in an effective manner. 

c) Only moderate efforts to relate differ- 
ent aspects of experience are seen, alter- 
nating with periods of little or no effort 
expended in this direction. 

d) Some decrease is apparent in the 
usual level of organization under condi- 
tions of mild stress or relatively small 
changes in the external environment. 


4. a) Some major areas are integrated, 


while others show contradictions in vari- 
ous aspects of ego functioning, such as 
discrepancies in different goals, attitudes, 
or self-images (self-representations). Such 
an individual is inconsistent as well as 
contradictory. 

b) Purposeful, planned activities can be 
carried out, but considerable trouble re- 
sults in the patient’s attempts to keep up 
with the schedule demands of everyday 
life. He is always a step or two behind 
in meeting obligations and in carrying 
out what he has agreed to do. 

C) Active efforts to relate different areas 
of experience together are only moder- 
ately successful and are expended by the 
person only about half the time. 2 

d) Small changes in external conditions 
and the presence of mild stress result in 
maintenance of the individual’s ongoing 
level of organization as often as not. 


5. a) Major areas of the personality show 


a fair degree of consistency, such that 
affects and behavior tend to be consistent, 
but with some exceptions that result in 
Periodic difficulty. The self-representa- 
tions are integrated enough to rule out 
major identity problems, but examples of 
inconsistent attitudes, values, affects, and 
behavior periodically occur. 

b) The carrying out of purposeful ac- 
tivities and the meeting of demands and 
commitments show periodic lapses. 
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c) Active efforts to relate different areas 
of experience in the service of adaptation 
show periodic lapses. 

d) When external conditions rapidly 
change and/or stress is introduced, on- 
going activity and organizational levels 
are maintained for the most part, if 
changes and-stresses are mild. 

6. a) Consistency and a fair degree of in- 
tegration in the major sectors of the per- 
sonality are found, with no major areas 
of experience left out. Minor inconsis- 
tencies in behavior, affect, and thinking 
can be seen. Social, sexual, and vocational 
areas are satisfactorily integrated. 

b) Behavior is generally well organized, 
and the person can deal with demands 
and external requirements with relatively 
little stress and strain. 

c) The person scoring here shows effort 
to make causal connections among differ- 
ent areas of experience and succeeds to 
a moderate degree in this endeavor. 

d) With external conditions changing 
quickly and/or stressfully (potentially 
traumatic to a less integrated person), 
this individual maintains relative stability 
and organization. 

7. a) The person shows high consistency 
and integration in thinking, feeling, and 
behavior. His attitudes and values are 
consistent, and his self-identity is solidly 
established. 

b) Such an individual actively makes 
connections among different aspects of 
his experience in the service of adapta- 
tion and, in this respect, responds cre- 
atively to problems. 

c) and d) Persons scoring at this level 
reveal an unusually high ability to remain 
relatively stable, organized, and in bal- 
ance when external conditions change 
suddenly or stressfully. 


Assessment of Ego Functions from 
Psychological Tests 


The second major source of information 
for measuring ego functions is the standard 
clinical psychological test battery (Ror- 
schach, Wechsler Intelligence Scale, The- 
matic Apperception Test, Bender-Gestalt, 
and Figure Drawings). The relevance of 
these procedures for assessing ego functions 
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was long ago detailed by Rapaport, Gill, and 
Schafer(31) and, for defensive functioning, 
by Schafer(42). Scales for assessing ego 
functions from psychological tests have also 
appeared in the literature(9, 20, 27; 30); 
(for a recent theoretical treatment, see 
I. Weiner[47]). 

On the basis of this previous work, and 

guided by our definitions of ego function, we 
developed rating scales for gauging ego 
functions from the psychological test re- 
sponses. Reality testing is assessed by the 
accuracy of form perception on the Ror- 
schach and misperceptions of card charac- 
teristics on the TAT. For sense of reality, 
we look for the presence or absence of 
vague and fluid responses on the Rorschach, 
indications of strangeness, flatness, or un- 
reality in TAT stories, and distortion of 
body parts on the Figure Drawings. Regula- 
tion and control of drives, affects, and im- 
pulses is gauged from the degree of affective 
lability and irritability manifested while the 
subject responds to the WAIS tasks, and 
from the length of response times and ratio 
of color to human and animal movement 
responses on the Rorschach. 
: We assess object relations from the qual- 
ity of human and movement responses on 
the Rorschach and from characteristics at- 
tributed to TAT story characters. For 
thought processes we evaluate the major 
components from the WAIS subtests, from 
the presence or absence of deviant verbal- 
izations on the Rorschach, and from the 
quality of attention, concentration, anticipa- 
tion, and logic in TAT stories. 

Adaptive regression in the service of the 
ego is indexed from the presence of original 
creative responses to each of the test pro- 
cedures and from the presence or absence 
of wit and humor in the test-taking attitudes. 
Criteria for assessing the other ego functions 


from psychological tests ar 
dd € parallel to the 


Assessment of Ego Functions from 
Psychological Laboratory Procedures 


Psychological laboratory proced: 
chosen as the third mA R NA 
for measuring ego functions. Such tech- 
niques, borrowed from general experimental 
psychology, have proved valuable for the 
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elucidation of psychoanalytically relevant 
potheses(19. 21, 22, 25, 26, 44, 45). 

permit the assessment of ego function s 
bility under stress, or under less than optim 
conditions, which reflects an important à 
pect of ego strength. The approach we 
adopted is as follows: 1) we find or coni 
struct a laboratory procedure to gauge the 
ego function; 2) we incorporate into the 
procedure a way to interfere with the em: 
ployment of the ego function; and 3) 
then calculate the subject's rating from his 
performance under the interference condi- 


Thus, for the laboratory assessment of 
sense of reality we use the rod and fra 
technique, which is presented in a darkened 
room so that only the luminous rod and: 
frame are visible. The subject is led into th 
room blindfolded and is seated; the rod and: 
frame are tilted in opposite directions from 
each other a number of times. We ask t 
seated subject to adjust the rod to the 
upright by directing the examiner to move it 

If he can rely on bodily cues (which 
believe to be related to a well-functioni 
sense of reality), he is able to determine. 
true upright. This requires him to inhibit, 2 
the same time, the contradictory percep’ 
experience provided by the tilted fra 
Those with a poorly functioning sense Oi 
reality tend to judge the rod to be close tc 
straight up and down (i.e., parallel with the 
walls of the room) when in fact the deviation 
may be as much as 30 or 40 degrees. É 

Stimulus barrier is examined with a rei 
tion time apparatus. The subject presses 
of three keys over which a light has b 
flashed. His reaction time is recorded. 
then puts on earphones which play a tape © 
interfering stimuli (white noise) and his re 
action time performance is subsequent] 
recorded with the stimuli at 60 and then 
decibels, and then again without interfering 
noise. For defensive functioning time thresh 
olds are taken for the recognition of each 0 
a series of neutral and of drive-related WO! 
(ie., aggressive or sexual), presented 
chistoscopically in a standard field. : 

Reality testing is assessed by two differ 
methods. Since the primary emphasis hi 
is on the ability to distinguish between "If 


^ 


ner" and "outer," we are using a situa 
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in which the stimulus conditions are ambig- 
uous and the subject is asked to determine 
what is actually there. Two different sense 
modalities are involved—auditory and visual. 

For the auditory test the subject is pre- 
sented with 30 distorted sounds from a tape 
recorder, only ten of which are actual words, 
the rest being nonsense syllables. The sub- 
ject is asked to identify the words wherever 
possible. We would expect that subjects with 
poor reality testing will make more mis- 
identifications of the actual words and more 
attempts to identify the nonsense syllables. 

The visual task involves brief presenta- 
tions of pictures (some ambiguous), and 
the subject is asked to describe the contents. 
Poor reality testing should manifest itself 
again by more misidentifications and more 
incorrect additions. 

For regulation and control of drives a 
delayed writing task involving neutral and 
drive-related phrases is used, as well as two 
cognitive inhibition tasks in which the sub- 
ject is required to inhibit a series of favored 
and of thoroughly banned responses to neu- 
tral, sexual, and aggressive stimulus words. 
For object relations a task is employed which 
requires the subject to identify a number of 
different affects in photographs of faces and 
to indicate whether he feels positively, nega- 
tively, or indifferent to each of the faces. 

For synthetic-integrative functioning we 
are employing perceptual tasks requiring the 
synthesis of configurations to form new or 
different wholes, as in the embedded figures 
problems,‘ 

The study of ego functioning by physio- 
logical procedures was contemplated at the 
Outset in our research (following methods 
Cited in the literature[28, 32, 49]), but this 
Plan has not as yet been implemented. 
Measures of heart rate, respiratory patterns, 
finger blood volume, and galvanic skin re- 
Sponse were considered and were to be as- 
Sessed while subjects were involved in tasks 
and situations with different degrees of struc- 
ture, both before and after the introduction 
of, for example, high decibel sounds. — 

__ It is likely that the above physiological 
indices would correlate with over-all ego 
Strength, but we believe it less likely that 


1 Other aspects of this project have been re- 
cently reported(12, 46). 
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the physiological findings would provide in- 
formation relevant to most of the specific 
ego functions in our list. However, if the 
physiological measurements were recorded 
while subjects were performing the psycho- 
logical laboratory tasks (each of the latter 
having been chosen or developed to assess a 
specific ego function), it is possible that 
response patterns would emerge which would 
be more meaningful than results from either 
of the two data sources above. Thus, the 
operation of defenses, thought processes, 
stimulus barrier, synthetic and autonomous 


_ functioning might all be understood more 


meaningfully if physiological response mea- 
sures were to accompany indices of be- 
havioral performance. 

Such laboratory procedures, well anchored 
in dynamic psychoanalytic hypotheses, might 
be especially desirable for the evaluation of 
drugs if fairly large numbers of subjects 
were involved. The actual testing and scor- 
ing could be performed by technicians, 
leaving clinically and psychodynamically 
trained professionals available for interview 
techniques and other intensive procedures 
with small subsamples. 


Utilization of the Ego Function Measures 
in Drug Evaluation Research 


The ego function measuring devices pro- 
vide a profile of personality variables that 
reflect the adaptive strengths and weaknesses 
of the individual. These particular personal- 
ity variables (the ego functions) are central 
for any differential evaluation of the degree 
and kind of psychopathology. For example, 
one individual shows poor drive control, 
while his thought processes and reality test- 
ing reveal relatively little disturbance. For a 
second person, drive control is adequate, 
but reality testing and thought processes are 
seriously disturbed. 

One can readily see the possible applica- 
tions in drug evaluation. Different drugs 
could be assessed with regard to their effects 
on the various ego functions. Specific hy- 
potheses could be worked out comparing the 
differential outcomes for ego functions asso- 
ciated with various drugs serially adminis- 
tered, using the intensive design approach 
described above. 
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We are well aware that many evaluation 
scales, tests, and procedures have been 
utilized in the assessment of drug effects. 
While any number of these procedures may 
provide an accurate measure of patient 
status, the use of an ego function approach 
allows the investigator to describe the pa- 
tient with clinical concepts which are widely 
employed for personality assessment among 
workers with a psychodynamic orientation. 

Although such a utilization of the ego 
function rating scales appears feasible, some 
qualifications must be added. First, there is 
the problem of repeated measurements. The 
interview would appear relatively hardy in 
this regard: a patient can be repeatedly asked 
for subjective judgments about his thinking, 
affect, and behavior without methodological 
drawbacks. The evaluation interview sched- 
ule is geared to elicit information about ego 
functioning, both present and past. For the 
initial patient evaluation, the guide could 

be used as it is. j 

For subsequent evaluations of the same 
patient, however, the interview guide would 
have to be revised in such a way that the 
focus would be restricted to ego functioning 
during a more limited time period—the drug 
evaluation period or the assessment day. 
Such revisions in the interview schedule 
would be relatively minor. 

No changes would be required in the rat- 
ing scales for the clinical interview in order 
to assess changes in ego function adequacy 
associated with drug treatments. The same 
holds true for the clinical psychological test 
rating scales. Repeated administration of the 
Rorschach, TAT, and other tests has been 
previously discussed in the literature. No 
changes in procedure or rating scales would 
be necessary for the clinical psychological 
test. approach or for the laboratory tech- 
niques, beyond taking account of any possi- 
ble practice effects. 


Acknowledgments 


The authors wish to acknowledge the co- 
operation of the department of psychiatry, 
Roosevelt Hospital, New York, N. Y., in 
making clinical facilities available for this 
research project. 

The following collaborators are acknowl- 
edged: Robert Beck, Ph.D., Patricia Craw- 


[54] 


EGO PSYCHOLOGICAL APPRAISAL 


ford, B.A., Helen Gediman, Ph.D., and Joan 
Nissenberg, M.A. The authors also wish to 
acknowledge the assistance of the following 
members of the research project who con- 
tributed to various aspects of the procedures 
reported in this paper: Jacob Cohen, Ph.D., 
Stanley Grand, Ph.D., Nancy Israel, Ph.D., 
Milton Kapit, Ph.D., Rose Kent, Ph.D., 
Frances Lippman, Ph.D., Milton Malev, 
Ph.D., Jean Schimek, Ph.D., Harold Schloss- 
man, M.D., Steve Silverman, M.A., Leonard 
Small, Ph.D., Donald Spence, Ph.D., and 
Paul Wachtel, Ph.D. 


REFERENCES 


1. Azima, H.: “Changes in Organization of Mood 
as a Therapeutic and Research Problem in 
Pharmacotherapy,” in Bradley, P., Deniker, 
P. and Radouco-Thomas, C., eds.: Neuro- 
psychopharmacology. Amsterdam: Elsevier, 
1959. 

2. Azima, H.: Psychodynamic Alterations Con- 
comitant with Tofranil Administration, Canad. 
Psychiat. Ass. J. 4:172, 1959. 

3. Azima, H., Azima, F., and Durost, H. B.: 
Psychoanalytic Formulations of Effects of 
Reserpine on Schizophrenic Organization, Arch. 
Gen. Psychiat. 1:662-670, 1959. 

4. Azima, H., Cramer-Azima, F., and De Ver- 
teuil, R.: A Comparative Behavioral and Psy- 
chodynamic Study of the Effect of Reserpine 
and Raudixin in Schizophrenia, Monographs 
on Therapy 2:10-13, 1956. 

5. Azima, H., Cramer-Azima, F., and De Ver- 
teuil, R.: Effects of Rauwolfia Derivatives on 
Psychodynamic Structure, Psychiat. Quart. 
33:623-635, 1959, 

6. Azima, H., Sangowicz, J., Spindler, J., and 
Azima, F.: Psychodynamic Alterations Con- 
comitant with Intensive Meprobamate Admin- 
istration, Dis. Nerv, Syst. 20:5, 1959, 

7.-Azima, H., and Sarwer-Foner, G.: Psycho- 
analytic Formulations of the Effect of Drugs 
in Pharmacotherapy, Rev. Canad. Biol. 20: 
507-518, 1961. 

8. Azima, H., and Wittkower, E.: Anaclytic 
Therapy Produced by Drugs: The Relation of 
Isakower Phenomena to Spider Phobia, Psy- 
choanal. Quart. 26:190-205, 1957. 

9. Beck, S.: The Six Schizophrenias. New York: 
American Orthopsychiatric Association, 1954. 

10. Bellak, L.: Intensive Design Drug Therapy 
and the Psychotherapeutic Process, Psychoso- 
matics 6:287-289, 1965. 

11. Bellak, L., and Chassan, J.: An Approach to 
the Evaluation of Drug Effect During Psy- 
chotherapy: A Double-Blind Study of a Single 
Case, J. Nerv. Ment. Dis. 139:20-30, 1964. 

12. Bellak, L., and Hurvich, M.: A Systematic 
Study of Ego Functions, read at annual meet- 
ing of the American Psychoanalytic Associa- 
tion, Detroit, Mich., May 8-12, 1967. 


Amer. J. Psychiat. 125: 5. November 1968 


BELLAK, HURVICH, SILVAN, AND JACOBS 


13. Bellak, L., and Rosenberg, S.: Effects of Anti- 
Depressant Drugs on Psychodynamics, Psy- 
chosomatics 7:106-114, 1966. 

14. Bellak, L., Salk, L., and Rosenhan, D.: A 
Process Study of the Effects of Deprol on 
Depression, J. Nerv. Ment. Dis. 132:531-538, 
1961. 

15. Chassan, J.: Research Design in Clinical Psy- 
chology and Psychiatry. New York: Appleton- 
Century-Crofts, 1967. 

16. Chassan, J., and Bellak, L.: *An Introduction 
to Intensive Design in the Evaluation of Drug 
Efficacy During Psychotherapy," in Gott- 
schalk, L., and Auerback, A., eds.: Methods of 
Research in Psychotherapy. New York: Ap- 
pleton-Century-Crofts, 1965, pp. 478-499. 

17. DiMascio, A., and Klerman, G.: “Experimen- 
tal Human Psychopharmacology: The Role 
of Non-Drug Factors," in Sarwer-Foner, G., 
ed.: The Dynamics of Psychiatric Drug Ther- 
apy. Springfield, Ill.: Charles C Thomas, 1960. 

18. DiMascio, A., and Klerman, G.: "Psycho- 
physiological Studies of Psychoactive Drugs," 
in Uhr, L., and Miller, J.: Drugs and Be- 
havior. New York: John Wiley & Sons, 1964, 
pp. 360-364. 

19. Fisher, C., and Paul, L: The Effect of Sub- 
liminal Visual Stimulation on Images and 
Dreams: A Validation Study, J. Amer. Psy- 
choanal. Ass. 7:35, 1959. 

20. Fromm, E., Hartman, L., and Marschak, M.: 
A Contribution to a Dynamic Theory of In- 
telligence Testing of Children, J. Clin. Exper. 
Psychopathology 15:73-95, 1954. 

21. Gardner, R. W.: Control, Defense and Centra- 
tion Effects: A Study of Scanning Behavior, 
Brit. J. Psychol. 53:129-140, 1962. 

22. Goldberger, L., and Holt, R.: “Experimental 
Interference with Reality Contact: Individual 
Differences," in Solomon, P. Kubzansky, 
P. E. Leiderman, P. H., Mendelson, J. H., 
Trumbull, R., and Wexler, D., eds.: Sensory 
Deprivation. Cambridge, Mass.: Harvard Uni- 
versity Press, 1961. 

23. Heninger, G., DiMascio, A., and Klerman, 
G.: Personality Factors in Variability of 
Response to Phenothiazines, Amer. J. Psychiat. 
121:1091-1094, 1965. i 

24. Himwich, H.: “Biochemical and Neurophysio- 
logical Action of Psychoactive Drugs,” in Uhr, 
L., and Miller, J.: Drugs and Behavior. New 
York: John Wiley & Sons, 1960, pp. 41-85. 

25. Holzman, P.: “Repression and Cognitive 
Style,” in Postman, J., and Hartley, E., eds.: 
Fertschrift for Gardner Murphy. New York: 
Harper, 1960. 

26. Klein, G.: “The Several Grades of Memory,” 
in Lowenstein, R., Neuman, L., Schur, M., 
and Solnit, A.: Psychoanalysis—A General 
Psychology: Essays in Honor of Heinz Hart- 
mann. New York: International Universities 
Press, 1966, pp. 377-389. 

27. Klopfer, B., Crumpton, E., and Grayson, H.: 
Rating Scales for Ego Functioning Applicable 
to Diagnostic Testing. Los Angeles: University 
of California, 1958. 


Amer. J. Psychiat. 125: 5, November 1968 


28. 


29. 
30. 


S5 


32. 


33. 


34. 


35. 


36. 


37. 


38. 


39. 


40. 


4l. 


42. 


43. 


603 


Lacey, J.: The Evaluation of Autonomic Re- 
sponses: Toward a General Solution, Ann. 
N. Y. Acad. Sci. 67:123-164, 1956. 

Ostow, M.: Drugs in Psychoanalysis and Psy- 
chotherapy. New York: Basic Books, 1962. 
Prelinger, E., and Zimet, C.: An Ego Psycho- 
logical Approach to Character Assessment. 
London: The Free Press of Glencoe, 1964. 
Rapaport, D., Gill, M., and Schafer, R.: 
Diagnostic Psychological Testing, vols. 1 and 
2. Chicago: Year Book, 1946. 

Roessler, R., Greenfield, M., and Alexander, 
A.: Ego Strength and Response Stereotypy, 
Psychophysiology 1:142-150, 1964, 
Sarwer-Foner, G.: Psychoanalytic Theories of 
Activity-Passivity Conflicts, and the Con- 
tinuum of Ego Defenses: Experimental Verifi- 
cation with Reserpine and Chlorpromazine, 
Arch, Neurol, Psychiat. 78:413, 1957. 
Sarwer-Foner, G.: “The Transference and 
Non-Specific Drug Effects in the Use of the 
Tranquilizing Drugs, and Their Influence on 
Affect,” in Cleghorn, R. A., ed.: Research in 
Affects, Psychiatric Research Reports, No. 8, 
Washington, D. C.: American Psychiatric As- 
sociation, 1957, pp. 153-167. 

Sarwer-Foner, G.: “Some Psychodynamic and 
Neurological Aspects of ‘Paradoxical Behav- 
ioral Reaction, " in Bradley, P., Deniker, P., 
and Radouco-Thomas, C., eds.: Neuropsycho- 
pharmacology. Amsterdam: Elsevier, 1959, 
Sarwer-Foner, G.: "Theoretical Aspects of the 
Mode of Action of the Tranquilizing Drugs in 
Schizophrenia," in Kline, N., ed.: Psycho- 
pharmacology Frontiers. Boston: Little, Brown, 
& Co., 1959. 

Sarwer-Foner, G., ed.: The Dynamics of Psy- 
chiatric Drug Therapy. Springfield, I1.: 
Charles C Thomas, 1960. 

Sarwer-Foner, G.: “On The Mechanisms of 
Action of Neuroleptic Drugs: A Theoretical 
Psychodynamic Explanation,” in Wortis, J., 
ed.: Recent Advances in Biological Psychiatry, 
vol. 6. New York: Plenum Press, 1963. 
Sarwer-Foner, G., Grauer, J., MacKay, E., 
and Koranyi, E.: Depressive States and Drugs 
I. A Study of the Use of Imipramine in Open 
Psychiatric Settings, Med. Serv. J. Canada 
15:359, 1959, 

Sarwer-Foner, G., and Ogle, W.: Psychody- 
namic Aspects of Reserpine, Canad. Psychiat. 
Ass. J. 1:11, 1956. 

Sarwer-Foner, G., and Ogle, W.: Psychosis 
and Enhanced Anxiety Produced by Reserpine 
and Chlorpromazine, Canad. Med. Ass. J. 
74:526, 1956, 

Schafer, R.: Psychoanalytic Interpretation in 
Rorschach Testing. New York: Grune & Strat- 
ton, 1954. 

Schildkraut, J.: The Catecholamine Hypothesis 
of Affective Disorders: A Review of Support- 
ing Evidence, Amer, J. Psychiat. 122:509-522, 
1965. 


. Schlesinger, H.: Cognitive Attitudes in Rela- 


tion to Susceptibility to Interference, J. Per- 
sonality 22:354-374, 1954. 


[55] 


604 


45. Shevrin, H., and Luborsky, L.: The Measure- 
ment of Preconscious Perception in Dreams 
and Images: An Investigation of the Poetzl 
Phenomenon, J. Abnorm. Soc. Psychol. 56: 
285-294, 1958. 

46. Silvan, M., Jacobs, D., Bellak, L., Crawford, 
P. and Nissenberg, J., collab.: An Experi- 
mental Study of Ego Functions, read at mid- 
Winter meeting of the American Psychoanalyt- 
ic Association, New York, N. Y., Dec. 1957. 

47. Weiner, I.: Psychodiagnosis in Schizophrenia. 
New York: John Wiley & Sons, 1966. 

48. Winkelman, N., Jr.: “The Use of Chlorproma- 


EGO PSYCHOLOGICAL APPRAISAL 


zine and Prochlorperazine as Adjuncts to 
Psychoanalytic Psychotherapy—General Prin- 
ciples for Combined Therapy," in Sarwer- 
Foner, G., ed.: The Dynamics of Psychiatric 
Drug Therapy. Springfield, Ill: Charles C 
Thomas, 1960. 


49. Zahn, T., and Rosenthal, D.: Preparatory Set 


in Acute Schizophrenia, J. Nerv. Ment. Dis. 
141:352-358, 1965. 


50. Zubin, J., and Katz, M.: "Psychopharmacology 


and Personality," in Worchel, P., and Byrne, 
D., eds.: Personality Change. New York: John 
Wiley & Sons, 1964. 


Fanaticism consists in redoubling your efforts when you have forgotten 


your aim. 


[56] 


—GEORGE SANTAYANA 


Amer. J. Psychiat. 125: 5, November 1968 


^s 


rQ, 


605 


Alopecia Areata in the Very Young 


BY ROBERT D. MEHLMAN, M.D., 


The authors report their investigation of 
possible relationships between the dermato- 
logic condition of alopecia areata and the 
emotional state of the patient among a num- 
ber of young children with the disorder. The 
clinical evidence suggests a dynamic formula- 
tion based upon symbolic loss at a very 
early age, subsequent symptomatic manage- 
ment of the loss, and, finally, collapse of the 
management system, precipitating the on- 
set of rapid hair loss. Further physiologic 
and psychiatric studies may shed some light 
on the specific somatization process and sup- 
port the authors’ conclusion that this dis- 
ease belongs in the category of psycho- 
somatic entities. 


LOPECIA AREATA and its more severe 

form, alopecia totalis, have long been 
known in dermatological and medical prac- 
tice and have been the subject of numerous 
statistical studies and occasionally spectac- 
ular case descriptions through the years. 
Despite these efforts, the condition has re- 
mained a diagnostic and physiologic enigma 
often producing relatively heated discussions 
and intense debate, both in the literature 
and elsewhere, as to its nature and gene- 
sis(1, 3, 4, 6, 7, 10-14, 17-20, 22-26, 30, 
31, 33, 34). 

The Children's Hospital in Boston has 
been no exception to this. For some time 
the dermatology consultants who were reg- 
ularly called upon to see patients with these 
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conditions had been fully convinced that 
the patients they saw were suffering from a 
psychiatric disorder and were liberal in their 
use of psychiatric consultation. As is true 
in many other clinics, the psychiatrists who 
were called upon to interview these patients 
remained highly skeptical and often quite 
convinced that there were no psychiatric 
disturbances to be found in most of these 
children. 

Among the host of problems that usually 
arise in such interdepartmental impasses, 
first and foremost was the absence of a 
cognitively sensible formulation of the dis- 
order. Dermatologist and psychiatrist alike 
were left with little more than intuition up- 
on which to base a diagnostic and treatment 
plan. Indeed, even in those patients who 
eventually did receive psychiatric treatment 
and extensive study, the absence of an ade- 
quate conceptualization, even on a tenta- 
tive basis, of the relationship between the 
physical and emotional factors made it all 
too easy to provide adequate treatment of 
the apparent functional disorders to the 
total neglect of the coincident dermatological 
complaint. As a result nothing new was being 
learned about the disorder itself. 

To remedy this situation, we made an 
informal effort, built into otherwise routine 
consultations, to determine more specifically 
and rigorously whether there were any ap- 
parent relationships between the dermatologic 
condition and the emotional state other than 
the expected secondary response to cosmetic 
disfigurement. 


Dermatologic Aspects 


Before considering the clinical data, we 
should recall some of the specific derma- 
tologic aspects. Clinically, alopecia areata 
and totalis have often been confused with 
other syndromes of hair loss from which 
they are readily separable, both by history 
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and specific clinical findings. Most often con- 
fused with trichitillomania, which incidentally 
may often be a secondary addition to this 
syndrome, alopecia areata is characterized 
by complete hair loss within circumscribed 
areas. The hair can be painlessly and easily 
removed from the follicle by gentle pulling 
or brushing or may fall by its own weight; 
the removed end of the hair is character- 
istically clubbed without the usual growth 
bulb always present in growing hair that 
is traumatically pulled out. Alopecia totalis 
is similar but greater in extent and may in- 
volve all body hair including peach fuzz 
(often called alopecia universalis). 

History and clinical course usually sepa- 
rate the condition from toxic and febrile 
hair loss. The onset is rapid, as is the prog- 
ress of the acute episode; hair falls from 
an affected patch almost overnight and is 
often found on the pillow in the morning. 

The prognosis is mixed. For the circum- 
scribed single episode, the hair may begin 
to grow back immediately, with complete 
disappearance of the lesion and no recur- 
rence. Recurrences are relatively common, 
however, involving the same or different 
areas both in the immediate and distant 
future. Alopecia totalis is somewhat different 
in that the frequency of complete recovery 
is much lower; the child is often left per- 
manently bald or hairless or constantly 
growing and losing hair in a patchy fash- 
ion(21). 

The condition occurs at all ages. The 
incidence is difficult to determine because 
of the paucity of adequate clinical data, but 
the syndrome is by no means rare. 


Anatomy and Physiological Aspects 


A sufficient amount of physiological work 
has been done to indicate that the initial 
lesion in alopecia areata is probably a vas- 
cular change around the hair bulb. It seems 
to lead to transient mild stimulation of 
growth of the hair bulb cells for an unknown 
period of time. Sometime thereafter, hair 
growth ceases and the hair follicle shortens, 
moving away from its vascular supply and 
undergoing simultaneous atrophy. This lat- 
ter step is known to take about 72 hours. 

Once this has occurred, the hair itself 
resembles the falling hair of ordinary adult 
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baldness as well as the mature hair still 
present in a hair follicle that has gone on 
to the resting stage of the normal hair cycle. 
It is easily removed and has no hair bulb 
at its end. In an ordinary head of hair 
there are normally evenly scattered hair 
follicles in all stages of growth and maturity. 
In the lesions of alopecia areata, by con- 
trast, nearly all the follicles have gone into 
what appears to be a resting phase simul- 
taneously and sometimes relatively perma- 
nently( 16, 28, 29, 32). 


Clinical Data 


During the course of three years, 20 pa- 
tients were evaluated in some detail. Ap- 
proximately twice that number were seen 
more briefly but for one reason or another 
could not or would not be seen for more 
elaborate evaluation. In some cases the eval- 
uation lasted a matter of months and in 
others an intensive evaluation was done in a 
few days. In general, the study consisted of 
the discovery of a new case in the ambula- 
tory pediatric dermatology clinic of the 
Children's Hospital, immediate psychiatric 
interview of parents and child, and direct 
continuation of the psychiatric part of the 
evaluation in subsequent playroom interviews 
with the child and in repeated sessions with 
the parents. 

The cases themselves, like so many in- 
tensive looks at very young children, were 
enchanting in their own right as well as 
for the general data they contributed. For 
the sake of organization, the cases could 
be roughly grouped under five headings 
describing the precipitating event. 


1. Traumatic Weaning 


Several patients among the younger group 
developed their dermatologic conditions in 
apparent association with a traumatic wean- 
ing. For example, the first patient was a 
two-and-one-half-year-old boy who pre- 
sented with alopecia totalis, including his 
eyebrows and eyelashes, which had developed 
very suddenly two weeks after he had been 
weaned from his bottle. 

The weaning process itself was a.com- 
plicated one involving two phases. When 
the patient was somewhat over six months 
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of age, the mother had shifted the patient 
from the breast to the bottle ostensibly be- 
cause of the added burdens imposed by 
a three-year-old niece who came to live 
with them at that time. There had been no 
particular preparation for this switch and 
it was clear that the act was an angry one. 

The mother, who usually carried a diffuse 
and not very well concealed anger towards 
people in general, had readily displaced her 
annoyance at having to temporarily care 
for her brother's daughter onto her own 
child. It looked as if the private and mod- 
erately concealed nature of the angry wean- 
ing made this expression of her hostility 
more feasible than the direct approach to 
either the intruding child or her brother 
since the moral pressure from the omni- 
present remainder of the family, particu- 
larly the grandmother, made such obvious 
resentment impossible. 

The patient was kept on the bottle until 
he was almost two years old, at which time 
the same social situation was repeated with 
a second obligatory visit of the niece in 
question. At this time, with considerably 
more annoyance and equal absence of prep- 
aration, the mother, supported by her 
angry husband, abruptly took the child 
off the bottle. There was considerable im- 
mediate upset on the part of the child who 
nonetheless was soon routinely drinking 
from the cup without complaint. Two weeks 
later his hair, eyebrows, and eyelashes fell 
out almost simultaneously and seemingly 
in one or two days. 

Strikingly, this patient at two and one- 
half could speak as well as a six- or seven- 
year-old, albeit with certain grammatical 
limitations. Via this precocious verbalization 
the patient elaborated much of the material 
gleaned from his mother. He revealed an 
awareness of the currently more open re- 
jection of the visiting child, by his father 
particularly, and made it clear that he saw 
himself in the rejected child. In the same 
breath he said, “Daddy pushed my cousin 
out the door and pulled my hair out.” 

He changed the sex of the cousin in his 
descriptions and made it extremely dif- 
ficult at times to tell if he was talking about 
himself or the cousin. The cousin was sent 
away, the patient said, because he (sic) 
didn't like daddy. He assured the interviewer 
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that his mommy would never leave him, 
although he constantly ran to the door to 
find out whether she was still outside. The 
theme of being abandoned ran through 
his interview material significantly, with a 
constant substitution of one object for 
another. 

We subsequently learned that the father 
had constantly been openly hostile to this 
boy, constantly threatening to give him away 
or throw him out, and often calling up his 
own parents in the boy's presence to ask if 
they would take him. The father would often 
strike the child in response to his irritating 
and hyperactive behavior. 

The mother, more inhibited in her hos- 
tility, bound her impulse to act in an angry 
fashion in the writing of an extraordinarily 
detailed, often sarcastic diary or log of the 
child's progress from the moment of his 
birth. There was a question of birth defect 
and early transitory eczema which she 
clearly saw as insults to her own integrity 
and resented enormously. 

During several interviews over the course 
of a few months, the patient was able to 
talk directly about the bottle issue while he 
played it out, recounting blow by blow the 
second, more recent, weaning in elaborate 
detail. At one time he said, *Me mudder 
took me bottle away" and much to the 
interviewer's astonishment said he wanted it 
back. 

During the course of these interviews, 
at the suggestion of the clinic, the mother 
gave the bottle back to the patient. He kept 
this in the icebox, took it out occasionally, 
and gradually gave it up on his own. This 
was a plan he had suggested for himself. 
It resulted in a considerable amount of 
open bargaining with his mother about it, 
this time in a verbal fashion. Interestingly 
enough, his hair did grow back to some 
extent during this time, although certainly 
no conclusions could be drawn about it. 

'This case appears to represent an ex- 
ample of a child in a disturbed relationship 
with his mother. The mother had managed 
this relationship by the use of extreme but 
nonetheless inadequate devices such as var- 
ious kinds of busy work (the diary) and 
denial of her angry feelings. In this pre- 
cariously balanced situation an outside bur- 
den of yet another child was imposed, which 
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evidently allowed the mother to split her 
need to be nice and her feelings of anger 
between the two children. As a result her 
own balance was maintained quantitatively 
but her impact on her child was shifted 
in the direction of unbalanced aggression. 
Done in this fashion, with the mother's 
internal equilibrium dictating more than the 
child's particular needs, the weaning became 
a traumatic deprivation not only of the bot- 
tle but also of the positive side of the 
maternal mixed feelings. The child's hair 
fell out two weeks after this evidently crucial 
event. 

The relationship of alopecia to weaning 
was again demonstrated in a four-and-one- 
half-year-old boy who, shortly after the ar- 
rival of his father home from years of 
relative absence in the armed forces, was 
forcibly weaned from the bottle at the 
father's insistence. The child's initial re- 
sponse was marked by a great deal of imme- 
diate behavioral difficulty and complaint. 
Two weeks later his hair began to fall out 
and there ensued a chronic problem of 
alopecia areata of varying degrees to the 
date of the interview. 

Once again, the pretraumatic situation 
had been pathological The next to the 
youngest of 11 siblings, this child had re- 
mained in a chronically infantile state, pro- 
gressing developmentally only as far as the 
youngest child. Indeed, his being on the 
bottle so late was a specific manifestation 
of this. The father's outraged response was 
in large part a protest concerning his wife's 
global inability to set effective limits and 
expectations for this child. The mother was 
found to have specifically neurotic reasons 
behind this inability, and detailed evaluation 
revealed the patient's longstanding feeding 
problem centering about the mother-child 
difficulty. 

In the interviews with the young patient, 
the subject of food appeared spontaneously. 
He talked openly of the bottle problem in 
terms reflecting his efforts to master his 
loss. For instance, he would state that his 
younger sister drank out of a cup and never 
did drink out of a bottle but that he liked 
to keep his bottles and not give them away, 
even though he never drank out of them 
anymore. He had given it up several years 
before, he said (he was only four at the 
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time of interview), but he liked the memories. 
He explained that he had given up the 
bottle because he wasn't hungry and was 
never hungry or thirsty in his whole life. 
Only other people needed food, he said, 
as he stuffed himself with the office supply 
of candy. The issue of what the patient 
got and didn't get was played out with the 
endless complaints that he never got enough 
and everybody else got more. To implement 
this he stuffed his pockets with lumps of 
clay which took the place of gifts. He 
pointed out that he got angry when peo- 
ple didn't give him things and that when 
he got angry his hair fell out. 

In this case the child was already suffering 
from a very tenuous and symptomatic mas- 
tery of the deprivation (of his primary rela- 
tionship with his mother) experienced at the 
time of the birth of his younger sibling, 
when the appearance of the father disrupted 
the tenuous balance maintained by the 
mother's neurotic inability to set limits for 
the child. His father demanded that the child 
be weaned from the bottle, which should 
have been done long before, and the mother 
gave up this aspect of her nuerotic symp- 
tom, but no cognizance was taken of the 
fact that the child had been relying on the 
very same neurotic behavior in his mother 
as a means of managing the original depriva- 
tion. Once this prop was removed, he was 
left in need of a new system of management. 
It was two weeks later that his hair fell out. 


2. Abandonment 


Another group of patients seemed to be 
responding to actual or threatened abandon- 
ment. A two-and-one-half-year-old girl, for 
instance, experienced rapid hair loss in her 
occipital and parietal regions two weeks after 
her mother walked out on her father, taking 
the children to live with the maternal grand- 
mother. The hair loss continued until the 
onset of enuresis, which in turn continued 
until a major behavior disorder began. The 
hair grew back rapidly at the onset of 
these other symptoms. 

Details of history and play material re- 
vealed that the child was enormously threat- 
ened by the mother’s current Pregnancy; 
she felt she would be sent away when the 
new baby came. This feeling was based up- 
on guilt stemming from the hostile and 
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destructive feeling she had had towards an 
earlier sibling. Mother's abandonment of 
father because of his misbehavior (violence) 
was a confirmation to the child that she 
could be actually abandoned, and it rep- 
resented an overwhelming threat. 

Similarly, a nine-year-old girl suddenly 
lost all her hair two weeks after witnessing 
an extremely violent fight between her 
mother and mother’s boyfriend, in which 
the mother’s life was seriously threatened. 
Interestingly enough, this patient had not 
been particularly disturbed by her mother’s 
promiscuous behavior, which she took few 
pains to conceal from her extremely bright 
children. On the contrary, the patient had 
been doing very well in school, socially, 
and in every other way with no symptoms 
except on this occasion and once before 
when there was a transient hair loss. At 
that time, various family members had been 
discussing taking the children away from 
the patient’s supposedly irresponsible mother. 

The patient made it clear that her mother 
was extremely important to her even though 
other people did not think so. In playing 
out and intellectually discussing the current 
realistic need to be placed elsewhere, the 
child made it clear that, as long as she went 
to the home of the aunt who was exactly 
like her mother, everything would be all 
right. 

A three-year-old girl, whose mother had 
had considerable difficulty setting any limits 
for her in all areas and whose toilet train- 
ing procedures had involved a lengthy and 
unsuccessful struggle, was abruptly, puni- 
tively, and severely toilet trained by her 
father during the time that the mother was 
in the hospital delivering the next child. The 
little girl’s greeting of her new sibling was 
characterized by the severe bite she gave 
the child, who in turn clasped and pulled 
her hair. The severe reprimands from her 
father about this were followed by her re- 
fusal to bite anything including food. At 
the time of coming to the clinic she would 
eat only baby foods. : 

This earlier negativism developed into an 
enormous sadistic and masochistic battle 
with her mother. The mother would wash 
some curtains only to have the child come 
along and say, “Look, Ma" and promptly 
dry her dirty hands on the clean curtains. 
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Very shortly after that, the patient resorted 
to sneaking downstairs in the morning, de- 
fecating on or under the breakfast counter, 
and then sneaking back to bed, leaving her 
contribution to breakfast to be found by 
her irate but disciplinarily paralyzed mother. 

As a way out of this impasse, the mother 
went to work full-time while seeing the child 
as little as she could. About a month later 
the patient developed two spots of baldness 
which brought her to the dermatology clinic. 

The child had earlier bound her mother 
to her in the sadistic and masochistic lengthy 
toilet training battle which was interrupted 
by the absence of her mother. Restitution 
was made by her father in the equally grat- 
ifying sadistic manner in which he toilet 
trained her. The earlier loss would thus ap- 
pear to have been mitigated. 

The return of her mother with the new 
sibling posed a new threat of deprivation to 
which the patient responded by an increment 
in the sadomasochistic struggle, provoking 
her mother in the area of the mother's ob- 
vious abhorrence of dirt and recapturing the 
center of her attention albeit in a negative 
fashion. It would appear to have been the 
failure of this system of restitution, signalled 
by the mother’s going to work, that spe- 
cifically antedated the alopecia areata. 

An eight-year-old adopted girl with re- 
current hair loss had experienced the initial 
episode at age two and exacerbations each 
time the parents’ tumultuous marriage threat- 
ened to break up. The precocious patient 
made it quite clear that she had always 
equated these episodes with the threat of 
being sent back to the orphanage. Indeed, 
the parents had so overemphasized the ele- 
ment of the patient's adoption, misguidedly 
feeling this would make her feel more com- 
fortable with it, that the patient was never 
allowed to forget it. It became a day-by- 
day and minute-by-minute concern of hers. 

A. three-and-one-half-year-old girl devel- 
oped alopecia areata shortly after her mother 
went to work. History revealed that the child 
was born out of wedlock, the mother was 
psychotically disturbed, and both were ex- 
tremely isolated from any other people. 
The importance of her mother as her only 
object was clearly delineated in the content 
of the patient's playroom behavior. Ar- 
rangements were made for the mother to 
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obtain sufficient welfare funds to enable her 
to return to the home full-time. A necessary 
subsequent tonsillectomy for the patient 
was arranged as a rooming-in situation. 
The patient’s hair grew back rapidly fol- 
lowing the tonsillectomy. It was clear that 
the tonsillectomy and our intervention had 
signalled a symbiotic reunion in this case. 


3. Neurotic Anxiety 


Some of the patients, particularly the older 
ones, presented with stories clearly delin- 
eating a highly elaborated neurotic anxiety, 
at the heart of which lay the themes of 
abandonment and loss. 

An eight-year-old girl was seen six weeks 
after suddenly losing all her hair, including 
the peach fuzz all over her body and a pre- 
cocious peach fuzz pubic hair growth. 
Two weeks prior to this, the patient had 
peculiarly become extraordinarily histrionic 
following the violent destruction of the fam- 
ily's car by some teen-age thugs. 

Enormous condensation of this compli- 
cated and painstakingly detailed case re- 
vealed that such histrionic episodes had been 
regular occurrences since the child was four 
years old. At that age the patient had had 
the first such spell in response to being 
trapped in a burning room for some time 
prior to being rescued. 

At that time the patient’s next youngest 
sibling had just been born. There was con- 
siderable evidence in the content of her 
behavior and nightmares that she was very 
much preoccupied with the problem of how 
to manage the violent jealousy she felt to- 
ward her little brother as well as the rage 
at her mother for bringing another child in- 
to the home. 

Extensive interviews revealed an extra- 
ordinary reawakening of such material in 
her current preoccupations, Initial puzzle- 
ment was dispelled; however, when, after 
many interviews, the patient revealed great 
concern centering around the fact that this 
same baby brother and she shared the same 
bed, as they had since he was very small. 
His persistent exploration of her body had 
evoked enormous sexual anxiety which she 
expressed in nightmares, fearful fantasies, 
and specific projections of a prohibiting 
mother in the form of female figures watch- 

ing her in the dark. In addition, she re- 
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vealed a detailed and intense conscious wish, 
against which she struggled frantically, to 
murder her brother with a kitchen knife. 

It became clear that the violence she had 
witnessed in the destruction of the family car 
posed a threat to her precarious system of 
management of her own destructive impulses 
toward her brother. Indeed, any evidence 
of out-of-control violence posed a threat 
to the girl at this time. The current wish 
to destroy her brother was motivated by a 
wish to be rid of the person who was stim- 
ulating her in a forbidden and frightening 
sexual way. This, however, reawoke the 
earlier problem of the management of her 
violent jealousy toward him and the mur- 
derous thoughts directed toward her mother 
for bringing him into the world. 

The trauma of the burning room would 
appear to have been seen as a threat of 
destruction in retribution for her murder- 
ous thoughts. Detailed history revealed a 
much earlier disturbed mother-child relation- 
ship antedating the birth of the brother 
which had been expressed in considerable 
feeding and behavioral difficulties. 

Another patient in this series was a 
15-year-old boy who temporarily lost large 
portions of his scalp hair on two separate 
occasions shortly after his mother left home 
for an extended visit with her relatives. The 
episodes had occurred just prior to his being 
seen and two years previously. This patient 
was pathologically tied to his mother, who 
had never allowed any expression of infantile 
aggression whatsoever. 

In adolescent development, he found him- 
self in a serious bind. To allow himself any 
of the more naturally masculine activities 
of his age posed the threat of violence, the 
expression of which he had come to be- 
lieve would mean the destruction of his 
mother. His inability to separate from his 
mother in any way reflected this, in that 
he had long since equated separation and 
violent breaking away (killing his mother). 
He protected himself against this abhorrent 
Possibility by staying close to her in every 
conceivable way, including a patent femi- 
nine identification. The underlying threat 
was the infantile fear of destroying the 
Very person he was so dependent upon for 
everything, including his own nutriment. 

An 18-year-old boy with alopecia areata 
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of three years' duration dated its onset to 
two weeks after deciding to make a telephone 
call arranging his first date. 

A young woman with severe problems 
stemming from her parents’ attitudes about 
their respective (different) religions had 
clearly erotized the difference between the 
two faiths. Whether she considered her- 
self of one religion or the other was inter- 
twined with her infantile sexual life to an 
extraordinary degree. Her first hair loss 
occurred at the age of seven, two weeks 
after being sent to a strict religious school 
that verified her religion as being that of 
her mother. The hair grew back contem- 
poraneously with what amounted to identi- 
fication with the aggressor. That was the 
cornerstone of her latency development 
shortly thereafter. 

At age 16, when she began to date, the 
issue of religious choice again was opened 
up. She was confronted with which boys to 
go out with and her hair fell out. It grew 
back and remained back as she elaborated a 
relationship with a boy of her father's re- 
ligion. Conscience caused her to give the 
boy up, and two weeks after this decision 
her hair again fell out. 


4. The Birth of Siblings 


A remarkable ‘number of the cases we 
have seen, including many of those included 
in other categories, experienced their hair 
loss in association with the birth of siblings. 

A two-and-one-half-year-old girl who 
had great difficulties with her mother, was 
changed from her crib to a large bed, a 
move necessitated by the birth of her 
younger sister. Two weeks later her hair 
fell out in typical alopecia patches. There 
were no exacerbations after the initial re- 
mission until adolescence, at which time her 
alopecia recurred in association with the 
typical mother-daughter difficulties of ad- 
olescence. 

A ten-year-old boy lost a great deal of 
his hair shortly after the birth of his last 
sibling. The mother revealed a pathological 
and dramatic shift of emphasis in the family 
from the patient to the new baby. The pa- 
tient had been chronically irritating and 
demanding. He had had enuresis continually 
up to the time of the development of the 
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alopecia areata. The enuresis stopped at 
that time. 

A seven-and-one-half-year-old | enuretic 
boy had developed alopecia areata shortly 
after the birth of the next sibling several 
years prior to our seeing him. His enuresis 
and alopecia areata had seemed to alternate 
with each other. 


5. Loss 


An 11-year-old boy who had consider- 
able difficulties with homosexual fantasies 
developed a spot of alopecia areata two 
weeks after terminating an otherwise success- 
ful year of psychotherapy with a male 
therapist. It was evident that the termina- 
tion had signalled temporary intensification 
of his homosexual feelings and their under- 
lying dependent longings, stemming from 
inadequate mastery of his earliest relation- 
ships with both parents. 

A ten-year-old girl lost her hair two 
weeks to a month after her father left the 
house permanently in the midst of a fam- 
ily argument. Subsequent exacerbations and 
remissions were correlated with the vicis- 
situdes of the girl's unrealistic fantasies of 
reconciliation with her father. 


Discussion 


Our case material, although very exten- 
sive, has been markedly condensed in this 
presentation. Since this is neither a statistical 
study nor an effort to prove anything def- 
initely, any conclusions drawn are certainly 
subject to legitimate skepticism. However, 
the predominance of certain observations in 
these histories and clinical interviews makes 
it difficult for us to avoid drawing some con- 
clusions about the process under observa- 
tion. 

The most prominent of these observations 
is the interval of about two weeks be- 
tween an event of monumental emotional 
significance in the patient's life and the on- 
set of symptoms. This has been called a 
period of stress, particularly in adult pa- 
tients who have been seen on the battle- 
field or elsewhere and subsequently lost their 
hair because of what was felt to be a fright. 

On closer examination of our cases, how- 
ever, it would appear that what might be 
called fright must be dissected further. Much 
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more universal in these situations is the 
element of loss. The loss itself may cause 
fright, but all of these children had been 
frightened in various other situations before 
and had survived without untoward difficul- 
ties. Indeed, most of them were reasonably 
adequate children in many ways, and none 
that we saw were psychotic. 

Loss itself is not an adequate concept. 
These cases do not seem to represent a loss 
in the sense of a defeat, injury to pride, or 
disappointment which can be adequately 
mastered and substituted for in one way or 
another by the patient. Rather, these losses 
would appear to reach far deeper into the 
patient’s underlying emotional structure and 
to represent a major threat to the child. This 
was true despite the wide variety of develop- 
mental levels involved in this series. 

In many cases, particularly the younger 
ones, the loss was a very real one, such as 
the death of an important relative or disap- 
pearance from the household of one family 
member or another. But in other older 
and psychically more complex patients, it 
appeared to be more attenuated and sym- 
bolized—an episode of rejection, such as 
being moved upstairs or being moved out 
of the bedroom, or a shift in the focus of 
family interest in relationship to the child. 
In all of these examples, as a prerequisite 
to being an effective alopecia-producing trau- 
ma, the situation must have touched an area 
from which there was a thread running to 
the very basis of the patient’s emotional 
security, pointing at a much earlier time in 
life. This is seen rather clearly in those 
patients whose episodes had been associated 
with the birth of a new sibling, for example, 
and in whom so often a feeding problem was 
found in the very earliest periods of their 
lives in relationship to an ambivalent 
mother. 

In those patients whose symptoms ap- 
peared later in life for the first time, one 
could see the management of the earlier 
loss by a perceptible symptomatic means 
until a new event, such as the birth of a 
sibling or the return of a father with con- 
sequent reorganization of the social struc- 
ture of the household, made it impossible 
to maintain the symptomatic denial or res- 
titution. It was in these situations, where 
there was an apparent collapse of the pre- 
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viously elaborated denial systems, that one 
could see the patient’s development of 
alopecia harking back to an earlier per- 
ceptible episode of loss of the mother. The 
elements involved then, appeared to be an 
earlier loss, symptomatic management, and 
a subsequent more immediately precipitating 
event that activated the earlier loss by 
its destruction of the symptomatic denial 
system. 

These observations might well be crit- 
icized from two points of view. First, one 
might point out that careful scrutiny of any 
patient's life would uncover some relatively 
severe difficulties. This valid criticism would 
seem inappropriate in this case, however, 
because of the startling regularity of the 
time interval between the major emotional 
event and the development of symptoms. 
Our extensive clinical experience with pa- 
tients of all ages presenting with other com- 
plaints, in this and other clinical settings, 
Served as a gross control and certainly sug- 
gested no such regular pattern, either as 
to time intervals or the type of psycho- 
pathologic process. 

The second criticism could stem from this 
latter relationship, in that remarkably few of 
the patients seen could be said to be free of 
the psychic processes described here. Several 
of the patients did show little of what has 
been observed and described above. Care- 
ful scrutiny of these cases, however, revealed 
that most of them were latency children 
whose secrets could not be adequately di- 
vined during the time allowed and whose 
parents could not or would not provide an 
adequate history. In many of the patients 
who, in retrospect, presented in an initially 
enigmatic fashion, the later interviews often 
provided the clinical material necessary for 
adequate understanding of the case. In view 
of this experience, there is reason to feel that, 
were the diagnostic techniques more univer- 
sally effective, even more of the patients 
would be found to fit the patterns we have 
described. 

Finally, because of the possibility of in- 
dividual bias, the cases described in this 
study were compared with cases examined 
in the same setting by other diagnosticians. 
The data proved to be almost identical con- 
sidering that often these particular data had 
been incidental to the main purpose of the 
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diagnostic evaluations, which were more con- 
cerned with workable treatment issues in 
the patient’s life than with the often untreat- 
able somatization process itself. 

Having convinced ourselves, at least, 
that there is a connection between the 
psychic processes and the physiologic dis- 
turbance in this particular situation, we must 
leave the matter where so many other in- 
vestigations of psychosomatic entities have 
ended up. In the psychic area one can 
conclude that there is a serious difficulty 
in the development of the various object 
relationships, a subsequently vulnerable ego 
structure, and a recent precipitating factor. 
In the physiologic area there is an easily 
documented perception of the local phenom- 
enon, with no clue to the interconnecting 
links between the all too evident psychic 
correlates and the end stage of the physio- 
logic process(2, 5, 8, 9, 15, 27). 

Little is known, for instance, about why 
the skin is the organ affected. In one case 
two siblings, widely separated at different 
times and under different circumstances, 
each experienced alopecia areata in response 
to a very specific loss. There was one pa- 
tient with acute alopecia areata whose moth- 
er and maternal grandmother had also ex- 
perienced the same condition connected 
quite perceptibly with emotional upsets of 
one kind or another. There are a few pa- 
tients for whom the hair was obviously over- 
valued, usually by the mother, but there is 
certainly not enough evidence as yet to 
draw many conclusions about this. 

In addition, there is little real under- 
standing, from a developmental point of 
view, of the nature of the early object 
difficulties. The closer one looks at early 
object relationships, the harder it becomes 
to understand what is good, what is bad, 
and what is involved in setting the stage 
for later development of trouble. The dif- 
ficulties of observation and perception, as 
well as the shortcomings of reconstructions 
on the basis of adult and child analyses, are 
patent. Observation and reconstruction can- 
not provide more than useful vectors in a 
very complicated system. 

Metaphorical expression of what the 
symptom means does not help us too much 
in this respect, as soon as we recognize that 
what we are studying is not simply a skin 
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disease but a vascular phenomenon of 
some kind. Perhaps if we understood the 
nature of the microvascular changes that 
occur, we might be able to make a more 
specific metaphorical representation in more 
basic terms of what the illness expresses. 
Even after delineating that, however, we 
would have to carry the matter one step 
further and attempt to understand the neuro- 
humoral and neurophysiologic mechanisms 
that are involved in the process. This once 
again leaves us with the same problem that 
has arisen in so many other efforts to study 
the psychic-physiologic gap, and we cannot 
hope to extend this aspect of our knowledge 
much further with the kind of study that 
has been carried out here. 

The usefulness of such a study, however, 
would appear to be twofold. First, it appears 
to demonstrate another bona fide psycho- 
somatic entity which, because of its unique 
qualities, lends itself to more careful study 
on a physiologic and psychiatric basis. The 
uniqueness of the syndrome lies in its ready 
observability early in its development, in the 
specific time element of two weeks which 
appears in so many of these cases, and in 
the relatively monolithic psychic situation 
in which it occurs. 

Its occurrence, moreover, in very young 
children would tend to simplify the under- 
standing of the psychic processes involved, 
as opposed to those syndromes which de- 
velop only, or can only be discovered 
readily, in older people whose psychic pro- 
cesses become so infinitely overlaid with 
secondary phenomena that it is virtually 
impossible to discover the genesis of the 
physiologically connected psychic processes. 
Secondly, so discernible an entity would seem 
to provide an ideal medium for psychiatric 
observation and study of the epigenesis of 
somatic symptom formation. 
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Correctional Treatment 


BY CHARLES E. 


Correctional work with sex offenders is com- 
plicated by confusing statutory definitions, 
uncertainties about diagnosis, problems in 
motivation for treatment, and many other 
factors. After evaluating these difficulties and 
the resources available to overcome them, 
the author concludes that this group of of- 
fenders is most effectively treated in a hos- 
pital rather than a correctional setting, using 
the technique of group psychotherapy. 


A WE ALL KNOW, there are many areas of 
uncertainty in psychiatry. Some of these 
must be recognized in any discussion of the 
treatment of the sexual deviate. For instance 
there are difficulties in definition, problems 
in diagnosis, dilemmas surrounding the right 
to treatment, motivational problems, ques- 
tions of the adequacy and efficacy of treat- 
ment resources and programs, and, finally, 
problems involving prognosis and the de- 
termination of dangerousness. In view of 
all these uncertainties, is it any wonder that 
the sexual deviate appears so faceless and 
changeable? Obviously it is difficult to be 
very definite about the treatment of such an 
ill-defined entity. 

A recent article by Kobler in the Saturday 
Evening Post(7) observes that “the United 
States has the highest rate of sex crime but 
incredibly little is done to protect victims or 
rehabilitate offenders.” This article provides 
a good review of the subject. It dispels some 
of the common myths concerning sex of- 
fenders and considers constructive ways of 
handling them. Its theme—“I don't know 
why I did it"—is graphically expressive of 
the state of our knowledge. 


At the time this paper was written, Dr. Smith 
was chief of service, west side division, Saint Eliza- 
beths Hospital, Washington, D. C. He is now asso- 
Ciate professor of psychiatry, University of North 
Cooling School of Medicine, Chapel Hill, N. C. 
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of the Sexual Deviate 


SMITH, M.D. 


In another recent article, Kozol(8) and 
his associates discuss problems in the diag- 
nosis, treatment, and disposition of cases 
handled under the Massachusetts sex of- 
fender statute. These authors observe that 
diagnosis and evaluation prove to be diffi- 
cult tasks, while treatment is necessarily ex- 
perimental. They suggest that we should be 
more optimistic about the possibility of re- 
habilitating so-called dangerous sex psycho- 
paths and they recommend that treatment 
be individualized. They are hopeful that 
similar specialized treatment programs may 
be devised for other classes of offenders. 

In their monograph on pedophilia and ex- 
hibitionism, Mohr, Turner, and Jerry(12) 
point out that definitions of sexual deviations 
and sexual offenses vary with the setting in 
which the case is studied. They observe that 
we have some definitions which are derived 
from clinically oriented case studies and 
other definitions which are derived from 
criminologically or legally oriented case 
studies. Thus, clinical studies of sexual 
deviates give rise to definitions based on the 
theoretical assumption that some form of 
emotional disturbance, either functional or 
organic, underlies the sexual misbehavior. 
Such definitions may be influenced by psy- 
choanalytic theory, application of psychiatric 
nosology, and the identification of person- 
ality characteristics which are essentially 
unspecific. 


Statutory Definitions 


Legal and criminologically oriented studies 
of sexual offenders usually apply some of 
the clinical method along with analysis of 
the nature of the act and characteristics of 
the victim. The resulting hodgepodge, which 
has been dignified by some as “quasi-medi- 
cal,” finds its expression in the contemporary 
sexual psychopath statute. These statutes 
contain rather general definitions of so-called 
repeated or habitual sexual misconduct. 
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A representative statute is that appearing 
in the District of Columbia Code(1), which 
defines a sexual psychopath as “a person, 
not insane, who by a course of repeated mis- 
conduct in sexual matters has evidenced such 
lack of power to control his sexual impulses 
as to be dangerous to other persons because 
he is likely to attack or otherwise inflict in- 
jury, loss, pain, or other evil on the objects 
of his desire.” 

In general the statutory definitions contain 
ambiguities which make them of little use 
in arriving at scientific definitions of the of- 
fender. In spelling out the needs for confine- 
ment and treatment, the statutes define de- 
grees of dangerousness, which, more often 
than not, are measured in the main by psy- 
chiatric study and opinion. Thus, in their 
application, the statutes tend to reflect and 
perhaps extend the uncertainties and am- 
biguities in the clinical findings upon which 
they rely. Let me add in passing that, not 
infrequently, incomplete and fragmentary in- 
formation concerning the victim and the act 
contributes to the uncertainty present in psy- 
chiatric findings. 

From these considerations it becomes ap- 
parent that the development of definitions 
permitting classification of the various forms 
of deviant sexual behavior requires knowl- 
edge of the deviant, his act, and his victim, 
when applicable. For instance, pedophilia 
may be defined as the desire for sexual 
gratification with a child, with the sex of 
the object determining whether it should be 
classed as heterosexual pedophilia or homo- 
sexual pedophilia. Exhibitionism has been 
defined as the impulse to expose the male 
genital organs to an unsuspecting female as 
an act of sexual gratification. 

Gebhard(3) and his associates at the In- 
stitute for Sex Research discussed the prob- 
lem of definitions in their study of sex of- 
fenders. They recognize that there are legal, 
cultural, and psychiatric definitions, each of 
which presents difficulties in application. 
In the search for something practical and 
functional these authors devised definitions 
of the sex offense and sex offender as fol- 
lows: 


A sex offense is an overt act committed by a 
person for his own immediate sexual gratifica- 
tion which 1) is contrary to the prevailing 
sexual mores of the society in which he lives, 
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and/or is legally punishable, and 2) results in 
his being legally convicted. 

A sex offender is a person who has been 
legally convicted as the result of an overt act, 
committed by him for his own immediate sexu- 
al gratification, which is contrary to the pre- 
vailing sexual mores of the society in which he 
lives and/or is legally punishable. 


By breaking the offender category into a 
number of subgroups, including heterosexu- 
al, consensual, and forced relationships with 
a child or adult and homosexual consensual 
relationships with child or adult, the institute 
team was able to identify offenders in terms 
of several varieties of acts and victims. 
While these definitions were useful in gather- 
ing information to characterize various types 
of offenders and to provide data from which 
inferences concerning etiology could be 
drawn, they were not without shortcomings. 


Diagnostic Problems 


I would like to proceed to the problem of 
diagnosis, using illustrative cases drawn from 
a hospital setting. During the past several 
months I have undertaken a record review 
of a group of patients at Saint Elizabeths 
who were committed for various sex of- 
fenses. Some of these patients were com- 
mitted as sex psychopaths; others were sent 
to the hospital for examination and were 
subsequently returned as not guilty by reason 
of insanity. 


Case 1. A 32-year-old single man was ad- 
mitted as a sex psychopath following his having 
been charged with indecent exposure to a young 
girl. He had several prior arrests for this same 
offense. This man had a high school education, 
an IQ of 104, and had been employed as a 
waiter. He indicated that his offenses had al- 
ways been associated with drinking and de- 
scribed having impulses to touch the genitals 
of young girls when he was drinking. He felt 
himself to be a rather anxious and passive 
person. 

He proved to be a model patient in the 
hospital. He was always helpful and coopera- 
tive and worked regularly on a hospital assign- 
ment. He was diagnosed as having a psycho- 
neurotic disorder, obsessive-compulsive type. 
During his hospitalization he had an affair 
with a female patient whom he impregnated. 
One observer felt that this experience was 
therapeutically beneficial to him to the extent 
that it made him more confident of his ability 
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to win over adult females. This patient was 
eventually discharged from the hospital and 
he has since married and now has two children. 


Case 2. A second rather unusual case of 
exhibitionism is that of a 32-year-old man who 
was committed as a sex psychopath after hav- 
ing been arrested for holding a gun on a 
woman and forcing her to observe him mas- 
turbating. This man, who had an IQ of 74 
and a third grade education, had been em- 
ployed as a laborer. He was a rather simple 
primitive type who indicated little feeling for 
others. He tended to perseverate and was some- 
what vague. However, his institutional behavior 
was very good. He was originally diagnosed 
as a psychopath. With the passage of time, the 
underlying schizophrenic process became more 
apparent. 


Case 3. A representative case of pedophilia 
is that of a 30-year-old man who was com- 
mitted as a sex psychopath after being charged 
with indecent acts with male children. This 
man, whose IQ was 91, had an eighth grade 
education. He had been employed as a truck 
driver. He described homosexual activities be- 
ginning at age 12. He evidenced considerable 
immaturity and was regarded as somewhat in- 
fantile. He expressed a preference for fellatio 
on male children. While in the hospital, he was 
described as a model patient. He seemed in- 
different about his aberrant sexual impulses. 
On admission he was diagnosed as a socio- 
pathic personality. Since then he has begun to 
show symptoms of a paranoid psychosis. 


In my experience, these three cases are 
typical examples of the uncertainties of psy- 
chiatric diagnosis of the sexual deviate. The 
validity of the diagnosis of obsessive-com- 
pulsive neurosis in the first case is open to 
serious question. If it were valid, a most 
unusual and perhaps spontaneous remission 
in the ‘obsessive-compulsive” features has 
occurred, In the last two cases there can 
be little question that the diagnostic impres- 
sions of psychopathic personality were gross- 
ly erroneous. 

Consider also that variations in diagnosis 
may be related to the orientation of the 
examiner, the setting in which the examina- 
tion is made, and the time. For instance, 
Glueck’s(4) findings of a decade ago indi- 
cated that 76 percent of the homosexual 
pedophiles in his series were using some 
kind of schizophrenic adaptation—psycho- 
Pathology of such serious nature as to war- 
Tant intensive electroconvulsive therapy at 
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that time. Then consider the current view 
that the homosexual pedophile is only rarely 
psychotic. Also note that this view tends to 
improve the pedophile’s chances for treat- 
ment under the sex psychopath statutes, 
which usually require that the defendant not 
be insane. 

There is more likelihood of a diagnosis 
of neurosis or psychosis in the hospital set- 
ting, while the character and sociopathic dis- 
orders are likely to be diagnosed with greater 
frequency in correctional institutions. An- 
alytically oriented psychiatrists are probably 
more likely to find neurotic traits. Psycholo- 
gists usually find the deviates to be neurotic 
and immature. However, psychological tests 
are of limited value because these individuals 
are prone to resist them, since they are afraid 
to reveal themselves. 

Notwithstanding shortcomings in diag- 
nosis, at least three important conclusions 
can be drawn from the studies which have 
been made. First, most authorities agree that 
the dangerous and bizarre offenses are usual- 
ly committed by deviates who are found to 
be overtly psychotic when examined. Gutt- 
macher(5) made this point as well as any- 
one in his monograph on sex offenses. 

The second point is that the diagnostic 
studies required by the sex psychopath laws 
help to separate out those deviates most 
likely to benefit from treatment. For in- 
stance, Gebhard(3) and his group found 
that in California those selected are generally 
young men with good intelligence and edu- 
cation, belonging to upper socioeconomic 
groups—more like the kinds of individuals 
whom physicians select as private patients. 

Finally, we now know that earlier no- 
tions about the importance of senility and 
impotence as factors in the diagnosis of 
sexual deviations are not valid(2). 


The Right to Treatment 


It is now an accepted principle that along 
with various procedural guarantees the com- 
mitted sex offender must have the right to 
treatment. Two recent decisions in the U. S. 
Court of Appeals for the District of Colum- 
bia bear directly on this matter. In the 
Rouse case(13), the court found that when 
the purpose of a commitment is detention 
for treatment, as for instance when a person 


[69] 


618 


is involuntarily committed after being found 
not guilty by reason of insanity, the “right 
to treatment” provision of the Hospitaliza- 
tion of the Mentally Ill Act will be applica- 
ble. In the Millard case(10), the court 
stated that the same principle applies to a 
person involuntarily committed to a hospital 
as a sex psychopath. The opinion in the 
Millard case states: “Indefinite commitment 
under the sexual psychopath law is justifi- 
able only upon a theory of therapeutic 
treatment. Lack of treatment destroys any 
otherwise valid reason for differential con- 
sideration of the sexual psychopath.” 

In its rulings, the court has established the 
patient’s right to treatment as an absolute 
right to adequate treatment, without excep- 
tion. Included in these rulings is the warn- 
ing that traditionally accepted excuses for 
failing to provide adequate treatment will 
no longer be tolerated. Clearly this guarantee 
of treatment places new burdens on psy- 
chiatrists and other behavioral scientists. 

It is important to note that this guarantee 
of treatment implicitly constitutes a denial 
of any right of imprisonment, which is 
thought by some to be a significant abridg- 
ment of the offender’s rights(9). In addi- 
tion to the question of the propriety of giv- 
ing treatment where none is desired, the 
denial of the alternative of imprisonment can 
materially affect the duration of confinement, 

Because physicians are by nature conser- 
vative and careful to take no action which 
might reflect on their judgment, sex offenders 
treated in facilities administered by physi- 
cians may remain in confinement longer 
than those who are imprisoned. Thus, pre- 
dictably dangerous persons are released from 
prisons every day, while similar persons are 
held in hospitals until there is assurance that 
they will no longer be dangerous to anyone. 

Furthermore, we tend to be more con- 
cerned about the recidivism rates of sex of- 
fenders than we are about reconviction rates 
of other classes of offenders. Actually, the 
approximately 25 percent recidivism rate 
for some sex offenses is much lower than 
that of several other offenses including, for 
example, auto theft, where the recidivism 
rate is closer to 60 percent. Also, there are 
disparities in the terms of confinement of 
Sex offenders because of failure to distin- 
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guish between dangerous sex offenses and 
those which have only nuisance value. 


The Assessment of Dangerousness 


While it may be that we are not always 
as well prepared as we might be to realistical- 
ly assess the potential dangerousness of a 
given sex offender in terms of existing diag- 
nostic and prognostic criteria, nevertheless 
we must continue to make decisions about 
these cases within current administrative and 
legal frameworks. The Model Sentencing 
Act(11) specifies that, to be considered dan- 
gerous, an offender must have "inflicted or 
attempted to inflict serious bodily harm and 
is suffering from a severe personality dis- 
order indicating a propensity toward crimi- 
nal activity, or he must have seriously en- 
dangered the life or safety of another, has 
been previously convicted of one or more 
felonies and is suffering from a severe per- 
sonality disorder indicating a propensity 
toward criminal activity." This suggested 
statute makes a distinction between offenses 
involving "serious bodily harm" and proper- 
ty crimes. The same distinction is made in 
virtually all of the sex psychopath statutes 
which now exist in some 28 states. 

In practice, “severe personality disorders” 
of the kind referred to in the Model Act are 
either character or sociopathic disorders. In 
determining the dangerousness of such cases, 
use is made of the psychiatric examination, 
including a detailed history of the indi- 
vidual's background. A history of threaten- 
ing and/or assaultive behavior will support 
an opinion of dangerousness. Projective psy- 
chological tests are often useful in revealing 
unconscious repressive defenses associated 
with dangerous and threatening behavior. 

An individual may be confined as dan- 
gerous under these kinds of statutes as long 
as there is evidence of the probability that 
he will commit a criminal act. For instance, 
the probability that an individual will com- 
mit a nonviolent crime such as exhibitionism 
can be sufficient justification for continued 
detention. Once committed, the individual 
must bear the burden of proving beyond a 
reasonable doubt that he would not be dan- 
gerous if released. 

Most of us would agree that a definite 
period of imprisonment would be preferable 


Amer. J. Psychiat. 125: 5, November 1968 


CHARLES E. SMITH 


to an indefinite commitment which promises 
treatment, when, in fact, none is available. 
By the same token, when treatment is avail- 
able, we should recognize when the maxi- 
mum benefit has been attained, even though 
this may well be short of a complete and 
lasting cure. Thus, to me it makes no better 
sense to continue a patient under treatment 
beyond the point at which he might be ex- 
pected to show further improvement than 
it does to confine a person for treatment 
which does not exist. What I am suggesting 
is that we should begin to think about estab- 
lishing some limits for the duration of treat- 
ment of these cases, drawing on our ex- 
perience for guidelines, 


Motivation 


Let me move on to consider the problem 
of motivation, another of the areas which is 
surrounded by uncertainty. Ordinarily the 
sexual deviate does not see himself as a 
patient in need of help, On the contrary, with 
few exceptions these patients are inclined 
to deny any problem and to be indifferent, if 
not resistive, to psychiatric studies directed 
at bringing out any possible psychodynamic 
material. As has already been pointed out, 
these patients are usually resistive to psycho- 
logical examinations. As we know, the situa- 
tion is often aggravated by the fact that the 
patient enters treatment under duress. He 
has been publicly embarrassed and, more 
often than not, he is despondent over loss 
of status in his family, community, and em- 
ployment. 

Insight and motivation are also often im- 
paired by the patient’s need to deny anxiety- 
provoking symptoms. Anyone who has ever 
attempted individual therapy with cases of 
this kind has observed the massive resistance 
that they demonstrate. Superficially at least, 
patients who demonstrate psychotic symp- 
toms and those in which alcohol has been 
a factor may appear more accessible. How- 
ever, experience has shown us that this ap- 
parent improved accessibility to treatment 
does not usually go along with an improved 
outcome. 

In many cases it has seemed to me that 
an indeterminate sentence, as provided by 
the sex psychopath statutes, or an indefinite 
hospital commitment have been serious detri- 
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ments to motivation. We know that inequit- 
able sentences often have adverse effects on 
the sensitive motivation of prisoners who are 
undergoing treatment. Successful treatment 
requires that both therapist and patient rec- 
ognize when improvement has occurred. It 
is neither therapeutic nor economical to con- 
fine a patient after he has recovered, Prisoner 
and patient alike will “do time” easier when 
they can see an end to their confinement. 

If we were to ge guided by the patient's 
decision as to whether or not he wants treat- 
ment, few if any sexual deviates would be 
treated. Holt(6) has suggested that motiva- 
tion is not a useful criterion for evaluating 
patients for psychiatric treatment. Instead, 
he feels that the decision as to treatability 
should be based upon the patient's needs and 
capacities. 

Implicit in the sex psychopath statutes is 
the concept that the deviate needs treatment. 
However, ideas about his capacity to change 
and benefit from treatment are not so clear. 
In short, motivation remains a critical con- 
sideration in the treatment of the sexual 
deviate, who tends to be resistive to recon- 
structive psychotherapy. Let me point out 
emphatically that this does not mean these 
patients are not generally cooperative. Re- 
gardless of how they feel, most of them have 
sufficient capacity to recognize that anything 
less than good behavior would be unfavor- 
able to release. 


Treatment Choice 


In discussing treatment modalities, I am 
going to dismiss individual psychotherapy at 
the outset, since reports of cases treated by 
this method are not representative enough 
to permit the drawing of any conclusions. 
Furthermore, in the face of present-day 
shortages of personnel, recommending the 
greater use of individual therapy would sim- 
ply amount to beating a dead horse. Also, 
not very much can be said for the physical 
treatments, including drugs, except in treat- 
ing those cases with evidence of schizo- 
phrenia. Let me observe in passing that the 
question of castration is too complex to be 
dealt with in this brief review. 

Tn general, it appears that group treatment 
is the method of choice in present-day pro- 
grams. This technique provides an oppor- 
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tunity for patients with similar problems to 
share experiences and, one hopes, to gain 
improved insight and control. Through group 
interaction, deviants may learn how to bet- 
ter manage their deviant impulses in a 
socially acceptable manner. Treatment car- 
ried on in the hospital setting, where there 
are diverse forms of psychopathology, makes 
it possible for the deviant to find a degree of 
acceptance which can facilitate the develop- 
ment of useful interpersonal relationships in 
the group setting. I am convinced that it is 
much more difficult, if not indeed impossible, 
to conduct treatment of sexual deviants in 
correctional settings where the pressures of 
adaptation tend to cause the deviate to be 
shunned, if not completely isolated. In such 
settings, perhaps the best that can be hoped 
for is symptom suppression and denial. 

Treatment in the hospital setting has the 
additional advantage that it ordinarily per- 
mits some exposure to members of the op- 
posite sex, thus implicitly encouraging het- 
erosexual relationships. For the patient in the 
hospital setting, reality testing makes it con- 
stantly clear that heterosexuality is indeed 
the sexual activity which we wish for all 
members of society. On the other hand, de- 
viants handled in correctional type institu- 
tions may come to wonder if homosexuality 
cannot be an acceptable way of discharging 
the libido. 

The evaluation of the efficacy of treatment 
programs for sexual deviants is both difficult 
and complicated. Considering the problems 
of definitions and diagnosis that have been 
described, statistical comparison of results 
inevitably provides data of questionable 
validity. The analysis of recidivism rates 
among groups of sexual offenders has, thus 
far, not provided information useful in evalu- 
ating treatment. Studies of deviants during 
institutional treatment inevitably employ sub- 
jective criteria which are of limited useful- 
ness in making valid measurements of 
change. Since most deviants exhibit good 
behavior while institutionalized, behavior in 
itself is not a useful index of change. Psy- 
chological tests are of limited value in actual 
practice. 

In considering the deviant’s suitability for 
return to the community, Kozol(8) has sug- 
gested the following criteria: whether or not 
the patient has developed strong conditioning 
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against a repetition of his original offensive 
behavior; has experienced insightful dissipa- 
tion of his neurotic distortions; is not psy- 
chotic; has developed a compassionate con- 
cern with the welfare and interest of others; 
has generally matured in attitudes of social 
responsibility; has divested himself of hos- 
tilities and resentments; has an enhanced 
image of himself as a mature adult and 
specifically recognizes that sexual behavior 
involves responsibility as well as gratifica- 
tion; in short, that he is now no longer 
"sexually dangerous." Treatment directed at 
achieving such goals as these is hopeful, but 
perhaps unobtainable, considering the pres- 
ent state of our knowledge. 


Conclusion 


In closing, let me briefly outline some of 
the things which we will have to know before 
we can make valid measurements of the 
efficacy of our treatment efforts. To begin 
with, it will be necessary to refine our noso- 
logical concepts of sexual offenders. It is 
suggested that an improved classification sys- 
tem for sex offenders will require abandon- 
ment of the sex psychopath statute as a 
model. 

Only within an improved classification 
System can diagnosis of the sex offender real- 
ly mean anything. Present diagnostic con- 
cepts of the sex offender are lacking in 
specificity, often ambiguous, vague, and even 
misleading. 

At some time in the future when we have 
an acceptable scientific classification system 
for the sexual deviate and more valid con- 
cepts of diagnosis, a more meaningful dis- 
cussion of motivation and treatment will be 
possible. Until then we can only stress the 
need for continued experimentation and re- 
search, both in law and psychiatry. 
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Multiple Monitored Electroconvulsive Treatment 


BY ROGER K. WHITE, M.D., JAMES J. 


The authors report their experience with the 
administration of multiple monitored elec- 
troconvulsive treatment (MMECT), a tech- 
nique involving multiple seizures and elec- 
tronic EEG monitoring of the quality and 
duration of convulsive activity. Advantages 
of the technique over the conventional ECT 
method include a shorter average hospital 
stay, reduction in memory loss, and sig- 
nificantly better safety features, Further in- 
vestigation of MMECT may produce new 
information about the mode of action of 
electroconvulsive therapy as well as con- 
firmation of the benefits of this method. 


Du TIME to time various modifica- 
tions of electroconvulsive therapy (ECT) 
have been reported. While this approach 
to treatment of psychiatric disorders is 
widely used, it remains basically an empir- 
ical form of treatment. Over the years nu- 
merous studies of electroencephalographic 
activity before, during, and after treatment 
have been carried out, providing observa- 
tions but no explanations of the mechanism 
of action. 

In 1966 Blachly and Gowing(1) re- 
ported a technique for administering elec- 
troconvulsive therapy which they call mul- 
tiple monitored electroconvulsive treatment 
(MMECT). In this method, involving a 
psychiatrist and an anesthesiologist, the pa- 
tient is anesthetized and total muscle re- 
laxation is obtained by an intravenous in- 
fusion of succinylcholine, which is continued 
throughout the procedure. It differs from 
other modifications of ECT in that a num- 
ber of seizures (usually five) are produced 


At the time this paper was prepared, Dr. White 
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Falls, Mont. He is now assistant professor of psy- 
chiatry, University of Louisville Medical School; 
his address is 231 West Oak St., Louisville, Ky. 
40203. Drs. Shea and Jones are anesthesiologists 
in Great Falls, Mont. 
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by electrical stimulation with an interval of 
three minutes occurring between the end 
of one episode of seizure activity and the 
next electrical impulse. The timing and ob- 
servation are easily carried out with an 
electronic electroencephalographic monitor 
which is connected to the patient through- 
out the procedure. 

The observations on which this article is 
based were made on a series of 27 con- 
secutive private psychiatric patients treated 
in Great Falls, Mont. Our interest in trying 
a new modification centered around prac- 
tical clinical considerations. First and fore- 
most, this technique, in which all muscle 
activity could be eliminated and in which 
the quality and duration of convulsive 
activity could be accurately determined by 
means of an EEG monitor, seemed to us to 
provide additional safety. 

In addition, the original investigators 
felt that the memory loss with this tech- 
nique was less than that seen with conven- 
tional ECT. If true, this would provide a 
means of shortening the hospital stay of 
the patients requiring this form of treat- 
ment. 

On the basis of our experience in treat- 
ing this group of patients we have been 
quite satisfied with the procedure in terms 
of the above-mentioned practical considera- 
tions. As a side effect, we find ourselves, 
like Blachly and Gowing, faced with many 
basic questions involving central nervous 
system  electrophysiology, psychiatric ill- 
ness, convulsive disorders, and electrocon- 
vulsive therapy that we feel are not ade- 
quately answered at this point in medical 
history. Certainly this treatment method 
could provide a starting point for investiga- 
tions in a number of directions. 


Method 


The patients were evaluated medically 
prior to treatment, with particular attention 
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paid to cardiovascular, pulmonary, and 
drug histories. As our usual internal med- 
icine consultants became better acquainted 
with the technique, they and the anesthe- 
siologists (Shea and Jonas) have become 
much more liberal in clearing patients for 
treatment than had been the case with con- 
ventional ECT. 

Pretreatment medication initially con- 
sisted of 100 mg. of pentobarbital and 0.6 
to 1.0 mg. of atropine, given one hour 
prior to treatment. Early in the series the 
most vexing problem was one of secretions 
secondary to the succinylcholine. Scopol- 
amine was added to the pretreatment med- 
ication, and the anticholinergic combination 
now usually consists of 0.7 mg. of atropine 
plus 0.3 mg. of scopolamine. Occasionally, 
for a large patient, the dose is increased 
to 1.0 mg. of atropine plus 0.5 mg. of 
scopolamine. With this modification, secre- 
tions are no longer a problem. The pen- 
tobarbital has been omitted from pretreat- 
ment medications since early in the series 
we found that patient acceptance of the 
procedure was very good and apprehen- 
siveness did not seem to be a problem. 

The patients are anesthetized with metho- 
hexital, 80-120 mg. administered intrave- 
nously, and the succinylcholine 0.2 mg. 
percent drip is started as soon as hypnosis 
is achieved. Patients are ventilated inter- 
mittently with positive pressure using an 
AMBU bag attached to an oxygen supply. 
EEG and ECG electrodes connected to an 
ORM-1 operating room monitor are then 
attached. 

After paralysis becomes complete, an 
electroconvulsive stimulus is administered 
with a Medcraft model B-24 ECT unit. 
The convulsive pattern is followed on the 
cathode tube on the monitor, and when the 
convulsive activity stops, a three-minute 
interval is timed. At the end of this interval 
another impulse is given to produce further 
seizure activity. The same time sequence of 
impulse, seizure, and three-minute interval 
is followed until five impulses (an arbitrary 
number) have been given. ira 

Blood pressure is monitored by clinical 
means. Persistent marked elevations of sys- 
tolic and diastolic pressure and pulse rates 
are observed during the: periods of seizure 
activity, although these elevations are not 
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high enough to be alarming. We have noted 
that in cases where an inadequate stimulus 
was administered, not only was there no 
grand mal seizure activity shown on the 
monitor but also no rise in pulse or blood 
pressure occurred. 

The first treatment of this series was 
given in an operating room. All subsequent 
patients have been treated in their rooms 
on the floor of a general hospital. All equip- 
ment necessary for this procedure is readily 
available in most hospitals and is quite por- 
table. Suction and oxygen in the room are, 
of course, a necessity. 

Following completion of treatment, patients 
are given a small intravenous dose of pento- 
barbital (50-150 mg.) to prevent post- 
treatment confusion and agitation. The 
patients are then placed in the lateral decu- 
bitus position with an airway in place and 
are placed in the care of the general nurses 
in charge of the floor. A nurse remains 
with the patient until the airway can be 
safely removed. 


Results 


The series reported consisted of 27 vol- 
untary private psychiatric patients. The 
diagnostic category breakdown is shown in 
table 1. These 27 patients received a total 
of 85 treatment sessions, with each treat- 
ment session involving an average of five 
electrical impulses. The average patient 
therefore received 3.26 treatment sessions 
and 16.3 electrical impulses. The treatments 
were generally administered in a period of 
six days or less. 

Because the subject group consisted en- 
tirely of voluntary private patients and be- 
cause psychological testing services, which 
could have cast a more objective light on 
the degree of improvement, were not 
readily available, our impressions of the 
treatment results are based on the opinions 
of the physicians involved and the nursing 
personnel working with these patients. Com- 
plete remission is defined as the disap- 
pearance of all the signs and symptoms of 
psychiatric illness which were present on 
admission to the hospital. Significant im- 
provement denotes either the disappearance 
of the most troubling symptoms or the 
diminution in intensity of symptoms so that 
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TABLE 1 
Number of Sessions and Clinical Improvement as Related to Diagnosis 


NUMBER OF NUMBER OF SESSIONS COMPLETE SIGNIFICANT NO 
DIAGNOSIS PATIENTS 2 3 4 5 REMISSION IMPROVEMENT CHANGE 
Schizophrenia (33.3 percent) 
Acute 4 3 1 4 
Chronic 
Paranoid 2 1 1 1 1 
Undifferentiated 2 1 1 1 1 
Paranoid state, chronic 1 1 1 
Affective disorders (55.6 percent) 
Involutional depression 5 1 3 5 
Manic-depressive, depressed 3 1 2 3 
Manic-depressive, manic 2 1 2 
Psychotic depression 5 t 2 2 5 
Psychophysiologic reactions 3 1 3 
(11.1 percent) 
Total 27 5 9 12 1 15 11 1 


the patient was able to return to his home 
and usual occupation and function pro- 
ductively, although he was not completely 
symptom-free, 

No patient has become worse after treat- 
ment. Most of the patients in the series had 
received other forms of treatment prior to 
MMECT with either unsatisfactory results 
or improvement which did not last. 

Unfortunately, the significant improve- 
ments seen after MMECT were not always 
permanent either. For example, two of the 
three individuals who received treatment 
for psychophysiologic problems suffered 
from apparent tension headaches which had 
been evaluated by a number of physicians 
in a variety of medical centers in Montana 
and elsewhere. Both showed complete re- 
lief from headaches along with improvement 
in other emotional symptoms for a period 
of time after treatment. While they are in- 
cluded in the significantly improved group, 
these patients subsequently had recurrences 
of their discomfort and were referred for 
prefrontal sonotomy. 

The best results were seen in patients 
diagnosed as having acute schizophrenic 
reactions, manic-depressive psychoses, and 
psychotic depressive reactions. The patients 
suffering from involutional depressions did 
not respond as well as was expected. How- 
ever, all five of these patients had received 
extensive psychotherapy and antidepressant 
medications, and three of the five had had 
conventional ECT previously with less than 
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ideal results; these factors may indicate that 
this group is a poor sample for this diag- 
nostic category. 

Memory loss was notably reduced as 
compared with the amount usually seen in 
a series of six to eight single treatments 
and, when present, it cleared much more 
rapidly. With these closely spaced seizures, 
more memory loss and confusion, rather 
than less, would be ordinarily expected. 
The fact that this is not true may be re- 
lated to the excellent oxygenation of the 
patient which is maintained throughout 
treatment. 

Since the average hospital stay for this 
group of 27 patients was 12 days, and 
the stay was less than nine days in a num- 
ber of cases, we feel that this technique has 
clinical value—for reasons of reduced mor- 
bidity if nothing else. Indeed, MMECT 
seems to render the psychotic patient ac- 
cessible to a psychotherapeutic approach 
early in his hospital stay and, in most cases, 
allows him to be moved to an outpatient 
status at a much earlier date than one might 
ordinarily expect. 


Discussion 


We feel that MMECT is a safer pro- 
cedure than conventional ECT. One is con- 
stantly aware of the nature and duration 
of seizure activity since it can be viewed 
electronically, and one is not dependent 
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on modified clonic and tonic muscle ac- 
tivity to determine the duration of seizure. 
Enough seizures lasting ten to 15 minutes 
occur (often with the first impulse) that 
we feel many of the patients who have a 
delay in resuming their own respirations 
after conventional ECT may well be ex- 
periencing prolonged seizure activity rather 
than prolonged activity of the succinyl- 
choline, as previously assumed. 

With the monitor, of course, one is con- 
stantly aware of whether or not seizure 
activity is continuing. The presence of the 
anesthesiologist for the 30 to 45 minutes 
required by the treatment provides further 
safety because of the anesthesiologist’s 
knowledge and skill in handling potential 
emergency problems in the unconscious pa- 
tient. 

The “fit switch" changes described by 
Blachly and Gowing have not proven as 
reliable an indication of sufficient treatment 
as had been hoped. The need to determine 
the distinct and precise cutoff point of con- 
vulsive activity, however, does raise a num- 
ber of questions about the basic physiology 
of convulsive seizures. The mechanism which 
would provide such a precise endpoint to 
electroencephalographic grand mal convul- 
sive activity is not known at this time, as 
far as we can determine from reviewing the 
literature. We feel that this phenomenon 
alone warrants further investigation. 

Perhaps this technique, in addition to its 
clinical usefulness, could also provide an 
opportunity for study by a variety of in- 
vestigators since the EEG activity can be 
recorded and since the convulsive activity 
is predictably produced as a part of the 
clinical treatment of the psychiatrically ill 
patient. a 

Recent work suggests concurrent bio- 
chemical studies before, during, and after 
treatment to investigate further the theory, 
which has been proposed from time to time, 
that ECT acts to cause improvement by its 
effect on the endocrine and sympathetic 
nervous systems. Certainly, with the mul- 
tiple monitored technique one would have a 
much better opportunity to measure such 
things as norepinephrine and corticosteroid 
levels than has been the case with single- 
impulse ECT. 

No problems 


Amer. J. Psychiat. 125: 5, November 1968 


have been encountered 


625 


with this procedure. In fact, it would seem 
that some potential problems have been 
made detectable and remediable by virtue 
of the electronic monitoring of EEG and 
cardiac activity. The value of the procedure 
is further enhanced by the fact that the 
necessary equipment is generally found in 
any hospital where inpatient psychiatric care 
is given. We have not had the equipment 
necessary to produce a written record of the 
activity seen on the monitor, although such 
equipment is available. 

This technique is especially advantageous 
in cases of the acutely disturbed schizo- 
phrenic patient and the acutely manic pa- 
tient. On a few occasions we have admin- 
istered MMECT on an emergency basis, 
within an hour after admission, to patients 
who were extremely upset and not controlled 
with heavy sedation. Each time we have 
found that the patient is much more at ease 
and tractable on awakening from treatment 
and no longer presents problems in hospital 
management. We feel that any time one can 
cut the hospital stay for the acute psychotic 
patient down to ten days or less, the treat- 
ment used has merit. 

MMECT is not a one-man procedure, 
and in this lies its one possible disadvan- 
tage. We feel that the continuing infusion 
of the succinylcholine solution, the need 
for continuous: oxygenation of the totally 
paralyzed patient, and the necessity of 
watching not only the patient but also the 
monitor makes it imperative that an an- 
esthesiologist as well as a psychiatrist be 
involved. The procedure does eliminate the 
need for special treatment rooms and spe- 
cial treatment teams of nurses. Generally, 
only one nurse is in attendance along with 
the two physicians. 

It would seem that the psychiatrists doing 
only occasional ECT would be far better 
off with this procedure than with the single- 
impulse method because of its increased 
safety. The technique is not practical for 
single-impulse treatment because it requires 
as much time to set up as is required to 
give a single impulse, and the psychiatrist 
would become rapidly disillusioned with the 
use of the monitor in single-impulse treat- 
ments for that reason alone. 

For one psychotic depressed patient, an 
elderly man with a fairly recent history of 
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cerebrovascular occlusion, the technique was 
modified to the extent that the stimulating 
electrodes were placed anteroposteriorly 
over the nondominant hemisphere rather 
than in the usual bifrontotemporal position. 
This man made a complete recovery after 
one treatment. His only memory loss was 
seen in the fact that he did not recall having 
been depressed. (This patient was treated 
after the initial series was concluded. ) 


Summary and Conclusions 


A technique of electroconvulsive treat- 
ment involving electronic monitoring of EEG 
activity during treatment, total muscle re- 
laxation by means of a continuing intra- 
venous drip of succinylcholine solution, and 
multiple convulsive seizures during each 
treatment session is discussed. 

The procedure is felt to offer merit from 
a clinical standpoint in that the patient can 
be better oxygenated, is subject to fewer 
exposures to general anesthesia and succinyl- 
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choline, and can be observed more accurately 
in regard to convulsive activity by means of 
the electronic monitor than is possible in 
conventional ECT. 

In addition to providing a valuable clinical 
approach which seems to be able to re- 
duce memory loss and shorten hospital stay, 
we feel that MMECT provides an oppor- 
tunity for further electrophysiological stud- 
ies of the central nervous system, convulsive 
disorders, and biological aspects of both 


‘psychiatric and other central nervous sys- 


tem diseases. More detailed experimental and 
clinical investigation of this technique seems 
indicated in an attempt to provide a more 
objective appraisal of the possibility of phys- 
iological malfunction in psychiatric illness 
and to explore the apparent advantages of 
this treatment technique. 
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Postgraduate Psychiatric Education: 
The Ethnography of a Failure 


BY ALLEN J. ENELOW, M.D., AND VINCENT H. MYERS, M.A. 


Recent interest in postgraduate psychiatric 
education for nonpsychiatrist physicians has 
stimulated discussion of effective course 
planning, promotion, and content. To this 
increasing body of literature the authors 
contribute an account of their experience 
with a course of this type that failed—in 
part because its sponsors neglected to plan 
around the realities of the local sociopsy- 
chological atmosphere in the medical com- 
munity where the course was offered. They 
conclude that simply making such courses 
available and locating them conveniently in 
the physicians’ own communities are not 
certain keys to success. 


M PSYCHIATRIC educators involved in 
continuing education are discouraged 
over their lack of success in getting non- 
psychiatrist physicians to take postgraduate 
courses. A frequent problem is that busy 
practitioners in areas remote from medical 
centers are unwilling to take time off to 
attend courses. Offering courses in the 
physicians’ own communities has been one 
approach to solving this problem. 

Making courses more available and lo- 
cating them more conveniently are not 
certain keys to success, however. In fact, 
there are special problems involved in tak- 
ing the faculty out of the medical center 
and into the remote community. At the 
University of Southern California we have 
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been arranging and staffing such courses for 
many years(2, 3). Having discovered and 
overcome a number of obstacles to success 
in the out-of-town course, we were sur- 
prised when in 1966 a course of this type 
failed. The course had begun and was never 
completed. 


The Course 


Early that year, USC was invited by 
representatives of a state medical society to 
sponsor a postgraduate psychiatric course 
for physicians in a Southwest desert com- 
munity of approximately 30,000 persons 
which will be referred to as Desert City. 
By Southwest desert we mean the area 
comprised of New Mexico, southern Colo- 
rado, Arizona, southern Nevada, and south- 
ern California. After the request prelimi- 
nary conversations were held by telephone 
and a meeting took place between USC 
representatives and one member of that 
medical community. This meeting did not 
occur in Desert City but at an out-of-town 
medical meeting. 

This local representative had been rec- 
ommended to us by the state medical group 
which had originally contacted us. We have 
usually chosen a physician from the local 
community to be responsible for arrange- 
ments and publicity. This physician agreed to 
choose a location for the meetings, to find 
out what times were most convenient, to 
publicize the course, and to arrange for 
patients to be interviewed at the seminars. 
We decided that the course would take 
place on four weekends, each two weeks 
apart. Each weekend was to consist of three 
teaching sessions of two hours. Each such 
teaching session was to be a case conference 
at which a patient would be presented. The 
faculty was chosen. The first weekend ses- 
sions were to be taught by two experienced 
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teachers, neither of whom was well known 
to the local medical community. 

Our new representative presented the 
proposed program to the Desert City medi- 
cal society for endorsement. Thirteen phy- 
sicians, or 40 percent of the membership, 
voted for the course and agreed to attend it. 


Its Failure 


It was something of a surprise when only 
six physicians appeared for the first weekend 
seminar. Two of these six had not been 
present when the vote was taken; one of 
them was not aware that a course was be- 
ing given until the night before it began. 
Two of the six had been "talked into" 
attending by the embarrassed local repre- 
sentative as they accidentally walked by the 
meeting room when the first session was 
about to begin. 

The first weekend was characterized by 
a passive attitude on the part of the “en- 
rollees" which bordered on hostility. The 
physicians were hesitant to bring their 
private patients to be interviewed. There 
was a great deal of discussion about can- 
celling the course. At the last session of that 
weekend, their reluctance to bring patients 
to the next session was again voiced. 

On the second weekend, a University of 
Southern California instructor arrived at 
Desert City Hospital to find the meeting 
room locked and no one in sight to open 
it. He inquired at the hospital information 
desk, but hospital personnel knew nothing 
of the seminar. After several telephone calls 
the classroom was finally opened. The 
course was started a half-hour late with 
only four hastily summoned local doctors 
present. 

_ The patient interviewed at the first ses- 
Sion was supplied by the county physician. 
He was quite elderly and, in general, un- 
interesting. At the second session, two pa- 
tients arrived although the instructor ex- 
pected only one. The physicians supplying 
the patients had not communicated with 
each other. One of them was very upset 
when his patient was not interviewed. After 
that second weekend, we received an em- 
barrassed call from our local representative 
who told us that the county medical society 
had voted to ask us to cancel the course. 
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An Investigation of the Failure 


We had not had a similar experience in 
six years of putting on courses in three 
states and in at least 20 communities in 
southern California. Out of our puzzlement, 
we decided to make an intensive study of 
that failure. A sociologist (the junior au- 
thor) went to Desert City to interview as 
many of the physicians as possible and to 
study the characteristics of the community. 

Eighteen of the 30 actively practicing 
physicians were interviewed. Others were 
not interviewed for several reasons: one 
suffered a fatal coronary during the period 
between the end of the course and the 
arrival of the sociologist; two refused; two 
were out of town for an extended period of 
time; two were ill; and the investigator was 
unable to arrange satisfactory appointment 
times with the other six. 

Several other professionals were inter- 
viewed: the director of the local public 
health department; a high-ranking armed 
forces officer; a sociologist on the faculty 
at the nearby university; and finally the 
Desert City psychiatrist. 


Community Characteristics 


Desert City is a community of approxi- 
mately 30,000 residents in a county of 
approximately 75,000. It is geographically 
isolated, as are so many communities in 
the Southwest desert, and is over 150 miles 
from the nearest metropolitan area. 

A consequence of Desert City's geograph- 
ical isolation is psychological isolation. Re- 
cent professional arrivals to Desert City 
describe it as a town with a "frontier" 
psychology. There is a high regard for 
rugged individualism and organized religion. 
A good example of the latter occurred when 
a group of local university students voted 
to erect a cross on campus. The faculty, 
however, was divided on the issue and as 
a result was promptly charged by com- 
munity leaders with fostering and teaching 
“atheism.” 

s There is general political conservatism, 
including a distrust of government tax- 
supported programs. In addition, there is 
a general feeling among the upper and 
upper-middle classes that the poor and sick 
have "gotten what they deserve." There is 
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a general attitude of distrust toward any- 
thing related to mental illness. Psychiatrists 
are viewed with suspicion, as are psychiatric 
patients. For example, students in the local 
university who develop symptoms of psycho- 
logical disturbance are objects of derision. 

One of the instructors at the university 
had previously lived in areas with more 
enlightened attitudes toward mental illness. 
He stated that in his opinion there was a 
higher incidence of psychological illness at 
Desert City University than in other similar 
schools with which he had been affiliated. 
He has found students in his undergraduate 
and adult education classes to be quite 
negative toward the mentally ill. The same 
attitude is mirrored in the behavior of the 
medical society members, as described be- 
low. 


History of the Medical Society 


The Desert City medical society is a 
group which is riven with deep-seated, long- 
standing hostilities. These hostilities stem 
from several sources. Many of the physicians 
are considered to be antagonistic to one 
and all. One of these refused to see the 
sociologist making the study and was ex- 
tremely unfriendly when asked for an ap- 
pointment. 

Another source of these enmities is the 
residual tension resulting from the breakup 
of old medical partnerships under unpleas- 
ant circumstances. Political differences also 
contribute to this problem, including the 
fact that the medical society has a history 
of being split on community issues. Of the 
membership, approximately five to seven 
percent could be characterized as having 
"liberal" political views. These physicians 
serve on the local human relations board, 
anti-poverty project, and Operation Head 
Start, and two have volunteered time for a 
local federal medical agency. 

Ten years ago there was a violent fight 
over who would control the administration 
of a newly constructed hospital. A content 
analysis of local and state newspapers pub- 
lished at that time revealed that approxi- 
mately one-fifth of the physicians in the 
community backed the hospital administra- 
tion while the remaining four-fifths boy- 
cotted it. The result was bankruptcy for 
the hospital and a change of administration. 
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The animosity between these two groups 
continues to exist. There are members of 
both groups who still do not speak to each 
other. Finally, there are numerous person- 
ality conflicts within the association. which 
complicate and are complicated by the 
above conditions. 

As a result of these factors, there is a 
majority group of general practitioners and 
a minority group of general practitioners, 
both of which have practiced in the com- 
munity for many years. A third group con- 
sists of specialists, younger men, and more 
recent arrivals in the city. This group tends 
to act as a buffer between the two older 
groups, though on some issues they are 
divided and join one or the other clique. 
There is no formal promotion of postgradu- 
ate educational activity by the medical 
society itself. Most of the general practition- 
ers have taken no courses since finishing 
their training. Some of the specialists take 
postgraduate courses, usually out-of-town 
and combined with vacations. 

The doctors behave inflexibly in regard 
to the use of their time and the activities 
they will enter. This reflects the small num- 
ber of doctors for the size of the community 
and the many demands made on them. 
These demands, their heavy patient loads, 
and the amount of charity work and com- 
munity activity expected of them leave little 
time for recreation; this recreation time is 
jealously guarded. As one physician put it, 
“Come hell or high water, I go fishin’ every 
Wednesday afternoon to Thursday evening, 
and have for 24 years.” They have little 
interest in postgraduate courses except those 
that can be combined with a vacation. 


Relationship Between Physicians and the 
Psychiatrist 


An important component of the Desert 
City situation is its local psychiatrist. His 
previous experience was in a state hospital 
in another state. He has not had formal 
residency training, nor is he Board certified. 
He has failed to make warm relationships 
with any of the physicians and is not gener- 
ally accepted. Though they do refer patients 
to him, they resent him. Complaints about 
him include the fact that he takes no part 
in medical society activities and never sends 
a report back to the referring physician. 
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A common complaint of the nonpsychia- 
trist physicians is that they feel he does not 
keep patients in therapy long enough to 
really help them but gains quick control of 
symptoms through the use of drugs and 
discharges them too soon. They see this as a 
failure to help them with their psychiatric 
patients. Since he practices only half-time 
and is often ill, he is a poor representative 
of psychiatry. On this one point, there is 
no division in the medical society. Their 
hostility is returned by the psychiatrist, who 
has no wish to take part in the local medical 
society meetings; he objects to the behavior 
of members at meetings which he feels is 
rather rude toward invited speakers. He 
characterizes the other physicians in Desert 
City as rude, boorish, and generally un- 
friendly. 


Attitudes Toward Psychiatry 


Most of the general practitioners have 
been out of medical school for over 20 
years and have had no postgraduate psy- 
chiatric training since receiving their de- 
grees. It is not surprising, therefore, that 
most of them are totally unaware of recent 
developments in psychiatry for the general 
practitioner. 

These antiquated ideas were expressed to 
the investigator with such comments as: 
“Psychotherapy has no place in general 
practice; we don’t have the time to spend 
50 minutes with a patient.” “Psychiatric 
jargon is too esoteric; give us good meat 
and potatoes.” Or as another physician 
stated, while revealing his lack of sensitivity 
for patients with emotional problems, “I 
can’t bring any patients to class for dem- 
onstration purposes because I don’t have 
any interesting ‘nuts’ right now.” However, 
when the physicians were asked what kind 
of course they would most like to attend, 
they described a course almost identical in 
objectives, form, and content to the course 
we had planned. 


Background of the Course 


The history of the initiation of the course 
is instructive. A representative of an inter- 
state medical education agency initially 
contacted a number of communities in 
several Western states to determine whether 
there was interest in a postgraduate course 
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in psychiatry for nonpsychiatrists. The 
physician in Desert City who was contacted 
answered in the affirmative and appeared 
to have a great deal of interest in helping 
put on such a course. As it happens, this 
physician was a member of the majority 
group of general practitioners and a former 
president of the medical society. However, 
when the time came to distribute the funds 
from this interstate agency, it was learned 
that there was insufficient money to sponsor 
the Desert City course. 

One of the physicians concerned with 
the original inquiry approached the Uni- 
versity of Southern California, which has 
become known for offering courses in areas 
remote from Los Angeles. He was interested 
in following up on the expressed interest 
from Desert City. The postgraduate divi- 
sion of the department of psychiatry at 
USC agreed to sponsor the course. 

Through a state medical society repre- 
sentative, we were directed to a physician 
who was known to have a positive attitude 
toward psychiatry and its usefulness in 
general medical practice. However, this was 
not the physician who had originally replied 
in the affirmative to the inquiry. That 
physician was a member of the majority 
clique. The physician to whom we were 
directed was a member of the minority 
group. 

At this point, it is pertinent to examine 
the attitude of the USC postgraduate educa- 
tion group. To begin with, we responded too 
quickly. In six years of previous experience, 
no course of ours, once begun, had ever 
been cancelled. Because we wanted to get 
this course going at once, we ignored the 
lessons we had learned and have described 
in several publications(1, 2, 3). 

We did not visit Desert City to study the 
local situation and thus knew nothing about 
the problems which have just been de- 
scribed. We did not take the local group 
into our planning in any effective way. The 
physician who was our local representative 
had many characteristics that one would 
look for in a good representative, but he 
was not accepted by the majority of the 
medical community and could get no coop- 
eration. We failed to work with a person 
who was neutral or who represented the 
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majority group in this very divided medical 
community. 

To compound matters, we were given 
some inappropriate dates for the course 
(including one weekend when three of the 
people who were actively supporting the 
course were planning to be out of town), 
and the course was given ineffective public- 
ity, reflecting the division within the medical 
community. As a result, we were also unable 
to interview appropriate patients for teach- 
ing by the case seminar method. 

The rest of the story has been told. The 
embarrassing situation of being asked by an 
equally embarrassed local representative to 
cancel the course and get the Desert City 
Medical. Society “off the hook" came at a 
point when we were already aware the 
course was floundering badly. 


Summary and Conclusions 


From our previous experience as spon- 
sors of psychiatric courses for medical 
practitioners in communities remote from 
medical centers, we have concluded that 
there are at least two important elements 
in developing the interest of the medical 
community in a new area in postgraduate 
psychiatric programs: a) a program di- 
rector who will visit medical communities 
where courses are proposed and b) the 
development of local leadership to help 
plan and publicize the course. 

While we have made unsuccessful at- 
tempts to establish courses in communities 


Many of the insights of the saint stem 
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where we could not develop enough interest 
to begin one, we have never before had a 
course once begun that had to be cancelled. 
For that reason this experience has been 
highly instructive. 

While we followed our own precepts of 
understanding what we wanted to teach, 
choosing a course method which would 
make it possible for us to carry out our 
training objectives and using well-trained 
and experienced instructors, we failed to 
visit the community and to study it ade- 
quately. Had we informed ourselves about 
the local situation, we would have concluded 
that we could not possibly initiate a suc- 
cessful course without six or eight months 
of planning and groundwork. Such planning 
is especially important in a small remote 
community in which medical professionals 
have deep-seated feelings about each other. 
In such areas, an outside agency that offers 
to sponsor a course will be viewed with 
great suspicion. An understanding of the 
local sociopsychological atmosphere and 
careful planning are essential. 
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from his experience as a sinner. 


—Eric HOFFER 
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Hyperventilation Leading to Hallucinations 


BY THOMAS E. ALLEN, M.D., AND BERTRAND AGUS, M.D. 


The authors present two cases in which 
hyperventilation repeatedly led to halluci- 
nations, They consider possible mechanisms 
and discuss their implications for the under- 
standing of hallucinatory phenomena in 
schizophrenics, normals, and members of 
primitive societies. Four factors may be 
significant in determining whether halluci- 
natory phenomena will occur and in which 
sensory modalities: 1) the neurological in- 
tegration of the individual; 2) the cerebral- 
vascular reactivity and pattern; 3) local 
cerebral requirements for oxygen and the 
capacity for extraction of it; and 4) the 
respiratory rate and buildup in hyperven- 
tilation. 


| à Been cde with its various 
clinical manifestations, was moved in- 
to the mainstream of clinical medicine with 
the publication of a paper by Kerr and 
associates(7) in 1937. The literature on 
this syndrome has accumulated at a rapid 
rate since then, but more interest has been 
shown by the internists and neurologists 
than by the psychiatrists. This is laudable 
for the internists and neurologists but a 
paradoxical and deplorable situation for the 
psychiatrists since mental manifestations are 


an important aspect of the hyperventilation 
syndrome. 


At the time this paper was written Dr. Allen 
was chief medical officer and psychiatrist, Bureau 
of Prisons, Federal Youth Center, Ashland, Ky. 
He is now chief resident in child psychiatry, 
Columbia Presbyterian Medical Center, New York 
City. His address is 1530 13th St., Fort Lee, N. J. 
07024. Dr. Agus, formerly with the Federal Youth 
Center, is now chief medical officer, Federal Cor- 
rectional Institution, Lompoc, Calif. 

The authors express their appreciation to Wil- 
lard Akers, chief medical technical assistant and 
co-ordinator of medical research, Jay M. Stewart, 
clinical psychologist, and all members of the 
medical staff at the Federal Youth Center for 
their cooperation in this project. 
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The major clinical emphasis has been on 
the way in which this syndrome can mimic 
the symptoms of more serious organic dis- 
eases of the cardiovascular, respiratory, di- 
gestive, and endocrine systems. Generally, 
individuals with this syndrome were regarded 
as having a psychoneurotic anxiety reaction 
once the origin of their symptoms was dis- 
covered to be hyperventilation(8, 15). They 
were then treated with reassurance and in- 
struction as to how to control their symptoms 
by controlling their breathing. 


Exploration of Hallucinatory 
Phenomena 


As several authors have observed(3, 11, 
13, 16), hallucinations occur in normal 
individuals as well as in schizophrenic pa- 
tients. Indeed, hallucinations have been one 
of the most puzzling phenomena in clinical 
medicine, occurring in normal and disturbed 
individuals, in organic and functional psy- 
chosis, and involving single or multiple sen- 
sory modalities. 

In a recent study(11) the incidence was 
reported of past or present hallucinations 
in 50 acute schizophrenics, 50 randomly 
selected alcoholics during detoxification, and 


-50 randomly selected controls (medical pa- 


tients without past or present psychiatric 
illness or organic brain syndrome). The 
authors found that the acute schizophrenics 
reported a 76 percent incidence of hallucina- 
tions of some type, auditory being the most 
common; visual and haptic hallucinations 
occurred about one-third to one-half as 
often. In the controls, the incidence of hallu- 
cinations was 34 percent; auditory types 
were the most frequent, with visual hallu- 
cinations occurring about one-half as often. 
Among the alcoholics, 84 percent reported 
hallucinations with a nearly equal frequency 
for visual and auditory hallucinations. 
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The data in that study were not broken 
down to indicate the frequency of halluci- 
nations involving more than one sensory 
modality in any given individual. The au- 
thors point out that: “Cultural (belief in 
religious visions), and demographic variables 
(Negro, female), are highly correlated with 
the occurrence of these processes in pa- 
tients without mental disorder, but have 
no significant influence on the occurrence 
rates of patients who are diagnosed as having 
mental disorder"(11, p. 599). However, 
they remain at a loss as to how this “dis- 
tortion of perception” is brought about. We 
present the following case material and dis- 
cussion in an effort to explore this aspect 
of it. 


Case Reports 


Case 1 

The patient was a 17-year-old single young 
man from a rural area of North Carolina. He 
was the fifth of six children born to his father, 
45, a laborer, and his mother, 40, a kitchen 
worker. The parents, particularly the father, 
were strict. There was no mental illness re- 
ported in the family. The patient reported that 
when he was a child he was kicked in the 
head by a mule and was knocked unconscious. 
There was no other reported head injury. 

He completed the tenth grade in school but 
was considered below average academically, 
though never a behavior problem. After he 
quit school he worked for a while as a farm 
laborer at $4 a day and later found work as a 
service station attendant. In 1965, at the re- 
quest of an older, more delinquent youth, he 
forged the payee's name to a U. S. government 
check, stolen from the mailbox of a relative of 
the patient by the other youth. For this offense 
he was later arrested and given probation, but 
he violated probation and was committed to 
an institution. i 

The physical examination given on admis- 
sion was unremarkable. The neurological ex- 
amination was also within normal limits. On 
the Wechsler-Bellevue the patient scored a full 
scale IQ of 64, a verbal score of 67, and a per- 
formance score of 68. Testing for organicity 
with the Kendall-Graham Memory-For-De- 
signs was within normal limits. The MMPI 
showed a high schizoid peak, and the Ror- 
Schach also indicated this. Skull X rays were 
normal and an EEG was read as mildly ab- 
normal with a generalized cerebral dysrhyth- 
mia but no buildup from hyperventilation. 
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The sleep record showed some "high voltage, 
sharp-like waves, more so from the left pre- 
frontal-temporal leads." Calcium, phosphorus, 
and electrolyte values were normal. 

On January 25, 1967, the patient appeared 
at sick call; he was confused, apparently hal- 
lucinating, emotionally labile, and somewhat 
hostile. At that time he would stare off into 
space as though listening and then make a re- 
ply. He improved after sitting in a chair for 
15 to 20 minutes, and further after an oculo- 
vagal maneuver was performed. (This has 
been found to be effective in producing apnea 
and thus breaking a hyperventilation cycle; 
it will be discussed further in a future report.) 

He was then instructed to hyperventilate 
while sitting; this produced tingling, then 
numbness and a + Chvostek's sign but none 
of the earlier mental symptoms. It was learned 
that he worked at a machine in the factory at 
which it was necessary for him to stand, and 
it was there that these symptoms developed. 

We decided to repeat the experiment of hy- 
perventilation one week later at the same time 
of day and with the patient standing. Accord- 
ingly, on February 1 the patient was seen 
again; at that time he had a standing blood 
pressure of 122/80, pulse rate of 76, respira- 
tion rate of 26, Deep Tendon Reflexes (DTR) 
(jaw and upper extremities) 1-2+, and Chvo- 
stek sign negative. He was oriented in all 
spheres and was not hallucinating but was 
mildly apprehensive. 

He was then encouraged to take deep sigh- 
ing respirations at the rate of 12 per minute 
for approximately ten minutes, at which time 
he had developed numbness of the face, 
slight dizziness, and hyperacusis. At that time 
he was instructed to take somewhat shallower 
breaths at the rate of 24 per minute. At 11 
minutes he saw white spots and was rocking 
back and forth; at 13 minutes he was having 
auditory hallucinations telling him he “had 
to go.” At this time he was very much in con- 
tact, not confused or disoriented, and was able 
to talk reasonably about the voices but un- 
able to identify them as to sex. They persisted 
even while he was no longer hyperventilating. 

Hyperventilation was resumed and at 16 
minutes he had visual hallucinations of a girl 
sitting in a chair in the office and could also 
identify the voices as female. He did not ap- 
pear confused, disoriented, or uncooperative 
and, although he was more absorbed in the 
hallucinations, he could respond to the people 
around him. At this time the DTRs and 
Chvostek sign were unchanged. He was en- 
couraged to sit down and the hallucinations 
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appeared to lessen; they disappeared after 
a strong oculovagal maneuver. i 

After nine minutes the patient was again 
encouraged to stand and he hyperventilated 
at the rate of 24 per minute for five minutes. 
He became dizzy and confused but did not 
develop the hallucinations. After a brief rest, 
while these symptoms cleared, hyperventila- 
tion was repeated at 12 per minute for four 
minutes and then at 24 per minute for ap- 
proximately three minutes. The auditory and 
visual hallucinations reappeared, but the visual 
hallucination was less definable, i.e., a “thinga- 
majig” in the chair. The auditory hallucina- 
tions were clearly identifiable as female voices. 
The patient was completely oriented to time, 
place, and person. 

After the hyperventilation was concluded, 
the patient’s pulse rate was 74 standing and 
68 sitting. He had a vertex headache and some 
fatigue. He then discussed similar phenomena 
which had bothered him when he was alone 
and worried. He said that sometimes he would 
shout at the voices and if someone came into 
his room he would clown or sing to try to pass 
it off, much as a patient with chorea might 
make an intentional movement incorporating 
and disguising the involuntary “jump” of the 
hand or arms. The patient was then instructed 
as to the role hyperventilation played in 
bringing on his symptoms and how this could 
be controlled by being aware of his respiratory 
rate. 


Case 2 


The patient was a 17-year-old single young 
man from a medium-sized city in the deep 
South. He was the third of four children. The 
father, 41, worked for a manufacturing com- 
pany and the mother, 38, was similarly em- 
ployed. The mother has been intermittently 
hospitalized for brief periods (one to two 
weeks) since 1959, and the patient said he was 
told that she had “sprangles.” (“Some persons 
are born with a sensitive nervous system in 
which impulses 'sprangle' [a fine Carolina 
term], and in which most sensory impulses 
cause widespread motor discharges"[17, 
p. 26].) 

The youth was born in 1949 and slept 
with his parents in one of the bedrooms until 
age 12, when his younger brother was born. 
At that time he was displaced to the living room 
couch and his younger brother slept in his 
parents' room. He remained there until both 
of his sisters had married sometime in 1966, 
and then he was given their room. 

At ages 12 and 13 he had difficulty in 
school and began to have spells which were 
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initially characterized by dizziness, unsteadi- 
ness, photophobia, and headaches, and which 
later included coldness, numbness, paresthesias 
of the extremities and the perioral region, air 
hunger, and chest pains. There were episodes 
during which he "blacked out" and fell, but 
he would resist the efforts of bystanders to 
help him. 

In September 1966, while at a friend's house, 
he began to feel he could not inspire sufficient 
air. He sequentially developed coldness and 
numbness of his extremities, perioral pares- 
thesias and paresthesias of his hands, twitch- 
ing of his body, and uncontrollable weeping, 
but he did not lose consciousness. He was 
taken to the emergency room of a medical 
center hospital and admitted as a psychiatric 
patient. After four days, according to the re- 
ferring hospital, “He was released, pretty much 
at the insistence of his mother. . . . She refused 
to accept the fact that the patient had a psy- 
chotic break and felt that this was more or 
less simply an epileptic seizure that he had." 

He was diagnosed as schizophrenic reaction, 
paranoid type, and was considered to have a 
poor prognosis. The paranoid content appar- 
ently concerned feelings that his girl friend, 
whom he hoped to marry, did not love him. 
He eventually realized that this idea was false 
and that he never had any basis for believ- 
ing it. 

The following month he committed the of- 
fense for which he was brought to our atten- 
tion. Prior to standing trial for it he was re- 
ferred for an opinion as to his competency to 
stand trial on the basis of his psychiatric his- 
tory. At the time he was seen by one of us 
(T.E.A.) some five months after this hospitali- 
Zation, a careful mental examination failed 
to reveal any evidence of disturbed thinking. 
Physical examination was within normal lim- 
its, as was a neurological examination. Psy- 
chometric testing with the Wechsler-Bellevue 
revealed a full scale IQ of 103, a perfor- 
mance score of 104, and a verbal score of 
101. On the Kendall-Graham Memory-For- 
Designs there was no evidence for organicity. 
On the MMPI he showed depression, hypo- 
chondriasis, and a significant schizoid peak. 
Skull X rays were normal, as was an EEG. Cal- 
cium, phosphorus, and electrolyte values were 
all normal. 

Because of the history suggestive of hyper- 
ventilation syndrome, it was decided to hyper- 
ventilate him under controlled conditions. At 
the start he had no symptoms, mental or physi- 
cal. His blood pressure was 118/ 68, respira- 
tory rate 22, pulse 76, and DTRs (jaw and 
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upper extremities) 1-2+. Chvostek and Trous- 
seau signs were negative. 

His pulse, which was taken several times dur- 
ing the experiment, never exceeded 74. He was 
asked to begin with deep sighing respirations 
at 12 per minute and after ten minutes he 
reported unsteadiness, numbness of hands and 
mouth, and both ears being “stopped up.” He 
was then asked to hyperventilate at 30 respira- 
tions per minute for five minutes at which 
time he reported a ringing in the ears. 

He was asked to sit down (he had been 
seated at the onset of his attack in September 
1966), and on his own he continued to breathe 
at 25 respirations per minute. Initially, he 
complained of a nervous feeling but was un- 
able to say what was the matter. After five 
minutes he appeared quite sad and said he 
was thinking about his girl; he was not sure 
she loved him. At the end of the next five 
minutes, tears were flowing freely. Within a 
few minutes, he could clearly see his girl’s 
face when his eyes were closed, and he said 
he heard someone say her name but could 
not identify the voice. After several more min- 
utes he reported hearing a woman’s voice say- 
ing something to him. He also reported that 
he was certain his girl friend did not love him, 
but he did not know why. : 

He continued to pant and the experiment 
was terminated as he gradually became more 
restless and found it increasingly "hard to 
breathe." At no time was he disoriented. The 
oculovagal maneuver helped to institute a peri- 
od of apnea, after which the crying abated, he 
felt dizzy, his chest hurt, and he was diapho- 
retic. us 

A Valsalva maneuver was also effective in 
instituting a period of apnea, after which he 
felt quite good, almost euphoric; he stated 
that he was again completely confident that his 
girl friend still loved him. Afterwards, the 
relationship of his spells to hyperventilation 
was discussed with the patient and some ex- 
ploration of his relationship to his mother was 
made. 


Discussion 


There are several important features 
which should be emphasized in these cases. 
First, when attempting to investigate the 
relationship of hyperventilation to the pro- 
duction of symptoms in à patient, in our 
opinion it is necessary to replicate as closely 
as possible the position of the patient and 
the temporal relationship to meals at the 
time of the onset of symptoms. 
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Possible Mechanisms 


Second, we would like to raise the pos- 
sibility that the mental symptoms produced 
in these cases are not simply the expression 
of an encephalopathy due to a diffuse vaso- 
constriction brought about by changing the 
hydrogen ion concentration and carbon di- 
oxide pressure but are rather localized ce- 
rebral changes due to selective vasconstric- 
tion. Thus, sighing respirations over a long 
period of time may produce gradually a cer- 
tain level of respiratory alkalosis and 
lowered carbon dioxide pressure, to which 
the cerebral circulation of the brain adapts 
by a diffuse mild vasoconstriction. Then 
panting hyperventilation produces a sudden 
greater lowering of the carbon dioxide pres- 
sure and a greater degree of alkalosis, which, 
when superimposed on that already present, 
causes selective further vasoconstriction of 
parts of the cerebral vascular beds, rather 
than further generalized cerebral vasocon- 
striction. This leads to localized changes 
in the cerebral metabolism, producing the 
symptoms that we saw. 

It would appear, on the basis of symptoms 
reported here and elsewhere, that the tem- 
poral lobes are perhaps the most expend- 
able. These theoretical postulations derive 
some support from the work of Meyer and 
associates on monkeys. Their work showed 
that with hyperventilation “. . . cortical 
blood flow decreased, but internal carotid 
flow showed a less consistent decrease, in- 
dicating that vasoconstriction is more marked 
in the cortex than at the depths of the 
brain" (10, p. 572). 

We would carry this one step further and 
postulate regionalization of the cortex, as 
well as of the brain as a whole. The onset of 
acute hyperventilation (rapid, deep respira- 
tion) from a normal base line may lead 
to confusion, disorientation, and uncon- 
sciousness, possibly because of a severe, dif- 
fuse vasoconstriction, which prevents the 
regionalization mechanism from coming into 


play. 
Determining Factors 


Third, of note is the sequential order of 
symptoms progressing in one case from 
hyperacusis to blank visual hallucinations, 
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to auditory hallucinations, to visual halluci- 
nations and, in the other case, from marked 
affective changes to obsessional doubting, to 
delusion formation, and to auditory halluci- 
nations, Each stage is discrete and can exist 
without necessary progression if the hyper- 
ventilation is stopped for some reason at 
that point. Also, the hallucinations persist 
for a while following the cessation of over- 
breathing, but this period is variable. 

It is entirely conceivable, though un- 
proven, that given slightly differing neuro- 
logical integration(6), vascular arrangement, 
or sensitivity, the sequence might be spread 
out or compressed, or even altered to in- 
volve different sensory modalities, account- 
ing for the rich variety of clinical phenom- 
ena. Other factors which play a role are 
the requirements for oxygen and the capac- 
ity for oxygen extraction from the blood 
by cerebral tissue, as well as the respiratory 
rate and mode of buildup. 

Thus the factors which probably determine 
the occurrence and nature of mental phe- 
nomena related to hyperventilation are: 1) 
the neurological integration; 2) the vas- 
cular arrangement and reactivity; 3) the 
local cerebral requirements for oxygen and 
the capacity for extraction from the blood 
(influenced by metabolic factors); and 4) 
the respiratory rate and mode of buildup. 
The duration of these mental symptoms 
may be a function of more than simply 
alkalosis and lowered carbon dioxide pres- 
sure, for local anoxia, tissue ischemia, 
and metabolic changes may occur(5, 10). 
These in turn may affect the duration of 
the mental symptoms. We ought to further 
point out that the effect of hyperventilation 
on consciousness and EEG slowing has 
been shown(2, 5) to decrease with age due 
to “differences in cerebral vascular reac- 
tivity with age"(5, p. 420). 

This mechanism also offers us some ex- 
planation of the hallucinatory phenomena 
of various primitive cultures. A medicine 
man raising a group to a pitch of frenzy 
undoubtedly activates anxiety and fear and 
induces hyperventilation, which gradually 
builds up, leading to the cerebral changes 
we have described. Further, Smythies(16) 
points out that in some Indian tribes a 
combination of starvation and torture was 
used to induce hallucinations. The torture 
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perhaps leads to pain and hyperventilation 
and the starvation to a lowered blood sugar 
level. Engel(2) and others have shown that 
the effect of lower blood sugar and hyper- 
ventilation are additive in their effects on 
consciousness and the EEG. We wish to 
emphasize, however, that the content of 
the hallucinations is undoubtedly deter- 
mined by the personal history, culture 
(group history), and particular situation of 
the individual, although the occurrence 
may be a function of the hyperventilation 
state and the neurovascular susceptibility of 
the individual. 

We should point out that, in the clinical 
and research reports on hyperventilation 
over the years, certain phenomena appearing 
as sequelae to hyperventilation have gen- 
erally been regarded as characteristic or 
even diagnostic of severe mental disorders: 
i.e., schizophrenic psychosis. There are re- 
ports of feelings of unreality(2, 12, 17), 
of extreme emotional lability(2, 4, 12), of 
impaired intellectual performance and con- 
centration(2, 4, 12), of flight of ideas(12), 
loss of inhibitions(12), confusion(4, 17), 
dissociated states(14), and memory impair- 
ment(4). 

Compare these with the description in 
the APA manual(1) for “schizophrenic re- 
action, acute undifferentiated type”: 


This reaction includes cases exhibiting a wide 
variety of schizophrenic symptomatology, such 
as confusion of thinking and turmoil of emo- 
tion, manifested by perplexity, ideas of refer- 
ence, fear and dream states, and dissociative 
Phenomena. These symptoms appear acutely, 
often without apparent precipitating stress, but 
exhibiting historical evidence of prodromal 
symptoms. Very often the reaction is accom- 
panied by a pronounced affective coloring of 
either excitement or depression. The symptoms 
often clear in a matter of weeks, although 
there is a tendency for them to recur(1, p. 27). 


Is it possible that there exists an acute hy- 
perventilation psychosis or that hyperventila- 
tion might be the cause for some of the 
symptoms of the “altered state of conscious- 
ness”(9) of an acute schizophrenic reaction? 
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This Month’s Special Section 
Impressions of Soviet Psychiatry 


From September 13 to October 12, 1967, a United States Mission on Mental Health 
visited the Soviet Union to study that country's facilities for the care and treatment of 
the mentally ill. The trip was financed by the office of international health of the Public 
Health Service, U.S. Department of Health, Education, and Welfare. The seven delegates 
gave a report of their impressions to a session of the APA annual meeting in Boston on 
May 17, 1968; their comments and observations are presented below. 


Organization of Health Services in the Soviet Union: 
Overview and Trends 


BY MIKE GORMAN 


In a society in which the state operates all 
psychiatric facilities, long-range planning can 
be directly related to what the top health 
officials see as major patient needs. After 
reviewing the organization of health services, 
with particular reference to budget-making, 
research, and training, the author reports 
that the U.S. team was impressed with the 
self-questioning and flexibility that charac- 
terize the thinking of Soviet psychiatric 
planners. 


N ITS BASIC essentials, the Soviet system 
of medical care has its roots in develop- 
ments in the very first years of the assump- 
tion of Soviet power. In June 1918 the 
Peoples Commissariat for Public Health was 
established. It was charged with the over- 


Read at the 124th annual meeting of the Ameri- 
can Psychiatric Association, Boston, Mass., May 
12-17, 1968. 

Mr. Gorman is executive director, National Com- 
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all direction of all medical and public health 
activities in the country. 

The idea of a nationally planned health 
service did not spring up overnight as the 
brainchild of a cadre of bureaucratic plan- 
ners. In the last decades of Tsarist rule, there 
was an increasing volume of criticism from 
distinguished medical authorities on the 
chaotic and poorly staffed medical services 
which had led to high levels of morbidity 
and mortality. Typical is this comment in 
1870 from Dr. N. I. Pirogov, a great Rus- 
sian surgeon whose progressive ideas forced 
him into self-imposed exile in Vinnitsa in 
the Ukraine during the last years of his 
life: 


The future of social medicine is in the hands 
of government and scientific administration 
and not medical techniques. Only in the pres- 
ence of rational governmental control in all 
areas of the national economy and educa- 
tion will the physician be able to contribute 
to the reduction of the propagation and to 
the prevention of disease and then, by this in- 
direct route and not by cures, it will then con- 
tribute to the diminution of mortality in the 
population(1). 
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In most countries of the Western world, 
as the World Health Organization has 
noted, the provision of medical care is 
fragmented among three different sectors— 
the private doctor or general practitioner 
working on a fee-for-service basis; the 
locally controlled and financed hospital; 
and the state and/or locally financed pub- 
lic health service. The disadvantage of 
this system, or really lack of a system, is 
becoming increasingly apparent to us in this 
country as we try to provide medical ser- 
vices for millions of our people whose eco- 
nomic situation precludes their acquisition 
of many of its benefits. 

The Russian experiment, by way of con- 
trast, has established a national health ser- 
vice through which medical care is provided 
free of charge to all citizens; it is financed 
totally by public funds. 

Over the past five decades, despite tre- 
mendous manpower losses and the destruc- 
tion of medical facilities in both the Civil 
War (1918-1921) and in World War II, 
the Russians have developed a tested mech- 
anism for delivery of health services which 
has dramatically improved the health of all 
Russian citizens. In 1913, 43 percent of all 
Russian children died before the age of five; 
today, fewer than five percent of children 
die before the age of five. In 1913, the 
average life expectancy of a Russian citizen 
was 32 years; today, it is more than 70 
years. 


The Ministry of Health 


The Ministry of Health of the U.S.S.R., 
founded in 1936 as the successor organiza- 
tion to the Peoples Commissariat for Public 
Health, is the supreme administrative au- 
thority charged with the responsibility for 
maintaining the health of 230 million Rus- 
sian people. The Minister of Health is ap- 
pointed to his post by the Supreme Soviet 
of the Soviet Union, which is the highest 
parliamentary body in the country. He is 
a member of the Council of Ministers, which 
is comparable to the federal Cabinet in this 
country. 3 

The Ministry of Health has a staggeringly 
broad mandate in the planning and develop- 
ment of all types of health services, in de- 


Amer. J. Psychiat, 125: 5, November 1968 


/— — 1 — NN 


639 


vising standards and strategies for the train- 
ing of all health personnel, in supervising 
and designing research, in controlling all 
drugs and pharmaceuticals, and in supervis- 
ing the health activities of all the republics 
within the Soviet Union. 

To aid it in discharging these many tasks, 
it has 11 departments staffed by highly qual- 
ified specialists. Key sections include the 
Department of Curative and Preventive Med- 
icine, which is responsible for medical treat- 
ment of all adults in hospitals, polyclinics 
and other facilities; the Department of 
Medical Personnel and Higher Education, ' 
charged with supervision of all medical and 
paramedical schools and graduate and post- 
graduate education of health personnel; 
and the Department of Planning and Fi- 
nance, which develops long-range projections 
for the construction of facilities and the ~ 
training of personnel, promulgates minimum 
standards in these areas, and allocates the 
money supplied to it by the Ministry of 
Health for all of these resources. 

The chief specialist in psychiatry is a 
key member of the Ministry of Health staff; 
she is a highly respected advisor to the Min- 
ister of Health. 

The most powerful advisory arm of the 
Ministry of Health is the Academy of Med- 
ical Sciences, founded in 1944. The Acad- 
emy is composed of physicians who are 
elected to it from among the ranks of 
doctors in academic medicine. Membership 
in the Academy is the highest accolade 
which can be given to a Russian doctor. 
Although the Ministry of Health supplies 
the. funds for support of the Academy, in 
many ways the Academy enjoys coequal, 
or even superior, status to departments 
within the Ministry. For example, it plans 
and supervises most of the medical research 
in the Soviet Union, which is carried out 
in many special research institutes under 
the Academy's aegis. 

In the field of psychiatry, the Institute of 
Psychiatry of the Academy of Medical Sci- 
ence plays a powerful policy role. Its di- 
rector, Dr. A. V. Snezhnevsky, is probably 
Russia's most distinguished psychiatrist, and 
his influence— gentle but firm—is felt at all 
levels within the Ministry of Health. 

While over-all responsibility and final 
decision-making in the health field resides 
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theoretically in Moscow, the health min- 
istries of the large republics of the U.S.S.R. 
have their own budget and planning mech- 
anisms. The Minister of Health of a large 
republic, such as the Russian Soviet Fed- 
erated Socialist Republic (which has 100 
million people) or the Ukrainian S.S.R., 
has a highly qualified administrative health 
staff which develops medical service, train- 
ing, and research goals which fit the 
needs and potentials of the particular re- 
public. In our many conversations with 
these individuals at the republic level, we 
found them marvelously opinionated and 
frequently quite critical of the edicts coming 
out of Moscow. 

Previous visitors have noted the growing 
tendency toward decentralization and local 
planning since the death of Stalin. The Min- 
istry of Health in Moscow has gotten the 
message. In one rather lengthy discussion 
with the brilliant Deputy Minister of Health, 
Dr. Dimitri Venediktov, we related our ob- 
servations about the paucity of psychiatric 
units in general hospitals. Dr. Venediktov 
smilingly agreed, but noted that it would be 
unwise and probably impossible to establish 
these units in republics or provinces, where 
the psychiatrists felt that the small, special- 
ized mental hospital was still the best re- 
source for the mental patient. 


Long-Range Planning 


In a society in which the state operates 
all psychiatric facilities, long-range planning 
can obviously be directly related to what the 
top health officials regard as the major needs 
of the mental patient. We saw evidence of 
these efforts in impressively staffed plan- 
ning units in the Ministry of Health of the 
U.S.S.R., and in the various local health 
ministries. There is a continuing, almost 
endless, discussion of relative priorities— 
whether relatively scarce funds should be 
allocated to beefing up the mental hospital, 
expanding the reach of outpatient psychiatric 
facilities, constructing additional Psychiatric 
units in general hospitals, and so on. In rural 
areas, where mental health services are fre- 
quently sparse, there is constant examina- 
tion of the need for constructing new facilities 
and recruiting additional staff. 
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There are obvious advantages to this kind 
of universal planning, as contrasted to the 
situation in America where 50 states adopt 
50 different mental health plans, and where 
mental health personnel locate themselves 
by their own free choice. For example, in 
creating new medical schools, the U.S.S.R. 
is concentrating upon those republics which 
suffer from severe medical shortages. In con- 
structing new hospital beds, there is an em- 
phasis upon additional facilities in rural 
areas. This is not to imply that one mono- 
lithic plan is developed in the Ministry of 
Health of the U.S.S.R., and then handed 
down to the provinces. We saw evidence 
of quite a vigorous give and take between the 
U.S.S.R. officials and the local health ad- 
ministrators, who are not afraid to speak up 
when they feel a particular plan is not suit- 
able to the needs in their area. 

The intensity of this planning effort is 
best illustrated in the area of health per- 
sonnel. Starting 50 years ago with crippling 
shortages of all types of medical personnel, 
the Russians have given the highest priority 
to the nurturing and development of a power- 
ful network of training installations. 


Training 


The creation of an undergraduate med- 
ical education system comprising 80 med- 
ical institutes and five medical faculties in 
universities is a truly extraordinary achieve- 
ment. However, the Russians are not content 
to rest on their oars. Although their 600,000 
physicians give them the highest physician 
to population ratio of any major country in 
the world, they are acutely aware that they 
must train additional physicians to meet 
their very exacting standards as to the availa- 
bility and accessibility of medical care to all 
people. In addition, because of the present 
limited capacity of the medical institutes, 
they are turning away four to ten qualified 
students for every one they accept. For this 
Teason they are planning a number of new 
medical schools, a majority of which will be 
located in republics which have a large 
rural population and a severe shortage of 
physicians. 

The medical school graduate who com- 
pletes the very rigorous six-year course of 
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instruction is certified as a physician and 
then is assigned to a post, usually in a rural 
area, where he is required to serve for 
three years. He is then eligible for specialty 
training; about 2,500 young Russian phy- 
sicians enter such sequences each year. 
This specialty indoctrination, which is very 
carefully planned, is the responsibility of the 
13 Institutes for the Advanced Training of 
Physicians which are located throughout the 
U.S.S.R. Advanced training in psychiatry— 
similar to our residency—usually takes two 
years, with the bulk of the work clinically 
oriented and taken in hospitals or neuropsy- 
chiatric dispensaries. 

Postgraduate education is given a very 
high priority. Practicing physicians who have 
not received a specialty certification are 
urged to take a two-month refresher course 
at least every three years if they are from a 
rural area, and at least every five years if 
they are practicing in an urban area. The 
physician’s salary continues while he is 
studying at a postgraduate institute. He re- 
ceives an additional living allowance, and 
he is given a 20 percent salary increase when 
he returns to his practice. It is estimated 
that at least 40,000 general practitioners 
take such courses each year. Psychiatric 
training for general practitioners has begun 
developing during the past several years, and 
the Leningrad area has been doing most 
of the pioneer work. 

For certified psychiatrists, particularly 
those who have assumed administrative po- 
sitions in hospitals and dispensaries, there 
are refresher cycles of two months and 
four months which provide advanced train- 
ing in their specialty. 

Paramedical education is booming: there 
are approximately 600 training schools in 
the U.S.S.R. with a total current enrollment 
of about 300,000 students. These schools 
are training nurses, midwives, feldshers', 
pharmacists, and laboratory technicians. 

Officials of the U.S.S.R. Ministry of 
Health contend that the rapid expansion of 
health personnel over the past decade or so 
has not taken place at the expense of quality 


somewhat compar- 
U. S., receives four 
physicians 


1This kind of personnel, 
able to a Navy corpsman in the is 
Years of training. Feldshers assist 
with medical or surgical duties. 
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of education. Dr. Venediktov gave us an 
example to illustrate this point. Because of 
the critical need for physicians in the newly 
developing areas in Siberia and throughout 
Asiatic Russia, there was a strongly support- 
ed suggestion in the Department of Medical 
Personnel and Higher Education that. feld- 
shers be allowed to receive credit for their 
four years of instruction and become certified 
physicians after studying an additional two 
years. This suggestion had been rejected be- 
cause it was felt that the basic training of 
a feldsher does not equip him to become a 
first-rate doctor. He is encouraged to take 
physician training, but he must take the 
full six years. The same is true of nurses. 
Although the nurse completes a basic course 
averaging three and a half years, she may 
qualify for physician training only by taking 
three years of theory in evening courses 
while working as a nurse, followed by a 
minimum of five and a half years in med- 
ical school. 


Evidences of Flexibility 


We were very impressed, at the two 
lengthy briefings at the U.S.S.R. Ministry of 
Health, with the intense concern for upgrad- 
ing the present level of medical practice. 
For example, the authorities know that 
uchastok physicians—the general practition- 
ers of the U.S.S.R.—are frequently isolated 
from the mainstream of medical knowledge. 
As in this country, there is an increasing 
trend toward specialization, so that the ucha- 
stok doctor is left with an increasing burden 
of routine polyclinic and home care. Refresh- 
er courses, they feel, are far from the total 
answer, and although they have reached no 
final conclusions, the thought and effort 
going into this problem were impressive. 

There is also constant review and reap- 
praisal of psychiatric research trends in the 
U.S.S.R. The Institute of Psychiatry of the 
Academy of Medical Sciences in Moscow 
does the major over-all planning; the re- 
search is actually carried out in eight spe- 
cial research institutes and in the 80 depart- 
ments of psychiatry in the various medical 
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institutes. There is a great deal of give and 
take in the setting of research goals. For 
example, the Problem Committee for Re- 
search in Psychiatry, which meets frequently 
at the offices of the Institute of Psychiatry, 
is composed of the heads of all the med- 
ical institutes and their outstanding research 
workers; there is frequently vigorous dis- 
cussion and disagreement before a consen- 
sus is reached. 

In our tours of research installations, we 
discovered that the director of a research 
institute is the single most powerful influence 
in the ideological orientation of that organi- 
zation, At the Institute of Psychiatry in 
Moscow, the preeminent influence of Dr. 
Snezhnevsky was reflected in a concentration 
upon the nosological and physiological cor- 
relates of various types of schizophrenia. At 
the Institute of Psychiatry of the Russian 
Federation—in the same city of Moscow— 
its director, Dr. D. D. Fedotov, lectured 
us at considerable length on the neglect of 
research in epilepsy; he expounded, with 
great vigor, his view that epilepsy was just as 
important as schizophrenia. At the famed 
Bekhterev Research Institute in Leningrad, 
Dr. M. Kabanov and his staff were concen- 
trating upon research in psychotherapy, alco- 
holism, and rehabilitation. 

The budget-making process is another 
illustration of the visible degree of flexibility 
present in a system which has often been 
mistakenly described as monolithic, Although 
the central Ministry of Health of the U.S.S.R. 
lays down general standards, such as the 
number of hospital beds and health personnel 
per population group, it is really the grass 
Toots institutions and agencies which trans- 
late these formalistic, and sometimes idealis- 
tic, guidelines into specific budgets. 

The budget process begins with the re- 
quest of hospital superintendents and neuro- 
psychiatric dispensary directors at the local 
level. These are reviewed by regional 
health authorities, which then forward their 
recommendations to oblast health directors 
(an oblast is a large segment of a republic, 
usually covering one million people or more). 

When the oblasts have completed their 
review, all recommendations are forwarded 
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to the health ministry of the republic. Here 
there is a very careful review by the Min- 
ister of Health and his various planning and — 
finance departments. He then sits down with 
officials of the republic Gosplan, the cen- 
tral financial agency which is responsible for 
allocation of all resources within the repub- 
lic. The Gosplan recommendations then go 
to the cabinet of the republic, the Council 
of Ministers. Then, and only then, is an 
estimate fowarded to the Ministry of Health 
of the U.S.S.R. , 

The Ministry of Health does a very care- 
ful screening of all the republic budget rec- 
ommendations, relating them to total needs 
in the fields of service, research, and educa- 
tion. Then it forwards its recommendations 
to the Gosplan of the U.S.S.R., which 
has the job of allocating resources to health 
while considering all the other needs of the 
country—industry, agriculture, space, hous- 
ing, general education, and so on. After it 
clears the Gosplan, the final budget goes to. 
the U.S.S.R. Council of Ministers (the Rus- 
sian Cabinet). i 

There is vigorous and free discussion of 
these proposals at the Cabinet level. The 
Minister of Health told us with a smile 
that he never gets all of the money he 
wants from the government, but he assured 
us that he was allowed to argue strongly 
for what he felt was the necessary program 
support level. 

In its workings, it is a system which allows 
for an amazing degree of personal ventila- 
tion. We were told, for example, that men- 
tal hospital superintendents in various parts 
of the country who had been promised new 
buildings over a period of years wrote strong 
letters and sometimes came to the Min- 
istry of Health in Moscow to plead their 
cause. 

In such a brief summary, it is impossible 
to portray adequately the amount of self- 
assessment and self-questioning which char- 
acterize the thinking of the Soviet psychiat- - 
ric planners. In a land supposedly governed 
by dogmatic dicta, we found as many varia- 
tions of thought as in this country. For ex- - 
ample, the role of the specialized mental | 
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hospital, as compared to general medical 
hospital treatment of mental patients, drew 
sparks wherever we went. Equally fierce 
disputations occurred in the treatment and 
training areas. 


Future of Soviet Psychiatry 


What about the future of Russian psy- 
chiatry? At our final briefing at the Min- 
istry of Health we were given an outline of 
future plans for the delivery of psychiatric 
services in the U.S.S.R.. These were the ma- 
jor points: : 

1. More specialized mental hospitals will 
have to be built because of the obvious bed 
shortages existing even before the Revolu- 
tion and because of the severe damage to 
the hospitals during the Civil War and 
World War IL New hospitals would not 
exceed 500 beds each. 

2. It is uneconomical to build small men- 
tal hospitals (50 to 100 beds). Therefore 
these units—or smaller ones—will be in- 
cluded in general hospitals or neuropsy- 
chiatric dispensaries. (It must be reiterated 
that the constant emphasis on the psychiat- 
ric unit in the general hospital was more of 
a doctrinal position than a reality. Those 
we talked to seemed to be influenced by 
the foreign literature on this matter but did 
not have much faith in the ability of the 
psychiatric unit to survive under the dom- 
inance of other specialties.) 

3. They will continue to improve out- 
patient services, In an effort to bring ser- 
vices closer to the people, they would put 
more psychiatric services in the district poly- 
clinics, They would also strengthen the range 
of services of the neuropsychiatric dispensa- 
ry, and they would make workshops an in- 
tegral and required part of these dispensaries. 
In addition, more day hospitals would be in- 
cluded in the dispensaries. (We were sur- 
prised at the small number of day hospitals 
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in Russia, particularly since she had pio- 
neered with the first day hospital more than 
30 years ago.) 

4. In the future, children’s hospital beds 
will be included in the regular mental hos- 
pitals. This is a reversal of a previous trend 
in which children’s units were transferred 
from specialized mental hospitals to separate 
hospitals for children. The authorities ex- 
plained the change on two grounds: It is 
much too expensive to develop separate 
children’s facilities, and there is danger that 
they would become insulated and custodial. 
They needed the excitement and push of 
being part of the regular mental hospital, 
which had many occupational and recrea- 
tional activities, including workshops. 

It is difficult to assess this kind of think- 
ing. For example, in their outpatient ser- 
vices in the children's polyclinics, the Rus- 
sians do a tremendous job of combining 
pediatrics and psychiatry in joint services to 
children. They argue that at that level it 
is bad to mix children and adults, contend- 
ing it is not good for the children to see, 
and to mix with, mentally ill adults. But it 
is not clear why this separation should be 
mandatory in outpatient services but un- 
desirable in inpatient services. 

One should enter another caveat here. 
The Russians are experimenting, as we are 
in America, with many new types of psy- 
chiatric services. They are not at all rigid. 
They have a most flexible and experimental 
attitude, and much of what they may de- 
clare to be clear-cut policy is subject to 
modification or change on the basis of ex- 
perience in the field. 


REFERENCE 


1. Veber, L. G.: Fundamental Principles of the 
Organization of Public Health in the U.S.S.R. 
Moscow: Ministry of Public Health of the 
U.S.S.R., 1967. 


[95] 


644 


ADMISSIONS INTO THE TREATMENT SYSTEM 


Admissions into the Treatment System 


BY WALTER E. BARTON, M.D. 


One may be admitted to the health care 
services of the U.S.S.R. through the poly- 
clinics, the emergency service, the school 
health services, or the occupational health 
services. In this description of how the 
components operate and interact, the au- 
thor notes that he was particularly impressed 
with the system of handling emergencies, 
which he feels is deserving of serious study 
for its possible application in the U.S. 


NTRANCE INTO HEALTH Care services in 

the Soviet Union is through the pri- 
mary public health facility, the polyclinic, 
as well as through the school health ser- 
vices operated in collaboration with the 
Ministry of Education and through the oc- 
cupational health services in collaboration 
with the Ministry of Social Security and the 
Ministry of Health. Before describing these 
components, it will be useful to state the 
Soviet philosophy as it concerns health. 


Concern for each person’s health throughout 
life is the guiding principle of the Soviet health 
service(6). 


Health is a basic resource of Soviet society 


(2). 


Disease and injury are the major threats to 
that resource for they may prevent fulfillment 
of social roles. Healthy working and living con- 
ditions, a high level of work capacity and a 
long productive life are objectives of Soviet 
society. Public health and medical care are a 
responsibility of the state and a function of the 
government. Total planning for health care is 
the responsibility of the Ministry of Health. 
Unified theory and practice is the product of 
planning within the Academy of Medical Sci- 
ences, which directs clinical practice and pre- 
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ventive medicine through its scientific research 
institutes, each representing a medical specialty. 
An overriding principle is that health services 
are available and free to ali(5). 


The planning at various levels of govern- 
ment may be easier to follow if a brief 
statement about the over-all administrative 
organization is included herewith: 

There are 15 union republics and 14 
autonomous Soviet Socialist Republics in the 
U.S.S.R. Each union republic has a deputy 
on the Supreme Soviet for each 300,000 
people. The Council of Ministers includes 
the Minister of Health. Each republic also 
has a Ministry of Health. A division or 
province of the republic (called an oblast) 
has a health department attached to the 
mayor's office. 

A yon’ consists of approximately 
400,000 people. Figure 1 illustrates its sub- 
division into districts of 40,000 persons each. 
Each district is subdivided into uchastoks or 
microdistricts of 4,000 persons each. Actu- 
ally, the uchastok is often smaller, so that 
the assigned physician may occasionally have 
under his care only 3,000 persons. Some- 
times the microdistrict is concentrated in a 
few apartment blocks. Figure 1 also shows 
the distribution of health facilities within a 
ryon. 


Facilities at Entrance to 
"Treatment System 


The Polyclinic 


The primary unit in the health care sys- 
tem is the polyclinic, located near the people 


1 Ryon is spelled in various ways. The US. 
Exchange Mission on Hospital Services spelled 
it “rayon.” Mark Field, who has written extensive- 
ly on Soviet medicine, spells it “raion.” The Rus” 
sian translator assigned to the Mission on Mental 
Health indicated that the problem of translating 
from Russian to English is often one of choice 
and preferred the spelling “ryon,” which more 
nearly indicates its pronunciation than some of 
the alternatives. 
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FIGURE 1 
Health Care System in the U.S.S.R. 


UCHASTOK 
4000 


DISTRICT 
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PEOPLE 


Planning is based on a population unit of 400,000. This 
unit is further divided into ten subunits of 40,000 persons, 
each with its polyclinic (P). To each 400,000 population, there 
is one neuropsychiatric dispensary (NP) and one mental hos- 
pital (H). In each unit there is also an emergency health 
station (E). Schools and factories, of course, may be in any 
district, and homes for invalids (HI) designated to serve a 
unit may be either in the ryon or outside of it. 


it serves. “No one is more than two bus 
stops away or 20 minutes from the facility 
which is, in truth, a neighborhood group 
practice resource”(5). Most polyclinics are 
independent, free-standing buildings. Some 
are integrated with ryon or oblast hospitals; 
a few are in medical centers. 

In 1961 there were 38,700 polyclinics— 
21,000 in Russia, 7,000 in the Ukraine, the 
remainder in the more sparsely populated 
republics. In 1961 the polyclinics had one 
billion patient visits and supplied 88 mil- 
lion home visits. In urban areas there were, 
in 1965, approximately nine visits to the 
polyclinic per capita per year(5). 

The polyclinic functions as a mass screen- 
ing unit, with a goal of an annual phys- 
ical examination for each citizen living. in 
the area; carries out the immunization 
and preventive medicine program; and func- 
tions to identify disease early in its course 
and to initiate appropriate treatment. The 
polyclinic is the base for clinical practice; 
all uchastok doctors have their offices here, 
as do the other medical specialists. Illus- 
trative of its varied function is its respon- 
sibility for examining all citizens licensed to 
drive a car every five years. 

The clinic is also responsible for health 
maintenance, with follow-up visits to the 
home if necessary. The polyclinic staff 
oversees problems in sanitation and pro- 
duces essential statistics and epidemiologic 
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data. The staff carries out a program of 
health education in the home, the school, 
the factory, over radio and television, or 
from outdoor platforms in the public parks. 

To cite an example, the city polyclinic 
in District 77, Dzershinsky Ryon, operates 
under its chief, Dr. Morozov. The district 
of approximately 40,000 persons is divided 
into 13 uchastoks, each with about 3,000 
residents. The clinic also serves two small 
industrial concerns. Each of the 13 uchastok 
doctors has an office in the polyclinic build- 
ing and has assigned to him, as an assistant, 
a nurse or feldsher (see footnote 1, p. 641). 
The staff of Polyclinic 77 consists of 86.5 
physicians. (To keep manpower quotas full, 
any staff person may work an extra half 
or full tour per day and be paid for the 
extra time.) There are also 122 paramedical 
persons (nurses and feldshers), and 60 
auxiliaries (43 of these are maids; the rest 
are secretaries and various types of admin- 
istrative personnel). 

The surgical departments of City Poly- 
clinic 77 include general surgery, urology, 
eye, and ear, nose, and throat. In internal 
medicine, the departmental units are hyper- 
tension, general cardiovascular disorders, 
gastrointestinal disorders, peptic ulcers, 
theumatism, diabetes, and nephritis. The 
neurology department includes epilepsy, gen- 
eral neurological disorders, and organic brain 
disorders. The dental department, with its 
four chairs, covers general dentistry and oral 
surgery (which is called stomatology). 

Other units include one for admissions 
and others for X-ray and fluoroscopic 
examinations, laboratories (including elec- 
trocardiograms), the fitting of glasses, 
physical therapy, hydrotherapy, and inhala- 
tion therapy (particularly used for respira- 
tory disorders, including asthma) and a 
pharmacy. 

The medical records room has case rec- 
ords for 30,000 of the 40,000 persons as- 
signed. It was reported that the remainder 
need no medical care because they are 
healthy(5). 

There is no door-to-door canvas for 
screening purposes to seek out disease, 
and no special concern within the polyclinic 
for psychiatric disorders. Those patients 
with neuroses who attend the polyclinic are 
given symptomatic treatment for a period of 
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FIGURE 2 
Health Care System in Psychiatry in the U.S.S.R. 
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Input into the primary unit of health care, the polyclinic, 
is through the school, the home, or the factory. The home 
for invalids may be a specialized unit for chronic mental 
illness or mental retardation, or for the dependent care of 
the aged and chronically handicapped. 


time, often many months. If they do not 
benefit they are then referred to the neuro- 
psychiatric dispensary. Figure 2 illustrates 
this referral system. 

The polyclinic is open from 8 a.m. until 
9 p.m. The uchastok doctor works a six 
and one-half hour day: he spends three 
hours in the office, three hours on home 
visits, and about one-half hour in public 
education. He makes about six home visits 
per day with an assigned minimum quota 
of 24 per month. Because the office of the 
uchastok doctor is used only three hours 
a day and the clinic is open for a 13-hour 
span, several physicians may use the same 
office. The doctor usually groups his ed- 
ucational activities into a single day and may 
use one day per week for his school and 
factory visits. 

Children’s Polyclinic 22 in Moscow illus- 
trates the wide variety of facilities utilized; 
it is located on the ground floor of an 
apartment building in a residential area. 

There is one polyclinic serving children 
up to the age of 16 for every 10,000 chil- 
dren. One pediatrician is assigned to every 
850 children. Polyclinic 22 has 12 uchastoks. 
It serves seven schools, one boarding school, 
and 22 kindergartens. 

The psychiatrist on the staff of Children’s 
Polyclinic 22 normally sees about five chil- 
dren each clinic hour. Out of 10,000 children 
served, 190 were on the psychiatrist’s roster 
for therapy. 


Continuity of care over an extended pe- 
riod of time is seldom possible, for the 
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uchastok physician usually serves in that 
post only for his obligated time. (All phy- 
sicians after graduation serve three years on 
an assignment at the pleasure of the govern- 
ment.) Most who can pass qualifying exam- 
inations then seek specialty training. The 
problem of keeping the best physicians in 
family general practice is little different in the 
U.S.S.R. than it is in the U.S. The large 
panel of patients assigned to one physician 
often creates long waiting lines(2). When 
a:physician is working under pressure, there 
is little time. for quality management. Pa- 
tients who are entitled to treatment make 
the physician fair game for expression of 
hostility when they are dissatisfied and may 
lodge formal complaints with government 
authorities. This can be most unpleasant. 

Sickness certificates are very important 
in Soviet society. Since they officially absolve 
the worker from all kinds of penalties, they 
are a significant responsibility of the uchastok 
physician. Paper work makes its exacting 
demands on the Soviet physician. 

House calls are made daily by the physi- 
cian; he is allowed approximately half an 
hour per patient, including transportation 
time. Some polyclinics have cars at the 
disposal of their physicians; others do not. 
As most doctors do not have personal autos, 
they often must walk or take the bus. 


School Health Services 


If a school has 800 or more students in 
attendance, it will have a school medical 
unit with a full-time physician and nurse. 
If there are fewer than 800 pupils, a half- 
time physician and a full-time nurse will be 
assigned. The physician working half-time 
is usually a pediatrician on the children's 
polyclinic staff. 

Most working mothers send their chil- 
dren to créches (nurseries) until they are 
three years of age(6). Children attend 
kindergarten from ages three to seven. It 
is customary for the mother to leave the 
child in the morning and pick him up in 
the afternoon at the end of the work day; 
which is six and a half hours long. About 
20 percent of the children in kindergarten 
go home only on weekends. Some eight 
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million children are in attendance in kinder- 
gartens, for which the parents pay from 
3.8 to 10 rubles per month(5). 

Visiting medical services are supplied to 
kindergartens by the pediatrician and the 
nurse from the children’s polyclinic in the 
district. The intent is to provide each child 
a thorough examination annually and to 
make weekly checks for infectious disease. 

As an example, Public School 739, lo- 
cated in the Leningrad ryon, is one of 800 
schools in Moscow. There are approximately 
20 public schools in the nyon, two per 
district. School 739 has 875 children be- 
tween the ages of seven and 17 in 10 grades. 
The health unit, operating with a full-time 
physician and nurse, has resources.for phys- 
ical and eye examinations, for determining 
height, weight, and respiratory volume, and 
for the usual minor treatments. 

The unit's principal function is the early 
treatment of illness and injury and the 
practice of preventive medicine. There is an 
annual physical examination for each child. 
(About 20 minutes per child is allowed for 
this examination; an entire class is examined 
over several days.) 

A record is kept of growth and develop- 
ment. Particular attention is paid to dis- 
orders of sight, hearing, speech, and skin, 
and to the detection and correction of ortho- 
pedic disabilities. Immunizations are given 
as required and medical gymnastics pre- 
scribed. Children with speech and learning 
problems are sent to trained teachers. The 
identified mentally retarded are sent to 
special schools; there are no special day 
classes in the regular public schools for the 
retarded (4). 3 

Of 875 pupils in P.S. 739, 19 were in 
treatment in the neuropsychiatric dispensary 


while continuing in their classes. Ten pupils - 


had been sent to a children’s sanitarium for 
a period of two to three months of intensive 
care. 


Occupational Health Services 


There are some 6,000 industrial medical 
stations in the Soviet Union(2). Large in- 
dustries with 2,000 to 4,000 employees 
have their own polyclinics. Many first aid 
stations in the factory shops have only a 
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feldsher on duty, and small industries are 
covered by the district polyclinic, as already 
noted. 

Likhachov Motor Car factory in Moscow, 
a sprawling industrial complex, has 70,000 
employees. It manufactures the ZIL, a 
“luxury” automobile, as well as trucks and 
refrigerators. The polyclinic, located on one 
of the main thoroughfares, sees 2,600 pa- 
tients daily. It has nine departments (internal 
medicine, surgery, neurology, gynecology, 
dermatology, ophthalmology, otorhinolaryn- 
gology, dentistry, and functional diagnosis, 
with radiology equipment and a clinical 
laboratory). The departments are located 
in a five-story building that has examining 
and consultation rooms for physicians as well 
as space for first aid and traumatic surgery 
and the treatment of fractures(1). 

Associated with the polyclinic is a 100- 
bed factory-operated tuberculosis hospital. 
A 600-bed general hospital is under con- 
struction, and there are factory first aid 
stations (22 in all) scattered around the 
shop complex. The staff of the polyclinic 
and health service includes 150 physicians, 
250 paramedical workers, and 200 auxil- 
iaries. Most of the staff are specially trained 
in occupational health or are medical and 
surgical specialists. 

The principal aims of the occupational 
health services are to keep the worker on 
the job and to be responsible for plant 
safety and sanitation(3). Team inspections 
are made for the study and control of air 
pollution, noxious gases, noise levels, vibra- 
tion hazards, toxic agents in the industrial 
process, and various other hazards. Pro- 
phylactic responsibilities include screening 
examinations at the time of employment and 
an annual physical examination of all adoles- 
cents up to age 18. Frequent follow-up 
checks are made on the 12,000 employees 
in jobs hazardous to health. Appropriate 
therapy is carried out and there is an ex- 
change of information with the district poly- 
clinic where the employee resides, thus 
giving the individual a choice of physician 
in his home district or in the factory. San- 
itariums and rest areas to which workers may 
be assigned are under the control of the 
polyclinic physicians. (In 1961 there were 
918 factory hospitals with 125,000 beds 
listed[2]). 
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Emergency Service 


Earlier I stated that the polyclinic is 
open from 8 a.m. until 9 p.m.; during 
the daytime, emergency calls at home, 
school, or work are the responsibility of the 
polyclinic. After 9 p.m. emergency care for 
all types of accident or illness anywhere in 
the ryon is supplied by the emergency ser- 
vice. The central emergency service supplies 
emergency care during the daytime hours 
for accidents or illnesses that occur in the 
streets and provides all types of service after 
the polyclinic is closed. The emergency ser- 
vice also provides transportation by ambu- 
lance from home, street, or polyclinic to the 
hospital and transports pregnant women to 
the hospitals. In addition, all kinds of in- 
quiries are answered, the service acting 
among other things as a sort of missing 
persons bureau(5). 

The central emergency service station 
serves the City of Leningrad and its popula- 
tion of about four million people(5). (In 
1961, there were 2,131 emergency service 
stations in the U.S.S.R. handling 25 million 
calls[2]). 

This central headquarters operates out of 
four rooms in the city health department. 
The nerve center of the unit is the switch- 
board and radio desk, where four operators 
route calls to one of the 13 ryon substations 
for emergencies; certain calls, such as those 
indicating a psychiatric emergency, are 
routed to the two special units in the ryon. 
Six operators serve the ambulance transpor- 
tation system, and four Operators answer 
inquiries, many of them from uchastok 
physicians. 

There are about 1,500 calls daily in win- 
tertime and 900 in summer, one-third for 
emergencies and two-thirds for requests for 
ambulance transport, Everywhere in the 
city ambulances are visible, with their flash- 
ing lights and prominent cross and the words 
“Skoraya — Meditsinskaya — Pomoshch" 
(Emergency Medical Help) on the side. 
They move silently without siren or bell. 

The emergency service is most impressive. 
for it swiftly brings experienced professionals 
to the scene to save lives. What is still 
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only contemplated in the United States— 
a common telephone number for calling 
for help in an emergency—is in operation 
throughout the Soviet Union. One dials “03” 
for emergency health (or “01” for. fire, 
“02” for police, “09” for information). 

The emergency call is received by the 
central dispatcher. The operator recording — 
the call lists the name, address, circumstance, 
and complaint; the information is then for- 
warded to the appropriate ryon substation, — 
It usually takes about three minutes from - 
the time the call is placed until the routing 
to the substation has been completed. It - 
then takes an average of six minutes until 
an ambulance arrives at the scene of the 
emergency. Our own test showed that it 
required, from the time of placing a call, 
ten minutes until a psychiatrist arrived at ~ 
the scene from the neuropsychiatric Emer- 
gency Substation 13. 

Emergency First Aid Substation 1 is lo- 
cated in a building that looks much like a - 
police or fire station in the U.S. As one en- ~ 
ters the building, the dispatcher's desk first 
catches the eye. This is the point where the 
calls are received from the central head- 
quarters. In the ready room, the emergency - 
team on call is waiting. There is also a rest | 
area and equipment storage room where 
numbered kits, appropriate to various types 
of emergencies, are on the shelves; a work- 
room and sterilization area for preparation 
of equipment are also in evidence. 

Substation 1 has 28 physicians on the 
staff, each of whom has had special training 
in all forms of medical and surgical emer- 
gencies. A team consists of a physician, two 
feldshers (who in this instance have had a 
year of special training in emergency work), 
and an ambulance driver. A team of four 
awaits a call in the ready room. There are 
three brigades on duty at all times, and each 
Station has a minimum of seven brigades. 

Substation 1 has 14 vehicles; as a min- 
imum, there are four ambulances ready at 
all times. The norm, in 1961, provided one 
ambulance for every 15,000 people(2). 
Each ambulance is equipped with two-way 
tadios and full medical equipment. 
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This unit receives about 75 calls per day, 
or about ten to 13 calls per ambulance 
each 24 hours. Four types of emergencies 
are most common: trauma, shock, and re- 
suscitation; cardiovascular; central nervous 
system; and psychiatric(3). For the latter, 
Substation 13, a special resource, answers 
all of the calls. This substation has 11 psy- 
chiatrists on its staff and serves as a suicide 
prevention center and all suicide threats and 
attempts are routed here. 

Total planning for emergency service has 
developed a most impressive system in the 
U.S.S.R. Resources available in this country 
are not comparable. When there is a crisis, 
what number dó you call for help? Do you 
get a doctor's answering service? Does a 
funeral director answer your call for an 
ambulance? You are lucky if the driver 
knows any first aid at all. When you are 
brought to the hospital emergency room, is 
there a physician on duty? Is that physician 
specially trained and experienced in the 
handling of emergencies, or is he an intern 
starting out in his clinical career? 

The efficient emergency system in the 
U.S.S.R. invites serious study for application 
of its best features in the United States. 


Summary 


Admissions into the treatment system in 
the U.S.S.R. are by way of the primary unit 
in the health care system, the polyclinic. This 
resource, open from 8 a.m. until 9 p.m., 
is a neighborhood group practice facility. 
It houses the family doctors; this general 
physician spends half his time making home 
visits in the neighborhood. There are sep- 
arate polyclinics for children. 

The second unit in the input system is 
the school health service. There is a med- 
ical unit in every school. Those with over 
800 students have a full-time physician and 
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nurse; those with fewer have a half-time 
physician and full-time nurse. Kindergartens 
have visiting medical services provided by 
the children’s polyclinic. 

Occupational health services are pro- 
vided in large industries through their own 
polyclinics. Smaller industries have first aid 
stations in their shops, often operated by 
feldshers aided by physicians from the dis- 
trict polyclinic. 

When the polyclinic is closed at 9 p.m., 
emergency medical care is available through 
a centralized emergency service in each city. 
Access is through a common telephone 
number. A dispatcher routes the call from 
the central station to a district substation. 
The patient with a critical emergency never 
is more than ten minutes from response by 
a brigade of a physician, two nurses, and an 
ambulance driver, all trained in emergency 
work. The emergency substation during the 
daytime provides emergency care for ac- 
cidents or illnesses: occurring in the streets 
and, after 9 p.m., anywhere in the ryonm. 

The Soviet system of emergency manage- 
ment is so efficient that it deserves serious 
study for its applicability in this country. 
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The Treatment System 


BY HAROLD M. 


The author describes the principal forms of 
treatment offered in various kinds of psy- 
chiatric facilities in the U.S.S.R., many of 
which are similar to those employed in the 
U.S. He was particularly struck with the 
emphasis on workshops and on community 
contacts as providing the link leading to 
early discharge, and with the air of optimism 
pervading the treatment milieu. 


SYCHIATRIC TREATMENT in the Soviet 

Union is part of a coordinated continuum 
of total health care. Although tracing its 
origins to a pre-Revolution pilot system of 
distributing medical services to the peas- 
ants, the present dispensary system had its 
beginning in 1920. What might have been 
50 years of orderly growth was interrupted 
by two devastating world wars. Millions 
died and there was vast destruction of prop- 
erty, including homes and hospitals. The 
second world war is a fading memory, a 
distant din to most Americans, but the Rus- 
sians still see physical evidence of its impact. 
In our travels to Soviet mental health facil- 
ities, the war, which had seen Nazi destruc- 
tion of many mental patients as well as 
psychiatric institutions, was mentioned often. 
Thus, most of the developments in Soviet 
psychiatry are recent ones. 

The dispensary system has become the 
keystone in the development of the Soviets’ 
vast, highly organized delivery of general 
health services. The fundamental assumptions 
of the dispensary system are complete avail- 
ability of health care to all people and 
continuity of care from initial screening to 
post-hospital follow-up. Continuity of care 
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is assured by a unitary network of health 
service facilities, each with a specific charge 
and each serving a discrete geographic area. 
Buttressing the aims of this organizational 
structure is an abundance of trained pro- 
fessional staff. 

In addition, the ideological concept that 
every Russian must be active and working 
toward promotion of national goals strongly 
supports a system of early recognition and 
immediate treatment in local communities. 
Thus, promoting linkage between the dis- 
abled individual, his family, and appropriate 
community health resources supports the 
state’s goal for the worker to be an effective 
and productive participant in society. 

(Ed. Note: For a description of the ad- 
ministrative structure of health services in 
the U.S.S.R., see Barton, W. E., pp. 644- 
649 of this issue.) 


Neuropsychiatric Dispensary 


The first exclusively psychiatric institution 
with which the patient comes into contact 
is the neuropsychiatric dispensary. Each dis- 
pensary serves a catchment area with a 
population of 400,000 to 500,000 and is 
related to a mental hospital in its district. 
We visited a neuropsychiatric dispensary in 
Moscow which is an excellent example of 
the Soviet treatment system in action. This 
is one of 19 neuropsychiatric dispensaries in 
Moscow. There are some 15 mental hos- 
pitals which are linked to this network of 
neuropsychiatric dispensaries. The facility 
serves both adults and children, most of 
whom are referred by the polyclinic. 

A notable aspect of the close relation- 
Ship between mental hospitals and neuro- 
psychiatric clinics is the role of the dispensary 
in providing follow-up services to the pa- 
tient returning to the community. Within 
24 hours after the patient's release, the 
dispensary is notified and appropriate records 
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are sent there. The patient is instructed to 
visit the dispensary within ten days after 
his discharge. If he does not do so a nurse 
and sometimes a physician make a home 
visit. There also is an interchange of staff 
when the patient is referred from the dis- 
pensary to the mental hospital, with the 
dispensary doctor frequently attending staff 
conferences regarding the patient, thus as- 
suring continuity in staff as well as care. 
The staff of the district neuropsychiatric 
dispensary includes 28 psychiatrists, 11 of 
them child psychiatrists. The average work 
day is five and a half hours including four 
hours in patient treatment at the dispensary 
and one and a half hours in home visits. 
Taking social histories and assisting the pa- 
tient in seeking solution to social and envi- 
ronmental problems is also assumed by the 
physician since there is no separate pro- 
fession of social work in the Soviet Union. 
The psychiatrist and the psychiatric nurse 
work together as a team. Other staff mem- 
bers include 36 nurses, 11 orderlies, 3 ad- 
ministrative personnel, and 77 persons in 
the workshop as well as a physiotherapist 
and a sexologist ( marital counselor). 
Treatment modalities in the dispensary 
consist of neuroleptic drugs and psycho- 
therapy, ranging from one-half hour to an 
hour of treatment time, on both an individual 
and a group basis. Individual psychotherapy 
varies broadly from region to region. One 
major approach, the Leningrad school, is 
closely related to that practiced in the United 
States, although it does not identify with 
or emphasize the psychodynamic model 
which draws its therapy from psychoanalysis. 


Treatment Modalities 


Dr. Isidore Ziferstein, who spent 13 
months studying the treatment modalities in 
the Leningrad area, stated that the thera- 
pists’ efforts could be classified under three 
headings: iB 

1. Efforts to maintain a positive ther- 
apeutic climate by demonstrating to the pa- 
tient great interest and concern, along with 
Tespect and appreciation of his positive 
qualities. i 

2. Efforts to help the patient by direct 
advice and guidance on how to handle life’s 
problems in a more mature, realistic, and 
healthy manner. 
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3. Interpretations of the patient’s neurotic 
behavior and symptoms and confrontation 
of the patient with his resistance (or, as the 
Russian psychiatrists prefer to call it, “op- 
position”) to the therapy(1, 2). 

It was our impression, confirmed by Dr. 
Ziferstein’s close observation, that the ther- 
apist played a much more active role in 
therapeutic sessions not only quantitatively 
but qualitatively by interacting with the pa- 
tient through guidance, education, advice, 
support, warmth, reassurance, and exhorta- 
tion. However, it should be noted that the 
Leningrad school represents the least direc- 
tive approach to psychotherapy in the Soviet 
Union. Other forms of psychotherapy con- 
sisted of hypnotherapy, autosuggestion, auto- 
genic training, and variations of these tech- 
niques in groups of ten in autogenic training 
and groups of six to eight in hypnotherapy. 
In many of the hospitals and neuropsy- 
chiatric dispensaries this was called group 
therapy, particularly in the Moscow area. 
However, again in the Leningrad area, 
there was group therapy—that is, discussion 
in groups by a leader with a recorder— 
which was comparable to group therapy 
as practiced in this country. 

The narcologist is concerned with both 
addiction and alcoholism, but the problem is 
nearly always alcoholism. A new law in Rus- 
sia effective September 1, 1967, makes it 
mandatory that alcoholics have treatment. 
The treatment includes group and individual 
therapy, employing exhortation in discus- 
sions with families and significant members 
of the patient’s milieu, and adversive thera- 
py, using disulfiram (Antabuse). 

Relatively few neuropsychiatric dispensa- 
ries have day hospitals, but all have work- 
shops. The majority of the patients are on 
tranquilizing drugs; daily doses are some- 
what higher than the average in America, 
and they are given parenterally. However, 
the patients did not seem sluggish or heavily 
sedated, and one of the doctors explained 
that they are very careful to balance the 
high doses of tranquilizers with some form 
of stimulant when necessary. 

The most impressive aspect of treatment 
in Russia was the system of workshops, 
related both to the neuropsychiatric dis- 
pensary and the mental hospital. Most work- 
shops are headed by a psychiatrist who, 


[103] 


652 


along with an economist and a third person 
(either a rehabilitation specialist or an eng- 
ineer), plans the workshop production. 
There is high emphasis on keeping patients 
vertical, productive, and directed toward re- 
turning to their previous jobs or learning 
new job skills. 

The work varies from crude, rather simple 
activities such as assembling boxes or gluing 
envelopes to some highly technical electronic 
skills in workshops which produce electro- 
cardiographs, electric shock apparatus, and 
other electronic instruments for hospitals and 
industry. Usually these contracts are obtained 
as an exclusive agreement between industry 
and a particular workshop. The product is 
designed by the engineer, and the profit 
margin—that is, the profit which accrues to 
the workshop—is studied by the economist 
with the other members of the team. 

Outpatients receive, in addition to two 
meals served in the workshop during the 
daytime, between 30 and 50 rubles per 
month. (A ruble is equivalent to $1.10 U. S.) 
The profits of the workshop are put into 
a special fund for construction and acquisi- 
tion of buildings, workshops, and equipment; 
a portion of it is used for recreational and 
cultural visits for the patients. 

There was a high degree of enthusiasm 
and energy level among the staff of the 
workshop. Some of the staff members were 
former patients. Patients are frequently in- 
vited to come into the workshop and observe, 
moving from activity to activity until they 
select a particular type for which they can 
be trained. We saw a number of patients 
sitting around, not working but observing 
and reportedly being encouraged by both 
participants and staff to engage in some 
workshop activity. 

To assess the extent of patient care which 
takes place in a dispensary program we 
can offer information provided to us at one 
dispensary which had 105,000 patient vis- 
its during the year, including multiple con- 
tacts. There were 12,000 patients registered, 
comprising 2.4 percent of the population in 
the area served. About 1,500 new admis- 
sions were recorded during the year. 


The Mental Hospital 


Patients requiring hospitalization are re- 
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ferred from the neuropsychiatric dispensary 
to the district mental hospital. One of the 
mental hospitals which we visited was the 
Kashchenko Mental Hospital in Moscow. 
This hospital, established in 1894 as a 
500-bed public charitable institution for 
Moscow residents, currently has 2,600 beds 
and serves five Moscow districts with a total 
population of two million. One of the largest 
hospitals in Russia, Kashchenko is a col" 
lection of old and poorly constructed new 
buildings which betray the activity inside. 
The new buildings look much older than 
they actually are. However, once inside the 
buildings, we found that they were without - 
exception clean, neat, and decorated in a 
style which at once seemed warm and en- 
couraging to both visitors and patients. 

This hospital provides inpatient care for - 
three neuropsychiatric dispensaries which 
have day hospitals. Kashchenko Hospital 
has 40 units of 65 to 90 beds each. There 
are wards for acute, relapsed, and chronic 
patients, and nine wards for geriatric pa- 
tients. Patients for the most part seem sim- 
ilar to patients we see in the United States. 
The wards, considering the size of the hos- 
pital, are similar to those in the United ` 
States, except that a ward room varies in size 
from 10 to 20 beds. 

This hospital’s 2,600 patients are served 
by a staff of 200 physicians, of whom 160 
are full-time psychiatrists. Others include 
specialists in various medical fields. This 
ratio of one psychiatrist to every 16 patients 
compares with the average ratio of one 
psychiatrist to approximately 120 patients in 
American state mental hospitals. The ratio 
of doctors to patients in Kashchenko would 
be even higher if we added the 40 doctors 
from other specialties who are on the full- 
time staff. 

There are more than 800 nurses, a little 
less than one nurse for every three patients. 
This again is remarkably high compared to 
our ratio of one nurse for every 45 state 
mental hospital patients. Other staff includes 
1,100 orderlies and about 500 auxiliaries, 
who serve as janitors, maids, and kitchen 
help. The total number of staff, therefore, 
is some 2,560 employees. On the day of our 
visit it was stated that there were 2,545 
patients in residence, or a ratio of about | 
one employee to each patient, The staff tour 
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of duty in the hospital is a 54-hour-day, 
five-day week. Most individuals, however, 
work two shifts or an additional half shift. 
Staffing ratios for each hospital are based on 
bed capacity. When there are vacancies in 
the table of organization, staff may work 
an additional half or full shift for addi- 
tional pay. 


Kinds of Treatment 


The treatment is what they consider to 
be standard psychotherapy: individual ther- 
apy, some group therapy, and group and in- 
dividual hypnosis. Sleep therapy, once 
enthusiastically used, is now rarely a part 
of the therapeutic armamentarium. Occupa- 
tional therapy begins on the ward in the 
form of simple handicraft and proceeds to 
the factory and industrial type jobs in the 
workshops. The workshops at the central hos- 
pital handle an average of some 500 pa- 
tients a day. Of these, some 150 come from 
their homes each day to the workshop. 
Patients living at home get full pay for what 
they produce. Patients on assignment from 
the hospital receive 30 percent of their 
earnings, and the hospital retains 70 percent 
for recreation, cultural visits, equipment, and 
the building fund. Kashchenko Hospital has 
some 75 acres of beautiful grounds which 
consist of parks, wooded areas, and orchards, 
and the patients spend a great deal of time 
on the grounds walking or engaging in ath- 
letic activities. j 

The wards were clean and attractive. 
A day hall for patients in the center of 
the building is attached to the wards of some 
30 to 45 beds each. The wards consist of 
dormitories built for eight patients but now 
serving ten to 12 patients. Staff members 
were in evidence in abundance—convers- 
ing, working, and playing with the patients 
in a warm and friendly manner. Most pa- 
tients seemed to be engaged in some type 
of activity. For example. in the chronic 
wards, patients were not lined up in rows 
before a television set, but were watch- 
ing television in small groups (there were 
several sets on wards). There was evidence 
of staff keeping the patients engaged in some 
type of stimulating activity Or under friendly 
Observation if they were in bed. y 

By “friendly observation” I am referring 
specifically to a suicide unit which housed 
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eight female patients who were severely de- 
pressed and agitated. At all times during a 
24-hour period there were three nurses in 
the room who observed, treated, and con- 
versed with the patients as necessary. One 
of the nurses was sitting on the bed with 
her arm around a severely disturbed young 
girl and seemed to be constantly reassuring 
her. 

Although we did visit wards where there 
were agitated patients, there did not seem 
to be the amount of disturbance which we 
might have expected on agitated wards. The 
patients seemed well controlled by medica- 
tion and particularly by the presence of staff 
members who seemed to relate to them in 
a comfortable and knowledgeable manner. 
Patients are assigned from the admission 
suite to units corresponding with their social 
behavior. They are moved from these units 
to a convalescent ward prior to discharge. 

The convalescent ward was a pleasant 
surprise. This luxuriously furnished ward in 
the hospital was quite spacious. The day hall 
had huge vases and lamps which were com- 
parable to the furnishings in some of the 
finer hotels; the long corridor was furnished 
with comfortable couches and inlaid wood 
tables. Patient rooms had space between the 
beds, with chairs at the foot and individual 
cabinets for personal effects; each patient 
had his own towel. A grand piano and a 
television graced the day hall. The dining 
room was large and served patients of both 
sexes. The food was supplied from the serving 
kitchen and tables seated four in what seemed 
to be a comfortable and attractive dining 
room. This unit served about 90 patients— 
45 men and 45 women—and had four 
doctors on duty. 


The Workshop 


The workshop at Kashchenko Hospital 
consisted of three two-story buildings, 
each with a central corridor and well-lighted 
shops on either side. The women were en- 
gaged in making artificial flowers, sewing 
various products such as towels, sanitary 
belts, and linens for hotels and hospitals, 
in box and envelope making. and silk 
screening of labels. Men worked in slipper 
and shoe factories. or at making mattresses, 
boxes for chess games, drugs, and candy. 
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There were heavy machine tools in the 
workshop for the manufacture of furniture. 

Although the number of day hospitals in 
Russia was disappointing, I was impressed 
with the fact that many of their workshops 
were operated like our day hospitals. That 
is, in addition to the workshop activity, 
there were recreational activities including 
billiards and painting and other handicraft 
classes. Drugs were frequently administered 
to outpatients who came to the workshop. 
and there were usually some four or five 
beds available for patients who had a drug 
reaction or needed rest. In addition, the 
physician was available for consultation on 
patient problems. 

Facilities such as gymnasiums, swimming 
pools, chapels, and theatres were not evident 
on hospital grounds; we were told that pa- 
tients used resources in the community to 
a great extent. There was evidence of plan- 
ning for cultural outings, picnics, theatre, 
ballet, and movies. 

In summary, the hospital was an im- 
pressive facility. It received 14,000 to 16,000 
admissions a year, which means that the 
average bed is used approximately six times 
à year. Thirty percent of these admissions 
are first admissions. The high ratio of medi- 
cal personnel to patients is the key to the 
entire operation at both the neuropsychiatric 
dispensaries and mental hospitals. The large 
number of staff keep the patients busy and 
active. There is an air of therapeutic opti- 
mism which was summarized to one of our 
delegation as follows: 


We think we can get most patients. even 
chronics, out of here in less than two months 
through the use of drugs, small doses of direc- 
tive psychological therapy, and large doses of 
physical activity. We realize that many of them 
will come back. This does not bother us. Each 
day they spend in the community is a gain for 
them and for our nation, but they have a dis- 
ability. and from time to time they may re- 
quire supportive treatment just. as a cancer or 
heart patient does. 


In addition to the large urban hospitals 
like Kashchenko, we also visited rural 
mental hospitals. One such institution was 
the Oblast mental hospital in Vinnitsa. The 
hospital was established in 1897 but was 
destroyed during the civil war and again dur- 
ing World War II; in fact, all of the patients 
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in residence at the latter time were murdered 
by the Nazis. Vinnitsa Hospital. which ac- 
commodates 1,900 patients, serves a steppe 
region and a forestland. The hospital 
grounds occupy 300 acres. The hospital 
maintains a close relationship with the local 
medical school, which has chairs of psychiatr 
and neurology at the hospital. ' 
This institution's object is to provide total 
inpatient care as well as preventive services, 
It is divided into 23 departments, including 
wards for psychiatric patients and services 
for neurology and neurosurgery. as well as 
laboratories such as clinical pathological, 
EEG, biological, bacteriological, and func- 
tional diagnostic. A major focus of attention 
is on rehabilitation and the attempt to re- 
store skills in basic occupations available 
to citizens living in this remote region; farm- 
ing and other agricultural pursuits thus have 
a high priority. Patients have considerable 
freedom to move on and off the grounds. 
A nueropsychiatric dispensary is attached 
to the hospital. Unlike the urban dispen- 
saries, this one has beds so that patients 
on the way to recovery can be transferred 
from the specialized mental hospital to local 
dispensaries in their home district. The pa- 
tients are served by 117 physicians, 83 
of whom are psychiatrists; 447  para- 
medical personnel; and 722 orderlies, maids, 
auxiliaries, neurological assistants, and oth- 
ers. Modalities of treatment include insulin 
(both coma and subcoma forms); EST, 
tranquilizers, and antidepressant drugs; oc- 
casional use of intermittent sleep; and a com- 
bination of insulin or EST plus psycho- 
therapy. Psychotherapy (Leningrad School) 
is widely used, and nearly all patients par- 
ticipate in rehabilitation activities. This hos- 
pital also has a large sheltered workshop. 


Other Treatment Facilities 


In addition to mental hospitals, neuro- 
psychiatric dispensaries, and  polyclinics, 
there were other parts of the treatment 
spectrum which were of specific interest to 
our delegation. Besides those described 
elsewhere in this special section, there was 
the hospital for the borderline case. This 
was one of the special hospitals which dem- 
onstrate the latitude for flexibility, initiative, 
and creativity in the Russian system. We 
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began to realize that in many cases the 
Russian system responds to specific med- 
ical needs much as we do and, in some 
instances, even more completely. If the 
planners identify a severe problem, they 
can give it a high priority and allocate im- 
mediate funds and personnel. 

The borderline hospital concentrates its 
entire efforts upon the neurotic. A 400-bed 
facility handles 4,000 admissions a year. 
It has built up a large staff to provide highly 
intensive treatment for this category of pa- 
tients. Of all the institutions, this was the 
most eclectic in terms of therapies and phi- 
losophy. We saw more psychotherapy here 
than we did elsewhere, and we saw group 
therapy, psychodrama, and several varieties 
of behavioral conditioning. This hospital was 
staffed with 31 doctors, 287 nurses, and 
182 ward orderlies—more staff than patients. 


Summary and Conclusion 


In summary, the principal forms of ther- 
apy practiced are: 

1. Psychotherapy, varying from a highly 
directive, exhortative, educational, manage- 
ment type (Moscow School) to the explor- 
atory, supportive, dynamic model of the 
Leningrad School. 

2. Chemotherapy. which is limited as to 
the number of psychoactive drugs but is 
used with a high degree of confidence. There 
is careful attention to the use of stimulant 
drugs in combination with tranquilizers to 
avoid the stupor common in many state 
hospital patients. Adversive drugs such as 
disulfiram are used in the treatment of 
alcoholics. 

3. Suggestive therapy. Hypnotherapy and 
autogenic training are popular methods in 
both group and individual treatment. This 
technique is predominantly used in neurotic 
states with overlying physical symptoms. 

4. Insulin, and pre-insulim coma, for 
schizophrenic patients as a. final therapeutic 


Amer. J. Psychiat. 125: 5, November 1968 


655 


attempt. (We saw a ward of children on 
insulin treatment). 

5. Speech therapy, used as an effective 
treatment modality to increase socialization 
and correct speech defects. 

To a lesser degree, the following treat- 
ment forms are employed: 

1. Group therapy, quite similar to the 
current practice in the United States. 

2. Patient government groups. 

3. Diet therapy—a form of starvation 
treatment to "cleanse the body of toxins." 

The most impressive aspect of treatment 
was the milieu. A well-staffed unit, linked 
closely with workshops in bright, clean sur- 
roundings seemed to provide an insepa- 
rable and significant part of the treatment. 
Visits from and to the family, the trade 
unions, factory representatives, and the local 
polyclinic staff provided the link necessary 
for early and effective discharges. 

There is an air of optimism about Rus- 
sian psychiatry. Granted, they have not dis- 
covered the cure for schizophrenia, and they 
are having difficulty with the treatment of 
alcoholism. They recognize these problems, 
and yet they feel they are effective in 
returning most patients to the community. 
They are not concerned about high read- 
mission rates to mental hospitals. They seem 
to take the long view of psychiatric illness— 
that there will be ups and downs and that 
the hospital is merely one means of returning 
the patient to more effective functioning. 
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The Chronic Care System 


BY PHILLIP SIROTKIN, PH.D. 


In the U.S.S.R., care of chronic mental 
patients is divided between mental hospitals, 
under the health authorities, and homes for 
invalids, under local ministries of social wel- 
fare. While there seemed to be some ambiv= 
alence in the Soviet attitude toward chro- 
nicity, the U.S. team felt that the system 
provides humane, dignified treatment which 
maximizes the patient’s productivity and con- 
tribution to society. 


HE ORGANIZATION of care for the chron- 

ic mental patient in the U.S.S.R. reflects 
a paradox and ambivalence in the Soviet 
attitude toward chronicity. On the one hand, 
there is segregation for a substantial num- 
ber of senile psychotic and chronically 
mentally ill. Many of these patients, whom 
we would classify as psychiatric cases, are 
provided essentially a high level of custodial 
care in specialized facilities known as homes 
for invalids under the jurisdiction of local 
ministries of social welfare rather than the 
Ministry of Health. 

On the other hand, Soviet professionals 
constantly expressed a general aversion to 
“custodial management” and to the idea 
that patients are too chronic to benefit from 
treatment. This attitude seemed to be an 
extension of their general medical philosophy 
of keeping the patient “vertical” at all costs. 
Even with severely impaired individuals, at- 
tempts were made to ensure that the pa- 
tient obtained as much out of life as was 
possible; ` 

On the whole, the U.S. delegation was 
most favorably impressed by what we saw 
and learned about Soviet programs for the 
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care and treatment of the chronic patient: 
The system—or at least those segment 
which we were able to observe—is not with- 
out limitations, but it is clearly superior to” 
what is currently available in the public and 
most of the private sectors of this country 

Before describing some of the chronic” 
care facilities visited, I would like to under 
score a distinctive aspect of the Russian; 
system which varies from our traditional 
concepts concerning psychiatric services ark 
therapy. This distinction can be summe 
up in one word, "work." 


Emphasis on Work 


The Soviet stress on the ability to work 
and on productive capacity plays a pri- 
mary role in therapeutic and supportive 
measures for those patients we would call 
chronic. This philosophy of keeping a patient 
"vertical" and active applies both to the 
institutionalized severely impaired and to 
those individuals maintained in the com- 
munity. In addition, mental illness is viewed - 
as a relapsing disorder in which rehospital- < 
ization may be an expected and in fact 
necessary experience. Thus our queries 
about readmission rates were shrugged off © 
by several psychiatrists as being an un- 
important and, in their minds, extraneous 
index of service effectiveness. The Soviet. 
definition of chronic relates more to whether © 
one has lost his capacity to be productive in "| 
society than to our criteria of frequency of 
readmission or length of stay. ; 

The key words in the Soviets’ psychiatric — 
lexicology appear to be “social readapta- - 
tion,” and one of the crucial yardsticks to” 
a patient's readaptation is his capacity for 
employment. Every patient who enters the 
Soviet psychiatric system is rated (by phy 
Sicians) as to the effect his illness has O 
his employability, as ranged on a 1 to 3 
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scale; these ratings are -presumably checked 
periodically and revised as.warranted. 

All employers are required to take mental 
patients back at their former salary and 
occupation level if they are adjudged men- 
tally fit. If there is some impairment, the 
employer is asked to provide a suitable 
job, on a full- or part-time basis, consistent 
with medical recommendations. While we 
did not have an opportunity to see any, 
there are supposed to be special units in 
factories which provide employment for the 
physically and mentally handicapped. Any 
loss of salary due to diminution in job 
status is compensated by a Ministry of Wel- 
fare pension which continues for the dura- 
tion of the disability. Patients deemed to 


have completely lost their occupational: 


capacity, ranked primarily in groups 1 and 
2, will receive services through a neuro- 
psychiatric dispensary or the district poly- 
clinic if they remain in the community. 
Home visits are also made, and guardian- 
ship arrangements are fairly common. 

Hospitalization, either in a mental hos- 
pital or a home for invalids, is another 
alternative. According to Soviet reports, 
which were fairly well borne out by our 
observations, approximately 10 to 15 per- 
cent of the severely mentally disabled are 
institutionalized, and the remainder are main- 
tained in the community. One Soviet source 
estimated. that at least half of those in the 
community are performing some sort of 
productive task. 

Our first exposure to hospitalized chronic 
patients was at Kashchenko Hospital, one 
of the 15 mental hospitals serving the Mos- 
cow District. Wards are designated for 
acute, relapsed, and chronic patients, and 
nine are specifically for geriatric cases. (Ed. 
Note: For a detailed description of this 
hospital, see Visotsky, H. M., pp. 650-655 
of this issue. ) 

Workshops or work therapy rooms were 
very much in evidence at Kashchenko, and 
all patients who are able participate in some 
form of work activity. Soviet mental hospi- 
tals have, incidentally, a monopoly on the 
production of one staple consumer item — 
the string shopping bag carried by virtually 
every Russian housewife. 

With the Soviets’ stress on work as thera- 
Py, we were somewhat surprised to discover 
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that their professional hierarchy includes nei- 
ther occupational nor recreational therapists 
—all work activity is supervised by psychia- 
trists and nurses. Similarly, nurses and phy- 
sicians also function as social workers, an- 
other missing profession. 

Official Soviet mental hospital regulations 
stipulate one physician per 25 patients on 
acute wards, one per 40 on chronic dis- 
turbed wards, and one per 80-100 on chronic 
quiet wards. Ministry officials indicated 
they hoped to improve the ratios for 
chronics. 

At Kashchenko we were told that chronic 
or geriatric patients in need of medical at- 
tention were readily transferred to general 
hospital wards connected with the hospital. 
And in all of the facilities we visited, there 
appeared to be close coordination between 
psychiatric and general medical or surgical 
services. Our impression was that, regard- 
less of the mental patient’s age or condi- 
tion, every effort is made to provide him 
with quality medical care even though this 
might entail temporary transfer to another 
facility. 

Even though the geriatric patients at 
Kashchenko accounted for more than 20 per- 
cent of the patient load, we were assured 
that there was no great push to move them 
out of the hospital. The average stay for 
the over-65-year-old patient is about seven 
or eight months; then, depending on his 
family situation, he is either returned to the 
community or transferred to a home for 
invalids. 

In talking about chronic patients, the 
director of a rural mental hospital expressed 
the attitude of many of his colleagues when 
he stated: “I do not believe in chronicity. 
Much of the chronicity at this hospital has 
been inherited—it is the result of past years 
of custody. I have been working with 
chronic patients for the last 14 years, and 
I believe they are happiest when they are 
active. I intend to devote the rest of my life 
to fighting the dragon of chronicity.” 

At one time the Soviet Union had a net- 
work of so-called work colonies, primarily 
housing the chronic, aged, and infirm. Since 
the introduction of drugs and the expansion 
of mental hospital and community services, 
these seem to be in the process of being 
phased out. Officials told us that many types 
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of patients formerly sent to work colonies 
are now living in their local communities. 

Others are sent to a specialized facility, 
the homes for invalids, which are under the 
jurisdiction of the Ministry of Welfare. These 
homes provide care for quiet ambulatory 
patients who do not need the specialized 
services of a psychiatric or other type of 
hospital. Mental patients deemed nonrecov- 
erable, individuals with advanced arterio- 
sclerosis or Pick's disease, are, for example, 
potential candidates for these homes. Many 
of the patients are individuals without 
family ties or whose home or social envi- 
ronment is no longer adequate for proper 
care. 

Since the homes for invalids account for 
at least one-third of all the psychiatric beds 
in the U.S.S.R., we were understandably 
anxious to include them in our tour. This 
was not an easy task and we encountered 
considerable frustration and resistance from 
our Ministry of Health hosts, generated pri- 
marily, we concluded, by a top-level lack of 
communications between welfare and health 
authorities as well as the excessive red tape 
involved in negotiating the arrangements be- 
tween separate departments. At first we 
attributed much of this obvious reluctance 
to a hypersensitivity about the quality of 
services for the chronic cases. 


Visit to Ramenskoy 


Our persistent requests were met initially 
by arrangements to visit a rural hospital, 
Mental Hospital 14, in the village of Ram- 
enskoy, some three hours north of Moscow. 
We were told that this institution had for- 
merly been a combination work colony-home 
for invalids, under the Ministry of Welfare, 
and had just recently been converted to a 
mental hospital. Although Mental Hospital 
14 did not quite fit the bill, the visit proved 
an interesting one. 

Many of the chronic patients. originally 
assigned to the facility had remained after 
the administrative change from Welfare to 
Health. The hospital consisted of three units 
—a nueropsychiatric dispensary, the main 
hospital and ward buildings, and the old 
work colony-home for invalids facilities 
located in a nearby village. The area was 
obviously an agricultural one, replete with 
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thatched huts, farms, small dairies, dirt 
roads, etc. We were presumably the first 
Americans the villagers had ever seen. 

Approximately 60 percent of the patients 
participate in some form of work activity: 
many are engaged in farming and the hos- 
pital also had up-to-date facilities for sewing, 
carpentry, carton manufacturing, and shoe 
making. While the director, whom we quoted 
previously, told us he used all kinds of 
therapies—drugs, insulin, etc.—his firm be- 
lief was that directed activity was absolutely 
essential for his heavier-than-average chronic 
patient load. 

Most of the buildings were built out of 
wood, and the only cement building, the 
administration unit, was poorly constructed. 
We noted, and the director freely admitted, 
that the dormitory wards were overcrowded, 
but new buildings were under construction. 
The interiors were spotless and cheerful with 
bright colors, comfortable furniture, flowers, 
plants, and pictures. The staff ratio was not 
up to that at Kashchenko, but was higher 
than in most U.S. hospitals. In the most 
overcrowded ward, for example, 100 female 
patients were attended by three physicians, 
20 nurses, and 35 ward maids. As we ob- 
Served elsewhere, the workshops contained 
a mixed patient load; we saw some obvi- 
ously very deteriorated chronic patients 
participating in a number of work activities. 

About 400 of the hospital patients, some 
of whom were carry-overs from the work 
colony days, lived in the nearby village. The 
ward buildings, simple but adequate, were 
of log construction, with corrugated metal 
roofs, and set back on a birch-lined dirt road. 
Again they were clean, well-tended, and 
decorated. Our visit coincided with a rest 
period, but we did note a group of older 
women sewing. According to a posted notice, 
the daily regime was something like the fol- 
lowing: up at 7:30; breakfast and drugs at 
8:00; 9:00 a.m. to 1:00 p.m., work; 2:00 
p.m. to 5:00 p.m., dinner; followed by 
evening recreation and bed at 10:00 p.m. 

Even though the hospital served an ob- 
viously rural area and had a large percentage 
of chronics, the discharge program was ex- 
tremely active. About 60 percent of the 
chronics left the hospital after an average 
stay of ten months. Every attempt was made 


to discharge the patient as an outpatient to 
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the neuropsychiatric dispensary where he 
could continue with drugs and other indi- 
cated therapy. If the time came when he 
could no longer function in the community, 
the hospital would take him back imme- 
diately. 

The director admitted that there were 
some patients who’ were really too ill for 
an active workshop program, and some of 
these would eventually be transferred to a 
home for invalids, but he was hopeful that 
they would be able to reduce the numbers 
going to such homes. 

We asked if it really would not be easier 
to run at least some segments of the hos- 
pital on a custodial basis, particularly in 
light of the many aged patients and the 
amount of effort necessary to keep them 
busy and motivated. The director’s response 
was his St. George-like vow to “battle the 
dragon of chronicity.” 


Home for Invalids 


Near the end of our visit we finally man- 
aged to see an adult home for invalids. In 
the Moscow area there are 17 such homes: 
11 are for the physically disabled and elder- 
ly; three are for mentally retarded children; 
and three are set aside for the chronically 
mentally ill, or, in the Soviet classification, 
“psycho-chronics.” 

This home was in the first category. The 
building was located on a suburban street 
and was indistinguishable from surrounding 
apartments. It had 665 beds—two-thirds 
for ambulatory patients and one-third for 
infirmary patients. The medical unit was well 
equipped and staffed by six physicians, 37 
nurses, and 81 ward orderlies: it was quite 
apparent that the medical needs of the pa- 
tients were more than adequately met. We 
were told that extremely agitated senile or 
ex-mental patients would first be treated in 
the home medical’ unit and, if they failed 
to respond, would be transferred to a men- 
tal hospital for more intensive treatment. 

Roughly one-third of the residents were 
formerly mental hospital patients and there 
Was a high—85  percent—proportion of 
females. Many were typical cases of arterio- 
Sclerosis and senile psychoses so often seen 
in the back wards of American state men- 
tal hospitals or in nursing homes. 
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The living arrangements were simple but 
comfortable; most rooms had two beds and 
all had a view of either the central patio 
or the neighborhood. We saw several hus- 
bands and wives living together and were 
told of an impending marriage between two 
patients, aged 71 and 75. Patients—or 
perhaps more appropriately, residents—wore 
street clothing and the kitchens, day halls, 
etc. were spotlessly clean and well equipped. 

In addition to the workshops, which were 
quite busy, the home residents were as- 
signed tasks doing housework or in a small 
orchard and garden farm. There was also 
an extensive library, which included Amer- 
ican works in translation, and an attractive 
theater and assembly hall. As we passed 
through the hall an elderly woman was 
skillfully playing the piano, practicing for 
a concert the home residents were planning 
for citizens living at an isolated collective 
farm. 

The home, and its domiciliary and med- 
ical services, were superior to most conva- 
lescent and nursing care facilities in the 
United States. We were told that this in- 
stitution was staffed and maintained on a 
par with the invalid homes for the mentally 
ill, although in the latter there was more 
emphasis on farm work as a therapeutic 
activity. Unfortunately we were unable to 
bear this out by direct observation. 


Conclusions and Some Questions 


While some segments of the total Soviet 
psychiatric system may be open to criticism, 
question, and debate, it is difficult to find 
fault with their over-all approach to the 
problem of chronicity. One can point to 
large hospitals, to obvious examples of over- 
crowding, or to differences concerning treat- 
ment modalities and techniques. 

One can also question the wisdom of the 
apparent administrative isolation of the home 
for invalids from the main body of medical 
care. Certainly our experiences indicated 
a lack of communication between health and 
welfare authorities. Although we saw no 
direct evidence, there have been published 
reports of lack of coordination at the com- 
munity level and of bureaucratic procedural 
delays and red tape. 
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We did not have the time or opportunity 
to look into the living conditions of the 
large numbers of chronics still living in the 
community. The very serious housing short- 
age that exists in the Soviet Union would 
suggest serious problems in adequate living 
arrangements. ‘ 

Nevertheless, one must give full credit 
to the Soviets for a basic system -which 
guarantees coequal and apparently high 
quality services for all types of mental pa- 


The Child Mental Health Care System 


BY ALAN D. MILLER, M.D. 


Children's services, which are integrated into 
the total health program, are given special 
emphasis in the U.S.S.R.: concern for chil- 
dren is high in the hierarchy of social values. 
While there did not seem to be any striking 
innovations in clinical approaches or ad- 
ministrative arrangements, and some child 
psychiatrists seemed overworked and harried, 
the U.S. team observed an unqualified con- 
cern for the child patient and his problems. 


URING HIS FIRST DAY at home after his 

birth, a Soviet citizen is examined by a 
pediatrician. It is the third examination he 
will have received since his conception, the 
others having taken place during the fifth 
month and eighth month of his mother’s 
pregnancy. Although the examiner is in- 
hibited from a very thorough examination at 
those times, nevertheless the child is the 
patient and his health record is opened at 
the time of the examination four months 
before his birth. 


Thus he begins a lifelong relationship 


Rea S5 the 1 annual meeting of the Ameri- 
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tients and. for an institutional network 
which both preaches and practices a nom 
custodial regimen. At least for the institu- 
tionalized chronic mental patient, the So 
care-giving system is one which provi 
humane, dignified treatment in a settin 
which may well be superior to the indi 
ual’s home environment. In terms of respe 
for the.dignity of the individual patient am 
maximizing his productivity and contribu- 
tion to society, the Soviet system scores very 


with the health care services of the Soviet 
Union. It will probably be the most enduring 
relationship of his life. Until he dies he 
will be known, followed, and attended by. 
some part of the health services system. ! 

The first noteworthy point about children’s 
services in the Soviet Union is that they. 
do not stand alone. They are part of the” 
total health program. 

The second point is that children and” 
their health services are special in the Soviet” 
Union. Early in one's conversation with: 
any health official or teacher, one hears” 
about his emphasis on prophylaxis. This i$ 
usually meant in the clinical sense: routine 
health screening, early diagnosis and early 
treatment, the prevention of major disorders. 
It follows logically to the Soviet health 
planners that they make a major commit- 
ment to the infant, the child, the developing 
citizen. 

A cynic may say that most of this interest 
is simply mercantile in its orgins, i.e., chil- - 
dren are a precious commodity, a source of 
strength for the next generation of Soviet 
power. This may be so, but as I will de- 
scribe later we saw sustained attention and 
concern and affection devoted to children: 
whose disabilities were likely to be life- 
long and whose productivity in the social. 
sense was near zero. From the glimpses and 
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small samples that one gets during .a brief 


trip in an unfamiliar country, I left with no: 


doubt that concern and respect for children 
is very high in the hierarchy of social values 
in the Soviet Union, and this was reflected 
throughout the health services. ji 

Finally, social policy, as recently artic- 
ulated in the Soviet Union system, states 
that no child need be born if he is not 
wanted: family planning information and 
assistance are available everywhere. Health 
and social criteria for abortion have been 


made very liberal. And a mother may find - 


it easier to want her child even if she is 
unmarried or—as most do—she expects to 
carry on with a full career. We were told 
that illegitimacy carries no stigma, and we 
observed for ourselves that there was an 
elaborate development of child caring ser- 
vices—creches, nurseries, kindergartens, and 
a public school system which would accom- 
modate a child all day and evenings when 
necessary. 

Before beginning a description of health 
services themselves, and particularly the 
psychiatric services, I think two more gen- 
eral kinds of observations are necessary. The 
first is that at least in large cities like Moscow 
and Leningrad, all children grow up in sim- 
ilar neighborhoods. They do not all come 
from the, same social class; that is, their 
parents will have occupations relatively high 
or relatively low in the social scale, and the 
income of the parents can range from modest 
to something approaching affluence. How- 
ever, they will all live in a similar apart- 
ment building and similarly scaled flats and 
will shop in the same stores. They will find 
their neighborhoods are heterogeneous as 
far as occupation, income, and ethnic groups 
are concerned, and they all attend the same 
Public schools. 

The other general comment is that the 
Soviet citizens are expected to be fully cap- 
able of socially responsible behavior. From 
the earliest age they are taught to be co- 
Operative, and, as we were told in one school 
for the retarded, to be kind and friendly. 
No claim is made that this policy is uni- 
formly successful, but it indicates that the 
Major approaches to character formation 
are pedagogic, and the general expectation 
is that people are more naturally good to 
each other than otherwise. 
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As with psychiatric services for the adult, 
the psychiatric services for children must be 
seen within the context of the children's 
general health system. Throughout my de- 
scription, you will see the play of indecision 
among Soviet health authorities concerning 
the appropriate degree of separation and 
union between children's medicine and adult 
medicine, and between general services and 
specialized services. 


Training of Pediatricians 


This can first be seen in the training of the 
children's physician. All medical schools 
offer six-year training programs in adult 
medicine and children's medicine side by 
Side. The courses are basically similar but 
with different emphases, particularly clin- 
ical emphases appropriate to the division 
between adult and childhood problems. Most 
graduates of one of the two schools will 
continue their careers with adults or children 
respectively, but the courses overlap suf- 
ficiently so that if one were to elect to 
change over it would be possible. The net 
result of this is that the Soviet pediatrician 
is in effect a general practitioner except 
that his special emphasis has been on chil- 
dren; according to that definition there are 
70,000 pediatricians in the Soviet Union— 
far more than in the United States. The 
vast majority of child psychiatrists will have 
graduated from one of the children's training 
programs and will have had working ex- 
perience as pediatricians before taking spe- 
cial training in psychiatry. 

We see this distinction at work in the 
neighborhoods—the basic population group 
which is the module of health services in 
the Soviet Union. Just as each neighbor- 
hood of 3,500 to 4,000 will have a general 
practitioner and a nurse assigned full time 
to work with the adults who live there, each 
neighborhood will have a pediatrician and 
a nurse for the children who live there, 
and it is that pediatrician, working out of 
a children's polyclinic, who will be the prin- 
cipal physician for the Soviet child at least 
until he enters public school. 

During the first month of his life he will 
be examined five times; until he is two years 
old, he will be seen at least monthly and 
every two to three months thereafter. He 
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will also receive a thorough health screening 
examination by eye and ear, nose, and throat 
specialists, a neurologist, and a pediatrician 
upon entry to kindergarten at age three, and 
upon entry to regular school at age seven. 

During this time, in addition to the ex- 
pected course of immunizations and general 
observation of growth and development, the 
pediatrician will be considering the rate of 
maturation and the behavior of the child, 
looking for evidences of early psychoneuro- 
logical disorder, whether it be retarded 
development, evidence of brain damage, or 
disturbances of personality functioning. 

The home base for the neighborhood 
pediatrician, as I mentioned before, is the 
children’s polyclinic—a general outpatient 
pediatric dispensary serving approximately 
10,000 children from birth through 16 
years of age. A typical polyclinic will have 
specialists in a number of areas including 
surgery; eye; ear, nose, and throat; neurol- 
ogy; physical therapy; medical gymnastics; 
dentistry; speech therapy; and child psy- 
chiatry. 

The child psychiatrist will have been as- 

signed to the polyclinic from the neighbor- 
hood psychoneurological dispensary; he is 
a bridge between that key psychiatric fa- 
cility and the general children's health care 
system. However, it is noteworthy that the 
child psychiatrist in Moscow works primarily 
in the polyclinic with the neighborhood 
pediatrician and with the school system. 
By. way of contrast and to illustrate both 
the uncertainty about these matters and the 
opportunity to experiment, in Leningrad the 
practice was to identify child psychiatry 
primarily with adult psychiatry rather than 
with pediatrics. 
. We visited a children's polyclinic, spend- 
ing some time with a child psychiatrist 
there. Because this point is the most typical 
first contact between a child and a psy- 
chiatric service, it is worth describing our 
visit in detail. 

The child psychiatrist at Children's Poly- 
clinic 22 seemed unsure of herself and har- 
ried. She had cause to be harried: with one 
nurse to assist her she had an active case- 
load of 190 children and 3,000 clinic 
visits each year. At least one day each 
week was supposed to be spent visiting and 
counseling at one of the 22 kindergartens 
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or nine elementary schools in the area 
served by her polyclinic. It was difficult to 
get a clear picture of her practice. She is 
regularly seeing a group of children with 
epilepsy, seven with schizophrenia, a num- 
ber who are brain damaged and mildly re- 
tarded. However, we could not learn what 
she actually did. She said that psychotherapy 
was the treatment of choice for all children, 
but she did not describe what she meant 
by that. Collaborative treatment with pa- 
tients almost certainly was not practiced. She 
did tell us of her follow-up of 50 children 
with birth injury to the brain and men- 
tioned the use of vitamins, corrective gym- 
nastics, and the newer psychoactive drugs. 

We were not greatly impressed with this 


‘child psychiatrist’s clinical competence, but 


it was clear that she was an accepted, if 
not exalted, member of the pediatric team 
and that she was at least exposed to most 
of the children’s psychiatric problems in her 
region, with consequent early identification 
of them. As a staff member of the neuro- 
psychiatric dispensary, she had ready access 
to consultation, and she really did act as 
part of a system of psychiatric services 
for children. 

I was disappointed to find that although 
she was in a position to follow the develop- 
ment of a large number of children over 
a great many years, almost no serious 
eflort was being made to study the life 
history of psychiatric disorders in children 
from origin to resolution or to continuing 
manifestations in adulthood. Also, epidemi- 
ologic research, seemingly so feasible in 
that setting, was rare and elementary. Clin- 
ical records were voluminous, continual, and 
faithfully completed, but they were used al- 
most exclusively for individual clinical man- 
agement. 

If a problem seems to be beyond the 
scope of a psychiatrist in the polyclinic. 
there are a number of courses which he can 
follow and a number of resources upon 
which he can draw. In the large cities like 
Moscow these cluster around two foci, de- 
pending upon the nature of the problem. 


One of these is the children’s psychoneu- 
rological dispensary and the other is the 


School system. 
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Children’s Dispensary 


There is one children’s dispensary in Mos- 
cow. It is the principal professional center 
for child psychiatry in the city and it pro- 
vides the most highly qualified and thorough 
clinical evaluation, referral, and consulta- 
tion, as well as both outpatient and inpatient 
care for the most complex and difficult 
clinical problems. It also serves as the prin- 
cipal training site for child psychiatrists in 
the Moscow region. 

The center is a modest and comfortable 
looking building situated most pleasantly on 
a 45-acre site which seemed scaled for chil- 
dren. There was a small zoo, many care- 
fully cultivated pocket gardens, diminutive 
parks and orchards, and playing fields scat- 
tered here and there among groves of trees. 
Inside, the physical arrangements continued 
to reflect careful attention to the personal 
and social as well as the clinical needs of 
the patients. The sleeping areas were at- 
tractively decorated. There were flowers and 
plants everywhere, bright colors, well 
equipped classrooms and living rooms, shops 
and play spaces. The laboratories, also very 
well equipped, had 8- and 16-channel elec- 
troencephalogram apparatus with the most 
recent Japanese electronic analyzers. In 
Short, the physical setting reflected both a 
high order of professional concern and af- 
fectionate respect for the patients as in- 
dividuals. 

The dispensary has 13 departments. The 
first, and perhaps the most active, is the 
outpatient and consultation section. Children 
are referred here from all over the city both 
for diagnosis and for continued treatment if 
the complexity of the problem warrants this. 

The other 12 departments were residen- 
tial. The center had a capacity for 530 chil- 
dren, 40 to 50 in each department. The 
children were grouped by age and according 
to the nature of their condition. Children 
With schizophrenia and severe psychoneu- 
Totic disorders tended to be grouped to- 
gether. Other groups included the severe 
acting out disorders, epilepsy and mild men- 
tal retardation, neurological disorders, and 
Speech disorders. 

A child would be admitted to one of 
these departments because he presented a 
Particularly difficult diagnostic problem, and 
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to begin what would probably be a prolonged 
period of treatment. I say “begin” because 
the median length of stay at the dispensary 
was approximately three months; it was ex- 
pected that treatment would be continued 
(with consultation from the dispensary) 
either at the polyclinic or in some other 
specialized facility geared to longer-term 
care. The threshold for admission to an 
inpatient facility was therefore appreciably 
lower than what we would apply in the 
United States. Hospitalization was not re- 
garded as a desperate last resort but was 
employed selectively and for a variety. of 
clinical reasons, only one of which might 
be severity. $ 

In the preschool units boys and girls 
were grouped together. We visited briefly 
the unit that was providing speech therapy 
to 40 children, whose average stay at the 
center would be about four months. We 
were told that the Soviet experience with 
severe speech disorders was that such a 
period of inpatient care and intensive in- 
struction often succeeded when outpatient 
care did not. We had observed that every 
children's polyclinic had speech therapists, 
and we were subsequently to see this em- 
phasis on speech problems many times 
during our visit. We were unable to get 
any detailed information on their methods, 
but it was clear that the Soviets regarded 
this as an important clinical problem. 

The units for the school-aged children 
are divided according to sex and include a 
very active school study program along, with 
the treatment. We saw units for severely 
neurotic and psychotic school-aged boys, 
another for children with severe personality 
disorders, and another for disturbed young 
adolescents. All known modalities of treat- 
ment are apparently employed, but psycho- 
therapy, including play therapy, seemed to 
be informal and not confined to particular 
parts of the day. Rather it grew out of the 
wealth of contacts which all of the children 
had with the very large staff. 

Here, as almost everywhere during our 
travels, we were impressed with the numbers 
of staff and the constant contacts between 
patients and those caring for them. This 
dispensary was no exception. For the 530 
inpatients there were 83 physicians, of whom 
63 were child psychiatrists, 60 were teachers, 
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280 nurses, 32 speech therapists, 238 ward 
assistants (something akin to our psychiatric 
aides), and 100 housekeeping and mainte- 
nance personnel. The total staff was ap- 
proximately 800. 

We could not do more than estimate the 
professional quality of the services rendered, 
but we were unanimously impressed with 
what seemed to be the competence and 
dedication of the staff and the responsive- 
ness, hopefulness, and even delight among 
the patients. 


Other Facilities 


There are several other kinds of resi- 
dential facilities for children: sanitaria, forest 
schools, and invalid homes. It was a little 
difficult to sort these out, understand clearly 
their separate functions, and get a reliable 
estimate of their numbers and sizes. We 
were, however, able to make some distinc- 
tions among them. The sanitaria are rela- 
tively small facilities—35 to 40 children in 
each. The clinical reasons for admission tend 
to be minor, with social criteria prominent. 
A difficult family situation around a child 
with a learning difficulty might be sufficient 
reason for prescribing a temporary period of 
respite from family stresses, and intensive 
instruction. We were told that there are 
spaces for 480 children in all the Moscow 
sanitaria. 

Another residential setting was called the 
forest school: there are three of these in 
Moscow with a total population of 510 
children. This facility is for children who 
are thought to need placement for a full 
year or a little longer. Once again, the 
criterion for admission did not appear to be 
clinical severity but rather the need for a 
residential setting for schooling. 

Finally, there are invalid homes for chil- 
dren, as there are for adults. These are 
for children with severe and chronic dis- 
abling conditions. There are three in Moscow 
—one for children with severe mental retar- 
dation, another for children with severe 
organic disorders, and a third for schizo- 
phrenic children. I was not able to get a 
clear idea of the size of any of these. How- 
ever, the invalid home for the mentally re- 
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tarded children which we visited in 
grad had a census of 750. 1 
Our best estimate of the number of im: 
patient beds for children in Moscow 
between 1,800 and 2,000. This includes 
dispensary, sanitaria, forest schools, and im 
valid homes. I think this is a conservati! 
estimate. The accommodations for long-s 
patients are probably underrepresented ant 
the total is probably higher. 
We did not visit a forest school; I could 
only guess that it was much more a school 
than it was a hospital and that the atmo 
sphere was probably one of benign close 
supervision, d 
The one invalid home which we visited dl 
was a good conventional school for the 
mentally retarded, above the level of many 
state schools in the United States principally 
because it was not crowded and because the 
staff was adequate in size, competent, a 
obviously devoted to the children. For th 
750 children, who ranged in age from four 
to 18 years, there were six physicians, two 
of whom were psychiatrists, 30 nurses, 50. 
teachers, 250 ward assistants, and two speech | 
and physical therapists. 
One cannot understand children's services: 
without seeing how they interlock with more 
formally organized school programs. The 
School system itself operates a number of. 
schools for mentally retarded children. In- 
addition, in Moscow there were two public. 
schools for children with cerebral palsy and- 
two for children with speech disorders. We 
visited one special kindergarten for mentally 
retarded children which filled an important 
need in a way which has no counterpart in 
the United States. This school was for 200 
children between the ages of three and seven. 
It had a professional staff of 147, including 
three psychiatrists, 19 teachers, 23 nurses, 
and some physical and recreational thera- 
pists. The school was unique in that the 
children lived there five days a week and 
went home on weekends. As were all the 
children's facilities which we visited, it was 
bright and cheerful, spaces were adequate 
and well planned, and the children were 
very well cared for. 
Upon graduation from such a kinder- 
garten, some of the children enter a regulat 
elementary school but most are sent 
one of the schools for the mentally retarde 
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and a few to an invalid home. We under- 
stood that the public’ schools for older men- 
tally retarded children also had accommoda- 
tions for overnight stays. The schools in 
general seemed far less bound by schedules, 
and we were impressed by the uses that 
were made of the school buildings and staff 
—in the evening as well as the day, on 
weekends, and whenever there seemed to be 
a need for them. 


Conclusions 


Children’s mental health services in the 
Soviet Union are not a thing apart. The 
pattern of services seems to have evolved 
without any fixed master plan in order that 
there will be some service available for all 
identifiable groups in need. There did not 
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seem to be any striking innovations in clin- 
ical approaches or administrative arrange- 
ments but rather a continuing effort to identi- 
fy gaps in services and to fill them by 
increasing both the number of personnel and 
the number and kinds of clinical way stations. 

The child psychiatrist was apparently not 
looked to for any new insights about the 
nature of human growth, development, and 
personality but rather seemed content to 
make a reasonable and devoted effort to 
apply the disciplines of medicine to the pre- 
vention and treatment of disease, In that 
context, I think we saw an unqualified con- 
cern for individuals, uncomplicated by any 
other social issues and apparently pursued as 
an end worthy in itself. I think that a much 
more careful and thorough study of the Sovi- 
et system of providing services for children 
would be both worthwhile and instructive. 


The Law and the Mentally Ill 


BY DAVID L. BAZELON, LL.D. 


In the determination of criminal responsi- 
bility, Soviet psychiatrists insist that they 
base their judgments solely on medical fac- 
tors, with primary emphasis on evidence of 
organicity. The author believes, however, 
that in practice sociocultural factors may 
also be taken into account. In regard to 
civil commitments, the law provides no 
judicial review of commitment practices; 
Judge Bazelon feels that this policy is open 
to criticism on several grounds. In general, 
he feels the Russian mental health services, 
for all their accomplishments, depend upon 
a social system which is difficult for an 
American to accept. 


S THE ONLY JURIST on the American 
delegation, my particular interest was 
to examine the standards and procedures by 
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which the Soviets determine criminal respon- 
sibility and the legal and ethical problems 
involved in the treatment of the mentally 
ill generally. What follows is my under- 
standing of how the Soviet system works 
and my reflections on this system. 

The Soviet standard for determining crim- 
inal responsibility is outlined by the Funda- 
mentals of Criminal Legislation, which serves 
as the model for the laws of the constit- 
uent republics of the Soviet Union. Under 
the suggested standard a person who is 
“unable to account for his actions or to 
govern them as a consequence of chronic 
mental deficiency, temporary mental afflic- 
tions, weak-mindedness, or some other mor- 
bid state," is not held criminally responsible. 
In form, the Soviet standard does not differ 
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from our own theories of criminal respon- 
sibility, with their emphasis on control and 
knowledge. And it would appear from the 
literature that Soviet lawyers, judges, and 
psychiatrists are more concerned with the 
procedures which govern the mental exam- 
ination of an accused than with the standard. 

Under Soviet law, judges, examining mag- 
istrates, the accused, his relatives, defense 
counsel, or doctors may ask for a psychiatric 
examination if it appears at any time during 
the proceeding, up to sentencing, that the 
accused, any witness, or even the victim, is 
suffering from mental illness. The examina- 
tions are conducted by the Ministry of 
Health and are governed by a series of 
instructions which that ministry has coordi- 
nated with the Ministries of Justice and 
Internal Affairs and the Procurator’s Office. 
No lawyers are present at the examination. 
The experts who conduct the examinations 
are encouraged to review the evidence in 
the criminal case as well as information about 
the accused’s life and any data on his former 
illnesses, All institutions which have had 
any contact with the accused are required 
to provide information in their possession 
to the examiner. 

A court-appointed three-man team of 
psychiatrists conducts the “medical-legal” 
psychiatric examination. Except in unusual 
cases, the subject is observed for no more 
than 30 days. The commission presents 
its conclusions in the form of a four-part 
report. The instructions require that the 
first part include a detailed history of the 
accused, covering all the social and cultural 
factors which may have influenced his be- 
havior. The second part is devoted to a 
physical examination of the accused. The 
experts test, among other things, metabolism 
blood, endocrinology, and the nervous sys- 
tem, for example by an EEG, in order to 
find organic changes which may indicate an 
abnormal mental condition. The third sec- 
tion presents the results of nonprojective 
Psychological tests, also designed to dis- 
cover quantifiable departures from the nor- 
mal. The final section contains an evaluation 
of the accused's mental condition at the 
moment of the crime and a recommendation 
as to whether the accused is responsible 
or, in their terms, imputable. 

If the court finds that the conclusions of 
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the examination are inadequately supported 
or incomplete, or if the experts differ, it 
can order another examination. The Health 
Ministry must then form a new panel or in 
exceptional cases refer the accused to the 
Serbskii Institute of Forensic Psychiatry, the 
major national institution for the diagnosis 
and study of the criminally insane. But in 
most instances, reports of the expert com- 
mission are accepted by the courts. 

For many years following the Revolution, 
the Soviets found nonimputability in an 
extraordinarily high number of cases. This 
result was consistent with the Soviet posi- 
tion that those who had grown up under the 
“corrupting influence" of Tsarist Russia 
could not be held responsible for a wide 
variety of crimes, But in the 1930s, perhaps 
because it was recognized that exoneration 
due to sociocultural factors would be an ad- 
verse reflection on Communist, not Tsarist, 
society, psychiatrists and courts were di- 
rected to adhere to a rigorous medical inter- 
pretation of nonimputability. 

Today most Soviet psychiatrists act on the 
assumption that since psychiatry is a med- 
ical discipline, it can only render judgments 
concerning responsibility based on medical 
knowledge—not sociology, cultural anthro- 
pology, etc. This accounts for the expert 
Teport’s emphasis on organicity and other 
quantifiable physiological and psychological 
changes. But the psychiatrists’ claim that they 
are making narrow medical judgments is be- 
lied in several respects. 

First, even though the Russians rely on 
discernible physiological or psychological 
changes, there are still many borderline cases 
which require subjective interpretation. 
Suspect that in such cases, nonmedical fac- 
tors, e.g., the defendant's sociocultural back- 
ground, play a significant role. Secondly, al- 
though psychopathy (or sociopathy) is not 
ordinarily regarded as an exonerating mental 
illness, it may be so regarded when it is very 
gross. 

But most important of all is the fact that 
Soviet psychiatrists make specific and effec- 
tively binding recommendations on criminal 
Tesponsibility. The concept of criminal re- 
sponsibility involves moral-legal judgments 
as well as purely medical judgments. Thus, 
in making such recommendations, the psy- 
chiatrist is going beyond medicine. 
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In discussing the moral dimension of deci- 
sions on criminal responsibility with the 
Russians, I posed the following hypothetical 
case. Take two people, both of whom seem 
to have the same degree of impairment of 
their capacity to control their actions or 
the same degree of mental retardation. In 
person A, the impairment or retardation 
is due to organic brain damage, which can 
be measured in tests such as the EEG. In 
person B, the impairment or retardation is 
due to such sociocultural factors as poor fam- 
ily upbringing, poor education, etc. Would 
the Russians distinguish between the two 
people for the purposes of determining 
criminal responsibility? 

I never really got a straight answer to 
my question. My impression, however, was 
that Soviet psychiatrists would be much 
more likely to find no criminal responsibility 
in the case of the person with organic brain 
damage than in the case of the person with 
the sociocultural deprivation. 

I find it difficult to distinguish between 
the two cases. I suspect that any distinction 
would have to be based upon the desirability 
of limiting the number of persons excused 
from criminal responsibility. This, of course, 
would involve a legal, moral, political, or 
social judgment but certainly not a medical 
one. 


Civil Commitment 


I turn now to my interest in the problems 
of civil commitment in the Soviet Union. 
Since the Soviets have an elaborate national 
health scheme which features early interven- 
tion and diagnosis of illness, immediate treat- 
ment, and extensive and aggressive follow- 
up, one cannot consider civil commitment 
only in terms of hospital admission. Indeed, 
as my colleagues’ papers have demonstrated, 
the Soviets employ a number of treatment 
alternatives which can lead to deprivation 
of liberty short of institutionalization. ; 

Nevertheless, institutionalization is a Sig- 
nificant part of the Russian approach. Even 
if a patient opposes hospital commitment, 
it is deemed voluntary if it is sought by the 
patient's family, his trade union, business 
organization, or polyclinic doctor. The Rus- 
sian attitude seems to be that under these 
circumstances the patient himself would 
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want hospitalization if he could make a ra- 
tional decision. As a result, only three or 
four percent of all commitments are termed 
involuntary. 

I must hasten to add that many of our 
own psychiatrists share the same underlying 
attitude. American psychiatrists have admit- 
ted to me that they often ignore the stat- 
utory requirement that involuntary patients 
must be dangerous, as well as mentally ill, 
and simply commit anyone they feel needs 
immediate treatment. They justify this on 
the ground that they are acting for the 
patient's own benefit. If I hear them right 
they seem to be saying—just like their Rus- 
sian counterparts—that if a person is men- 
tally ill, how can he rationally decide 
whether or not he should be or wants to 
be hospitalized? 

And, of course, these psychiatrists may 
be right. Perhaps people who need treat- 
ment should be involuntarily hospitalized 
for their own benefit, even if they are not 
dangerous. But clearly this is a decision 
which must be made by society as a whole— 
not by the psychiatric profession alone or 
by individual psychiatrists. 

Definite legal consequences follow from 
entrance into the Soviet mental health sys- 
tem. For example, a patient’s control over 
his property may be limited, and access to 
higher education may be restricted. But a 
mental patient does not lose any old age 
or disability insurance rights, and if his 
illness permits outpatient treatment, he will 
not lose his job. Furthermore, if his illness 
requires it, he may receive a housing pref- 
erence. The Soviets recognize that financial 
security and adequate housing may aid a 
patient's. recovery. Because of their all- 
pervasive governmental system, they can 
deliver these benefits. 

In addition, each polyclinic and neuro- 
psychiatric clinic is staffed by two or three 
lawyers. These men look after a patient's 
pension, employment, and disability insur- 
ance rights. They function, in effect, as legal 
social workers. Their presence indicates that 
the Soviets recognize the importance of re- 
lieving a patient of the worries of man- 
aging his own affairs while he is being 
treated. 

I was interested to note that all the 
lawyers are required to take a course in 
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forensic psychiatry in law school. In con- 
trast with our practice, the Soviet law stu- 
dent goes to the medical school, where he 
sees patients and doctors and their inter- 
action in the treatment processes. And the 
Soviet course is devised, taught, and graded 
by psychiatrists. 

Given the presence of lawyers at sig- 
nificant points in the mental health system, 
I was puzzled by the Russian failure to 
provide an appeal to the courts. Soviet law 
provides no judicial review of civil com- 
mitment practices. The Russians explain 
away this failure in several ways. They con- 
tend, first of all, that the health ministries 
keep a constant watch over the civil com- 
mitment system, to ensure that it is operating 
correctly. No matter how good such internal 
administrative review may be, I doubt wheth- 
er anyone here would rely on the bureau- 
cracy to police itself. 

The Russians also argue that the patient’s 
family, employer, union, and party organiza- 
tion will protest if he is improperly com- 
mitted. But, as I noted previously, the family, 
employer, etc., are often the moving forces 
behind a commitment. Therefore they can- 
not be consistently relied upon to protect 
the patient. And even if they do protest 
a patient's commitment, there is no guar- 
antee their protest will be heard or heeded. 

The Russians contend that judicial re- 
view is unnecessary because the psychiatrists 
have no motive to commit or detain a pa- 
tient unjustifiably. But judicial review in 
this country is not premised on the belief 
that psychiatrists will act in bad faith. It 
is predicated on the belief that even the most 
conscientious and well-meaning psychiatrist 
will sometimes depart from legal and med- 
ical standards. 

Judicial review of departures from legal 
standards in the U.S. creates few mis- 
understandings between psychiatrists and 
courts, Everyone agrees that it is the duty 
of the courts to see that these standards 
are followed. Judicial review of departures 
from medical standards, however, creates 
serious misunderstandings, Many psychia- 
trists believe that the court is butting in where 
it does not belong, that it is trying to set 
medical standards and tell experts how to 
practice their profession. 

But in right to treatment cases, like mal- 
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practice cases, the court is not setting med- 
ical standards. It does not pretend to know 
more about the doctor's field of medicine 
than the doctor himself. All the court is 
doing is providing a forum where the doc- 
tors practices can be examined and ap- 
praised by other experts in his field of 
medicine. In malpractice and right to treat- 
ment cases, the issue is whether the doctor 
has adhered to the commonly accepted stan- 
dards of his profession. The court relies upon 
other doctors, not its own wisdom, to de- 
termine these standards. In the final anal- 
ysis, therefore, the medical community is 
policing itself. 

I do not mean to suggest, of course, 
that the court's role is merely mechanical. 
Experts often differ among themselves; they 
do not all agree, for example, on what con- 
stitutes “adequate treatment.” And when 
doctors disagree the court is forced to weigh 
competing theories in order to reach a judg- 
ment. But even in these cases the court is 
not imposing a standard from the outside; 
it is acting within the boundaries set by 
the medical profession itself. If the pro- 
fession had a universally accepted standard, 
the courts would be happy to apply it. 
Since the profession does not, the courts 
must choose the one which, according to 
the experts submissions, appears to have 
most support in experience and logic. 

Judicial review also enables society as a 
whole to learn how its mental health system 
is operating. We would know a great deal 
more about the Soviet system if there were 
published reports of court cases. The ab- 
sence of judicial review in the Soviet Union 
may reflect a belief that there is no need 
for the public at large to oversee government 
officials and ensure that they respect all 
substantive and procedural rights. Americans 
would have some difficulty with such a 
notion. We do not share this faith with re- 
Spect to our government officials, whether 
they are experts in mental health or aero- 
nautics or communications. 


Some Final Observations 


But whatever my reservations about the 
lack of legal safeguards, I was impressed, 
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as I believe were the other mission mem- 
bers, with many aspects of the Soviet men- 
tal health system. I was struck by the Soviets’ 
ability to intervene at an early stage and 
stay with a health problem. As we saw, the 
system carefully monitors family, educa- 
tional, and work institutions through a wide 
range of contact points. For example, be- 
cause the Russians are deeply concerned 
with speech defects and the attendant emo- 
tional problems, Soviet schools have an 
elaborate speech therapy program. 

The outpatient program, discussed by my 
colleagues, is equally impressive. Of course 
the effectiveness of the program depends 
in large part on the fact that the all-per- 
vasive government can commandeer jobs, 
apartments, etc., for the patient. We should 
bear in mind, however, that our govern- 
ment could do a great deal to provide similar 
benefits. For example, our government 
could employ outpatients, or subsidize em- 
ployers who do. It could provide rent sub- 
sidies to families who care for outpatients. 
When we truly decide that mentally ill peo- 
ple are to be brought back to society and 
not dismissed from society, we will find that 
many flexible avenues of treatment exist. 
The task of lawyers and psychiatrists is to 
hasten the arrival of that day by educating 
the public and by experimenting, on as 
large a scale as possible, with new programs 
of treatment and care. 

To promote a comprehensive health sys- 
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tem, the Russians publicize the availability 
of services and, more importantly, stress the 
obligation of the citizen to conform to so- 
ciety's expectation that he will seek treat- 
ment so that he may usefully function as 
a citizen. Indeed, the whole health care sys- 
tem is focused on reinforcing the individual’s 
value to the state by getting him back to 
work. 

It is this attitude, as well as the pattern 
of service delivery, that we were all examin- 
ing. Certainly I was impressed with the varie- 
ty of services offered. But at the same time, 
I was troubled by the assumption that the 
state has the right to intervene in the lives 
of its citizens to make all of the decisions 
on health care. The Russian system, for all 
its accomplishments, depends upon and rein- 
forces a social system which is difficult for 
an American to accept. 

We must not forget, however, that Amer- 
ican medical care raises similar problems, 
albeit to a lesser degree. We too must 
examine the extent to which government or 
medical experts should be permitted to de- 
cide what is best for the individual. We 
too must examine the extent to which the 
decisions of experts should be reviewed by 
courts, agencies, and legislatures. 

The Russian trip did not provide the 
answers to these questions. But it did remind 
us once again that we must constantly re- 
evaluate the ends we are trying to achieve 
and the means we have grown to accept. 
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IMPRESSIONS OF THE U.S. MISSION ON MENTAL HEALTH 


Impressions of the U.S. Mission on Mental Health: 
Conclusions and Recommendations 


BY STANLEY F. YOLLES, M.D. 


The U.S. delegation was of the opinion 
that the Russian network of mental health 
services, while not without weaknesses and 
limitations, is effective, especially in the ur- 
ban areas. In assessing what the U.S. might 
draw from the U.S.S.R. framework, the au- 
thor mentions particularly the areas of man- 
power, including the use of women and of 
medical technicians; emergency services; and 
the concept of continuity of care. 


HE PURPOSE of the U.S. Mission on 

Mental Health was to examine the 
organization, structure, and delivery of men- 
tal health services in the Soviet Union. To 
that end, the delegation spent three weeks 
in the U.S.S.R., visited five Russian cities— 
Moscow, Leningrad, Vinnitsa, Kiev, and 
Kalinovka—and toured over 25 individual 
facilities. Throughout the tour the delegation 
was treated with courtesy and consideration, 
and we are indebted to our Soviet hosts. 

It should be made clear at the outset that 
the delegation did not undertake an exten- 
sive tour. There were areas that were not 
seen, facilities that were not visited, questions 
that were not resolved. At the same time 
however, the delegation did see—and Was 
shown—a great deal. The members of the 
mission are in agreement that the delegation 
received a substantial, meaningful, and 
representative view of the organization and 
delivery of mental health services in the 
Soviet Union. 

With regard to that system of organiza- 
tion and delivery there can be little question 
that it is significantly different, in important 
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respects, from the equivalent American sys- 
tem. In framework, at least, the Soviet sys- 
tem is striking in the degree to which it 
aims at making readily available and geo- 
graphically accessible a coordinated network 
of free psychiatric care to all citizens. 

It is appropriate to stress at this point 
that while comparisons between the Ameri- 
can and Russian mental health systems are 
inevitable, they should not be made on a 
"which is better" level. Both systems of 
care spring from, and are indeed subsystems 
of, larger, more complex socio-political-cul- 
tural systems. A meaningful comparison 
must consider not only the observable prod- 
ucts of each subsystem, but also the extent 
to which these products reflect and fulfill 
the goals of the larger system. 

In that framework, the Soviets appear to 
have an advantage. The delivery of health 
care in the Soviet Union is a highly organized 
process allowing the explicit formulation 
and directed implementation of precise 
goals—from the geographic location of med- 
ical facilities to the doctor-patient ratio, 
from the salaries and fringe benefits of med- 
ical personnel to the number and kind of 
hospital beds. Such component goals, how- 
ever, are in the service of one overriding 
and oft-stated goal—that of providing pre- 
ventively oriented, readily available, and 
geographically accessible care. This is 2 
reflection of the axiom that health is a re- 
Source of the state, no less important than 
other, more tangible resources. That good 
health must be maintained and promoted 
and ill health prevented is an operating 
premise of the Soviet medical establishment. 


, 


Organizational Structure 


In order to understand the means by 
which that goal is to be achieved, it is 
Necessary to appreciate the structure and 
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organization of Soviet government. For our 
present purposes, however, we may limit 
ourselves to the observation that, unlike the 
situation in the United States, there is a 
clearly defined and explicit relationship be- 
tween the structure of Soviet government 
and the organization and delivery of health 
services. 

While the over-all responsibility for the 
planning, budgeting, and coordination of 
health services is centralized in Moscow— 
under the jurisdiction of the Ministry of 
Health—the actual impiementation of pol- 
icy is delegated to subordinate government 
levels. The degree to which this results in 
local autonomy was not anticipated by the 
delegation. 

Local administrators, for example, are not 
bound to accept the plans emanating from 
the Ministry of Health. They may regard 
a plan as inadequate and vigorously seek 
a reformulation. There may be requests for 
additional medical personnel; these will 
often be provided if the local trade unions 
will accept responsibility for providing re- 
sources such as office space. 

The role of these trade unions is a 
particularly interesting element in the deliv- 
ery of care system. In addition to the 
supplementation of medical personnel, the 
unions are frequently responsible for the 
operation of the sanitaria and recuperative 
facilities. 

It is the delegation's impression that the 
scope of mental health in the Soviet Union 
is far less broad than in the United States. 
Mental health is identified as psychiatry 
and as such is an extension of the medical 
service delivery system. Inputs into the psy- 
chiatric system are largely through medical 
channels—the medical units in schools or 
factories, the polyclinic, physicians" home 
visits, or the medical emergency services. 
The specialized neuropsychiatric facilities— 
the neuropsychiatric dispensary, the mental 
hospital, the psychiatric ward of the general 
hospital—are all clearly defined medical 
units, 

It is of interest to note that while there 
are other facilities which devote part of their 
Tesources to what we would term psychiatric 
cases—notably the homes for invalids which 
provide care for senile psychotics and the 
chronically mentally ill—these are not re- 
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garded as psychiatric facilities by the Soviets 
and are not under the jurisdiction of the 
Ministry of Health. 

It should be pointed out that while there 
are various specialized psychiatric facilities 
in the Soviet Union, these are, in fact, 
part of a parallel system of delivery, related 
to the medical delivery system. Although 
the psychiatric system is viewed as an in- 
dependent network by professional workers, 
it is not experienced as such by patients. 
Despite the separation between medical and 
psychiatric facilities resulting from special- 
ization, the two networks operate in close 
harmony. In practice there is continuous and 
unhampered patient movement between 
medical and psychiatric facilities. It may 
be pointed out, however, that there is, in 
addition, a parallel and separate network 
of care for children, complete with spe- 
cialized psychiatric facilities. 

A. basic operating principle of Soviet psy- 
chiatry is continuity of care, and patients 
who leave a psychiatric facility need not be 
lost sight of. If, for example, the patient 
should return to his family, he will in all 
likelihood be followed up through home 
visits. While in the United States such visits 
by psychiatrists are still in the stage of “cre- 
ative innovation," the typical Russian psy- 
chiatrist working in a dispensary is expected 
to make at least 20 such visits a month. 

If the patient is transferred to "another 
facility his records will follow him. While 
the manner of record keeping and storage is 
archaic by American standards, medical re- 
cords are often extensive. At Polyclinic 77, 
visited by the delegation, there were over 
30,000 medical records on file for an area 
population of 40,000 persons. 

The strong medical emphasis of Soviet 
mental health extends to all aspects of the 
system. Although the Russians are aware of 
the impact of social influences on psycho- 
pathology, the delegation found no psychi- 
atric social workers and few psychologists. 
The Russian psychiatric team consists of 
psychiatrist, nurse, and medical assistant or 
technician—the feldsher. 

The delegation noted a curious paradox 
in Soviet psychiatry. On the one hand it 
is very “hard-line” psychiatry with its em- 
phases on the illness concept and its stresses 
on somatic etiology. Yet there is also a 
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quality of “‘softness”—of taking on faith the 
ultimate validity of their approach with a 
resulting under-concern for program evalua- 
tions, Although the Russians would prob- 
ably deny that they are unconcerned with 
evaluation, the delegation saw little evi- 
dence to repudiate this impression. 

The attitude of confident optimism noted 
by the delegation bears further comment. 
It must be remembered that the present 
medical system has been built up from a very 
weak base. In 1917 there were only 30,000 
physicians—and few of these were outside 
the major metropolitan areas of the Soviet 
Union, Currently there are over 525,000 
physicians—they are producing over 35,000 
a year—and these are more densely spread 
throughout the country. 

Further, much of what Russians have ac- 
complished in the field of health has been 
achieved within the past generation. The 
second world war resulted in massive de- 
struction of Soviet hospitals and hospital 
beds. Thus, the development of an out- 
patient oriented, short-term hospital stay, 
continuity of care framework was dictated 
as much by necessity as by conviction. This 
is reflected by the fact that the highly 
coordinated network developed by the Rus- 
sians has not resulted in a reduction of 
hospital admissions, They have never felt 
they have had a sufficient number of hos- 
pital beds, and they continue to press for 
mental hospital construction and additional 
beds for mental patients. 


Abundance of Staff 


While continuity. of care and coordination 
are essential ingredients in the Russian 
framework, the key to the success of their 
effort is the abundance of professional staff. 
The average neuropsychiatric dispensary, for 
example, typically has 15 to 25 psychiatrists 
on its staff, and there are 19 such dispen- 
saries in Moscow alone. Similarly with the 
medical units in factories: unlike an Ameri- 
can factory of equivalent size, the automotive 
factory visited by the delegation had a medi- 
cal unit staffed by 150 physicians and 450 
other medical personnel. It is true that this 
was the largest automobile factory in the 
Soviet Union, but the ratios were reported 
to be similar elsewhere. 
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By the same token, the emergency sys- 
tem is richly staffed by American standards. 
In Leningrad, for example, the psychiai 
substation of the emergency service was 
operated by 11 psychiatrists and 22 feld- 
shers, all available for immediate ambulance | 
duty. P 
The staff-patient ratios are equally im“ 
pressive in the urban mental hospitals. At 
the Kashchenko Mental Hospital in Moscow? 
there were 160 psychiatrists and 2600 beds” 
—a | to 16 ratio. Similarly, there were more” 
than 800 nurses. At the Vinnitsa Mental 
Hospital with 1900 patients there were more 
than 100 physicians, of whom 87 were psy- 
chiatrists, more than 450 nurses, and more 
than 700 ward orderlies. Over-all, the pa- 
tient-staff ratios were virtually 1:1. M 

On a ward of some 100 beds at the“ 
Ramenskoy hospital, which is a rural acute - 
as well as a chronic facility, we found only 
three physicians, but even here there were 
25 nurses and 35 ward aides. 

Despite the gravitation of the Soviet phy- 
sician to the urban centers, the Russians | 
are able to maintain a reasonable degree | 
of geographic dispersion through a process | 
of obligated service. For three years after 
graduation the physician is required to pro- 
vide service in any part of the U.S.S.R. 
to which he is assigned. While there is much 
turnover at the end of the three years, 
with many physicians going on to special- 
ize, the Soviets are nonetheless able to - 
locate new professional manpower where 1 
it is needed with considerable efficiency. i 

It should be stressed, however, that this | 
period of obligated service takes place before ^ 
Specialization; by the time a physician has 
completed psychiatric training he is no- 
longer liable. While the delegation does 
not have any figures on the distribution of ^ 
Psychiatrists in the Soviet Union, it may Jj 
Well be, and it is our impression, that psy- 
chiatric staffing in the rural areas poses . 
more of a problem. 1 
. The delegation did not have sufficient 
time to study in depth the caliber of psy-_ 
chiatric training. On the whole, however, We 
Were impressed with the sensitivity and 
clinical Skill of the psychiatrists, On the” 
basis of our observations, we could find no” 
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justification for a contention that the Rus- 
sian psychiatrist is the product of an in- 
ferior educational program. This is a matter 
well worth studying. Educationally, the pe- 
riod of training for the Soviet psychiatrist 
is somewhat shorter than for his, or more 
likely her, American counterpart. It is sig- 
nificant in this regard to note that nearly 
80 percent of the psychiatrists and 70-75 
percent of the physicians in the Soviet 
Union are women. 

The medical school course begins after 
11 years of schooling—a combination of 
our primary and secondary education—and 
is of six years' duration. The introduction 
to psychiatry—a course in medical psy- 
chology— begins in the third year. In the 
sixth year all students are required to take 
96 hours of lectures in psychiatry and a 
two-week clerkship. Students intending to 
specialize in psychiatry take an additional 
two months of training in their final year. 

After graduation, and completion of the 
three years of obligated service, the phy- 
sician may go on to specialize. This involves 
an additional three years of training, six 
months of which are spent in didactic work 
and two and one-half years in practice under 
supervision. This three-year period—the 
Ordinatura—is roughly equivalent to an 
American residency. Beyond the Ordinatura 
the specialist may seek additional training 
to reach the Aspirantura level (Academician 
or research specialist); this involves two 
further years of research work and the prep- 
aration of a thesis. 

It is an interesting aside to note that the 
child psychiatrist in the Soviet Union follows 
a slightly different route. He is first a grad- 
uate of a pediatric medical program; he 
must serve his three years as a pediatrician 
before seeking psychiatric specialization. The 


Russians commented, however, that there is, 


a shortage of child psychiatrists. 


Major Conclusions 


What, then, are the major conclusions of 
the U.S. Mission on Mental Health? In 
general terms, there can be no question that 
the Russians have developed a framework 
for the delivery of psychiatric care that is 
remarkable to the extent that it attempts to 
provide—and to a considerable degree 
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does provide—a readily available, geograph- 
ically accessible network of coordinated 
facilities. 

This network is unique in a number of 
respects. First, while it is an extension of 
the system of medical services and receives 
its input from that system, it is largely 
separate from it. At the most likely point 
of contact, for example—the general hos- 
pital—there is little psychiatric representa- 
tion. While the Russians claim they are 
moving in the direction of establishing psy- 
chiatric wards in general hospitals, it was 
the delegation’s impression that there was 
little grass roots support for such a develop- 
ment, and that in any event it would be of 
limited scope, focusing primarily on psycho- 
somatic cases and mild neurotics. 

Second, it is of interest to point out that 
the most prestigious unit in the mental health 
delivery system is the mental hospital. It is 
at the mental hospital that many of the 
chairs of psychiatry are located, and it is 
here that a good deal of the specialized psy- 
chiatric training takes place. 

Another point worth pondering is that 
while the Russian system is highly organized 
and bureaucratized, this is not reflected in 
lack of concern for the individual patient. 
Time and again the delegation was impressed 
with the sensitive concern and individual at- 
tention shown psychiatric patients—agitated 
schizophrenics and senile psychotics in- 
cluded. 

The question of how effective this net- 
work is must be answered on an impres- 
sionistic level. There are no national sta- 
tistics on the prevalence of mental disorder 
in the Soviet Union, and local statistics are 
likely to be inadequate. However, the del- 
egation was of the opinion that the system 
was effective, particularly in the urban areas. 

This is not to say that there are not 
weaknesses in the framework. The scope of 
mental health is considerably more limited 
than in the United States; there is no one 
facility, for example, that encompasses the 
range of activities or breadth of program of 
the community mental health center. Fur- 
ther, the Russians have yet to refine and 
professionalize—to any significant degree— 
nonmedical mental health roles. 

There are still inequities in the distribu- 
tion of health professionals despite the high 
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degree of organization of the care network, 
and the quality of the uchastok physician 
seems a particular problem. 

What can we draw from the Russian 
framework? A word of caution is in order. 
As stated earlier, the Russian network of 
care reflects a particular and unique 
socio-political-cultural system. We cannot 
blithely seek to imitate an essentially alien 
system; we can, however, more easily adapt 
and apply relevant principles. 

Within that framework, there is much to 
consider. Briefly, we should attend to the 
Russian solutions to the manpower prob- 
lem. The effective and large-scale employ- 
ment of women in the health system is 
especially striking. So, too, is the role of 
the feldsher—a medical technician between 
the level of nurse and physician. 

The emergency system also warrants spe- 
cial attention. Crisis intervention is more 
than a phrase, it is an essential and critical 
component of the psychiatric program, and 
in the Soviet Union it is richly staffed and 
supported. It is an enviable aspect of their 
program. 
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The key emphasis, however, is on conti- 
nuity of care, and that is of no less import 
for the United. States than for the Soviet 
Union. We need to develop, promote, and 
support greater coordination and more mean- 
ingful collaboration among our mental health 
facilities and resources. 

In conclusion, then, it is clear that the 
Russians have made considerable progress 
toward the development and articulation of 
a framework that is in keeping with their 
national goals. 

From the delegation’s perspective there 
are questions which remain unresolved, 
implications which have yet to be determined, 
and areas which are in need of further study. 
However, there is consensus that the mission 
was a valuable and enlightening experience. 
It is only through a continuation of visits 
and exchange that we will ultimately be able 
to fill in the existing gaps. As this mission 
has demonstrated, that can be done in an 
atmosphere of profitable learning and mutual 
sharing. 
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Mission to Moscow 


P= TO STALIN’S DEATH IN 1953 American psychiatrists had 
little firsthand knowledge of what was going on in Soviet medicine 
—even less in Soviet psychiatry. Since 1956, however, psychiatric 
pilgrims traveling singly or in groups have been wending their way 
in a steady stream to the main fonts of Soviet psychiatry. They have 
observed as thoroughly as time and circumstance would permit and 
have dutifully recorded their observations in a rapidly expanding 
body of literature. These reports continue to be read by American 
psychiatrists (and their Soviet counterparts!) with unabated interest. 

Comes now the comprehensive report of the first official Mission 
on Mental Health to the U.S.S.R. (September 13 to October 12, 
1967), which appears in the Special Section of this issue. The mission 
team of seven seasoned experts consisted of a prominent jurist, a 
public health administrator, a well known mental health lobbyist, and 
four highly experienced psychiatrists. Their report merits careful 
study by all Americans interested in broadening their horizons. It is 
a tribute to the industry and zeal of the members of the mission that 
they succeeded in overcoming numerous obstacles, administrative 
and otherwise, to attain their objectives. As a result they were able 
to see more and to report in greater depth than any previous group 
in recent history. 

In 1957, after my first trip to the Soviet Union, I commented that 
many questions remained unanswered. The members of the recent mis- 
sion have given us excellent answers to most of the questions I then 
raised. For the first time we have a report on a chronic care facility 
even though a typical “home for invalids” was not seen. For the 
first time we can get a clear picture of the symbiotic relationship 
between Soviet psychiatry and Soviet law. For the first time we can 
see their efficient system of emergency psychiatric services in action. 
For the first time we can see clearly how the Soviet organization of 
mental health services permits their psychiatric manpower (and 
o be efficiently used in their hospitals, factories, 
dispensaries, workshops, and schools. We also sense that the Soviets 
have been achieving impressive results with manpower which may not 
be up to our standards in length, depth, and sophistication of training, 
but is nonetheless enormously effective. 

The way in which a nation treats its mentally ill is a fairly reliable 
index of the character of its people, its values, and its leadership. One 
has but to recall the wholesale “liquidation” of the “useless eaters” 
f Hitler Germany to verify this observation. 


in the mental hospitals o rif; 
The experienced members of this important mission have carefully 
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scrutinized many facets of Soviet psychiatry and have emerged with 
a remarkably favorable estimate of its effectiveness. Certain refine- 
ments may be missing from some of their services, but the over-all 
picture of a medically oriented, pragmatically based, and energetically 
manned system of psychiatric services cannot be missed. 

The inevitable question leaps to mind: “How do we compare with 
the Soviets?” Such a question is almost impossible to answer in such 
simplistic form because of the enormous differences in the social, 
political, economic, and educational systems of the two countries. 
American psychiatry has excelled in developing certain facilities 
(psychiatric units in general hospitals, to name but one) which 
barely exist in the Soviet Union. Nonetheless, there is much in the 
organization and character of Soviet psychiatry which merits serious 
study by American psychiatrists. There is no doubt that the Soviets 
have developed a highly sophisticated system for the efficient delivery 
of psychiatric services. They have, in a sense, already achieved many 
of the goals of our community mental health centers, which we have 
been trying to get going since 1963. Furthermore, the Soviets have 
achieved their goals using psychiatrists whose training is not as 
lengthy, intensive, or expensive as ours but with a societal result 
which appears to be just as good if not better. Is it not time for us 
to reappraise our own treatment and training methods in order to 
use our limited psychiatric manpower to the best possible advantage? 

We live in strange times, when the winds of international feeling 
blow sometimes hot, sometimes cold. The pages of this splendid 
report are not, however, concerned with such matters. Instead they 
give us a picture of how psychiatrists in one country treat their 
mentally ill citizens. It is primarily a report on human beings—psy- 
chiatrists and their patients in the Soviet Union—and how they 
interact. 

There is now, as always, a pressing need for levelheaded appraisals 
of each country’s methods and accomplishments in psychiatry. It is 
hoped that this mission will be but the first of a long series of ex- 
changes between the U.S. and the U.S.S.R., for we still have a great 
deal to learn from each other. 

ZiGMonD M. LEBENSOHN, M.D. 
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“Pathogenetic” (Dynamic) Psychotherapy 
in the Soviet Union 


Ts RECORDED IMPRESSIONS of the distinguished U.S. Mission on 
Mental Health, published in this issue, make an invaluable con- 
tribution to an understanding of psychiatric theory and practice in a 
culture very different from ours and at the same time have indicated 
the need for more knowledge. 

One area about which we are perhaps least well informed is 
psychotherapy in the Soviet Union, and particularly dynamic psycho- 
therapy. During a 15-month research tour * in Moscow and Lenin- 
grad, the writer observed at first hand this terra incognita, especially 
the psychotherapy of neuroses. 

To begin with, I discovered that there is dynamic psychotherapy 
in the Soviet Union, that it is widely practiced in a variety of forms, 
and that its use and influence in Soviet psychiatry are growing(4). 

Basic to an understanding of Soviet dynamic psychotherapy of 
the neuroses is the Russians’ classification of neuroses into two 
categories: reactive neuroses and developmental neuroses (plus a 
third intermediate category). According to this classification, the 
developmental neuroses are caused by traumatic relationships and 
life experiences dating back to earliest childhood and producing 
long-term personality “deformation.” These require an elucidation 
in depth of the traumatic factors and prolonged, thorough-going 
restructuring of the personality and interpersonal relationships. 

The reactive neuroses, which occur in a relatively healthy per- 
sonality, are precipitated by difficult life situations(2, p. 43). In 
these cases, short-term “pathogenetic” psychotherapy, directed at the 
existing reality problems, is the treatment of choice. This is sup- 
plemented by: a) intervention to change the objective conditions, 
to lighten life’s difficulties, b) improvement of the patient’s physical 
health; and c) involving the patient in an organized manner in 
socially productive activity, in which work therapy plays a major 
role(2, p. 44). 

Soviet psychiatrists be 
precipitating factors in t 
therapeutic task and that only in 


psychotherapy indicated. 
The emphasis, therefore, is on active, short-term psychotherapy. 


This emphasis is doubtless also made necessary by the system of 
psychiatric care which requires that treatment be made available 


without cost to all who need it. 


lieve that in most cases, attention to the 
he patient's reality situation is the major 
a minority of cases is "deep" 


1 Thi rch was supported in part by grants from the Foundations’ 
Hoc ch in Psychiatry, the Louis M. Rabinowitz Foundation, and 


Fund for Resear 
the Postgraduate Center for Mental Health. 
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Another characteristic of Soviet psychotherapy is its emphasis, in 
defining the goals of therapy (and indeed in defining mental health) 
in terms of the individual’s ability to engage in socially useful work 
and to function as a “full-valued” member of the collective. 

Another determinant is the conviction that psychotherapy can 
be successful only when there is a positive emotional relationship 
between patient and doctor(1). “The doctor must show great good- 
will toward the patient, a sincere sympathy and concern, a personal 
interest in his cure"(3). 

Therefore the Soviet psychotherapist, in treating neurotic patients, 
actively works to create a positive climate. He actively gives the 
patient emotional support, reassurance, advice, and guidance, He 
personally intervenes in the patient’s everyday realities: his job 
situation, living conditions, etc. The therapist interprets to the pa- 
tient “the story of his life, and the complicated, tangled, ununderstood 
or incorrectly understood circumstances of his past and present”(1). 
Then the therapist actively reeducates the patient and guides him 
toward the development of such “socio-moral qualities as moral 
fibre, social consciousness, collectivism, and the ability to lean upon 
the collective and with its help to see and correct his mistakes" (2, 
p. 44). 

ISIDORE ZIFERSTEIN, M.D. 
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The Current Status of Psychoanalysis in 
American Psychiatry 


Ts CONTRIBUTIONS of psychoanalysis to American psychiatry 
over the past 60 years have been impressive. Most major medical 
schools in America now accept psychoanalytically oriented psycho- 
dynamics as the foundation of their psychiatric teaching, and post- 
graduate psychoanalytic training institutes have been established in 
a number of them. In psychosomatic medicine, in child psychiatry, 
in the psychotherapy of the psychoses, in the neuroses of war, in 
social casework, in individual and group psychotherapy, in re- 
search, education, sociology, anthropology, and the arts, the impact 
of psychoanalytic theory has been enriching and rewarding. 
Yet we are faced with a striking paradox. In the past ten years— 
! despite all of this impressive impact—the prestige of psychoanalysis 
! in this country appears to have dropped significantly in academic and 
| scientific circles. 

There are a number of factors behind this circumstance. Although 
throughout his life Freud was more ready to modify his views than 
many of his adherents have been, the early antagonism that his 
theories encountered made him intensely invested in them emotional- 
ly. This, together with the scientific isolation into which he was initial- 
ly thrown, played an important role in the events that set psycho- 
analysis apart from general psychiatry and made it a “movement” 
rather than an open-ended scientific theory. Indeed, some of its 
adherents insist that psychoanalysis is a completely separate science 
and not part of the broad discipline of psychiatry at all. 

An associated factor was the isolation of most psychoanalytic 
institutes from the interdisciplinary cross-fertilization that could have 
occurred in academic settings. Thus these institutes became perpetu- 
^ ators and protectors of a tradition rather than open-ended scientific 
v centers. Furthermore, the pattern of psychoanalytic training with its 

absolute control over the analytic candidate by a training analyst 
who is arbiter of the candidate's professional career as well as his 
therapist tended to limit the autonomy of the students and to dis- 
courage the skeptical questioning that is essential to the scientific 
spirit. 
This rigidity in the training pattern finally led to rifts in the 
b 4 structure of the American Psychoanalytic Association beginning in 
the 1940s, with a number of more “liberal” psychoanalytic institutes 
developing both inside and outside of its framework. The formation 
of the American Academy of Psychoanalysis in 1956 with the 
express purpose of providing a scientific forum for all psychoanalytic 
| points of view, including dissident ones, was another consequence. 
ty Coincidentally, modifications began to take place in psychoanalytic 
theory. The most important of these was the gradual shift from a 
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predominantly id-oriented psychology to an ego-oriented psychology. 
In recent years the newer findings of comparative anthropology and 
field theory have contributed new perspectives, as have other elements 
coming from information theory, cybernetics, theories of learning, 
and general systems theory. 

The most significant consequence of these changes has been the 
shift to an open system model in which the individual’s functioning 
is always examined in the context of his group or field situation. This 
model is psychodynamic and system-centered; within it the source of 
psychopathology is sought not within the individual’s psyche but 
rather in his system of relationships—with his family, his small 
groups, his community, and his society. 

These contributions have not meant discarding all of Freud’s 
monumental contributions. The basic concepts of conflict, repression, 
transference, and the unconscious remain viable and effective founda- 
tions for understanding human behavior, even though attempts are 
being made to define these concepts within other frames of reference 
such as communications theory or learning theory. However, what 
Freud himself called the speculative superstructure of psychoanalysis, 
particularly his instinct theory and his meta-psychology, have come 
under increasing question, and newer theories that are more economi- 
cal and more in accordance with modern findings in biology and neu- 
rophysiology are being formulated. 

In addition, over the years psychoanalysis has been oversold as an 
optimal psychotherapeutic technique. Whether or not classical psy- 
choanalysis is truly the optimal approach for any specific form 
of psychopathology still remains to be conclusively proved, but at 
best it is indicated in only a small proportion of cases. As a result, 
there has been increasing psychotherapeutic experimentation with 
modifying the more formal, technical aspects of traditional psycho- 
analysis. Thus there has developed an increased blurring of the line 
between “psychoanalysis” and “psychoanalytic therapy” in American 
psychiatric practice. We seem to be moving in a direction predicted by 
Robert Knight almost 20 years ago—namely, the development of 
“a basic science of dynamic psychotherapy” that incorporates some 
of the most significant contributions of psychoanalysis without being 
tied to its formal technical design. 

In the face of these emerging changes it becomes increasingly 
important that the psychoanalytically oriented psychiatrist not tie 
his professional identity to any monolithic theoretical or therapeutic 
model. If he is to remain a scientific student of man’s intrapsychic 
processes, he must keep himself open to new sources of information 
and be willing to explore new therapeutic techniques. Those psycho- 
analytically oriented physicians who can do this will always have a 
significant contribution to make to the field of psychiatry. The sub- 
jective data of man’s inner experiences cannot be ignored in any 
comprehensive approach to human behavior. 


Jupp ManMon, M.D. 
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The Prevalence of Alcoholism Among 
General Hospital Ward Patients 


BY RAMNIK BARCHHA, M.D., MARK A. STEWART, M.R.C.S., L.R.C.P., 
AND SAMUEL B. GUZE, M.D. 


A systematic survey of consecutive admis- 
sions to the general medical wards of a large 
metropolitan teaching hospital revealed a 
high rate of alcoholism, although approxi- 
mately one-third of the patients with alco- 
holism appeared to be in remission. Illness 
patterns of alcoholic patients differed from 
those of nonalcoholic patients. However, 
physicians and staff caring for these patients 
generally did not recognize the alcoholism. 


or Is probably the single most 
important psychiatric public health 
problem in the United States because of 
its frequency, chronicity, and characteris- 
tic social, psychological, and medical com- 
plications(5). Three recent reports (1, 3, 
4) indicate that patients with a history 
of alcoholism are often found on the wards 
of general hospitals though the alcoholism 
is not always recognized by the attending 
physicians. This study of the frequency of 
alcoholism among general medical ward in- 
patients of our hospital (Barnes Hospital) 
extends these observations. 


The authors are with the department of psy- 
chiatry, Washington University School of Medi- 
cine, 4940 Audubon Ave., S Toin Moy D. 

This work was supported in pa 
Health Service grants MH-5938, MH-5804, MH- 
7081, MH-09247, and MH-13340 from the Na- 
tional Institute of Mental Health. 


Method 
Selection and Interview 


The sample included all patients (in- 
cluding neuromedicine patients) at least 
20 years of age who were admitted to the 
Barnes ward medical service during a period 
of five consecutive months; there were 479 
such patients. We were unable to interview 
87 of these patients (18 percent) because 
of early discharge, early death, severe handi- 
cap in communication, or refusal to co- 
operate. The remaining 392 patients fur- 
nished the material for this report. 

All the subjects were interviewed two to 
ten days after admission to the hospital. 
The interview was systematic and it dealt 
primarily with drinking history. The patients 
were interviewed before the hospital charts 
were inspected; they were told that the 
purpose of the interview was to obtain in- 
formation from all the patients on the ward 
about the use of alcohol. 


Diagnosis of Alcoholism 


The diagnostic criteria used have been 
previously validated by demonstrating tha! 
men who received the diagnosis of alcohol- 
ism based upon these criteria had signifi- 
cantly more trouble associated with drinking 
over a three-year period of follow-up thar 
did nonalcoholic controls(2). During the 


This section includes articles which are usually, although not always, less lengthy than the 
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TABLE 1 
Prevalence of Alcoholism by Sex and Race with Mean Ages for Each Group 
WHITE MALES NEGRO MALES WHITE FEMALES NEGRO FEMALES 
(N = 101) (N = 83) (N = 97) (N = 111) 
MEAN MEAN MEAN MEAN 
DIAGNOSIS PERCENT AGE PERCENT AGE PERCENT AGE PERCENT AGE 
Alcoholism 
Active 7 50 m 25 44 5 45 3 51 
In remission 12 54 13 50 1 54 3 61 
Total 19 53 38 46 6 47 6 56 
Questionable 
alcoholism 
Active 5 40 6 46 2 54 2 27 
In remission 1 82 2 64 0 — 1 48 
Total 6 47 8 57 2 54 3 34 
Non-alcoholic 
Non-drinkers 6 56 2 43 40 57 29 55 
Other 69 56 52 48 52 48 62 43 
Total 75 56 54 48 92 52 91 49 
Total 100 54 100 AT 100 52 100 49 
(20-81) (20-82) (21-77) (21-86) 


follow-up the original diagnosis of alcohol- 
ism was not known to the people who ob- 
served and recorded the subsequent prob- 
lem drinking. 

In order to receive a diagnosis of alco- 
holism, symptoms in at least three of the 
following four groups were required. Group 
1 included: 1) tremors or any manifesta- 
tions of delirium tremens or a history of 
cirrhosis, 2) impotence associated with 
drinking, 3) alcoholic “blackouts,” 4) al- 
coholic binges or “benders.” Group 2 in- 
cluded: 1) inability to stop drinking when 
he wanted to stop; 2) attempts to control 
drinking by allowing himself to drink only 
under certain circumstances such as only 
after 5 p.m., or only on weekends, or only 
with other people; 3) drinking before break- 
fast; 4) drinking non-beverage forms of 
alcohol. Group 3 included: 1) arrests for 
drinking, 2) traffic difficulties associated 
with drinking, 3) trouble at work because 
of drinking, 4) fighting associated with 
drinking. Group 4 included: 1) feeling that 
he drank too much, 2) family objected to 
drinking, 3) other people objected to his 
drinking, 4) friends were lost because of 
drinking, 5) guilty feelings about his drink- 
ing. 

The diagnosis of questionable alcoholism 
was made if there was a drinking problem 
but the specific criteria for the diagnosis of 
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alcoholism were not fulfilled, e.g., if a sub- 
ject reported three or more symptoms but 
these were limited to one or two groups, 
or if a subject reported only two symptoms 
that were striking, such as binges and job 
troubles. 

If a patient fulfilled the criteria for the 
diagnosis of alcoholism or questionable al- 
coholism but reported a marked reduction of 
drinking associated with the absence of 
any problems related to drinking for at 
least a year prior to the interview, the diag- 
nosis was qualified as “in remission.” 


Medical Diagnosis 


After the patients were discharged from 
the hospital or had died, the hospital records 
were reviewed to determine the final medical 
diagnoses as well as other items in the 
clinical record. 


Results 


Table 1 presents the prevalence rates for 
alcoholism and questionable alcoholism, ac- 
tive and in remission, by sex and race. The 
mean ages for the various groups are also 
provided. The figures indicate that 27 per- 
cent of the males received a diagnosis of 
alcoholism and an additional seven percent 
were considered questionable alcoholics; thus 
a third of the males gave a history of prob- 
lems associated with drinking. About 21 
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percent of the males reported active prob- 
lem drinking while about 13 percent re- 
ported that the alcoholism was in remis- 
sion. 

Among the female patients six percent 
received a diagnosis of alcoholism and an 
additional 2.5 percent received a diagnosis 
of questionable alcoholism, so that about 
8.5 percent presented a history of problem 
drinking. About six percent of the female 
patients were experiencing current difficulty 
associated with drinking while the other 2.5 
percent were apparently in remission. For 
each sex-race subgroup, except for the white 
females among whom there were no ques- 
tionable alcoholics in remission, the active 
alcoholics or questionable alcoholics were 
younger than the comparable patients in 
remission. The prevalence of alcoholism: 
among the Negro men was twice as high as 
among the white men; there was no racial 
difference among the women. 

About a third of the alcoholic and ques- 
tionable alcoholic patients reported a 
marked reduction in drinking for at least 
one year prior to admission to the hos- 
pital. Most of these patients attributed the 
reduction in their drinking to their medical 
illnesses—either the symptoms of the illness, 
its treatment, or associated medical advice. 
Only a rare patient had ever received treat- 
ment for alcoholism itself. 

Table 2 presents the prevalence of cer- 
tain selected medical diagnoses. Because of 
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the small number of patients with ques- 
tionable alcoholism, all patients with a his- 
tory of problem drinking were combined and 
compared to patients without such a history. 
About 25 percent of the alcoholic male pa- 
tients and about 39 percent of the alcoholic 
female patients suffered from one of the 
following: peptic ulcer, cirrhosis of the liver 
or fatty liver, and pancreatitis. The com- 
parable figure for the nonalcoholic males 
was about 11 percent and for the nonal- 
coholic females about three percent. Only 
some of the differences in prevalence rates 
for individual diagnoses were statistically 
significant, however: peptic ulcer for men 
and women, cirrhosis or fatty liver and pan- 
creatitis for women, and venereal disease 
for men. Though diabetes was twice as com- 
mon in the alcoholic patients, this differ- 
ence was not statistically significant. 


Discussion 


Table 3 summarizes the findings in the 
three previous reports(1, 3, 4) of the prev- 
alence of alcoholism among general hos- 
pital ward patients and permits comparison 
with the findings in this study. It is clear 
that alcoholism is very common in this 
group of patients. Green(1), who reported 
the lowest figure for men (15.3 percent), 
emphasized that this is almost certainly an 
underestimation. His low male/female ratio 


TABLE 2 
Prevalence of Certain Selected Medical Diagnoses 
MALES FEMALES 
PERCENT WITH PERCENT WITH 
DIAGNOSIS OF PERCENT WITHOUT DIAGNOSIS OF PERCENT WITHOUT 
ALCOHOLISM (50) DIAGNOSIS OF ALCOHOLISM (13) DIAGNOSIS OF 
OR QUESTIONABLE EXCESSIVE OR QUESTIONABLE EXCESSIVE 
MEDICAL ALCOHOLISM (13) DRINKING ALCOHOLISM (5) DRINKING 
DIAGNOSIS (N = 64) (N = 120) (N = 18) (N = 190) 
Peptic ulcera 21.8 T 92 11.14 * 21 
Laennec's cirrhosis y 
or fatty liver b 3.1 er 22.2 e 10 
Pancreatitis b — 17 5.6 E 
Diabetes ^ 20.3 10.8 33.3 15.3 
5 ** 
Venereal disease 40.7 192 — N. 
a Diagnosis based on findings during index admission or on X-ray evidence during a previous admission. 
» Diagnosis based on findings during index admission. 
* Diagnosis based on a positive history recorded in the chart. 
# Includes one case of acute gastritis with hematemesis. 
* Difference between values is significant at p<.05 level. 
** Differences between values is significant at p < .01 level. 
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TABLE 3. 
Prevalence of Alcoholism Among General Hospital Ward Patients 
MEN WOMEN 
PERCENT PERCENT 
PERCENT QUESTIONABLE. PERCENT QUESTIONABLE 
STUDY N ALCOHOLICS ALCOHOLICS N ALCOHOLICS ALCOHOLICS 
Green j 
(Raleigh, N. C.) 461 19.1 — 380 37 — 
Nolan i. i 
(New Haven, Conn.) 482 15.3 — 344 ^ 9.9 — 
Pearson 
(Melbourne, Aust.) 100 290 9.0 — at Lh 
Present Study ` 
(St. Louis, Mo.) 184 27.7 « 71 208 6.2 25 


also suggests that he missed many male al- 
coholics. The combined data involving over 
2,000 general hospital ward patients indicate 
that drinking problems occur in about 20 to 
25 percent of male ward patients and in 
about six to seven percent of female ward 
patients. Furthermore, the reports by No- 
lan(3) and Green(1), as well as this one, 
indicate that alcoholic patients present 
with different distributions of illnesses from 
those of nonalcoholic patients. These differ- 
ent illness patterns indicate that hospitalized 
patients labelled alcoholic do, in fact, differ 
medically from those labelled nonalcoholic. 
The different illness patterns, however, can- 
not validly be used to estimate differential 
illness risks; to obtain these it would be nec- 
essary to follow up alcoholic and nonalco- 
holic cohorts matched for sex, race, age, 
socioeconomic status, etc. 

The previous authors(1, 3, 4) have 
emphasized the general lack of recognition. 
of the alcoholism by the attending physi- 
cians. Our own experience is similar. Only a 
small number of patients with alcoholism 
received that diagnosis during their hos- 
pitalizations. In fact, in the absence of obvi- 
ous liver disease or delirium tremens, only 
a small number of hospital charts contained 
an adequate assessment of the drinking 
history. We must conclude, therefore, that 
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serious problem drinking is very common 
among general hospital ward patients but 
that its high prevalence is not appreciated 
by most attending physicians. Since the al- 
‘coholism may have contributed to the patho- 
genesis of the presenting medical illness, 
may have interfered with effective outpatient 
treatment and thus led to hospitalization, 
and certainly was associated with significant 
interpersonal and social troubles, its lack of 
recognition, when it is so common, is a 
serious oversight. 


REFERENCES 


1. Green, J. R.: The Incidence of Alcoholism in 
Patients Admitted to Medical Wards of a 
Public Hospital, Med. J. Aust. 1:465-466, 
1965. 

2. Guze, S. B., and Cantwell, D. P.: Alcoholism: 
Parole Observations and Criminal Recidivism. 
A Study of 116 Parolees, Amer. J. Psychiat. 
122:436-439, 1965. 

3. Nolan, J. P.: Alcohol as a Factor in the Ill- 
ness of University Service Patients, Amer. J. 
Med. Sci. 249:135-142, 1965. 


4. Pearson, W. S.: The "Hidden" Alcoholic in 
the General Hospital, N. Carolina Med. J. 
23:6-10, 1962. 

5. Public Health Service, National Institute of 
Mental Health: Alcohol and Alcoholism. 
P.H.S. publication No. 1640, 1967. 


Amer. J. Psychiat. 125: 5, November 1968 | 


BRIEF COMMUNICATIONS 


685 


LSD Research: The Impact of Lay Publicity 


BY CHARLES C. DAHLBERG, M.D., RUTH MECHANECK, M.A., 
AND STANLEY FELDSTEIN, PH.D. 


; 


An inquiry was sent to 29 investigators con- 
ducting research involving the use of LSD 
or other hallucinogens, in an effort to deter- 
mine what effects publicity about LSD may 
have had upon their research, Nineteen of 
the investigators reported that the publicity 
had negatively affected the recruitment of 
“appropriate” subjects, the attitudes of al- 
ready participating subjects, the behavior of 
research personnel, and the continuation of 
several research projects. 


ile EFFECTS OF value-laden information 
upon attitudes, while a topic of continu- 
ing concern for its political, social, and psy- 
chological implications(1, 2, 3, 4, 5,%,6); 
have become of particular interest in psy- 
chopharmacological research where drugs 
such as LSD have been receiving sensational 
and often unfavorable attention in the press. 
The investigators became interested in this 
problem as a result of their own observa- 
tions of subjects in an LSD research project 
during a period of widespread adverse pub- 
licity, and they became concerned about the 
effects of publicity upon similar research 
projects. 

A short review of the history of publicity 
that LSD has received will perhaps highlight 
the problem facing research involving this 
drug. There has been much interest in LSD 
throughout the 1950s and 1960s in research, 
psychotherapy, literature, and the popular 
press because of its psychotomimetic char- 
acteristics and because of its reputedly 
“mind-manifesting” or  insight-enhancing 
properties. This, however, was not a topic 
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of concern until 1962, at which time a scan- 
dal ensued at Harvard University involving 
the uncontrolled use of the drug. 

The scandal was the source of much sen- 
sational publicity at the time in such maga- 
zines as Playboy, The Reporter, and the 
Saturday Evening Post. In addition, an LSD 
black market began to flourish. Unfortunate- 
ly, press coverage was practically nonexistent 
for articles about LSD appearing in popular 
medical magazines, professional journals, 
and periodicals such as the Medical Tribune. 
LSD, which previously had been available 
to individual investigators, was no longer 
obtainable for private research. However, 
government research grants were available 
to study the drug’s effects, and LSD con- 
tinued to be supplied to authorized research- 
ers by Sandoz Pharmaceuticals, the sole 
company that manufactured it. 

After this period there was very little 
publicity until March 1966, when Life Maga- 
zine renewed the notoriety by publishing an 
article with considerable sensationalistic em- 
phasis. Shortly thereafter, newspaper, maga- 
zine, radio, and television coverage abounded 
—lurid reports of a child accidentally swal- 
lowing the drug, a murder connected with 
LSD, inquiries by a district attorney, etc. 
Recall of the drug by Sandoz followed. The 
New York County Medical Society made 
formal recommendations to the state legisla- 
ture asking for more stringent penalties for 
illicit manufacture and distribution of the 
drug, which was followed in April 1967 by 
the enactment in New York State of laws 
controlling the sale, possession, and use of 
hallucinogens. 

The authors were beginning recruitment 
for a study investigating the effects of LSD 
upon communication in psychotherapy at the 
time of the unfavorable publicity.! This 


1 Supported by PHS grant MH-11670 ("Effects 
of LSD-25 on Psychotherapeutic Communication”) 
to the William Alanson White Institute, New 
York, N. Y. Drs. C. C. Dahlberg, S. Feldstein, 
and J. Jaffe are the principal investigators. 
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study involves patients who are seen in pri- 
vate psychotherapy sessions and are given 
LSD in small doses at regular intervals dur- 
ing the course of their therapy, over a period 
of about a year and a half. The therapist. in 
the project, when speaking to prospective 
patients for the study, began to notice a 
degree of anxiety on the part of several of 
them which contrasted markedly with the 
response of patients to similar situations at 
previous times. Because of this change in 
patient response, it seemed worthwhile to 
inquire about the effects of adverse publicity 
on other research projects which were em- 
ploying LSD. 

It should be noted that the data of the 
present study were collected by the last 
month of 1966. The data collection phase 
occurred, therefore, during the period of 
adverse, sensationalistic publicity and prior 
to the appearance of any articles or pub- 
licity concerning LSD and chromosomal 
changes. The question of whether such 
changes do, in fact, occur as a function of 
LSD ingestion is obviously of considerable 
moment and is still under investigation (by 
the authors as well as others). The important 
point is that this question was not a public 
issue at the time the present study was 
completed. 

It is also worth noting that there was a 
significant difference between the stories in 
the popular press before and after the dis- 
covery of possible chromosomal damage by 
LSD. Before the first report of chromosomal 
damage, the stories were about sensational 
activities of illicit drug users and included 
claims of nirvana, insights, and personality 
change as well as claims of psychosis, sui- 
cide, and other psychic damage. These re- 
ports gave little rational reason for avoiding 
carefully controlled scientific study of the 
drug. When the reports of chromosomal 
damage appeared there was, for the first 
time, a tenable argument for persons being 
more concerned about being subjects in an 
experiment on LSD than on another drug. 

This report concerns the effect of pub- 
licity which did not give a rational reason 
for avoiding carefully supervised experi- 
mentation with LSD. It has been the au- 
thors' experience that subsequent to public 
attention to the possibility of LSD-caused 
chromosomal damage, the recruitment of 
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subjects became considerably more difficult. 
Informal conversations with other research- 
ers using LSD have tended to confirm this 
finding. Moreover, other scientists have 
raised questions about the propriety of con- 
ducting any research with humans which 
involved the use of LSD. 


Procedure 


Identical letters of inquiry were sent to 
29 researchers in the United States and 
Canada who were known to be conducting 
studies involving the use of LSD or other 
hallucinogens, or who, at previous times, 


TABLE 1 
Letter of Inquiry Sent to Investigators 


Dear ——— — ——. 

My associates and | are currently engaged in a re- 
search project investigating the effects of LSD on com- 
munication in psychotherapy. We are in the midst of 
recruiting subjects for the project and have become 
concerned about the effects on patient attitudes of the 
tremendous amount of adverse publicity which LSD has 
been receiving of late. 

It is my impression that the anxiety being expressed 
by patients about the drug contrasts markedly with the 
attitudes | have previously observed in my work with 
patients using LSD. We have noted, for example, that 
although our current patients have not, on the whole, 
been deterred from participating in the study, there 
has been an increasing tendency on their part to turn 
to others (friends, relatives) for advice. Because of their 
lack of any other source of information, it is these 
people who tend to be most persuaded by distortions 
and sensationalism in the press and, in turn, instill appre- 
hension and concern in the patients. 

The degree to which these attitude changes may affect 
not only the willingness of future patients to participate 
in the study, but their reactions to the drug as well, is 
unknown at this point. However, | feel it is a problem of 
major importance to investigators in the field. For this 
Teason | am contacting you and several other people 
currently working with LSD. | would be extremely inter- 
ested in hearing from you about your impressions, or any 
data you may have, regarding the effects of the recent 
publicity on attitudes and recruitment of subjects in 
the past few months as compared with your work prior 
to this time. | would be particularly interested in specific 
descriptions of individual reactions that have been noted. 
In this way | hope to be able to pull together the ex- 
Deriences of various people and begin to obtain an 
over-all perspective about this issue. 

| would appreciate Teceiving your reply and will be 
happy to send you the results of this inquiry when they 
are compiled. 


Sincerely, 
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had conducted such studies. The letter (ta- 
ble 1) presented the senior author’s observa- 
tions and concern about the amount of ad- 
verse publicity LSD was receiving, and it 
solicited the recipient’s opinions and, in 
addition, any available data or information 
about the effects of such publicity upon the 
attitudes and recruitment of subjects in and 
for the recipient’s research. 

Of the 29 investigators, 25 replied, al- 
though only 19 of the replies were pertinent 
to the study. The remaining six investigators 
expressed either a disinclination to respond 
to the specific request or reported that they 
were not currently involved with such re- 
search, Thus the results reported below are 
based upon the responses of 19 investigators. 


Results 


Letters of response were divided into three 
categories on the basis of the issues with 
which they dealt. These categories were: 
1) the effects of adverse publicity on re- 
cruitment of subjects; 2) changes in attitudes 
of subjects already participating in a study 
and any impact these attitude changes may 
have had upon drug reactions; and 3) the 
effects of adverse publicity upon scientific 
investigation, its impact on hospital person- 
nel, and its effect upon research endeavors 
in general. 

Because this inquiry was not intended as 
a formal investigation, no statistical analyses 
were performed. Instead, the number of 
responses falling into each of these categories 
and the descriptive comments which accom- 
panied them are presented. 

1. Subject recruitment. Fifteen of the 19 
responses were relevant to the first category 
of effects of adverse publicity upon subject 
recruitment. Most studies did not actively 
seek to recruit subjects but used volunteers 
instead. Eleven respondents reported that 
volunteers were as numerous Or more nu- 
merous subsequent to the outburst of pub- 
licity than prior to it. Only one respondent 
reported considerable difficulty in recruiting 
desirable subjects, and three replied that 
they felt there was a somewhat, though not 
totally, negative reaction. One of these re- 
spondents felt that relatives were interfering 
with patient volunteers: “. . . subjects who 
had not taken the drug were becoming more 
difficult to convince, especially their rela- 
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tives." Another felt that the occasional drop- 
outs from projects were often the result of 
family pressure. A third, using LSD to treat 
alcoholism, reported some reluctance on the 
part of alcoholic patients, though none with 
normal volunteers. 

The majority of respondents commented 
upon the change in the type of subjects vol- 
unteering for the project. Although more 
volunteers were noted as applying for par- 
ticipation in the projects, they were reported 
as being less “appropriate.” As one investi- 
gator stated: 


...it may be speculated that the motivation of 
persons who seek out and are willing to par- 
ticipate in LSD experiments may have changed 
as a result of the recent publicity, as it is likely 
that such participation is now viewed more as a 
potentially dangerous experience. 


Another stated: *. . . in spite of our re- 
cruitment efforts we have had considerable 
difficulty in securing subjects of the type in 
whom we are interested for our experi- 
ments." Many volunteers have been lured 
by the “promise of nirvana," which was the 
expression used to describe the effects of 
publicity. 

2. Attitude change. The reported change 
in the attitude of subjects was most marked. 
Of the nine responses which were relevant, 
all spoke of the increased fears of subjects 
(and their relatives) in the study and their 
increasing need for reassurance. This need 
was expressed by a tendency to postpone 
scheduled sessions and by an increased num- 
ber of inquiries about potential dangers as 
a result of taking the drug. 

Several investigators expressed fears that 
this increase in anxiety on the part of the 
subjects might result in an increase in the 
number of panic reactions under LSD, and 
one stated, “I feel all the notoriety will in- 
duce variables we will not be able to rec- 
ognize or identify—let alone measure or 
control for the next five years." No docu- 
mentation of this possibility could be offered 
by any of the respondents inasmuch as there 
had been no reports of bad reactions which 
could be readily attributed to the publicity. 
One investigator reported that “. . . the 
flood of mass media coverage had increased 
favorable attitudes among the previous skep- 
tics or fence sitters, but with those negative 
or uninterested to begin with the publicity 
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has served to reinforce their fears concerning 
adverse effects. . . .” 

3. Scientific investigation. Several investi- 
gators offered information that was not spe- 
cifically requested, ie., that the publicity 
affected their scientific endeavors adversely. 
Three who had previously conducted re- 
search privately were prevented from con- 
tinuing their studies because of the recall 
of the drug. Three others who were con- 
ducting research in mental hospitals were 
forced to discontinue their work. One was 
relatively noncommittal about his superior’s 
reason for stopping, except for noting his 
concern about working with LSD “at this 
time"; another reported bluntly that he was 
in a state hospital and was particularly vul- 
nerable to political investigations; and the 
third stated that the administrative author- 
ities and he had decided to “temporarily” 
Stop research because of the present diffi- 
culties in obtaining LSD. 

Two respondents from hospitals noted 
that although their research was not discon- 
tinued, there were additional problems. One 
said that his staff had become more fright- 
ened and ambivalent; and the other, that 
hospital personnel began to treat the re- 
search as "shady," which had the effect of 
rendering the therapists in the project over- 
cautious and fearful.? 


Discussion 


Although the results are relatively in- 
formal, they do suggest that the adverse 
publicity associated with LSD has had gen- 
erally negative effects upon certain aspects 
of research concerned with the drug. It has 
reputedly led to: 1) a decreased number of 
"appropriate" volunteers, 2) an increase in 
the anxiety of participating subjects, 3) the 
premature demise of several LSD projects, 
and 4) increased ambivalence and cautious- 
ness of personnel participating in other LSD 
projects. 

The first two effects should probably be 


2 Subsequent to the completion of this report 
it was learned that two other LSD research proj- 
ects (not among the original 29 queried) had been 
discontinued during the data collection phase of 
the present study and prior to their completion. 
One of these projects utilized human subjects; the 
other, nonhuman mammals. Their discontinuation 
was attributed to the adverse publicity. 
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considered interactive. It seems likely, that 
is, that the decrease in “appropriate” volun- 
teers reflects the arousal of fears similar to 
those reported by participating subjects. The 
“inappropriate” volunteers presumably rep- 
resent a group that is attracted to the drug 
and sees the research as a legalized method 
of obtaining it and, perhaps, a safe way of 
taking it. Presumably, too, the characteris- 
tics and expectations which make for the 
attraction of such individuals would severely 
limit the generalizability of whatever ex- 
perimental results their participation yielded. 

With respect to the reactions of partici- 
pating subjects, it may be of interest to 
present several detailed illustrations drawn 
from the project (see footnote 1) which 
generated the present inquiry. The illustra- 
tions are of five patients in treatment with 
the psychoanalyst of this project. All had 
been in analysis for at least a year prior to 
the beginning of the project, and two had 
had prolonged prior analyses. 

In each case the therapeutic relationship 
was quite good at the time the patients 
were approached for participation in the 
project. Before the spring of 1966 when 
the publicity began, two patients had been 
asked to participate, and although both had 
quickly agreed, only one had been started. 
Patient 1, who was well into the study 
when the publicity began, reacted only with 
an expression of sympathy about the posi- 
tion of the research team and with some 
pride at being part of such an important 
project. 

Patient 2, who had been mildly appre- 
hensive and in the unfortunate position of 
having a rather prolonged waiting period 
from the time she agreed to go into the 
Project until the time when she could ac- 
tually start, became very anxious. She talked 
to a number of people about LSD including 
members of her family, some of whom ex- 
pressed strong opposition. She had originally 
expressed mild concern about LSD precipi- 
tating a psychosis or suicide, and these con- 
cerns increased. She stated that the publicity 
had made her think much more seriously 
about LSD than she had previously, when it 
had not seemed quite real. After some 
thoughtful consideration, she decided to ac- 
cept the risk. 


Patient 3 reacted very much as patient 1, 
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with an attitude which could be described 
essentially as, “If you think it’s the thing 
to do, let’s go ahead.” 

Patient 4, who had more than the usual 
amount of knowledge about the drug, re- 
acted with intense anxiety for about three 
days. Her roommate said, “You may be 
crazy enough to do that, but I wouldn't." 
Other persons with whom she spoke gave 
more considered responses, but she became 
fairly obsessed with fantasies of psychosis. 
Analytic exploration led to a decrease in 
her anxiety and an eagerness to participate 
in the project. 

Patient 5 also had fantasies of disorga- 
nization and spoke to many professionals 
about LSD, some of whom strongly opposed 
it. She was, however, fascinated by the drug 
and could not let go of the idea, although 
eventually she refused to take it. 

The reactions of the participating sub- 
jects, institutions, and investigators described 
by the respondents might be interpreted as 
a conjoint effect of the communications and 
communicators to which they were exposed 
and the groups to which they belonged. 
Klapper(5) contended that mass media, 
used as agents of persuasion, are capable of 
inducing neutrally disposed individuals to 
develop an attitude in the direction intended 
by the propaganda. Mass communications 
concerned with the effects of drug use have 
primarily relied upon emotional rather than 
rational appeals, and have associated LSD 
use with mental illness, crime, mass orgies, 
and the like. It seems understandable that 
such publicity aroused the anxieties of sub- 
jects and potential “appropriate” subjects, 
few of whom presumably had any prior 
knowledge or opinions about hallucinogenic 
drugs. VONT 

On the other hand, subjects participating 
in an LSD project who are also patients have 
another source of information, i.e., their 
therapist, with whom they have usually es- 
tablished a relationship based upon some 
degree of trust. A patient does not tend to 
believe that his therapist would ask him to 
Submit to a procedure that is harmful or 
potentially harmful. The therapist will, 
therefore, often be considered a more re- 
liable communicator than mass media, and 
the patient will elect to join or remain in the 


Project in spite of his fears. 
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The reported institutional and investigator 
responses to the adverse publicity appear to 
be primarily in compliance with actual or 
imagined pressures by publicity-sensitive 
agencies, both political and professional. 

These responses indicate that research in- 
volving LSD has suffered from the adverse 
sensationalistic publicity received by the 
drug. Thus the acquisition of possibly im- 
portant information about the drug has been 
prevented or retarded. 

It is of additional, if peripheral, interest 
that the survey might be viewed as a field 
examination of persuasibility. Laboratory 
studies have suggested a number of vari- 
ables which appear to determine the ef- 
fectiveness of such persuasive communica- 
tions. Among such variables are: 1) the role, 
affiliations, and intentions of the communi- 
cator or message source; 2) the content and 
presentation style of the communication; and 
3) the characteristics and reference groups 
of the audience that receives the communica- 
tion. It seems likely that the results of the 
present survey might be reasonably under- 
stood within the conceptual framework out- 
lined by these variables. 

It should be mentioned as a limitation of 
the study that the wording of the letter of 
inquiry sent to the investigators may have 
exerted some influence upon their responses. 
The extent of such influence, if it occurred, 
is difficult to assess. 
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The Use of Television Videotape to Enhance 
the Therapeutic Value of Psychodrama 


BY MICHAEL D. GOLDFIELD, M.D., AND ROLAND LEVY, M.D. 


The value and potentials of videotape re- 
play of psychodrama are reviewed. While 
one benefit is in showing participants what 
they are doing and feeling, it also permits 
the director to review his own actions in 
order to perfect and correct his technique. 
The audience can also be involved by re- 
cording their reactions to the dramas taking 
place. 


How do I know what I think ’til I see what I 
say. ... I have inhabited this skull which from 
the inside seems comfortably habitual but which 
I might not even recognize if I could stand 
six feet away and see its hairless shine in the 
starlight... (2). 

—W. STENGER 


T AIM of psychodrama is to capture 
that momentary state where spontaneous 
dramatic events evoke an emotional re- 
sponse. Therapy is derived from dealing 
with inner conflicts as they come to the 
surface through a spontaneous, yet struc- 
tured, dramatic portrayal. These dramatic 
events often involve the participants to such 
an extent that they are unable to “stand six 
feet away.” The actors, and even the audi- 
ence, may not really “know what [to] think 
"til [they] see what [they] say.” With the 
assistance of television videotape, the thera- 
peutic value of psychodrama can be greatly 
enhanced, That magic moment of emotional 
involvement can be relived and rediscussed 
through the technique of video replay. 
Psychodrama has been videotaped for 
the past four months on the day-night unit 
at the Langley Porter Neuropsychiatric In- 
stitute. The portion of the drama video- 
taped has been variable; often only the first 
or the last 15 minutes were taped. Recently 
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it has proven more beneficial to tape the 
entire 90 minutes of the psychodrama, re- 
playing what were thought to be the high- 
lights and limiting the total tape replay to 
15 minutes. This limitation is to avoid an 
overload of audiovisual information. 

As Wilmer has pointed out, the com- 
plexities and nuances contained in only 15 
minutes of videotape are so enormous that 
the discussion period can well be filled with 
viewing a brief segment(4). The essential 
requirement is that of replay and discussion 
immediately following the videotaped event 
(3). 


The Director 


Videotaping and replay of psychodrama 
has been useful from many standpoints. 
The director, the actors, and the audience 
may all benefit from its use. The director of 
psychodrama should be aware of the total 
Situation as it develops before him. He 
must be able to encourage the continuation 
of the dramatic event or he must be able 
to stop the drama at crucial points. The 
director's attention must also extend to the 
audience surrounding the stage to see the 
hints of emotional responses evoked there. 
He should be aware of the actions of the 
auxiliary egos and of the doubles. He needs 
to know when to introduce special tech- 
niques such as role reversal, and when to 
avoid them. Above all, he must be able to 
maintain control over the situation. 

The complexities of the director’s role 
make the teaching of psychodrama direction 
a very difficult task. Even the experienced 
director needs to remain a continuing stu- 
dent. However, he is often handicapped by 
the lack of adequate feedback from other 
staff who may not be sufficiently experienced 
to provide the necessary information. 

With replay of the dramatic situation, 
the director can stand back and look at 
the event much more objectively. From this 
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point of view he is able to see what he may 
have missed while he was involved in the 
situation. He can make observations of the 
emotional responses of persons in the audi- 
ence. Through the selected-out, unbiased 
feedback of segments of videotape replay 
he can see where he might have stopped 
the dramatic event sooner, where it lagged, 
where it went too fast, where he might have 
lost the feel for the event, and where his 
direction went smoothly. Moreover, he will 
be able to teach other people how to direct 
through the use of the videotape by dem- 
onstrating sequences which illustrate the 
various points of technique. 


The Actors 


Videotaping enhances the ability of the 
actor to realize the inter-role patterns 
which occur. Whether a participant acts as 
a child, parent, or adult can be emphasized 
therapeutically through the use of video 
replay to show where the person has been 
dominant or submissive, passive or active, 
rigid or flexible, hot or cold, accepting or 
rejecting. 

A. 20-year-old girl who had been using 
aggression as a defense against becoming 
closely involved with others portrayed her- 
self in the role of breaking up with a boy 
friend. She pushed "him" to the floor and 
then rapidly walked away. When viewing 
the replay, she stated "That's not how it 
was, was it? I wasn't like that at all. That's 
not me, is it?" Aggressivity had been such 
a part of her behavior that she was never 
aware of her actions until she viewed them 
on videotape replay. 

A 20-year-old divorced man whose strong 
intellectual defenses prevented him from 
recognizing his involvement with his young 
daughter took part in the following scene: 
His *wife" telephoned asking why he had 
not visited his child. An argument ensued 
during which the "child" grabbed the tele- 
phone from “mother” and pleaded, "Please 
come home, Daddy, we miss you." During 
the drama he rationalized the separation 
as “for my daughter's best interest.” In the 
discussion which followed he continued to 
deny his own feelings toward the daughter. 
However, on viewing a replay of the event, 
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he was no longer able to disguise the true 
feelings from himself. 


The Audience 


It is often stated that members of the 
audience derive therapeutic value from psy- 
chodrama through sharing the emotions 
along with the actors. When asked by the 
director how they felt during various dra- 
matic events, members of the audience often 
do not realize the effect which the event had 
on them. Through the use of videotape 
their feelings and expressions become evi- 
dent. The camera places them “on stage" 
by recording their smiles or frowns, their 
idosyncratic movements, and allows them 
to see themselves as actors. 


Conclusion 


According to Moreno(1), the backbone 
of psychodramatic therapy is spontaneity 
which “broadly considered is a resourceful- 
ness which integrates on the spur of the 
moment, the faculties of the personality to 
meet a situation.” But spur-of-the-moment 
events are often transient and fleeting. In 
the past Moreno utilized one or more re- 
corders to make stenographic notes of ver- 
balizations, movements, mood, and gestures 
for subsequent analysis. Television video- 
taping as “participant recorder”(3) can cap- 
ture more easily and completely the spon- 
taneity and perfectly mirror the event during 
replay. Hence the actual experience is re- 
lived. 

For some the emotional response can 
even be greater than that in the actual 
situation. For others the emotional responses 
might be tempered with a more objective 
point of view. New insight can be gained 
from “seeing it the way it is.” A restimu- 
lation of the affect provoked by the actual 
event often occurs. Questions and comments 
surrounding the replay by all the partici- 
pating members of the psychodrama serve 
as a valuable means of obtaining a post- 
action catharsis. Inter-role patterns which 
were spontaneously discovered during psy- 
drama can be returned to view by television. 
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Psychodrama is a valuable therapeutic tech- 
nique, and the incorporation of videotape 
replay enhances its value. 
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Freud and Kronos 


BY JEROME M, SCHNECK, M.D. 


In one of Freud's uncompleted works, pub- 
lished posthumously, reference is made to 
Kronos eating his children and being cas- 
trated by his son, Zeus, in retaliation. How- 
ever, inspection of extant versions of the 
myth shows Zeus banishing but not castrat- 
ing his father, whereas Kronos had previous- 
ly castrated his own father, Uranus. The 
reasons for Freud's error are a point of 
speculation. 


“S PLITTING OF THE Ego in the Defensive 

Process” is one of the last papers by 
Freud, dated 1938, unfinished, and published 
posthumously(1). He told of symptom de- 
velopment in a little boy who had been 
threatened by his nurse with castration. This 
was “as usual, ascribed to his father.” He 
developed an intense fear of the father and 
simultaneously, a fetish. 


Freud wrote: 


This fear of his father, too, was silent on the 
subject of castration: by the help of regression 
to an oral phase, it assumed the form of a fear 
of being eaten by his father. At this point it is 
impossible to forget a primitive fragment of 
Greek mythology which tells how Kronos, the 
old Father God, swallowed his children and 
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sought to swallow his youngest son Zeus like 
the rest, and how Zeus was saved by the craft 
of his mother and later on castrated his father. 


Did Zeus castrate his father Kronos? 
Here are the data supplied by two scholars 
who culled material from many original 
sources. The castration theme and other 
events of general and psychoanalytic interest 
are present in the mythology, but do not 
require special comment. I have put to- 
gether material scattered in the pages of 
Graves(3) and Grant(2) in order to unify 
the story and present it in sequence. 


The Chronicle of Kronos 


Mother Earth emerged from Chaos in the 
beginning. She bore her son, Uranus, and 
he married Mother Earth, He threw his 
rebellious sons, the Cyclopes, into Tartarus, 


.and “fathered the Titans upon Mother 


Earth”(3). In revenge, she persuaded the 
Titans, led by Kronos, the youngest of the 
seven, to attack their father. Kronos has 
been called wily and the most terrible of her 
children(2). 

Mother Earth armed him with a flint 
sickle and when Uranus was asleep, Kronos 
used this weapon to castrate the “lusty sire” 
whom he “hated” (2). Grant says specifical- 
ly: “. . . as his father Heaven [Uranus] lay 
upon Earth, he [Kronos] castrated his father 
with a jagged sickle"(2). He threw the 
genitals and sickle into the sea. Aphrodite 
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rose from the sea, which had been impreg- 
nated by Uranus’ severed genitals, and drops 
of blood from the wound fell on Mother 
Earth who gave birth to the Three Erin- 
nyes—furies who avenged crimes of parri- 
cide and perjury. Graves(3) notes that the 
Hittites have Kumarbi (Kronos) bite off the 
genitals of the Sky god (Uranus). He swal- 
lows some of the seed and spits out the rest 
on Mount Kansura where it grows into a* 
goddess. 

Kronos married his sister, Rhea, and 
Mother Earth and the dying Uranus prophe- 
sied that one of Kronos' own sons would 
dethrone him. Kronos therefore swallowed 
his own children, but the enraged Rhea took 
Zeus, her third son, and hid him in Crete. 
She gave Kronos a stone wrapped in swad- 
dling clothes and he swallowed it, believing 
it to be Zeus. When he learned of the de- 
ception, he pursued Zeus who turned himself 
into a serpent. Afterwards, with Rhea's aid, 
Zeus mixed mustard and salt in a honeyed 
drink given to Kronos, who vomited the 
stone (which Zeus later set at Delphi) and 
Zeus' brothers and sisters as well. 

Zeus later struck down Kronos with a 
thunderbolt that was given to him, accord- 
ing to Grant(2), by the brothers of Kronos, 
whom Zeus also released from captivity. 
Kronos was banished to a distant isle ac- 
cording to one version of the tale, and to 
Tartarus according to another(3). Graves 
states also that "the vengeful Erinnyes are 
understood by the mythographers as warn- 
ing Zeus not to emasculate Cronus [Kronos] 
with the same sickle [that had been used 
on Uranus]; but it was their original func- 
tion to avenge injuries inflicted only on a 
mother, or a suppliant who claimed the 
protection of the Hearth-goddess, not on a 
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father’(3). After the dethronement of 
Kronos, Zeus, Poseidon, and Hades drew 
lots for lordship of the sky, sea, and under- 
world. Zeus won the sky, and the earth was 
shared by all. 


Discussion 


Why did Freud claim the castration of 


‘Kronos by Zeus? Two possible reasons 


should be considered, although others may 
doubtless be suggested. Freud may have had 
access to a version of the myth that differs 
from the major accounts in use at present 
and for centuries past. There is, however, 
no evidence for it that I know of. 

The second consideration is that in his 
unfinished work he automatically made a 
claim that had no basis in mythology and 
which he had not as yet confirmed. He 
relied on his memory, which deceived him. 
Stress on the castration theme was consistent 
with his clinical and theoretical construc- 
tions. The strong emphasis on theoretical 
guideposts included the special role of cas- 
tration fear as part of father-son relation- 
ships and the Oedipal constellation. A 
special desire and effort to reinforce his 
views could have led to this false recollection 
of mythology. 
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Aftercare of the Psychiatric Patient: An 1847 View 


BY ERNEST HARMS, PH.D. 


Dr. F. Koestl, in 1847, wrote of the necessity 
of dignified attitudes toward, and proper 
aftercare facilities for, recovered and recov- 
ering mental patients, His 196-page book, 
written 121 years ago, anticipated some of 
modern psychiatry's ideas regarding after- 
care and social readjustment. 


HOSE WHO have surveyed and evaluated 

the advances made in our care of the 
mentally ill in recent years have noted that 
among our most valuable achievements has 
been the development of programs of after- 
care for the released patient, intended to help 
the patient readjust to the community. In- 
deed, community psychiatry and community 
mental health care, and especially community 
attitudes toward the recovered mental pa- 
tient, are very much at the center of discus- 
sion in progressive circles. 

The historian, however, is often uncon- 
vinced concerning claims of novelty. As a 
matter of fact, aftercare is not a new de- 
velopment. It was being advocated and 
demanded more than a century ago. In 
1847, for example, Dr. F. Koestl, Primar- 
Arzt (senior psychiatrist) at the Bohemian 
State Hospital for the Insane at Graz, wrote 
a small book called Winke zur Wuerdigung 
und Behandlung der genessenen Seelen- 
kranken (Suggestions of Dignified Attitudes 
Toward and Therapy for Recovered Mental 
Patients) (1). The treatise was addressed to 
both psychiatrists and the public. Although 
the author was apparently familiar with 
contemporary writing on the subject, such 
as the works of Heinroth and Damerow, he 
was not satisfied with existing attitudes and 
therefore set out to promulgate a more far- 
reaching view. 

The treatise is in two parts—the first de- 
voted to discussion of dignified attitudes 
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toward recovered mental patients and the 
second to extended psychotherapy for them. 
The three sections of the first part deal with 
relatives of the recovered, the role of the 
psychiatrist and the institution in the life 
of the recovered, and the responsibilities of 
the state. 


Attitudes Toward Mental Patients 


At the outset the author takes issue with 
a public attitude—one with which we still 
struggle today—and pleads that mental ill- 
ness is not a moral failing and should carry 
no moral stigma during, and especially after, 
a stay in a mental hospital. The insane are 
our brothers and should be regarded and 
treated accordingly. (The author viewed the 
hypochondriac as psychopathological and 
not an object of moral judgment.) We pity 
the physically ill but are afraid of the men- 
tally ill, who need increased love and emo- 
tional support, he noted. For a long time 
after recovery the mental patient feels in- 
secure and needs the support of his relatives. 
Negative behavior toward him may cause a 
relapse. One must never think that the re- 
covered patient would be better off in an 
institution than at home. 

Writing on the role of the psychiatrist, 
the author makes the highest demands ever 
postulated for the conduct of the psycho- 
therapist. A psychiatrist, he says, cannot be 
a mere professional: He must view his pa- 
tient as a whole human being and not only 
as an individual afflicted with a specific 
disease. He should be able to apply social 
and even religious aspects in treatment. In 
treatment within the institution he must 
consider the future existence of his patient 
on the outside. Treatment consists not only 
of eliminating symptoms, but of curing the 
"total man." The patient should be kept in 
the hospital only as long as is really neces- 
sary. 
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Dr. Koestl’s ideas about occupational 
therapy are amazingly modern. Patients in 
an institution should not be provided mean- 
ingless activity, but should be systematically 
engaged in occupations that will have value 
for their later life outside the institution. 

At the end of this section Dr. Koestl 
elaborates on the professional qualifications 
of the psychiatrist. One cannot learn to be 
a psychiatrist, he insists: One must be born 
one. 

As to the responsibility of the state for 
the recovered mental patient, the author is 
somewhat skeptical. In this connection he 
reports on “Sonnenstein,” a “recovery” in- 
stitution which was an important experiment 
during his time, and he justifiably concludes 
that little of what was needed was actually 
being done. He therefore suggests that psy- 
chiatrists assume the task of providing con- 
tinuing care for the recovered, a procedure 
that would help to elevate the patients’ feel- 
ings of social security. (In 1855, after his 
promotion to the directorship of the state 
mental hospital of Prague, Dr. Koestl wrote 
a pamphlet on endemic cretinism in which 
he called for the government to take over 
automatically the total care of cretins and 
attempt to eradicate this disease.) 


Aftercare for the Recovered Mental 
Patient 


The second part of the treatise, on caring 
for the recovered, begins with two short 
chapters on aspects of the release of the 
recovered patient, and faith in the cure. The 
psychiatrist, Dr. Koestl feels, should be the 
judge of the readiness of the patient to be 
released. This judgment should not be in- 
fluenced by the eagerness of relatives for the 
patient's release. 
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With amazing insight he discusses the 
process and symptomatology of recovery. 
To illustrate: “It is not the psychiatrist but 
the psyche of the patient that effects the 
real cure,” and “Insanity is a closed process, 
with a beginning and an end, and these must 
be viewed together in order to arrive at a 
proper view of the recovery." 

Dr. Koestl proposes a new type of in- 
stitution, the "recovery" institution. The 
recovering patient, he says, should be re- 
moved as'soon as possible from the environ- 
ment of insanity to a “halfway” house where 
he might:remain for up to three years, until 
total recovery is assured. 

Faith in cure, Dr. Koestl maintains, is the 
best aid to recovery; its worst enemy is fear 
of relapse. This is true for the patient as 
well as his relatives. Proper insight into the 
conditions needed for recovery and mental 
health is the best means of attacking insanity. 

The last section of this small volume is 
the most intriguing. The author urges that 
before a patient is returned to the environ- 
ment that made him ill he should be given 
specific instructions regarding his behavior 
outside the mental institution. Relatives 
should also be given appropriate advice. The 
patient has to be made aware of his weak- 
nesses under certain conditions. The newly 
recovered patient needs help to regain “self- 
and world-consciousness." He must learn to 
live among healthy people. It is necessary for 
him to develop new and constructive inter- 
ests—in nature, art, music, and travel. The 
author suggests a "support fund" for the 
recovered insane, and a home for those with 
no family to return to. 
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Lunar Effect on Mental Illness: 
The Relationship of Moon Phase to Psychiatric Emergencies 


BY STEPHEN F. BAUER, M.D., AND EDWARD J. HORNICK, M.D. 


The authors examined the frequency of use 
of the psychiatric emergency room of an 
extremely busy municipal hospital and were 
unable to demonstrate any relationship be- 
tween moon phase and mental illness. An 
area for further study, aimed at a sub- 
sample including the most agitated patients, 
is suggested. 


UNAR INFLUENCE on life has remained 
a persistently held belief throughout re- 
corded history. As part of an interest in 
the structure and function of a psychiatric 
emergency service in a large municipal gen- 
eral hospital we noted repeated comments 
on the part of psychiatric staff about the 
effects of the moon on the frequency of 
use of the emergency service. Typically, after 
a particularly busy shift a psychiatric resi- 
dent would suggest that there was really 
some connection between his busy tour of 
duty and the full moon of the previous 
night. 

The supposed effects of the moon relate 
not only to psychic processes but to other 
phenomena as well Oliven(2), in a com- 
prehensive historical study, summarized 
areas of presumed lunar influence: the tides 
of the seas and oceans, atmospheric tides, 
terrestrial magnetism, menstruation, sexual 
desire and activity, and the spawning habits 
of various sea worms(2). 

Our dominant interest, stimulated by the 
observations of emergency room residents, 


The authors are with the department of psy- 
chiatry, Albert Einstein College of Medicine. Dr. 
Bauer is also assistant clinical professor of psy- 
chiatry and clinical director, psychiatric inpatient 
services, the Hospital of the Albert Einstein Col- 
lege of Medicine, 1825 Eastchester Rd. Bronx, 
N. Y. 10461. Dr. Hornick is associate professor 
of psychiatry and director of residency training 
services, Bronx State Hospital. 

The authors would like to thank Drs. Daniel 
Zowell and Paul Kessel for their statistical con- 
sultation. 


[148] 


is in the possible lunar effect on mental 
function. It is the full moon that has most 
often been incriminated as inducing mad- 
ness. Various sources emphasize the effect 
of moonlight: e.g., according to Pliny the 
Elder(3) the “moon produces drowsiness 
and stupor in those who sleep under her 
beams”; and to Plutarch(4) “Everybody 
knows that those who sleep outside under 
the influence of the moon are not easily 
awakened, but seem stupid and senseless.” 

It was Blackstone, however, who in the 
18th century codified and legalized these 
beliefs with the following definition(1): “A 
lunatic, or non compos mentis, is one who 
hath . . . lost the use of his reason and who 
hath lucid intervals, sometimes enjoying his 
senses and sometimes not, and that fre- 
quently depending upon the changes of the 
moon." 

Thus historical references coincide with 
the anecdotal reports and intuitions of some 
psychiatrists who think that there are many 
true "lunatics"—those whose madness is 
influenced by the full moon. 

In this regard the thoughtful remarks of 
Sarton in his paper on lunar influence are 
particularly pertinent(5) : 


To begin with let us remember that there is 
nothing absurd or self-contradictory in the idea 
that the Moon might influence the minds of 
men. Such an influence is conceivable, but it 
has not yet been proved, nor is it probable in 
the light of present knowledge. Indeed a tangi- 
ble influence is highly improbable. We call the 
assumption of such an influence a “supersti- 
tion,” because it is unproved and unlikely. The 
superstition lies not in the concept but in tak- 
ing it for granted without warrant. 


Taking the “superstition” as a starting 
Point, we assumed that should the fullness 
of the moon indeed affect mental function 
and induce madness, then this should be 
reflected in the number of patients seeking 
emergency psychiatric help or brought by 
others for such care. Thus we expected 
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that variations in acute mental illness re- 
lated to fullness of the moon would be re- 
flected in variations in the frequency of use 
of the psychiatric emergency service, which 
was the only significant source of emer- 
gency psychiatric treatment in the commu- 
nity during the period studied. 


Method 


The Bronx Municipal Hospital Center is 
the receiving hospital for all psychiatric 
emergencies in a geographic area including 
about three-quarters of the Bronx. The 
psychiatric service is available for emer- 
gency consultation 24 hours a day. Indeed, 
it is the only resource in the district for 
police officers to bring agitated patients 
who are being disruptive. Every patient 
visit is registered and then tabulated daily 
by the psychiatric emergency service clerk. 

The number of people coming to the 
emergency service during the 24 hours of 
each moon phase (full, last quarter, new, 
first quarter) was tabulated for the two-year 
period from January 1, 1965 through De- 
cember 31, 1966 (table 1). Because there 


TABLE 1 
Moon Phase (Including Sunday) January 1, 1965 to 
December 31, 1966 


VARIABLE FULL LAST FIRST 


Total number 
of patients 
Mean number* of 
patients per 
24 hours 


595 609 604 588 


24.79 2538 25.17 2450 


* chi square = .44. 


is diminished patient use of the psychiatric 
emergency service on Sundays, the data 
were retabulated, removing all phase days 
that occurred on Sunday (table 2). 


Results and Discussion 


A chi-square test to determine relation- 
ship between moon phase and the number 
of patients consulting the emergency ser- 
vice was carried out. The values of chi- 
square (table 1, .44; table 2, 1.30) are not 
significant at the .05 level and do not even 
approach significance. Thus the number of 
patients coming to the emergency service 
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TABLE 2 
Moon Phase (Excluding Sunday) January 1, 1965 to 
December 31, 1966 


VARIABLE FULL LAST NEW FIRST 


Total number 
of patients 
Mean number* of 
patients per 
24 hours 


498 550 530 540 


2621 2750 2650 2571 


* chi square — 1.30. 


does not vary as a result of moon phase. 

It might be argued that a statistical survey 
such as the one presented here does not 
account for the fact that “moonstruck” pa- 
tients simply may not appear in our emer- 
gency room but are taken care of in other 
ways. Although posssible, this seems unlikely 
to us. When they are extremely agitated, 
patients are forcibly brought for care— 
often by police. As a result of municipal 
regulations these patients are without ex- 
ception brought to the Bronx Municipal 
Hospital emergency service and thus ap- 
pear in the reported sample. Furthermore, 
the population studied is highly skewed to 
lower socioeconomic classes (Hollingshead- 
Redlich classes IV-V), making it highly 
unlikely that any extensive numbers of these 
patients were seen by private practitioners. 

Of course, it is possible that there are 
some patients whose illnesses are markedly 
influenced by moonlight but whose numbers 
are so small that they would not affect a 
large sample. To clarify this point one 
might take only the most distracted, agitated 
patients and subject their time of appear- 
ance in the emergency room to a similar 
analysis. We were not able to do this with 
the data available to us. 


REFERENCES 


1. Blackstone, W., quoted in Oliven, J. F.: Moon- 
light and Nervous Disorders, A Historical 
Study, Amer. J. Psychiat. 99:579-584, 1943. 

2. Oliven, J. F.: Moonlight and Nervous Dis- 
orders, A Historical Study, Amer. J. Psychiat. 
99:579-584, 1943. 

3. Pliny the Elder, quoted in Oliven, J. F.: Moon- 
light and Nervous Disorders, A Historical 
Study, Amer. J. Psychiat. 99:579-584, 1943. 

4. Plutarch, quoted in Oliven, J. F.: Moonlight 
and Nervous Disorders, A Historical Study, 
Amer. J. Psychiat. 99: 579-584, 1943. 

5. Sarton, G.: Lunar Influence on Living Things, 
Isis 30: 495-507, 1939. 


[149] 


698 


BRIEF COMMUNICATIONS 


The Resident in Community Psychiatry: 
An Assessment of Changes in Knowledge and Attitudes 


BY MARIETTA BABCOCK KOLMER, M.S.S., AND HOWARD M. KERN, JR., M.D. 


The authors wished to determine the effect 
of a training program in community psychia- 
try on the attitudes of psychiatric residents. 
Using structured interviews with 12 psy- 
chiatric residents prior to, during, and at the 
end of a one-year training program, they 
found that seven of the 11 trainees who 
completed the study showed a statistically 
significant positive change in their knowledge 
of and attitudes toward community mental 
health practice. 


QU ATTITUDES toward mental 
health and patterns of care for the 
mentally ill have greatly increased demands 
for psychiatrists experienced in community 
psychiatry. In the state of Maryland there 
has developed a program of training in com- 
munity psychiatry which introduces third- 
year psychiatric residents to the practical 
and theoretical aspects of this specialty as 
an integral part of their residency training. 

The Maryland Training Program in Com- 
munity Psychiatry(1-4) is a cooperative 
venture of the State Department of Mental 
Hygiene, the State Department of Health, 
the county health departments, and various 
university, private, and state psychiatric 
training institutions. From its inception in 
July 1958 through June 1966, 79 third-year 
psychiatric residents elected to participate in 
the training program. 

In order to participate, the resident must 
have completed at least two years of clinical 
psychiatric training. He must be recom- 
mended by the director of training at his 
parent institution and be acceptable to the 
health officer of the county to which he 
will be assigned. The resident-trainee works 
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one day a week for a minimum of one 
year in a rural county health department. 
Rural counties are selected because each is 
a fairly self-reliant community, with a 
structure and leadership pattern which can 
become familiar and understandable within 
a moderately brief period. 

Maryland has a well established county 
health department system, each county pro- 
viding a broad spectrum of treatment and 
preventive services to the total community. 
Each county's full-time staff includes a 
health officer, public health nurses, sani- 
tarians, medical technicians, and clerical per- 
sonnel; part-time consultants in several 
medical specialties assist the health officer. 

In the mental health program the trainee 
is responsible to the health officer and is 
supported by the public health nurses, a 
part-time clinical psychologist, and, in a 
few instances, a psychiatric social worker. 
No senior psychiatrist is present, hence the 
trainee is very much on his own in a situa- 
tion demanding forbearance, tact, flexibility, 
and willingness to learn. He is challenged 
by a job requiring ingenious solutions to 
immediate problems and by stimuli arising 
from the opportunity for leadership. 

Each trainee has the following responsi- 
bilities in his work in the county: 

l. He is psychiatric consultant to the 
local health department and the community. 

2. He assists the health officer in plan- 
ning and implementing mental health pro- 
grams, 

3. He directs the part-time mental health 
clinic and assumes medical responsibility for 
psychiatric diagnosis and treatment of adults 
and children, 

4. He supervises the work of nonmedical 
clinic personnel. 

5. He participates in in-service training 
Programs and in mental health education 
Programs for the community. 

_ A requirement of the training program 
is that each trainee spend a minimum of 
six hours a month in advisory sessions. He 
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meets individually with a member of the 
training program staff and attends seminars 
conducted by consultants in the specialties 
of psychiatry, psychology, psychiatric social 
work, sociology, and public health mental 
health nursing. 

We have been impressed with the 
trainees’ performance and learning. This 
study is an attempt to objectify our im- 
pressions. 


Method 


The method selected for the study was a 
structured interview in which 33 open-ended 
questions (see questionnaire at the end of 
the paper) were arranged to provide for 
variation in the types of responses required 
of the trainee, i.e., questions requiring rela- 
tively simple and objective factual replies 
were interspersed with those requiring a 
more subjective answer. Two fundamental 
assumptions were basic to the design of 
the study: 1) Answers to the structured 
list of questions reflected a change in the 
trainees’ behavior as a result of the training 
experience; and 2) the interview was a 
sensitive measure of the trainees’ knowledge 
about and attitudes toward community 
psychiatry. 

Initially, the interview questions were 
pretested for completeness and feasibility 
with seven trainees who were near the end 
of their first year of training in the Maryland 
Training Program. The experimental group 
was composed of the 12 trainees who were 
new to the program the following year, al- 
though one trainee was eventually elimi- 
nated from the study because of problems 
in the recording and transcription of his 
interviews, ? 

The trainees, representing four training 
institutions, were interviewed three times 
during the year: before beginning to work 
in the program, halfway through the year, 
and at the end of the year. The same set of 
33 questions was used in each interview, 
regardless of whether it was the first, second, 
or third interview. All interviews were con- 
ducted by one person who was not a mem- 
ber of the training program staff." 


. lMarietta Babcock Kolmer, M.S.S., principal 
investigator. 
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Each interview question-and-answer item 
was transcribed onto a separate card, and 
each card was coded to conceal both the 
occasion of the interview and the identity 
of the trainee. This was done in order to 
avoid bias on the part of the principal 
investigator and the judges? The Table of 
Random Numbers was used to obtain a 
sample of 100 answers selected from the 
total of 1,089 replies (each of 11 trainees 
was asked 33 questions in each of three 
interviews). The principal investigator and 
the judges then rated the 100 answers in- 
dependently, using a three-point scale: 3 — 
very good, 2 — good, and 1 — poor. 

Judging was done on the basis of whether 
the trainee's response indicated the posses- 
sion of appropriate knowledge and attitudes 
necessary for effective function as a com- 
munity psychiatrist. The three sets of ratings 
were then tested for inter-rater reliability. 
It was found that the probability of the 
degree of inter-rater reliability occurring by 
chance was less than 1 in 1,000, and the 
principal investigator subsequently rated the 
remaining 989 answers(5).? 


Results 


One method of illustrating our findings 
is by means of a histogram (figure 1) which 
shows that there was positive change in the 
knowledge and attitudes of ten of the 
residents during the year, as measured by 
their responses to the interview questions. 

The results of statistical analysis of the 
data are shown in table 1. Using p —.05 
as the level of significance, seven of the 11 
trainees studied showed, by the end of the 
year: 1) a statistically significant positive 
change in attitudes toward community men- 
tal health practice, 2) an increase in in- 
formation about the subject, and 3) an 
increased knowledge of skills useful in com- 
munity mental health practice. An eighth 
trainee showed a positive change at the .10 ` 
level of significance. Although there was” 
some change in the desired direction for 
two more trainees, it was not at the .10 


2 Howard M. Kern, Jr., M.D., and Garrett J. 
ena) M.D., members of the training program 
staff. 

8 Details of the statistical methods used are 
available from Dr. Kern. 
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level of significance. One trainee showed no 
statistically significant change at p = .05, al- 
though at p=.10 there was statistically 


significant change in the undesired direction. 


TABLE 1 
Sign Test Scores 
FIRST TO SECOND FIRST TO 
SECOND TO THIRD THIRD 
TRAINEE INTERVIEW INTERVIEW INTERVIEW 
A p = .304 * p= 015 p= .039 
B .180 .059 .010 
C 412 .039 .010 
D .263 .015 .026 
E .584 447 .143 
F .006 .274* 059 
G 407 * 025 048 
H .709 405 * .105 * 
J .001 .032 * 025 
K 013 090 .001 
L .084 581 .108 
* — decrease. 
Discussion 


The technical difficulties and problems 
inherent in any attempt to determine the 
effect of a given teaching or training tech- 
nique upon students or trainees are well 
known, and the authors of this paper are 
aware of these difficulties. Nevertheless, an 
attempt has been made here to do so with 
full knowledge of several unavoidable de- 
partures from strict research design, and, 
one may hope, with full knowledge of cer- 
tain limitations of this study. 

The authors conducted the study on the 
basic assumption that a psychiatric resi- 
dent’s verbal answers to structured test 
questions would measure, at least in part, 
his knowledge of and his attitudes toward 
community mental health practice at the 
point in time of each of three interview 
periods. 

Statistical analysis of the answers indi- 
cates that weekly exposure to community 
mental health practice improves to a sig- 
nificant degree the knowledge of this form 
of practice in the majority of the psychiatric 
residents in this study. This being so, the 
Maryland Training Program in Community 
Psychiatry, as outlined in this paper, is an 
effective and practical way of imparting 
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knowledge about community mental. health 
practice to psychiatric residents. 


Questionnaire 


1. Could you tell me what you think com- 
munity psychiatry is? 

. Would you mind giving me your ideas 
about a community mental health pro- 
gram? For example, if you were hired 
to develop a sound community mental 
health program in a county that did not 
have public psychiatric resources, how 
would you go about it? 

3. As you see it now, what are some of the 
goals of a community mental health pro- 
gram? 

4. How would people in the county you are 
thinking about become patients in your 
program? 

5. Could you give me your concepts of men- 
tal illness? 

6. What is the difference between a mentally 
ill and a mentally well person? 

7. What proportion of the mentally ill people 
do you think need to be in a hospital? 

8. In general, what would be your approach 
to the treatment of patients in the county 
clinic? 

9. On a practical basis, what can be done in 
a community mental health program if 
a patient fails to keep his appointment? 

10. What do you think of the advisability of 
going out to the patient's home? 

11. How about contacting relatives or other 
interested persons? 

12. How did you happen to elect to enter this 
training program in community psychiatry? 

13. Now, thinking again about problems, what 
are some of the problems in community 
mental health that have to be faced? 

14. In relation to a community mental health 
program, who decides what help is want- 
ed—the community or the psychiatrist? 

15. Who in a community tend to be the people 
who help those who have problems? 

16. What do they generally do.to help? 

17. (First interview) When you go out into 

the county, what do you anticipate will 
be the most common type of problem you 
will be called upon to deal with? 
(Second and third interviews) When you 
are out in the county, what is the most 
common problem you are called upon to 
deal with? 

18. Now turning to the mentally ill again, can 
you help a person without directly treating 
him? 

19. Dr. . ..., I imagine you have been 
doing some thinking or planning about 


N 
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what you want to do in the future, Would 
you mind telling me a little about your 
professional plans? 

Some people I have talked with have had 
a chance to become acquainted with a 
number of persons who are leaders in the 
field of community psychiatry, either by 
reading or lectures; others have not. Can 
you tell me the names of, say, five you 
know about? 

I have a few questions now about the 
roles of various staff members in a com- 
munity mental health program. First, there 
is the public health nurse. Just what role 
do you consider the public health nurse 
to have in a community mental health 
program? 


. How about the role of the psychologist? 
. Next, I have listed the social worker. What 


do you see as the role of the social worker 
in a community mental health program? 
What about the county health officer? What 
does he do in terms of the community 
mental health program? 

As you probably realize, quite a lot of 
planning went into the setting up of this 
training program in community psychiatry. 
Would you mind telling me what you see 
as its purpose? 

(First) What is the most important thing 
you want to learn or gain this year? 
(Second and third) What is the most im- 
portant thing you have learned or gained 
this year? 

(First) How would you anticipate that this 
experience might influence your thinking 
about community psychiatry? 

(Second and third) How has this experi- 
ence influenced your thinking about the 
clinical practice of psychiatry? 

(First) What do you anticipate might be 
limits or constraints placed upon you? 
(Second and third) What are the limits or 
constraints placed upon you, or can you 
do what you want to in the program? 

As you know, there are lectures, seminars, 
and suggested reading during the year. Do 
you feel they will, or have, contributed 
much to your knowledge? (More from ex- 
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perience or more from formal resources?) 
Why? 


30. (First) Could you tell me of any specific 


incident or what you would consider criti- 
cal experiences which will be extremely 
1) useful? 2) useless? 

(Second and third) Could you tell me of 
any specific incident or experience which 
was extremely 1) useful? 2) useless? 


31. (First) In what way do you feel this ex- 


perience will be worth your time and ef- 
fort? 

(Second and third) Do you feel at this 
point that the experience has really been 
worth your time and effort? 1) If yes, can 
you tell me why? 2) If no, could you tell 
me what you did expect? 


32. If. you were in charge of developing a 


training program in community psychiatry, 
what kinds of things do you feel would 
be needed? What would be the most im- 
portant? 


33. Do you think training in community men- 


tal health will in the future be a part of 
residency training, or do you think resi- 
dency training will continue pretty much 
as it has over the years? 
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LETTERS TO 


THE EDITOR 


Need for Further Evaluation of 
Russian Psychiatrie Services 


Sir: At the annual American Psychiatric 
Association meeting in Boston, the American 
delegation of the medical cultural exchange 
(U.S. Mission on Mental Health) presented a 
comprehensive report on Soviet psychiatric 
services as observed during a four-week visit 
to the Soviet Union in the fall of 1967. I 
feel the critical evaluation in the report tended 
to be submerged in a general mood of eulogy. 

My own three-week visit to the Soviet Union 
in 1966 left an overwhelming first impression 
of delight and relief in the discovery that 
Soviet citizens were warm, human, and in- 
dividual. At the Bechterev Institute in .Lenin- 
grad I experienced the same feeling of a warm 
personal approach to patient care as was 
experienced by the members of the delegation. 
But in retrospect, I feel there is something 
in the initial discovery that these people are 
human beings similar to ourselves that neces- 
sitates critical evaluation and judgment. Per- 
haps I merely echo the sentiments of one 
of the discussants, Dr. Henry Dicks, in in- 
sisting that a brief honeymoon cannot be the 
only consideration in judging the adequacy of 
a functioning system—whether in a marriage 
or in a psychiatric service. 

Not long after the annual meeting the 
New York Times published a glowing report 
on the delegation's findings. This report, which 
left the general impression that psychiatric 
services in the Soviet Union were superior to 
those in the United States, came to the at- 
tention of a Soviet citizen recently arrived in 
Boston for a study program. He was suprised 
to note the newspapers reported psychiatric 
health services in his country as superior to 
those in the United States. He stated that 
serious problems do exist, especially with alco- 
holism and service in rural areas. When I 
explained that many members of the delegation 
had praised (among other things) the emer- 
gency system, he look astonished. 


In order to make proper allowance for the 
honeymoon effect and to lend some persective 
to the report, I feel an extended study over 
a longer period of time and a critical evalua- 
tion period at home after the Soviet ex- 
perience are needed. 

Further, some of the points made by the 
delegation members seemed, in my opinion, 
to need more stress. While free mental health 
care to everyone and superior service to el- 
derly chronic patients characterize the Soviet 
system at its best, there is a dearth of psy- 
chiatric units in general and pediatric hospitals, 
while in the United States a great deal of our 
most advanced and sophisticated work is done 
in such settings. The Soviet conception of a 
psychiatric disorder (based on the 19th cen- 
tury model of a diseased nervous system) is 
far narrower than our own. 1 

The legal rights of a citizen not to be 
unduly detained seem, in Judge Bazelon's re- 
port, to be unprotected by a judicial system 
of checks and balances in regard to commit- 
ment proceedings. 

Finally, the Soviet health services may 
suffer from bureaucracy, with its division of 
responsibility and inadequate communication 
between the Ministries of Health, Social Wel- 
fare, and Education. For example, medical 
visitors to the Soviet Union under the auspices 
of the Ministry of Health have experienced 
extreme difficulty with or actual rejection of 
requests to see facilities (homes for chronic 
care, work colonies, and forest schools) 
under the jurisdiction of another ministry. How 
many more difficulties then are experienced by 
the patient whose proper care demands prac- 
tical working cooperation between the Ministry 
of Health, the Ministry of Social Welfare, and 
the Ministry of Education? 

In closing I would like to stress the im- 
portance of continuing this kind of inquiry 
and communication with countries which are 
highly developed industrially and educationally 
but which differ widely from the United 
States in political and theoretical orientation. 
Our own psychiatric services are currently in 
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a state of flux because of our wish to make 
care available to our total population. Perhaps 
we have something to learn and something 
to contribute in a study of psychiatric services 
developed by a political system and cultural 
tradition based on social need. The Amer- 
ican Psychiatric Association certainly seems 
an appropriate forum for such continuing study. 


Nancy RoLLINS, M.D. 
Boston, Mass. 


Concept of Free Will 


Sir: In his review “The Present Status of 
Psychiatric Theory” in the June issue of the 
Journal, Dr. Arieti raised a number of very 
important issues. I had hoped, however, that 
one of them had been permanently laid to 
rest. Under a section of the review headed 
“Confusion Between Motivation and Volition,” 
he discussed will, choice, free will, free choice, 
and will and choice. 

Obviously a person has potential alternatives 
available for future action until a selection or 
a “choice” is made. A problem arises when an 
act of choosing is called free will. To will 
means to determine; free means undetermined. 
Thus free will means “undetermined deter- 
mined,” a meaningless concept. In other words, 
the concept is internally inconsistent. 

Man has a feeling related to his actions 
which can be labeled “the free will feeling”; he 
does not have the choice of dispensing with 
this self percept. He can hope to learn more 
about what does determine his actions; but 
as formulated in Heisenberg's uncertainty prin- 
ciple, he can never know all. The unknown 
reminder will seem to make him “free.” 

I was grateful for the opportunity to read 
Dr. Arieti's ideas. 


J. N. Hoop, M.D. 
Los Angeles, Calif. 


Dr. Arieti Replies 


Str: Dr. Hood raises a number of questions 
concerning choice and free will which have 
Preoccupied the great thinkers in the field of 
philosophy and science for many centuries 
and yet are still in need of solution. I can't 
understand how Dr. Hood can hope, at the 
state of our knowledge, that the issue of will 
and choice "had been permanently laid to rest." 

If we abandon the concept of free will and 
free choice, we would have to remove from 
the human being the concept of responsibility. 
Moreover, the denial of free choice contradicts 
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our clinical observations in the field of psy- 
chiatry. Generally we notice that the more 
neurotic the individual is, the more limited is 
the capacity of choice. The closer he is to a 
State of security and normalcy, the more he 
feels free to direct his own life. 

The concept of choice has been connected 
by most thinkers with the concept of freedom. 
In my book The Intrapsychic Self: Feeling, 
Cognition and Creativity in Health and Mental 
Illness I discussed this matter at greater length. 
I wrote that although the concept of “partial 
choice" and “partial volition” are frowned upon 
by philosophers, we must accept them as psy- 
chological reality. Although men may still be 
under the influence of a general determinism, 
our range of choices or relative freedom is 
always increasing. This increase is obvious 
when we compare different levels of develop- 
ment in the phylogenetic and ontogenetic 
scales. I wrote also that we can retain the 
concept of freedom as we have retained 
Galileo's principle in the more advanced sci- 
ence of physics. According to Galileo’s princi- 
ple each body will continue in its uniform 
motion until it is made to deviate by an outside 
force. As far as we can ascertain, this principle 
is true. The whole field of mechanics is based 
on it, yet there is no body in the universe that 
is not subjected to outside forces (for instance, 
to the force of gravity). Perhaps free will exists 
in the same way as undeviated motion exists. 

It is not correct to say that free will neces- 
sarily means “undetermined”; it depends on 
the philosophical predilection of the interpreter. 
The will is a special determining agency, Al- 
though it is capable of determining, this agency 
itself is undetermined (or in my point of view, 
Partially undetermined), 


SILVANO ARIETI, M.D. 
New York, N. Y. 


Psychotherapy of Borderline Patients 


Sir: In his article “Perception of Self in 
Borderline States" in the May issue of the 
Journal, Dr. Lewis presents an interesting 
Classification of the borderline states. In his 
Section on the therapeutic implications, he 
States first that "Exploring the vicissitudes of 
Psychosexual development, for example, is 
therefore not only not useful in borderline 
States but quite Possibly destructive. The em- 
phasis must instead be Placed on areas in which 
the defects in ego functioning are brought into 
sharp focus—areas such as contemporary inter- 
personal relationships.” 
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He states later in the same section (after 
a discussion of the special emphases that he 
feels are important in each of his three types 
of borderline patients) that “Another important 
endeavor of the therapist, with all three types 
of patients described above, is that of clar- 
ifying the patient's historical sense of him- 
self." He goes on to state: "Some of them 
[borderline patients] experience great dif- 
ficulty in talking about their childhood or 
adolescence and tend to deal largely with con- 
temporary events in therapy. It is sometimes 
highly therapeutic to help the patient see that 
the present grew out of the past in some sort 
of developmental process." 

Superficially, at least, these two statements in 
the same section appear to be contradictory, 
but it may be that Dr. Lewis feels that certain 
more specific areas are best avoided in the 
psychotherapy of the borderline patient. Or 
is he perhaps suggesting, as have others (1), 
that early in the therapy at least psychoanalysis 
is contraindicated for the great majority of 
borderline cases, at least until after some 
months of successful analytic psychotherapy? 


The reference is: 


1. Knight, R. P.: Borderline States, Bull. Mennin- 
ger Clin. 17:1-12, 1953. 


MATTHEW E. LEVINE, M.D. 
Needham, Mass. 


Dr. Lewis Replies 


Sir: Dr. Matthew Levine has pointed out 
an apparent contradiction in my suggestions 
for the psychotherapy of borderline patients. 
The contradiction is more apparent than real. 

In treating the borderline patient, the em- 
phasis in discussing the past, initially at least, 
must be on helping him to develop a clear 
Picture of himself as a distinct individual with 
a distinct history. The aim is not, as it would 
be with a neurotic patient, to uncover repressed 
fantasy material. Rather it is to help the pa- 
tient see himself as a historical being and to see 
his present personality as a culmination of 
historical processes. The emphasis therefore 
is more on historical fact and less on fantasy. 

With reference to Dr. Levine's point about 
Psychoanalysis, my experience has been that 
after the patient has made sufficient progress 
in the initial face-to-face therapy to be ready 
for analysis, he either does not need or is not 
motivated for it. 


ALFRED B. Lewis, JR., M.D. 
New York, N. Y. 
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The Role of the Non-Professional 
in Child Psychiatry 


Sir: As a colleague with particular interest 
in the training of people who work with de- 
viant, limited children, I am grateful to Dr. 
John E. Kysar for his report of a personal 
trial second to none (“The Two Camps in 
Child Psychiatry,” in the July issue of the 
Journal). 

During the years that I have worked with 
these children I have been unable to suppress 
admiration for the coping devices managed by 
their parents and wondered how far any of us 
could have gone in a similar situation. As 
physicians, our therapeutic offerings are often 
very meager as we struggle to evolve theories 
that offer a chance of fixing a point at which 
we can work or unfortunately drawing in 
parents to share the “blame.” 

I am, however, primarily concerned with 
Dr. Kysar’s suggestion that “perhaps our soci- 
ety is tempermentally ill-suited to cope 
with . . . chronic mental illness in children,” 
although he goes on to a recognition of the 
“reservoir of human concern” found in volun- 
teers coming to work with the children in his 
school. I would paraphrase this and suggest 
that there may be attitudes within a profession- 
al who is trained to understand and treat 
children and expected to “make them better" 
which makes contact with this kind of child a 
very painful experience. 

The pain may be minimized by completely 
avoiding contact, by suggesting that most 
critical factors can be affected if changes occur 
in the parents, by pouring in organic therapies 
with little rationale, or by deciding that the 
best place for the child would be "away at an 
institution." Fortunately there are those in our 
field who can realistically face limited thera- 
peutic gains, but this is hard if one's therapeu- 
tic potency is on the line. 

Hope can come when one observes what 
counselors and volunteers can do with these 
children, not necessarily in the name of “thera- 
py” but in teaching them something, com- 
forting them, or opening up a new way of 
spending a few hours of a mostly empty life. 
Supervision of these workers reveals that there 
are many ways one may arrive at what is best 
for a child, not the least of which is the 
pragmatic attempt of one who is sensitive, 
receptive, and blessedly free from theories. 
To guide workers whose "reservoir of human 
concern" is tapped by these children is an 
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exciting opportunity which will increasingly 
come to the child psychiatrist and is an op- 
portunity which should be taken. 


RicHarp C. Evans, M.D. 
Bronx, N. Y. 


More on Cerebral Malaria 


Sir: I would like to thank Drs, Blocker, 
Kastl, and Daroff for their article “The Psy- 
chiatric Manifestations of Cerebral Malaria” 
which appeared in the August issue of the 
Journal. Shortly after reading their article I 
observed a “fourth” case that closely resem- 
bled the three they described, 

My patient was a 21-year-old enlisted man 
who was admitted to the Third Field Hospital 
in Saigon with a four-day history of chills 
and fever. On admission his temperature was 
103^F. The diagnosis of falciparum malaria 
was made, and he was started on quinine, 
pyrimethamine (Daraprim), and 4,4’-diami- 
nodiphenylsulfone ( Dapsone). 

By the fifth hospital day his temperature be- 
came normal, and he began to hallucinate on 
the ward. He related that: 1) his bed had been 
carried out of the ward 
transported to his home in the Bronx by a 
helicopter; he rested for a few minutes and 
then flew back to Saigon; 2) his family had 
come to visit him in the hospital and would 
just been 
told that his brother had died and that he was 
Boing home to the funeral. He described these 
incidents with a flat and inappropriate effect. 

The patient was oriented for time, place, and 


tact. 
He was started on chlorpromazine, 100 mg. 


four times a day. His PSychosis cleared within 
24 hours. 


ELLIOTT M. HEIMAN, M.D. 
Saigon, South Viet Nam 


Need for Additional American Board 
Examination Questioned 


Sin: I'm aware that my negative reaction to 
Dr. Arieti’s editorial entitled “Further Training 
in Psychotherapy” in the July issue of the 
Journal is affected by my being in the midst 
of the American Board examination in psy- 
chiatry and neurology. Nevertheless I would 
urge that his ideas concerning a richer human- 
istic education for the Psychiatrist during and 
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after residency be heeded to the neglect of his 
proposal for yet another American Board— 
this one in psychotherapy. 

Psychiatry is in a state of flux. New ideas, 
new theories, new drugs, and new treatment 
approaches of all kinds are being offered in 
the busy market place of our profession, yet 
the most elementary data still elude us, For 
example, the efficacy of various treatment mod- 
alities, including all varieties of psychotherapy, 
is still largely unvalidated. Except for the sub- 
ject areas of biochemistry, genetics, and perhaps 
epidemiology, questions on Part I of the Na- 
tional Boards are still best answered, in the 
examination taker's opinion, by trying to 
imagine the theoretical bias of the person who 
made up each question. 

Do we need more examinations leading to 
even more lofty credentials after our names 
attesting to our expertise? Do the leaders of 
our field really feel that they can rest (orally 
or written) the effectiveness of the psycho- 
therapist, or will the measurement really be 
of knowledge and belief in an orthodoxy the 
three sections cited by Dr. Arieti, "Classical 
Psychoanalysis,” "Neo-Freudian Psychoanal- 
ysis,” and "Eclectic Psychotherapy" suggest? 


ARTHUR D. CoLMaAN, M.D. 
Washington, D. C. 


Earlier Psychotherapy Training Urged 


Sir: Dr. Arieti's editorial in the July issue 
of the Journal, outlining the need for greater 
training in Psychotherapy for Board graduates, 
may stimulate discussion of the very interesting 
and important question of when to train 
Psychiatrists in psychotherapy. 

Despite the truth of Dr. Arieti's remarks con- 
cerning how busy the student is in his first 
years, I would like to Stress: 1) the effect on 
the student of that aspect of training in psy- 
chotherapy which helps him to understand 
his motivations, and 2) his difficulties in ful- 
filling his wish to Work progressively more 
efficiently. 

Only as the years have gone by have I 
discovered, in myself and students, that addi- 
tional benefits of training in psychotherapy have 
been greatly increased abilities to work and to 
keep healthy, I think this will very likely 
be .Substantiated in the coming decades by 
Statistical studies comparing those who have 
had training in Psychotherapy and those who 
have not had such training. 

The implication Of these findings may, in 
my opinion, contradict Dr. Arieti’s assertion 
that training in Psychotherapy cannot easily be- 
gin in any intensive way until perhaps six 
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years after qualification in medicine. It is my 
hope that in some school or schools (even 
though it would make internship longer) 
training in intensive psychotherapy (especially 
that part of it which involves the student in 
questioning himself in the presence of a teach- 
er) will begin at the earliest possible moment— 
perhaps even the later years of medical ed- 
ucation—for those students who intend to 
enter psychiatry. If this is done, I would pre- 
dict that many such students would be able 
to work more efficiently and learn much more 
easily during the postgraduate period. Alter- 
natively, those who were not suitable to be- 
come psychotherapists or psychiatrists would 
be eliminated much sooner and would be 
helped to find the type of medical work which 
would most satisfy them. 
W. CLiFFORD Scott, M.D. 
Montreal, Quebec 


Dr. Arieti Replies 


Sir: It is not too difficult to appreciate or 
share Dr. Colman’s feeling since he is “in the 
midst of the American Board examination 
in psychiatry and neurology.” I wish to specify 
that the proposed board in psychotherapy or 
Psychoanalysis should not be considered an 
inescapable prerequisite for every psychiatrist 
but only for those who want to stress those 
aspects of psychiatry in their own practice. 
In reference to the specific points Dr. Colman 
makes, I wish to say that at a certain stage 
in the development of a science we must 
study even data which are not so well validated 
as one would like. This is especially true in 
the field of psychiatry and psychology, where 
we deal greatly with subjective experiences. 
Although there is undoubtedly the possibility 
of error, the existing schools of psychoanalysis 
and psychotherapy do attempt to evaluate the 
skill and competency of candidates, It is true 
that the exceptional student can do a great 
deal on his own, but a scholastic discipline and 
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curriculum constitute the best training for the 
majority of students, especially in the field of 
psychotherapy, where feelings and ideas must 
be exchanged and compared. 

I have no disagreement with Dr. Scott. I 
do agree with him that psychotherapy should 
be taught in medical schools. It should be 
taught just as internal medicine, pediatrics, ob- 
stetrics, etc. are taught. In my editorial I was 
referring to a much more intense training that 
only a person who specializes in a given branch 
of medicine can obtain. To the majority of 
observers it seems evident that interns in gen- 
eral hospitals do not have the time for such 
intense training in psychotherapy. 


SILVANO ARIETI, M.D. 
New York, N. Y. 


Post-Puerperal Depression 


Sir: Your supplement to the May issue of 
the Journal on the subject of depression was 
comprehensive and informative. 

There is, however, a form of depression 
described by Dr. A. B. Hegarty(1) which I 
feel has not received the attention it deserves. 

This form: 1) is atypical in presentation, 
2) does not respond to electroplexy, 3) can 
last for many years, and 4) appears, in my 
experience, to respond remarkably well to pro- 
gestogens given during the two weeks pre- 
ceding each menstrual period. The patient often 
is free of symptoms after four to six months 
of such treatment. 

Additional symptomatic treatment with 
antidepressant/tranquilizer combinations can 
be helpful in the interim. 


The reference is: 


Recurrent 


1. Hegarty, A. B.: Post-Puerperal 
1955. 


Depression, Brit. Med. J. 1:637-640, 


HERZL LOWENSTEIN, M.D. 
Durban, South Africa 
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Tue Tran or THE Assassin Gurreau. By 
Charles E. Rosenberg. Chicago: University 
of Chicago Press, 1968, 283 pp., $5.95. 


The Trial of the Assassin Guiteau is a fas- 
cinating history of the trial of Charles Julius 
Guiteau, the man who shot President James 
Abram Garfield on July 2, 1881. The Trial 
was not inspired by the assassination of Pres- 
ident Kennedy, for Professor Rosenberg, as- 
sociate professor of history at the University 
of Pennsylvania, states that the book was al- 
ready half written when that tragic event oc- 
curred and that his interest in the Guiteau trial 
had been aroused by the works of 19th-century 
European and English criminologists. 

The introduction states that Rosenberg hoped 
to create a microcosm of American psychiatry 
in the 1880s. He has indeed achieved that 
wish and has also supplied an accurate and 
dolorous view of the legal disciplines of the 
period, 

The major themes of the book are the guilt 
and punishment of the assassin Guiteau and 
the application of the M'Naghten rule to his 
case, yet small details give a background per- 
haps as indicative of the temper of the period 
as the central issue itself, Garfield was a mar- 
tyr to the lack of a civil service commission, 
for Guiteau was a disappointed office seeker. 
He was also a religious fanatic, a briefless 
member of the Bar of New York, an inco- 
herent and pointless writer and speaker, a con- 
fidence man, a syphilitic, and unquestionably 
severely mentally ill. Guiteau testified that as 
a representative of that great firm “Jesus Christ 
and Company” on earth, he was inspired 
by God to shoot Garfield. 

Guiteau, deeming himself to be his own 
counsel, incessantly interrupted the proceed- 
ings and finally addressed the court and jury 
at great length as God’s representative. The 
only substantial issue at the trial—the M’Naght- 
en rule, as usual, being applied—was whether 
Guiteau knew the difference between right and 
wrong and was aware of the nature and qual- 
ity of his acts; nonetheless the trial lasted, with 
occasional interruptions, one month and 22 
days, and the closing arguments of counsel 
to the jury consumed nine days! 

The trial, of course, was pre-Freud. Approx- 
imately 24 psychiatrists were witnesses. Dr. 

Edward Charles Spitzka, a German-trained 
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neuroanatomist who testified that Guiteau was 
insane without regard to the M’Naghten for- 
mula, was the representative of the newer, 
European view of psychiatry. Dr. John Gray, 
superintendent of the Utica Asylum and the 
prime psychiatric witness for the prosecution, 
was the representative of the psychiatrically 
sacrosanct M’Naghten rule. 

It is interesting to note the change in the 
body of psychiatric opinion today regarding 
the M’Naghten rule. Not many members of 
the American Psychiatric Association today 
would support the M’Naghten formula as cor- 
rect, and the judicial circuits of the United 
States are now beginning to turn to the Amer- 
ican Law Institute’s test of criminal respon- 
sibility, to the Durham case, or to the Currens 
decision. 

I recommend The Trial of the Assassin Gui- 
teau to every psychiatrist, every lawyer, and 
particularly to all judges. To paraphrase an old 
saying (I hope with some effect): "May he 
who sits read!” 


JupcE Jonn Bicas, Jr. 
Wilmington, Del. 


Aucusr Foret: BRIEFE, CORRESPONDANCE, 
1864-1927. Edited by Hans H. Walser. 
Bern, Switzerland: Verlag Hans Huber, 
1967, 551 pp., DM 49,80. 


August Forel was an outstanding teacher and 
clinician in psychiatry, a scientist known for 
his pathological studies of the brain, an eminent 
biologist, a humanitarian with a great drive 
that encompassed the social ills of sexual prob- 
lems and alcoholism, and an idealist who 
fought for social democratic principles and 
universal peace. These letters offer not only an 
understanding of the man but also throw light 
on the culture of his time. His life as a 
student and later as an assistant to Meynert 
and Gudden and the struggle in academic life 
for the promising young man (Kraepelin) are 
well documented. Academic difficulties in Zur- 
ich are openly discussed as well as those in 
German universities (Kraepelin, Hitzig, Gud- 
den) and in the United States (Adolf Meyer). 
The young superintendent of a state hospital 
who later succeeded Forel as professor writes of 
his research in brain pathology, but also, at 
another time, asks for advice on available 
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vegetables for his patients (Eugen Bleuler). 
Physicians and lay persons discussed with him 
the problem of alcoholism. 

His early and lasting interest in hypnosis 
led to most informative letters (Bernheim, 
Liébault). Forel sought clarification from Breu- 
er and others about the development of psycho- 
analysis. In his attempt to found a society for 
psychotherapy which would counteract the 
spreading influence of Freud, he received sup- 
port from French and German neurologists 
and psychiatrists (O. Vogt). His interest in 
psychology and its relationship to medicine 
led him to Semon; in biology, he was drawn 
to Charles Darwin. With intellectual leaders 
in both France and Germany he tried to find 
a solution for the war of 1914-18, resulting in 
permanent peace (Romain Rolland). 

In his letters he reveals his temperamental 
nature and his affectionate devotion to his wife 
and his mother. The correspondence from the 
age of 16 to his death shows his growth as a 
person. To his former students he kept a loyal 
friendship so that they did not hesitate to 
call on him if they needed his advice in pro- 
fessional matters or his aid as a physician. 

This valuable correspondence suffers from 
the fact that it does not include Forel’s answers 
to the letters sent to him. The editor, Hans 
Walser, who is psychiatrically trained and is 
associated with Professor Ackerknecht’s In- 
stitute, wrote an introduction of 31 pages in 
which he offers a fine review of Forel’s life 
and work. 


OskAR DIETHELM, M.D. 
New York, N. Y. 


Lysercic Aci» DIETAYLAMIDE (LSD) IN THE 
TREATMENT OF ALCOHOLISM: AN INVESTI- 
CATION or Irs ErFects ON DRINKING BE- 
HAVIOR, PERSONALITY STRUCTURE, AND So- 
crap Funcrroninc. By Reginald G. Smart, 
Ph.D., Thomas Storm, Ph.D., Earle F. W. 
Baker, M.D., and Lionel Solursh, M.D. 
Toronto: University of Toronto Press, 1967, 


113 pp., $6. 


A group of knowledgeable and experienced 
Canadian researchers adds some objective, 
measurable data to the clinical opinions and 
subjective reports appearing in increasing num- 
bers on the use of LSD with alcoholic pa- 
tients. This scientific study constitutes the 
sixth Brookside Monograph of tħe Addiction 
Research Foundation of Ontario. Perhaps the 
subtitle leads the reader to expect more than 
can possibly be given in 113 pages. Be that as 
it may, the authors have accomplished an im- 
portant and necessary task through this small 
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controlled study of the effects of a single 
experience with LSD on chronic alcoholic pa- 
tients with whom previous therapeutic attempts 
had failed. ` 

The text is divided into seven sections of 
which the first three “compile and synthesize” 
the existing literature on LSD in the treatment 
of general psychiatric and alcoholic patients; 
the following three describe the project’s meth- 
odology, results, follow-up, and conclusions; 
and the last section offers directions for future 
research with LSD. 

There is a pressing need for well designed 
studies of the effects of LSD, using controlled 
groups and including adequate follow-up 
and convincing evaluation of results. The au- 
thors describe a blind study of 30 hospitalized 
(Toronto Western Hospital) and day care 
alcoholic patients. They were divided into three 
groups of ten each and assigned at random 
to one of three groups. The first received 
LSD, 800 jg. intramuscularly; the second 
group received ephedrine sulphate, 60 mg., 
intramuscularly; the third group received. no 
drug. Post-treatment interviews were concerned 
with changes in personality, social functioning, 
behavior, and drinking patterns. The research- 
ers used psychological tests to evaluate the out- 
come, rather than relying entirely on clinical 
impressions. As the authors point out, clinical 
judgment is less accurate and generally less 
acceptable than certain psychological test re- 
sults. 

Most of the recent papers in the field stress 
the considerable benefits for chronic alcoholics 
of one LSD session with a single dose of 
LSD—200 to 300 jg.—and with only brief 
psychotherapy or with no psychotherapy. Their 
follow-up of the patients led Dr. Smart and 
his team to this conclusion: "The study pro- 
vides no evidence that LSD is a useful adjunct 
to psychiatric treatment for alcoholism." AII 
the results indicate that the drug has no effect 
on drinking: neither on total abstinence, on 
longest period of abstinence, nor on drinking 
frequency. Similarly, there was no verifiable 
change in the Jellinek signs and symptoms 
originally selected as targets. The writers found 
that after six months all three test groups 
showed “comparable improvement.” 

Any attempt at a blind study with a drug 
having the remarkable action of LSD will 
have many pitfalls. In addition, the limited 
number of patients and the relevant ques- 
tions raised by the study should be followed 
by other equally interested and competent 
workers. Perhaps drugs other than ephedrine 
will be tried for comparison. It is striking that 
so large a dose of LSD was used and that 
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the patients were restrained in bed until the 
effects of the drug wore off. 

This monograph should be read and studied 
by all who are interested in the subject. 


J. E. ROSENFELD, M.D. 
Hartford, Conn. 


Tecunigues oF Famity Tuerapy. By Jay 
Haley and Lynn Hoffman. New York: Basic 
Books, 1968, 480 pp., $12.50. 


The authors, the first an experienced family 
therapist and the second a free-lance writer, 
interviewed five different family therapists 
across the country and reviewed with each the 
tape recordings of the first therapy session 
with a family. The focus of this unique and 
fruitful task was upon "how a therapist starts 
off family treatment." Each of the five chapters 
(one for each therapist) is an enormously re- 
vealing dialogue between the therapist and au- 
thors, with the tape-recorded family session 
as the reference. The therapists were selected 
as being representative of distinctive modes of 
family treatment. 

More than any other publication to date, 
this book makes very clear the present status 
of family therapy as it is practiced. Its unique 
value is enhanced further by the honesty of 
the therapists and the searching questions of 
the interviewers. 

The personalities of the therapists emerge 
loud and strong in a manner otherwise ob- 
tainable only by direct observation of them 
at work. One is flamboyant, domineering, 
manipulating, condescending, and authoritar- 
ian. Denouncing magic and omnipotence, he 
nevertheless engages in maneuvers and rituals 
that are his variety of both. A second ther- 
apist is wise, somewhat gentler but firm, and 
distinctly in charge. She engages in a remark- 
able amount of speculation as to what family 
members mean. "Messages" are flying about; 
some appear to be obvious in their meaning, 
but for others she has a catch basket of mean- 
ings that may have substance only if she has 
much other information not revealed in the 
text. She thinks of herself as a "symphony con- 
ductor." Another therapist is entirely undog- 
matic by contrast. He has no glib answers, is 
not authoritarian, and avoids speculation. He 
displays genuine uncertainty and, at times, a 
disciplined uncertainty in the face of enormous- 
ly complex, multiple interactions. 

Yet another therapist is so obscure in what 
he is doing that the chapter is devoted, more 
than any other, to the authors’ attempts to 
understand him, his ideas, and his remarks. 
The treatment atmosphere is made to be mys- 
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tical, so that while no one knows what is 
going on, "somewhere" everyone does know. 
Finally, there is a team of three therapists 
who help a family by forcing it to face up 
to the simple tasks of daily living. As a team 
of three, they steamroller themselves in as a 
substitute, stronger, intact family. 

Interestingly, none of the therapists gives 
more than a passing glance to the enormously 
intrusive countertransference reactions that are 
so evident, as well as inevitable, when one 
treats a family. Perhaps this is accounted for 
by the shared conviction of all the therapists 
as to how families function and to the pres- 
ence of a pervasive evilness in all families. 
Thus for one therapist, "therapy has to begin 
with a fight." Another says, "When I am en- 
gaged in therapy, I am totally involved, I 
am in the family, emotionally, physically, be- 
haviorally." And a third states, “Sometimes I 
have the feeling that I'm coming right in for 
the kill. . . ." With one exception, the ther- 
apists are remarkably alike in their general 
attitudes toward families and the way to start 
treatment. The presence of a family seems too 
often to encourage license for undisciplined be- 
havior in the therapist. One wonders whether 
most family therapists are as angry at families 
as these therapists are. 

What about the families in treatment? The 
family problems are representative and well 
selected. It is disappointing, however, to find 
that after all is read, very little light is shed 
upon the dynamic nature of family pathology 
and what it is that accounts for a particular 
family dysfunction, beyond a description of 
observable intrafamily reactions. In some mea- 
sure this relates to the position of all the 
therapists as being interested only in the inter- 
actional situation of the treatment session. Past 
family history and individual histories are 
deemed irrelevant. The cases illustrate very real 
family problems and suggest that perhaps fami- 
ly reactions are too complex and too subtle and 
the objectivity of the therapist too difficult 
to maintain for family therapy to be anything 
more than superficial and the data obtained 
equally superficial. This seems to be the state 
of family therapy today. 

Despite the authors’ attempts at long and 
elaborate formulations of what the therapists 
are doing, the book illustrates very well a 
Statement that I have posed to residents as 
their goal in couple therapy and family ther- 
apy: Only work toward establishing among 
the members of the family a higher order of 
truth in their communications to each other. 
This is a simple statement for a very difficult 
task. The temptation becomes great in the face 
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of the obstacles to introduce dramatic and 
idiosyncratic innovations. They are hardly 
necessary, however, if one sees the occasional 
frenzied activity of the therapists as reducible 
to the same goal of getting the members of 
a family to talk to each other. Haley and 
Hoffman make the point that that is what 
family therapy is all about. 

This book is fascinating reading and offers 
a view, second only to observation itself, of 
the present practice of family therapy. It 
deserves close and critical reading at a time 
when many advocates of family therapy are 
all too ready to devalue other forms of 
psychological treatment. The opportunity that 
family therapy provides for the therapist to 
assume the role of omnipotent parent and to 
have a field day at it is amply documented 
here. The rediscovery of the family poses 
sobering dilemmas which, unless studied care- 
fully and modestly, will triumph over ther- 
apeutic enthusiasm to the detriment of psy- 
chiatry as a whole. 


JAMES Mann, M.D. 
Boston, Mass. 


On THE DEVELOPMENT OF MEMORY AND IDEN- 
tity, By Jean Piaget, trans. by Eleanor 
Duckworth. Barre, Mass.: Clark University 
Press with Barre Publishing Co., 1968, 42 
pp., $3.75. 


This is a slight book which contains two 
lectures by Piaget as a contribution to the 
Heinz Werner Lecture Series, sponsored by 
the Heinz Werner Institute of Developmental 
Psychology at Clark University. The book can 
be profitably read only by one who is fa- 
miliar with Piaget's basic concepts and his 
developmental writings. 

The first lecture is entitled “Memory and 
Operations of Intelligence.” Here Piaget sug- 
Bests that memory is a special case of intel- 
ligent activity applied to the reconstruction 
of the past rather than to a knowledge of the 
Present or the anticipation of the future. 

In the second lecture, "Identity and Con- 
servation,” Piaget turns to the problem of how 
the child develops notions of simple qual- 
itative invariants (identity), of the stable and 
invariant quantitative characteristics of phe- 
nomena (conservations), and the relation be- 
tween the two. He regards identity as one of 
the conditions for the development. of con- 
Servations: "Identity is more precocious than 
Conservations, and later identity [is] 
integrated into the systems of conservations, 
as one operation among many, while the con- 
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servations depend on the whole system, and 
not only on identity.” 

The difficulty of this discussion of important 
aspects of the development of the child's 
cognitive function makes for heavy going, and 
yet Piaget's careful study is of value in drawing 
attention to some of the provocative and unre- 
solved issues associated with the problem. 
Piaget is consistently concerned with tracing 
the fate of such intellectual functions as iden- 
tity and conservation through their vicis- 
situdes in the growing complexity, subtlety, 
and power of cognitive patterning in develop- 
ment. 

For the general psychiatric reader, who is 
accustomed to thinking about cognitive func- 
tions in their relation to the total personality 
and its interpersonal, social involvements, the 
book is likely to prove of relatively less interest 
than to those with a special interest in cognition 
and, particularly, in Piaget. 


JuLes V. COLEMAN, M.D. 
New Haven, Conn. 


MAINTENANCE THERAPY FOR THE GERIATRIC 
Patient. Edited by Jacob L. Rudd, M.D., 
and Reuben J. Margolin, Ed.D. Springfield, 
Ill.: Charles C Thomas, 1968, 283 pp. 
$9.75. 


This is an exciting book to read because 
it deals with man's generous concern for the 
welfare, comfort, and happiness of his fellow 
man. Apart from its professional significance, 
it provides a refreshing change from the daily 
flood of printed words that deal with the 
seamy side of man's interrelationships. The 
concept of maintenance therapy is to hold, 
insofar as possible, advances made through 
rehabilitation and to delay and mitigate the 
effects of deterioration in elderly people. 

The method the contributors describe is 
the continuous use of the familiar "total push." 
The effort requires an interdisciplinary pro- 
fessional and nonprofessional group of highly 
motivated therapists who, through a display of 
lively interest in the patients, combat their 
loneliness and feelings of futility and encour- 
age them to exercise their own initiative toward 
a measure of self-fulfillment. Each element 
of the total push is described and discussed 
in straightforward, readable language. 

There are separate chapters on the means 
of providing alert medical supervision, physi- 
cal exercise, occupational therapy, physical 
therapy, psychotherapy, social therapy, and 
recreational therapy. There is special emphasis 
on the need to continually pursue the search 
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for new techniques and methods for adding 
to an elderly person's sense of well-being and 
fulfillment, or, as Dr. Robert C. Page has said, 
“To add life to years rather than merely years 
to life"(1). Individual sections deal with spe- 
cial maintenance therapy for those with specific 
chronic diseases such as diabetes and arthritis. 
Much of the work described is being carried 
out at the Veterans Administration Hospital 
in Boston. 

The understanding of elderly persons re- 
flected in the book—their need for human 
contact, for challenges to their interest, and 
their need to feel needed—as well as the 
generally humanitarian and optimistic quality 
of the book, make it pleasant and profitable 
reading for anyone interested in medicine and 
particularly suitable as a textbook for training 
paramedical personnel to deal with geriatric 
patients. 


The reference is: 


1, Page, R. C.: Occupational Health and Man- 
talent Development. Berwyn, Ill.: Physicians’ 
Record Co., 1963. 


SrEWART Worr, M.D. 
Oklahoma City, Okla. 


Tur DisapvaNTAGED Cup. By Martin 
Deutsch, Ph.D., and associates. New York: 
Basic Books, 1968, 387 pp., $10. 


Martin Deutsch and his associates have 
painstakingly documented the interplay of 
factors leading to learning disabilities in the 
disadvantaged child. Because the book is a 
loosely connected compilation of separate pa- 
pers, there is much repetition, although the 
deafness of the Establishment to the plight 
of these children would indicate that the facts 
bear repeating. 

The authors place upon the school the 
major responsibility for the remedy of the 
"cumulative deficit" in the disadvantaged 
child's learning. They propose many possible 
changes in the school curriculum including 
preschool programs, greater emphasis on ver- 
balization, and continued enrichment of cur- 
riculum beyond the early years. They confirm 
the merits of such procedures as sensorimotor 
stimulation, perceptual discrimination, individ- 
ual attention, reward for competence, overt 
verbalization, and  personalization of the 
teacher-child interaction to allow for better 
conceptualization. Such programs, in the au- 
thors' opinions, are likely to survive the efforts 
of inimical home conditions to vitiate them, 

To encourage teachers toward greater in- 
vestment in the disadvantaged child, the au- 
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thors propose in-service teaching programs. 
The difficulties that the bright, middle-class 
teacher has in establishing and enjoying un- 
patronizing discourse with the disadvantaged 
child may impair the value of the curriculum 
changes. In-service training may not be suffi- 
cient to overcome these difficulties. If we are 
to utilize fully the sensitivities that can come 
out of deprivation (minimizing, at the same 
time, the bitterness that corrodes intellect), 
therapeutic interactions may have to be en- 
couraged between teacher and pupils. To be 
prepared for this, teachers may require some 
experience in group sensitization programs 
where they, too, can learn what are the resid- 
ua of their own deprivations. The deprived 
remain always hungry. The necessity for the 
deprived child to work harder than the more 
privileged child in order to barely keep up 
with his schoolwork breeds resentments that 
hamper future freedom of discourse. School 
milk may have to be much better than mother's 
ever was if it is to mitigate the effects of early 
deprivation. To help the school, the society 
will have to "put its money where its values 
are." It remains to be seen whether our society, 
in a period of population explosion, will be 
willing to invest so much in the disadvantaged 
child. 

The authors are to be congratulated for 
producing a useful compendium of carefully 
evaluated information that helps explain many 
of the learning problems of the disadvantaged 
child. This book may serve as a basis for 
substantial alteration in the school curriculum, 
not only to remedy the defects in teaching 
the disadvantaged, but also to promote more 
creative use of school time. 


InviNG MaRKOWITZ, M.D. 
East Orange, N. J. 


To Work 1s Human: MENTAL HEALTH AND 
THE Business Community. Edited by Alan 
A. McLean, M.D. New York: Macmillan 
Co., 1967, 294 pp., $6.95. 


Seven psychiatrists, five social scientists and 
mental health workers, four physicians in oc- 
cupational medicine, two industrial executives, 
and one lawyer gave (all in one day!) the 
membership of the National Association of 
Manufacturers a contemporary introduction to 
the field of mental health and the business 
community. The Center for Occupational 
Mental Health organized the program and 
selected the speakers and their topics. This 
book contains the 19 original papers. It sum- 
marizes "current application of previous re- 
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search and program activities for the consumer 
—the employer.” 

Alan McLean, director of the center and 
conference chairman, ably edited this book. 

What happens when such unusual com- 
panions as management, labor, medicine, psy- 
chiatry, law, and social science collaborate to 
examine the demands of today and tomorrow 
for occupational mental health? The book 
proves that one gets a stimulating mixture of 
questions, digs and doubts, conclusions, pre- 
dictions, and personal opinions. 

For psychiatrists, To Work is Human is of 
particular significance because it presents a 
challenge to our profession: The business com- 
munity is beginning to accept the need for a 
mental health service, a service from psy- 
chiatrists. 

The over-all message of the book favors 
the view that the profession of psychiatry is 
best equipped to improve mental health in the 
business world. That is not to say that this 
observation was equally acceptable to all mem- 
bers of the symposium. Historically, the role 
of psychiatry in industry, although ill defined, 
has been principally identified with manage- 
ment. This book implicitly reinforces this im- 
pression by having three speakers discuss “The 
Stress of the Executive,” while too little 
emphasis is placed on psychiatric services for 
the blue- and white-collar worker. 

Occupational psychiatry is new enough that 
this conference easily could have led to 
“another one-day, flash-in-the-pan reiteration 
of mentàl health sermonizing." Despite efforts 
to avoid this pitfall, the conference did not 
produce the evidence that occupational psy- 
chiatry has developed into a mature scientific 
discipline. For example, in one chapter the 
"consumer" (ie., employer) is told by an 
industrial medical director that his company 
has had satisfying therapeutic results with its 
alcoholic, neurotic, and even psychotic em- 
ployee patients; however, no clinical data are 
given from which the reader can draw his own 
conclusions. 

Too little of the book is based upon con- 
trolled and planned investigation. This is 
particularly regrettable because industry offers 
great potential for the conduct of research and 
the practice of secondary prevention through 
early case finding and psychotherapy, a Word 
which does not appear in the book's index. 

Meineker's chapter on "Dependency and 
Work Conflict,’ Wedeen's on “Management 
Views Psychiatric Disability," and Lesser’s on 
zu Legal Viewpoint" deserve special atten- 
ion. 

The contributors are well qualified, and the 
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organizational details of the book are a tribute 
to McLean. 

For interested psychiatrists, To Work is 
Human should provide many stimuli, the re- 
sponse to which will vary according to the 
reader's individuality. 


ROBERT TURFBOER, M.D. 
Woodbridge, Conn. 


Sex AND GxNprn. By Robert J. Stoller, M.D. 
New York: Science House, 1968, 376 pp., 
$10. 


A discovery of recent decades that would 
have been startling to a scientist of Darwin’s 
time is that the human gender role—how each 
person sees himself, either as a man or a 
woman—appears to be learned and not the 
result of genetics, the endocrine apparatus, and 
the like. It seems definite that this aspect of 
human sexuality is unformed at birth and will 
be learned primarily during the ensuing 36 
months of life. Many mistakes of nature bear 
this out: hermaphroditism, adrenogenital syn- 
drome, congenital malformation of genitals, 
homosexuality, transvestism, and transsexual- 
ism. 

Thus if a genetically male baby happened to 
be born with a bifid scrotum which resembled 
labia and a small penis which resembled a 
clitoris, and if the delivering physician said, 
“This is a girl” (sex of assignment), and if 
the parents had no reason to doubt this diagno- 
sis and raised this boy as a girl (sex of rear- 
ing), psychologically this baby will become a 
girl (gender role). By the age of 36 months 
the learning process will be largely completed. 
By the age of five or six years it will be fixed 
forever beyond the power of change. 

When the correct genetic diagnosis is made, 
perhaps at puberty—because this girl is now 
developing a deeper voice and other secondary 
male characteristics, if any corrective surgery 
is to be done it must be in the direction of the 
established gender role, that is, to make the 
child into a girl insofar as this is possible. In 
short, gender role is felt to be learned and not 
to be the product of male or female chromo- 
somes and endocrine arrangements. That it is 
learned seems certain, but how it is learned is 
uncertain. 

In Sex and Gender Dr. Stoller reports his 
experiences over the past decade as head of a 
research team at UCLA which has been in- 
vestigating the general area of sexual identity. 
Their focus has been the intensive study of a 
few patients—85—by psychoanalysis or by 
interpreting patient and family data from an 


[165] 


714 


analytic viewpoint. Although the number of 
cases is small and does not permit statistical 
handling, the data nevertheless are unique. 
The histories of three childhood transsexuals 
are particularly interesting. Stoller’s descriptive 
data on differential diagnosis of transsexualism, 
transvestism, and homosexuality are a valuable 
contribution to our understanding of these 
conditions. 

Although Stoller makes it crystal clear that 
he is only guessing from the few data he has, 
he puts forward several provocative ideas 
about the how of gender role learning based 
primarily, but not entirely, on psychoanalytic 
ideas. For example, he advances the theory 
that transsexualism may result if the mother 
keeps the infant too close to her own body 
for too long; that the mother herself, because 
of her relation with her own mother, is an 
empty and angry mother; and that the father 
will be passively uninvolved in his son’s rearing 
and will make no attempt to stop the feminiz- 
ing process being conducted by the mother. 

Stoller writes in a readable and informal 
way with a good sense of humor. There is an 
excellent bibliography for further reading. The 
book is recommended to psychiatrists in par- 
ticular, but it will be of value to anyone 
interested in the matter of gender role. Techni- 
cal language has been held to a minimum. 


DoNarp W. HasriNGS, M.D. 
Minneapolis, Minn. 


Frevp: PorrriCcAL AND Socar Tuoucnr. By 
Paul Roazen. New York: Alfred A. Knopf, 
1968, 322 pp., $6.95. 


This quite remarkable book is by a 32-year- 
old political scientist who writes about psy- 
choanalysis with rare comprehension of both 
essentials and details. Indeed, psychoanalysts 
can learn a lot about their own field from 
this political scientist as he explores the implica- 
tions of Freud’s thought for political theory. 

He investigates the interrelationships be- 
tween political and psychoanalytic theory and 
their limitations; he explores Freud’s thinking 
and many of its motivations in Freud’s own 
emotional life; he provides a well-thought- 
through interpretation not only of Freud’s spe- 
cific contributions on political and social sub- 
jects but also of just about everything available 
that bears on these; and he connects all this 
exploration with major relevant writings in 
political and social science, both classic and 
contemporary. He does not attempt to apply 
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this knowledge to any specific political prob- 
lems. 

All this is not easy going, but study is 
amply rewarded. This is an outstanding, fresh 
start toward such interdisciplinary knowledge 
as those reared in modern science still hope 
may somehow save our world from destruc- 
tion by man’s own sadism and masochism— 
recognition and, one hopes, the constructive use 
of knowledge of the unconscious, the emo- 
tional, and the irrational in man’s social and 
political behavior. Examples are the irrational 
in our feelings toward authority, toward the 
“top dog” and the “underdog,” in hostile be- 
havior, in religious groups, and in war. 

The author is no doubt correct in limiting 
himself at the outset to Freud’s own thought. 
He does so with critical evaluation and draws 
freely on the writings of other analysts. As 
psychodynamics—the infant science of the un- 
conscious—develops, certain modifications of 
Freud’s pioneering are of course inevitable, 
It is likely that the oedipus complex is given 
too great weight; normally it is resolved as 
Freud described in “The Passing of the Oedipus 
Complex"(2). The superego, as Freud be- 
gan to distinguish later on, is a result of 
conditioning and of other forms of learning 
that begin at or near birth and is not only 
a “precipitate of the oedipus complex.” A 
pattern of lifelong hatred of one’s father is 
caused by more than jealousy in relation to 
one’s mother. 

Children do not become neurotic only be- 
cause they have a father and a mother but 
because of mistreatment—not in the sense of 
a single occurrence, as Freud first saw 
“trauma,” but over long periods, as he rec- 
ognized in his Outline of Psychoanalysis(1). 
Dependence, which Freud recognized as the 
overriding characteristic of childhood but 
which he never developed into analytic theory, 
is a fundamental motivation in personal and 
social life. Such matters of importance for 
analysis, psychiatry, and the social sciences 
will only be elucidated by sound scientific ob- 
Servation and method. Hostility and regres- 
sion cannot be understood without knowing 
the fight-flight reaction, or social life without 
a study of cooperation among animals, and 
so on. 

Eventually the author will have to draw on 
Psychodynamics rather than one man's— 
even Freud’s—pioneering thought to investigate 
the interrelations between individual and group 
motivation and behavior in this irrational, 
emotionally sick, and dangerous world of 
neurotic and psychotic Personalities, banded in- 
to all kinds of subcultures and organizations. 
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The references are: 


1. Freud, S.: An Outline of Psychoanalysis 
(1940), trans. by J. Strachey. New York: W. 
W. Norton & Co., 1949. 

2. Freud, S.: “The Passing of the Oedipus Com- 
plex” (1924), in Sigmund Freud: Collected 
Papers, vol. 2. New York: Basic Books, 1959. 


Leon J. SauL, M.D. 
Philadelphia, Pa. 


Tue PSYCHIATRIST: PERSONALITIES AND PAT- 
Terns. By Walter Freeman, M.D. New 
York: Grune & Stratton, 1968, 287 pp., 
$6.75. 


The author begins his introduction with the 
question: “What manner of man is the psy- 
chiatrist?” He develops his answer in a most 
unusual way in this book, parts of which, 
however, seem unrelated to the central theme 
suggested by the title. 

In part 1 Dr. Freeman presents S. Weir 
Mitchell, Percival Bailey, and Zigmond Leben- 
sohn as psychiatrists who have been critics 
of psychiatry. Percival Bailey is a Distinguished 
Fellow of the American Psychiatric Associa- 
tion and a diplomate in both psychiatry and 
neurology, and Dr. Lebensohn is an acknowl- 
edged leader in American psychiatry, but I 
doubt if S. Weir Mitchell ever considered 
himself a psychiatrist. 

Freeman's method of presentation is to 
quote liberally from the critical comments 
made by various psychiatrists. The sections 
are not biographical, as the title might sug- 
gest, for there is little description of the men 
or their accomplishments. j 

Part 2 includes, under “The Great Dis- 
coverers,” von Jauregg, Loevenhart, Sakel, von 
Meduna, Cerletti and Bini, Moniz, Penfield, 
Pavlov, and Delay. The first use of malaria 
therapy by von Jauregg is described, as is 
Loevenhart’s use of sodium cyanide as a ce- 
rebral stimulant. 

Sakel is criticized as a scientist who lacked 
application to study his cases thoroughly and 
who reported no failures in his presented 
cases. Von Meduna’s use of the convulsive 
pentylenetetrazol (Metrazol) is sympathetically 
presented. Freeman’s mention of Bini is limited 
to his birth and death dates. There is a brief 
mention of A. M. Faimberti, who is not cited 
as a great discoverer. S 
_ There is a full recital of Moniz’s contribution 
in the development of prefrontal lobotomy— 
understandably, because of the author's par- 
ticular interest in this area. Delay, the only 
"discoverer" born in this century, is discussed 
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with an economy of words and without a 
description of the dramatic first incident of 
his discovery, leaving the reader with very 
little understanding of his personality. 

In part 3 the author includes, under 
“The Great Theorists,’ Freud, Jung, Adler, 
Rank, Ferenczi, Groddeck, Meyer, Sullivan, 
and a miscellaneous group of psychoanalytic 
pioneers. There is a satisfactory vignette of 
Jung, of both the man and his work. 

Part 4 describes “Two Philadelphia Clini- 
cians,” Benjamin Rush and S. Weir Mitchell. 
This unit relies heavily on standard biog- 
raphies. Part 5 is entitled "Personality Patterns 
of Psychiatrists." The author quotes exten- 
sively from Holt and Luborsky and their 


two-volume book Personality Patterns of 
Psychiatrists(1). 
Dr. Freeman then analyzes psychiatrists 


listed in Who's Who from a number of di- 
mensions, including their certification by the 
American Board of Psychiatry and Neurology 
and their membership in the American Psy- 
chiatric Association. This is followed by a 
chapter giving a brief history of the American 
Board of Psychiatry and Neurology, some- 
thing of the author's own personal experiences 
while serving as its secretary, and a few com- 
ments concerning the stressful situation the 
examination setting creates for candidates. 

Dr. Freeman next turns to a discussion of 
psychiatrists under stress while employed at 
Chestnut Lodge. This is followed by a brief 
chapter entitled “The Foregatherers” that is 
a useful listing of the various national soci- 
eties for psychiatrists. 

A three-page chapter discusses psychiatrist 
writers and tells us that 275 books have been 
written by 103 members of the American 
Psychiatric Association. Freeman names some 
of the most prolific writers culled from his 
examination of Who's Who. 

The chapter on “Two Psychiatrist Statesmen” 
is a brief statement on Hubert Work and 
Rock Sleyster, former presidents of the 
American Medical Association. Some excerpts 
from their presidential addresses to the AMA 
are given. 

The chapter on “Psychiatric Poets” pre- 
sents poems written by Rush, Earle, Mitchell, 
Peterson, Tucker, Karnosh, Freeman, and 
Merrill Moore. In part 6, “Psychiatric Dynas- 
ties,” there is some information on the Men- 
ningers, the Woods, the Bullards, the Grinkers, 
and the Hardings. 

Part 7, “The Death Instinct,” concludes the 
work. In this section a brief paragraph is de- 
voted to Federn, Gross, Honegger, Schrotter, 
Silberer, Stekel, Tausk, and Weiss, all of 
whom, Freeman states, killed themselves. The 
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author poses the question of whether their 
analytic studies had anything to do with their 
premature deaths. 

The chapter on “Psychiatrists Who Kill 
Themselves” consists largely of information 
culled from a 70-year period (1895-1965) 
of the obituary columns of the Journal of the 
American Medical Association, Some 203 psy- 
chiatrists were listed as suicides. The author 
presents tables designed to show age and 
method of suicide and a comparison study in 
1933 by Dublin and Bunzel which shows the 
sex and age variations in suicide mortality in 
the general population. 

There are three pages devoted to “Deaths 
Due to Accident, Homicide, etc." In it 
Freeman discusses automobile accidents, falls, 
drowning, and psychiatrists killed by former 
patients. 

The book is easy to read. While it will 
constructively fill idle moments with a vari- 
ety of information, it is neither good biog- 
raphy nor good history. It lacks the depth of 
analysis required for good biography and the 
interplay of forces and ideas that contribute 
to good history However, it can be recom- 
mended to the psychiatrist or other mental 
health professional who wishes to dispel bore- 
dom with interesting light reading on a variety 
of topics related to psychiatry. 


The reference is: 


1. Holt, R., and Luborsky, L.: Personality Pat- 
TES of Psychiatrists, New York: Basic Books, 
958. 


WALTER E. BARTON, M.D. 
Washington, D. C. 


EVALUATION AND EDUCATION OF CHILDREN 
wiru Brain Damace, Edited by Morton 
Bortner, Ph.D. Springfield, IIl.: Charles C 
Thomas, 1967, 260 pp., $8.50. 


The current interest demonstrated by pedi- 
atricians, psychiatrists, and neurologists in 
children with the syndrome of minimal brain 
dysfunction must be gratifying to the parents 
of these youngsters. The implication that there 
is a physical basis for the child's learning 
and/or behavior difficulties frequently results in 
an initial feeling of relief that there is no 
mental retardation and in a subsequent hope 
for effective therapy. 

The frustrations and disappointments mount 
when diagnostic acumen is not equaled by 
therapeutic skills. The physician, in particular, 
is overwhelmed by his inadequacy when he 
is required to discuss and prescribe in an area 
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about which he knows nothing or very little: 
special education. The most pressing need of 
the great majority of these intelligent children 
with brain dysfunction is an educational pro- 
gram that will remedy their learning disabilities. 
The need is recognized by most educators, but 
they, too, are acutely aware of their own 
limitations in this area. 

In this book Dr. Bortner, an associate pro- 
fessor in the department of special education 
at Yeshiva University, and the contributors 
describe the available methods of educating 
children with learning disabilities. The book, 
representing contributions from a number of 
disciplines, is divided into two parts. Part 1 
deals with the methods used by the speech 
pathologist, audiologist, psychologist, psychia- 
trist, and neurologist in evaluating children 
with minimal brain dysfunction. Part 2 is 
devoted to a description of the educational 
methods of Strauss and Lehtinen, Kephart, 
Gellner, and Frostig. 

This book was written primarily for the 
educator. Since it has been estimated that 
about seven percent of all children have learn- 
ing disabilities, all disciplines related to educa- 
tion will find it informative. For the physician 
interested in the management of children with 
minimal brain dysfunction, it offers a view of 
what is being attempted by the experts in 
special education. It is tedious reading at times, 
and not all the contributions are of the same 
quality. Some are especially good, but one 
barely escapes insulting the intelligence of the 
reader. 

Evaluation and Education of Children with 
Brain Damage is a reasonably priced and well 
printed book. It is highly recommended to 
the teaching and allied professions. 


SIDNEY CARTER, M.D. 
New York, N. Y. 


COMPARATIVE PSYCHOPATHOLOCY: ANIMAL AND 
Human. Edited by Joseph Zubin, Ph.D., 
and Howard F. Hunt, Ph.D. New York: 
Grune & Stratton, 1967, 321 pp., $15.75. 


This collection of papers from the 1965 
annual meeting of the American Psycho- 
pathological Association is ample evidence that 
the study of psychopathology is not limited to 
psychiatry and psychoanalysis. While compara- 
tive studies of mental phenomena in animals 
and humans have a long history, the last 20 
years, and especially the last ten years, have 
seen a rapidly increasing amount of work in 
this area. Ethology and intensive studies of 
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the human neonate are features of this in- 
creasing interest. Just announced is a new 
international journal, Developmental Psycho- 
biology, which will treat many of the areas 
noted in this volume. 

The papers are squeezed rather cumber- 
somely into three groups: social, cultural, and 
environmental factors; genetics and internal 
environment; and brain function and behavior- 
al studies. 

Most prominent in the first group is Cal- 
houn’s paper reporting a series of ingenious 
experiments from which he makes many astute 
observations. He gives explanations for some 
puzzling mass phenomena among animals, 
such as the self-destruction of the lemmings, 
the influence of social and biological factors 
in the establishment of groups, and the mech- 
anisms of adjustment of the individual animal 
to the group. There are implications for human 
group phenomena both in the spontaneous 
formation of groups and the artificial forma- 
tions we know in group therapy. 

In the second group, Liberson’s paper pre- 
sents a discussion of certain drug effects on 
conflict-driven behavior disorders which may 
have relevance to human neurosis. In another 
paper Rodgers presents evidence that alcohol 
preference in mice is genetically influenced and 
related to the capacity to metabolize alcohol. 
He also shows that deleterious physiological 
changes are produced in rats by prolonged 
voluntary ingestion of alcohol. 

In the third group of papers, which are 
more closely related to clinical psychology 
and psychiatry, Ayllon gives a brief exposition 
of his use of learning theory as a method of 
inducing adaptive behaviors through environ- 
mental manipulation in a state hospital. Re- 
gardless of the success of his method, which 
is as yet indeterminate, it is an interesting 
Procedure and a heroic test of conditioning 
procedures. In the same group, Wolpe de- 
scribes his conceptions of the human neurosis 
as learned behavior and compares animal and 
human neurosis from this viewpoint. He also 
gives a brief and succinct exposition of his 
“Reciprocal Inhibition” method of counter- 
conditioning therapy. It would be interesting 
and useful to have psychiatrists of various 
schools replicate, and thus validate, his work. 

This collection of papers illustrates _the 
various factors affecting behavior at various 
levels in the biological hierarchy. It also il- 
lustrates that in explorations of the behavior 
of the whole organism and groups of organ- 
Isms, interdisciplinary studies are indispensable 
and no psychiatrist can afford to be parochial 
and compartmentalized. This collection leads 
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one to question again whether the most vital 
factor to be studied is what the organism 
does—that is, its behavior—or what the organ- 
ism is. Perhaps this is the essential difference 
between the orientations of Wolpe and the 
dynamic psychiatrist. 

The study of groups in the first section is 
particularly important since there is a tendency 
to extrapolate to groups data relevant to the 
individual. It highlights the need to search for 
factors which are characteristic of groups, 
whether they are biological in nature or due to 
extrinsic factors such as overpopulation or 
other animal sociological phenomena. Com- 
munity psychiatry can usefully embrace the 
concept of the social group as an evolutionary 
unit. 

Some of these papers are interesting, others 
are informative, and still others are useful 
clinically. While not always immediately rele- 
vant to the psychiatrist’s work, comparative 
psychopathology is a developing field with 
which psychiatrists should be familiar. 


Max Hayman, M.D. 
Los Angeles, Calif. 


TEMPERAMENT AND BEHAVIOR DISORDERS IN 
Cumpren. By Alexander Thomas, M.D., 
Stella Chess, M.D., and Herbert G. Birch, 
M.D., Ph.D. New York: New York Uni- 
versity Press, 1968, 299 pp., $8.50. 


Seldom do we find fresh clinical insights 
solidly anchored in carefully studied expe- 
rience. This 12-year “anterospective” study of 
136 children opens many doors to the descrip- 
tion and understanding of young children, both 
normal and deviant. 

The authors trenchantly call attention to 
individuality by defining temperament, the be- 
havioral style of each child—the how rather 
than the what (abilities and content) or why 
(motivation) of behavior. The concept of 
temperament balances our understanding of 
the individual child about whom existing ` 
theories emphasize motives, environmental in- 
fluences, and organic determinants. The be- 
havorial characteristics of temperament are: 
1) activity level, 2) rhythmicity, 3) adapt- 
ability, 4) approach/withdrawal, 5) intensity 
of reaction, 6) threshhold of responsiveness, 
7) quality of mood, 8) distractibility, and 9) 
attention span and persistence. These qual- 
ities provide practical guidelines for describing 
young children before the rough edges of 
temperament are blurred by the process of 
socialization. 
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One-third of the children followed through 
data obtained in the clinic, home, and school 
showed signs of maladjustment, largely between 
the ages of four and seven and in the form of 
peer relationships, discipline, mood, and sleep 
disturbances. When compared with the nor- 
mal children, the clinical group showed more 
extreme deviations on temperament character- 
istics, leading the authors to conclude that 
temperament is a significant variable in deter- 
mining maladjustment. By noting ‘clusters in 
their analysis of temperamental character- 
istics, they refreshingly and vividly describe a 
group of syndromes: 1) the difficult child, 
2) the easy child, 3) the child who warms up 
slowly, 4) the persistent child, 5) the dis- 
tractible child, and 6) the high- or low- 
activity-level child. They proceed to relate 
symptom formation to the “goodness of fit” 
or dissonance of behaviors, attitudes, and ex- 
pectations between the child and significant 
people in his life. 

The children with clinical problems were 
treated through parental guidance, which con- 
sisted of two or three sessions with the parents 
devoted to formulating a program of altered 
parent functioning on the basis of a diagnosis 
of dissonant interaction and to enlightening the 
parents through advice on child-rearing prac- 
tices. The authors found this approach to be 
sufficient in 50 percent of the cases, providing 
a convenient and efficient way of separating 
the cases which required more intensive treat- 
ment. 

This book is a valuable addition to child 
psychiatric writings because it emphasizes the 
uniqueness of each child and demonstrates 
that knowledgeable parental guidance remains 
an effective clinical technique. 


Jack C. WESTMAN, M.D. 
Madison, Wis. 


PSYCHIATRIE: EIN LEHRBUCH FÜR STUDIERENDE 
UND ÄRZTE, 6th ed. By Kurt Kolle. Stutt- 
gart: Georg Thieme Verlag, 1967, 344 PP., 
DM 29,80. 


Psychiatrie: Ein Lehrbuch für Studierende 
und Ärzte, currently in its sixth edition, is 
one of the most representative German text- 
books on psychiatry. Kurt Kolle has been 
the professor of psychiatry at the University 
of Munich for the last decade, and he has 
always been proud to emphasize that this 
is the Kraepelin Chair of Psychiatry, which 
has a high reputation. Professor Kolle’s ref- 
erence to Kraepelin has a deeper meaning 
than just pride of his position. Kolle is a 
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“neuro-psychiatrist,” probably the last one in 
the field who stubbornly maintains that psy- 
chiatry and neurology should go hand in hand. 
In addition, he has tried to maintain a psy- 
chiatric tradition which is also fast disappearing 
in every country. 

To understand Kolle’s book in its good and 
not-so-good aspects, one has to understand 
Kolle’s very typical and very German back- 
ground. He is a man of great learning with 
an unusual knowledge of philosophy, history, 
and the sciences, and his book reflects this 
vast erudition in every chapter. According to 
German tradition, a strict difference is made 
between the psychothymias and the schizo- 
phrenias. The German school recognizes the 
great importance of the cyclic psychoses much 
more than is usually done in America. The 
schizophrenias are considered true process 
psychoses; neither group is understandable 
from psychogenetic concepts. Kolle has al- 
ways been critical of the orthodox forms 
of psychoanalysis, but he recognizes the 
neuroses as being psychogenic and acknowl- 
edges the importance of the psychotherapeutic 
approaches. 

A considerable part of the book is devoted 
to the psycho-organic syndromes, symptomatic 
psychoses, and addictions. 

Kolle is certainly a brilliant and stimulating 
author. The American reader may often find 
some of the theoretical discussions about the 
soul, soma, and psychosomatic relations diffi- 
cult to follow, but any psychiatrist familiar 
with the German language can draw much 
stimulation from study of this book. 


CLEMENS E. BENDA, M.D. 
Arlington, Mass. 


Tae Twice-Born: A Stupy or a COMMUNITY 
or Hicu-Casre Hinpvus. By G. Morris Car- 
stairs. Bloomington, Ind.: Indiana Univer- 
sity Press, 1967, 338 pp., $2.65 (paper). 


Professor Carstairs’ study of three high- 
caste Indian groups in a remote village has 
been reissued ten years after its original pub- 
lication. Its renewed availability, including 
the economy of a paperback, should be wel- 
comed by all students of the relationship be- 
tween culture and personality. 

Carstairs’ method is of special interest at 
this time of emphasis on social psychiatry, 
as psychiatrists possessing varying degrees of 
knowledge about behavioral science have op- 
portunities to observe their own particular 
villages.” Operating from a “storefront” in the 
bazaar, Dr. Carstairs made himself available 


Amer. J. Psychiat. 125: 5, November 1968 


^ 


Te 


| 
! 


BOOK REVIEWS 


as a physician and enlisted informants with 
whom he had anamnestic associative interviews 
over a period of time, supplemented by for- 
mal psychological tests and the informal con- 
tacts provided by living in the village for 
ten months. 

Combining his background of clinical psy- 
chiatry from a psychobiological frame of 
reference, supplemented by a reading knowl- 
edge of psychoanalysis, with study and field 
experience in social anthropology, the au- 
thor collected data designed to elucidate the 
questions: What are the experiences which 
mold character, and what regularities of these 
are there in a particular social group? Car- 
stairs spent two years analyzing his data be- 
fore he cautiously explicated his findings. 

The author takes cognizance of his own 
involvement, including a note about his first 
nine years in the state of Rajasthan, where 
Hindustani was his native tongue. For this he 
has previously earned ad hominem criticism by 
nonpsychiatrists like unto what psychiatrists 
can do, one to another. A more generous 
approach is taken by Margaret Mead when 
she translates The Twice-Born as the “twice 
experienced.” Other psychiatrists might dare 
to revisit their sites of origin. 

The first part of the book places Carstairs’ 
subjects in context, from the viewpoint of 
history, both political and socioeconomic, so 
that the reader can knowledgeably accompany 
the author to Deoli. Synthesized findings are 
portrayed in chapters devoted to interpersonal 
relations, family relationships, body image, 
religion and fantasy, and comparisons be- 
tween the three castes, all richly illustrated by 
vignettes of the people and their customs. 

A chapter devoted to a neighboring group 
the author visited for three months for pur- 
poses of comparison and to help validate his 
main impressions again is provocative of 
methodological thought. One would have 
wished for a similar recognition of the inad- 
equacy of “Western” as a contrast backdrop. 

Interpretation provides material for contro- 
Versy. The all-male bias due to purdah, the 
lack of detailed child observation, the lack 
of participation in the family, and the Klein- 
ian psychoanalytic view will leave many 
Teaders unsatisfied. Missing are data about 
the maternal contributions to the early dyadic 
interplay, so that one feels an incompleteness 
about the inferences for unconscious process. 
The tich body image material is used sparingly 
in developing character patterns; nor are there 
references to psychosomatic concepts, and 
"anality" is given an uncritical definition. One 
should compliment Dr. Carstairs for his efforts 
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but remember that psychoanalytic inferences 
are difficult and require expertise. 

The second part of the book is offered 
as illustrative of raw data. It is less entertain- 
ing but bespeaks the thorough clinician. One 
wonders about possible distortions involved in 
using English speakers as informant samples, 
convenient as they may be; however, I would 
trust Dr. Carstairs' translation. 

Another potential value of this book for 
today is a corrective for the uncritical, overly 
simple economic determinism that is being re- 
discovered by some psychiatrists after it has 
been shelved by other students of behavior. 
Dr. Carstairs observes as a sensitive clinician 
beginning the attempt to comprehend and 
understand many complexities with psycho- 
logical meaning for a person or the groups 
to which he belongs. Now if only someone 
would revisit Deoli to see what, if anything, 
has changed since 1952! 


I. Froyp Mattortt, M.D. 
Pittsburgh, Pa. 


MENTAL HEALTH IN THE SERVICE OF THE 
Community. Edited by Kenneth Soddy 
and Robert H. Ahrenfeldt. Philadelphia: 
J. B. Lippincott Co., 1967, 297 pp., $9. 


This is the third and concluding volume of 
a report from the International Study Group 
convened by the World Federation for Mental 
Health in 1961. The editors have presented 
data from the study group’s two-week con- 
ference and from papers prepared for the 
group by its 25 members. 

Volume 1 of the trilogy, “Mental Health 
in a Changing World,” was published in 1965; 
volume 2, “Mental Health in Contemporary 
Thought,” was published in 1967. The three 
volumes contain the same bibliography. 

Volume 3 is divided into three parts. The 
first, "Diagnostic, Therapeutic, and Prophy- 
lactic Action,” is the longest and is composed of 
ten sections. Part 2, “Research,” is the shortest. 
The bibliography (the concluding section) is 
an outstanding accomplishment. The editors 
list more than 675 significant publications 
which have appeared since 1948. 

In this volume the study group reviews 
important mental health legislation, primarily 
in the United Kingdom and the United States. 
It notes that government agencies have made 
little use of the voluntary agencies existing in 
the mental health field. An excellent section 
entitled “Diagnostic Chaos” affirms that: 


Inadequate diagnostic techniques, nosolog- 
ical confusion, ignorance of aetiology, and 
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uncertainty of the significance of the social 
and cultural differences, or failure to take 
these into account, are major causes of 
misdiagnosis. 


The study group cautions that drugs are 
not the panacea for mental illness but, rather, 
are of value as temporary agents. Further, it 
advises against using the European-American 
model of psychiatric services for countries 
where mental health services are undeveloped. 
The group notes that prevention of mental 
disorders has been, to date, primarily on a 
tertiary level involving multidisciplinary co- 
operation concerned with spreading knowledge 
of mental health principles. 

The study group favors setting up a list of 
priorities for selecting psychiatric research 
problems and presents an outline for evalu- 
ating the prionity for research endeavors. 
However, it is reassuring to note that the 
group concludes it might be better for the 
researcher to follow his own creative bent. 

This volume provides an overview of mental 
health topics discussed in an international 
context. Although the study group convened 
in 1961, its findings are highly germane to the 
mental health field today. 


H. Kerita H. Bronie, M.D. 
New York, N. Y. 


RrHaBILITATING THE Namcorrc Apprct. The 
Institute on New Developments in the 
Rehabilitation of the Narcotic Addict. Vo- 
cational Rehabilitation ^ Administration, 
1967, 392 pp., $2.25. 


This book consists of a collection of papers 
from a 1966 institute which focused on "new 
developments in the rehabilitation of the 
narcotic addict." It was held at Fort Worth, 
Tex., and was sponsored by the Public Health 
Service, Vocational Rehabilitation Administra- 
tion, and Texas Christian University. The fact 
that so many representative experts from the 
federal, state, and local levels met for the 
purpose of discussing this multifaceted and 
complex problem is, in itself, noteworthy. 

The book has nine major subdivisions and 
contains more than 40 papers. Judging from 
the content, the institute was well planned. 
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The papers include legal, sociological, reli- 
gious, physiological, psychological, and phar- 
macological orientations and present their 
manner of application and particular kinds of 
involvement in cross-cultural studies, half-way 
houses, evaluation, research, therapeutic com- 
munity concepts, methadone maintenance, ra- 
tional authoritarian casework, and rehabilita- 
tion in a carefully elaborated community 
mental health setting. 

In a field (narcotic abuse and addiction) 
where it is often stated that physicians have 
contributed rather sparingly toward imagina- 
tive exploration or solution of the problem, 
the book's emphasis on the use of nonmedical 
personnel as "treatment agents" is much de- 
served. The use of the formerly addicted pa- 
tient in the role of treatment agent is given 
some consideration, but probably not enough. 

Some of the introductory remarks prefacing 
each of the nine major subdivisions tend to 
be too esoteric. A number of the discussions 
are occasionally cluttered with timeworn ob- 
jections to some of the newer approaches to 
the rehabilitation of the narcotic addict, While 
it is probably no longer a matter of prime 
speculative opinion that some of the rehabilita- 
tive innovations do or do not work, it does 
seem important that new, and certainly not 
bizarre, formulas are being tested, and that 
evaluation of the findings is continuing. The 
institute agreed upon the need for amassing 
and interpreting hard data—a welcome change 
from romantic impressionism and pessimism 
to the scientific accuracy that is possible in 
1968. 

The over-all posture of the book leaves the 
definite impression that the stifling, stagnant, 
windless days of the past are over, and that 
the boldly imaginative approaches to this once 
forlorn lot of individuals lie not in some 
remote future but in the vibrant present. The 
book is a most welcome addition to this field 
(which at times has bordered on a subdivision 
of mythology). Those whose interests or in- 
volvements are new to this field as well as 
those of long experience will find treasures in 
this book. 


HaRoLp L. Tricc, M.D. 
New York, N. Y. 
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This Month's Reviewers 


JupcE Jonn BicGs, JR., is Senior U. S. Circuit Judge, Third Judicial Circuit, U. S. 
Court of. Appeals, Wilmington, Del. 


Oskar DIETHELM, M.D., is emeritus professor of psychiatry, Cornell University 
Medical College, and is with the Payne Whitney Psychiatric Clinic, New York, N. Y. 


J. E. ROSENFELD, M.D., is medical director, alcohol and drug dependency division, 
Connecticut State Department of Mental Health, Hartford, Conn. 


James MANN, M.D., is professor of psychiatry and director of resident training, 
Boston University Medical Center, Boston, Mass. 


JuLEs V. CoLEMAN, M.D., is clinical professor of public health and psychiatry, Yale 
University School of Medicine, New Haven, Conn. 


SrEwaRT Worr, M.D., is regents professor of medicine and psychiatry and professor 
of physiology, University of Oklahoma School of Medicine, and head, neurosciences 
section, Oklahoma Medical Research Foundation, Oklahoma City, Okla. 


IRVING MARKOWITZ, M.D., is medical director, Child Guidance Clinic of the Oranges, 
Maplewood and Millburn, East Orange, N. J. 


ROBERT TURFBOER, M.D., is a psychiatric consultant to industry, Woodbridge, Conn. 


DonaLp W. Hastinas, M.D., is professor and chairman, department of psychiatry, 
University of Minnesota School of Medicine, Minneapolis, Minn. 


Leon J. Saur, M.D., is professor of psychiatry, University of Pennsylvania School 
of Medicine, and is in private practice, Philadelphia, Pa. 

WALTER E. BARTON, M.D., is medical director, American Psychiatric Association, 
Washington, D. C., and clinical professor of psychiatry, Boston University School of 
Medicine, Boston, Mass. 

SIDNEY CARTER, M.D., is professor of neurology, Columbia University College of 
Physicians & Surgeons, New York, N. Y. 

Max HAYMAN, M.D., is research psychiatrist, University of California at Los Angeles 
School of Medicine, Los Angeles, Calif. 

Jack C. WESTMAN, M.D., is professor of psychiatry, University of Wisconsin School 
of Medicine, Madison, Wis. 

CLEMENS E. BENDA, M.D., is in private practice in Arlington, Mass. 

I. FLoyp Marrorr, M.D., is clinical associate professor of psychiatry and chief, 
outpatient service, University of Pittsburgh School of Medicine, Western Psychiatric 
Institute and Clinic, Pittsburgh, Pa. 


H. Keita H. Bronie, M.D., is a fellow, division of community and social psychiatry, 
Columbia University School of Public Health and Administrative Medicine, New York, 


NY; 
HaRorp L. Trice, M.D., is director, Drug Addiction Service, Beth Israel Medical 
Center, New York, N. Y. 
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Books Received 


The following books have been received; 
the courtesy of the sender is acknowledged by 
this listing. Books of particular interest to the 
readers of this journal will be reviewed as 
space permits. 


ArcoHoLISM: THE TorAL TREATMENT ÅP- 
PROACH. Edited by Ronald J. Catanzaro, 
M.D. Springfield, Ill.: Charles C Thomas, 
1968, 501 pp., no price listed. 


1967 Report. By the CIBA Foundation. Lon- 
don: E. T. Heron & Co., 1968, 78 pp., no 
price listed. 


CumicAL REskARCH IN ALconorisM. Edited by 
Jonathan O. Cole, M.D., Psychiatric Re- 
search Report no. 24. Washington, D. C.: 
American Psychiatric Association, 1968, 
178 pp., $5. 


SrxvaL Discorp ın Marriace. By Michael 
Courtenay. Philadelphia: J. B. Lippincott 
Co., 1968, 137 pp., $6. 


Decision Maxine IN NATIONAL SCIENCE Por- 
rcy. CIBA Foundation Symposium. Edited 
by Anthony De Reuck, Maurice Goldsmith, 
and Julie Knight. Boston: Little, Brown 
and Co., 1968, 302 pp., $12. 


Menta HrALTH Boork Review Inpex. Com- 
piled by the Editorial Committee of the 
Council on Research in Bibliography. New 
York: Council on Research in Bibliography 
(Research Center for Mental Health, New 
York University), 1968, xxii + 85 pp., $8 
(paper). 


PsYCHOTHERAPY IN THE DESIGNED THERAPEU- 
TIC Mixtev. International Psychiatry Clin- 
ics, vol. 5, no. 1. Edited by Stanley H. 
Eldred, M.D., and Maurice Vanderpol, 
M.D. Boston: Little, Brown and Co., 1968, 
143 pp., subscription rate $21.50 per year. 


FUNDAMENTALS OF PsvcnriATRY, 2nd ed. By Jan 
Gregory. Philadelphia: W. B. Saunders Co., 
1968, 647 pp., $13. 


Brack Race. By William H. Grier, M.D., and 
Price M. Cobbs, M.D. New York: Basic 
Books, 1968, 213 pp., $5.95. 


Tur DIMENSIONS or COMMUNITY PsvcnarRy, 
report no. 69. By the Group for the Ad- 
vancement of Psychiatry. New York: GAP, 
1968, 37 pp., $1 (paper). 
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Use oF INTERPRETATION IN TREATMENT: 
TECHNIQUE AND Art. Edited by Emanuel 
F. Hammer, Ph.D. New York: Grune & 
Stratton, 1968, 374 pp., $16.75. 


PATHOGENESIS OF Nervous AND MENTAL Dis- 
EASES IN CuitprEN. Edited by Ernest 
Harms. New York: Libra Publishers, 1968, 
293 pp., $8.50. 


Tue Hurricane Years. By Cameron Hawley. 
Boston: Little, Brown and Co., 1968, 567 
pp., $7.50. 


Tue Eye: PHENOMENOLOGY AND PsycHoLocy 
or Function AND Disorper. By J. M. 
Heaton, M.B. Philadelphia: J. B. Lippin- 
cott Co., 1968, 336 pp., $12.50. 


Tue Batrerep Cup. Edited by Ray E. 
Helfer, M.D., and C. Henry Kempe, M.D. 
Chicago: University of Chicago Press, 
1968, 261 pp., $12.50. 


TEXTBOOK or PSYCHIATRY ron MEDICAL PRAC- 
TICE, 2nd ed. By Charles K. Hofling, M.D. 
Philadelphia: J. B. Lippincott Co., 1968, 
610 pp., $10. 


Tuomas WiLLir, 1621-1675: Docron AND 
Scientist. By Dr. Hansruedi Isler. New 
York: Hafner Publishing Co., 1968, 217 
pp., $6. 


TENSION CONTROL FOR BUSINESSMEN (1963). 
By Edmund Jacobson, M.D., Ph.D., LL.D. 
New York: McGraw-Hill Book Co., 1968, 
224 pp., $2.95 (paper). 


Tae CLASSIFICATION or DEPRESSIVE ILL- 
Nesses. Maudsley Monograph no. 18. By 
R. E. Kendell, M.D., D.P.M. New York: 
Oxford University Press, 1968, 100 Pp- 
$5.50. 


Past Eco STATES EMERGING IN HYPNOANALY- 
sis. By Edith Klemperer, M.D. Springfield, 
Ill: Charles C Thomas, 1968, 257 pp. 
$10.50. 


Current PSYCHIATRIC THERAPIES, vol. 8. 
Edited by Jules H. Masserman, M.D. New 


York: Grune & Stratton, 1968, 247 pp., 
$13.75. 


ANIMAL AND Human. Science and Psychoanaly- 
sis, vol. XII. Edited by Jules H. Masserman, 
M.D. New York: Grune & Stratton, 1968, 
266 pp., $12.75. 
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FouNpATIONS OF Cnuirp Psycutatry. Edited by 
Emanuel Miller. Long Island City, N. Y.: 
Pergamon Press, 1968, 687 pp., $30. 


PUBLICATIONS RESULTING FROM NATIONAL IN- 
STITUTE OF MENTAL HEALTH RESEARCH 
Grants: 1947-1961. By the National Clear- 
inghouse for Mental Health Information, 
National Institute of Mental Health. Public 
Health Service publication no. 1647. Chevy 
Chase, Md., 1968, 599 pp., $3.75 (paper). 


Careers IN Psycuratry, By the National Com- 
mission on Mental Health Manpower. New 
York: Macmillan Co., 1968, 190 pp., 
$4.95. 


Tue OnsrssivE Personauity. By Leon Salz- 
man, M.D. New York: Science House, 
1968, 274 pp., $8.50. 


TEACHING PSYCHOSOCIAL ÁSPECTS OF PATIENT 
Care. Edited by Bernard Schoenberg, 
Helen F. Pettit, and Arthur C. Carr. New 
York: Columbia University Press, 1968, 
397 pp., $8.50. 


Wuo Can Be Epucatep? By Milton Schwebel, 
Ph.D. New York: Grove Press, 1968, 270 
pp., $6.50. 


PnosLEMs iN Cuirp BEHAVIOR AND DEVELOP- 
MENT. By Milton J. E. Senn, M.D., and 
Albert J. Solnit, M.D. Philadelphia: Lea & 
Febiger, 1968, 259 pp., $8.50. 


PSYCHIATRIC AFTERCARE: PLANNING FOR A 
Community Mentat HeALTH Service. By 
Max Silverstein. Philadelphia: University of 
Pennsylvania Press, 1968, 158 pp., no price 
listed. 


Gume to Psycuratry, 2nd ed. By Myre Sim, 
M.D., D.P.M. Baltimore: Williams & Wil- 
kins Co. (exclusive U. S. agents), 1968, 
1032 pp., $10.50. 


AN Arras or CrmwrcAL Neurorocy. By John 
D. Spillane, M.D. New York: Oxford Uni- 
versity Press, 1968, 371 pp., $16. 


Psycuosomatic Diısonpers AND MENTAL RE- 
TARDATION IN CHILDREN. Edited by S. A. 
Szurek, M.D., and I. N. Berlin, M.D. Palo 
Alto, Calif.: Science and Behavior Books, 
1968, 298 pp., no price listed. 
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Gopn-CENTERED Tuerary: How o Live 
ABUNDANTLY. By F. Bernadette Turner, 
Ph.D., D.S.G. New York: Robert Speller 
& Sons, 1968, 277 pp., $3.95. 


Systemic Mycoses. CIBA Foundation Sym- 
posium. Edited by G. E. W. Wolstenholme 
and Ruth Porter. Boston: Little, Brown and 
Co., 1968, 279 pp., $12. 


IwrERFERON. CIBA Foundation Symposium. 
Edited by G. E. W. Wolstenholme and 
Maeve O'Connor. Boston: Little, Brown 
and Co., 1968, 261 pp., $12. 


Nutrition AND Inrection. CIBA Foundation 
Study Group no. 31. Edited by G. E. W. 
Wolstenholme and Maeve O'Connor. Bos- 
ton: Little, Brown and Co., 1968, 140 pp., 
$3.50. 


Gnowimc Ur Srraicut: Waar Every 
THoucHrFUL Parent SHoutp Know 
Asour Homosexuauity. By Peter and 
Barbara Wyden, New York: Stein and 
Day, 1968, 248 pp., $6.95. 


Reapincs iN Law AND Psycuiatry. Edited by 
Richard C. Allen, LL.M., Elyce Zenoff 
Ferster, LL.B., and Jesse G. Rubin, M.D. 
Baltimore: Johns Hopkins Press, 1968, 519 
pp.. $12.50. 


THE EVALUATION OF PERSONAL CONSTRUCTS. 
By D. Bannister and J. M. M. Mair. Lon- 
don: Academic Press, 1968, 228 pp., $8. 


RESEARCH & EXPERIMENT IN STUTTERING. By 
H. R. Beech, Ph.D., and Fay Fransella, 
Ph.D. New York: Pergamon Press, 1968, 
209 pp., $9. 


Tue Turo RxrcH oF Dreams. By Charlotte 
Beradt, trans. by Adriane Gottwald. Chi- 
cago: Quadrangle Books, 1968, 170 pp., 
$4.95. 


Mopern Systems RESEARCH FOR THE BEHAV- 
yorAL Scientist. Edited by Walter Buck- 
ley. Chicago: Aldine Publishing Co., 1968, 
519 pp., $14.75. 


Tue Teacuincs or Don Juan: A Yagut Way 
or Know.epce. By Carlos Castaneda. 
Berkeley: University of California Press, 
1968, 196 pp., $5.95. 
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The American Board of 


The following are those who successfully 
completed the Board examinatións given in 
Ann Arbor, Mich., September 9 and 10, 1968. 


Afield, Walter Edward, M.D., Baltimore, Md. 
Beck, Leah, M.D., Yonkers, N. Y. 
Berkowitz, Morton Irwin, M.D., Pittsburgh, Pa. 
Berschling, Chester Martin, M.D., Pittsburgh, Pa. 
Bolian, George Clement II, M.D., Seattle, Wash. 
Boswell, John Iverson, Jr., M.D., Chapel Hill, 
N. C. 
Chapel, James L., M.D., Columbia, Mo. 
Connaughton, James Patrick, M.D., Baltimore, 
Md. 
Cordes, Charles Kenneth, M.D., Landstuhl, APO 
TET 
Day, Jackson R., M.D., Austin, Tex. E 
De Hart, Cor, M.D., Waterville, Me. 2i 
Fields, Joel H., M.D., Mamaroneck, N. Y. 
- Gabriel, Hugh Paul, M.D., New York, N. Y. 
Gair, Donald Saul, M.D., Boston, Mass. 
Pm Donald Paul, M.D., Montreal, Quebec, 
an, 
Hart, Lawrence Wayne, M.D., Kansas City, Mo. 
Kulp, D. W., M.D., Norristown, Pa, 
Larocca, Felix E. F., M.D., St. Louis, Mo. 
- Leiken, Stanley J., M.D., Encino, Calif. 
Lesser, Leonard I., M.D., Los Angeles, Calif. 
Looff, David Henry, B.S., M.D., Lexington, Ky. 
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Lubin, Gerald I., M.D., Hollywood, Calif. 
Martin, Lorenzo, M.D., Wexford, Pa. 
Moore, William Patrick, M.D., Houston, Tex. 
Newman, C. Janet, M.D., Cincinnati, Ohio 
Orgun, Ibrahim Necmi, M.D., Avon, Conn. 
Rodriguez-Delfino, Alejandro, M.D., Baltimore, 
Md. 
Rosenthal, Moe B., M.D., Bloomfield, Conn. i 
Schnackenberg, Robert Claire, M.D., Decatur, Ga. 
Spielman, Philip M., M.D., San Francisco, Calif, 
TePas, Theodore Edmund, M.D., Chicago, Ill. 
Trunnell, Thomas Lowry, M.D., San Diego, Calif, 
Waggoner, Raymond W., Jr., M.D., Ann Arbor, 
Mich. 
Ward, Lewis Burt, M.D., Rochester, N. Y. 


CHILD NEUROLOGY 


Following are those diplomates who were 
previously certified in Neurology and whose 
certification has been changed to Neurology 


with Special Competence in Child Neurology 
as of July 1968. 


Bray, Patrick Francis, M.D., Salt Lake City, Utah 
Dekaban, Anatole S., M.D., Ph.D., Bethesda, Md. 
Dodge, Philip R., M.D., St. Louis, Mo. 

Greer, Melvin, M.D., Gainesville, Fla. 

Millichap, J. Gordon, M.D., Chicago, Ill. 


a 


Amer. J. Psychiat. 125: 5, November 1968. 
LE 


* E $ 
THE AMERICAN JOURNAL OF PSYCHIATRY 


Psychiatry and Foreign Affairs: 
The Expanding Competence of Psychiatry 


BY HOWARD P. ROME, M.D. 


There is ample historical precedent for the 
involvement of clinical psychiatry in those 
foreign affairs which, at first glance, seem to 
lie outside the boundaries as they have been 
customarily defined. “Ecology” is the key 
word—not only in the present-day health 
philosophy but also in the “new psychiatry.” 
To attain the end of realistic primary pre- 
vention, psychiatry must elevate its sights to 
include the politico-social domain within its 
assigned catchment area. 


PROPOSE to take the title of this session 

on “Psychiatry and Foreign Affairs” 
quite literally and therefore address my re- 
marks to what I believe is the most impor- 
tant subject on the agenda of present-day 
psychiatry. 

Psychiatry, as well as most other social 
institutions and disciplines nowadays, has 
grave doubts as to the proper boundaries of 
its professional province, the extent of its 
legal responsibilities, the scope of its moral 
concerns, and the precise nature of its re- 
lationships in vastly different social spheres 
and affiliations with other academic disci- 
Plines. It seems to follow, therefore, that 
Most of its internal organizational problems 


as well as jurisdictional disputes with others 


are intimately related to this as a subset of 
Professional territoriality. * 
Some crucial decisions hinge on the an- 


———— i 
_ Read'at the 124th annual meeting of the Amer- 


ican P. iatri iati Mass. 
13-17. Wut Association, Boston, , 


[om Rome is senior consultant in ihe section of 

5590 d the Mayo Clinic, Rochester, D. 
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swers given ,to these issues for—as you must 
recognize—psychiatry and foreign affairs, as 
they are construed in this light, are of pivotal 
importance. However, as psychiatrists we 
are not privileged to act alone in the settle- 
ment of these issues even if we were to 
agree on the limits of our professional 
boundaries. There are many who would 
contest the legitimacy of these claims, no 
matter what we say they are. This suggests a 
repetition of the struggles among rival En- 
glish medical and quasi-medical guilds which 
vied for professional sovereignty in the 16th 
century, At times the present contests al- 


most reach the proportions of those age- 


old struggles(18). 

Thus, the struggle becomes one akin to 
that St. Paul alluded to in First Corinthians 
when he said:-“ . . . who shall prepare him- 
self to the battle?" Indeed, the matter be- 
comes one of faith and conviction—a bat- 
tle between good and evil—for in the secular 
world of today St. Paul's ringing metaphors 
have equal challenge and relevance. r 

The participation of psychiatrists in pub- 


lic affairs is not new. Benjamin Rush, the - 


father of American psychiatry as well as a 
redoubtable political activist, resigned from 
the position as Physician General of the 
Middle Department of the Continental Ar- 
my in protest against a corrupt system, 
which he said in a letter to Patrick Henry 


sick but half provided with necessaries . . 


perished in the field during the whole of the 


s and more dying in them in one month than 


* Tast campaign"(1). 


= kept“... hospitals crowded with 6,000 "i 


The early physician pioneers in the + 
mental hygiene movement spearheaded by ~ 


- 
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Dorothea Dix—William Sweetser, Amariah 
Brigham, George Cook, and particularly 
John P. Gray—spread the doctrine of the 
social relevance of psychiatry. They were 
polemicists par excellence in staking the 
early claims to domains in areas qùite for- 
eign to the psychiatry of that day—and of 
this day too, for that matter. 

In a paper read before the International 
Medical Congress held at Philadelphia in 
1876, Dr. John P. Gray said: 


Mental hygiene is not only related to individual 
life . . . there is also a “mental hygiene in com- 
munities,” which necessitates that students of 
mental hygiene enter “the wide domain of 
sociology and social science.” [Mental hygiene] 
must ... . be considered from an individual, 
social, and national point of view... . [it] 
covers all the broad field of human energy, em- 
bracing all the professions and every branch 
of industrial life(2). 


The mental health panel of the White 
House Conference on Health held November 
3 and 4, 1965, suggested that the basic 
Strategic deficiency 


- . Of present remedial measures was to be 
seen in their limited boundaries; . . . the pro- 
cedures [that are] designed for treatment are 
inherently unable to prevent the development 

of clinical states. The thrust which is required 
of prevention must be at the source of the 
problem, not at its consequence . . . to get at 
known social causes of mental illness in the 
high-risk populations(17), 


Kennedy Message 


President Kennedy’s message to the Con- 
gress on February 5, 1963, called for “the 
inauguration of a wholly new emphasis.” 
This initiated a wide-scale Series of studies 
in which several important newly discovered 
dimensions were documented. The rising in- 
cidence and prevalence of mental illness are 
strongly related to the Socioeconomic struc- 
ture. Wherever social, economic, and cultur- 
al conditions change rapidly, there are usu- 
ally suggestions of an increase in mental and 
behavioral disorders(12). This indicts social 
forces as stress factors and thus contributing 


to mental disorders. Many workers have ad- “behavior but rather to suggest that it is of 


duced evidence to substantiate this conten- 
tion: Ódegaard(15) among the Norwegian 
- immigrants to Minnesota, Eitinger(4) in 
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his study of displaced Norwegians, and 
Leighton and his co-workers(13) in studies 
among the Yoruba of Western Nigeria. M. 
C. Kennedy(11), in a critical appraisal of 
the ecologic approach, admits that “it does 
yield a point of departure . . . which shows 
great promise aetiologically.” 

In much the same way that medicine 
turned from the direct treatment of the dis- 
ease to its prevention, the time is now at 
hand for psychiatry, as a generic discipline, 
to allocate part of its resources to the col- 
laborative task charged to all science by 
the Vienna Declaration of the Third Pug- 
wash Conference. The Declaration said in 
part: 


We believe it to be a responsibility of scien- 
tists in all countries to contribute to the educa- 
tion of the peoples by spreading among them 
a wide understanding of the dangers and the 
potentialities offered by the unprecedented 
growth of science. . . . education should stress 
improvement of all forms of human relations 
and should eliminate any glorification of war 
and violence(19). 


Although such a turn necessitates a rad- 
ical departure from the practice of tradition- 
al clinical psychiatry, it is in the natural 
Sequence of psychiatry's empirical growth. 
As Sidney Hook said: "Empiricism is a 
commitment to a procedure, not to a theory 
of metaphysics"(9). 

Preventive measures rarely are linear ex- 
trapolations of therapeutic ones. It is for- 
tunate that those reformers of the 19th 
century who were dedicated to prevention 
Were not wedded to the concept that the 
only available approach was to change in- 
dividual behavior. Otherwise, as Terris(20) 
Points out, they might have limited their 
activity to educating individuals, to teaching 
them to boil water, instead of pressing for 
the construction of safe public water sup- 
plies and sewage disposal systems. The com- 
pulsory enrichment of bread and flour was 
again more effective than relying entirely on 
the individual to obtain an adequate diet. 


. This is not to deny the great value inherent 


n programs to treat and change individual 


at least equal importance to devise social 


remedies for the health. problems of society 
at large. 


* 
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As the wisdom of Aristotle put it: Be- 
fore a man can live well, he must be able 
to live. This implies a minimum of such 
social perquisites as are necessary to counter 
the corroding, enervating effects of poverty 
and malnutrition and the diseases, discord, 
and civil disturbance which directly and in- 
directly result from these deficiencies. Next 
in order of priority are opportunities for 
social enfranchisement through education, 
freedom from racial and cultural discrimina- 
tion, and equal economic opportunity. 


Social Policy and Health 


The relation of general social policy to 
health has been witnessed poignantly in a 
negative way in the fiscal cutbacks this year 
in federal, state, and local programs. These 
cutbacks have resulted from our involve- 
ment in Southeast Asia. In the United 
States, 57 percent of the federal budget 
since 1946 has been devoted to military pur- 
poses, as compared with only six percent al- 
located to health, education, labor, welfare, 
housing, and community development pro- 
grams. War thus is an enormous public 
health problem. If one can paraphrase the 
farewell remarks of John Gardner upon 
leaving the post of Secretary of the Depart- 
ment of Health, Education, and Welfare: 
History will not deal kindly with a nation, 
much less a scientific medical discipline, 
that is ostensibly dedicated to the betterment 
of mental health but that neglects the truly 
major problems of a major segment of its 
own population as well as the world’s(7). 

It is obviously impossible to settle any 
major problem within the political bound- 
aries of the United States because in the 
last half of the 20th century, as Duhl has 
pointed out(3), mental health is not the 
study of mental disease alone but the study 
of man in society. The social origins of 
most of these problems can be seen most 
Clearly if they are viewed in an ecologic con- 
text. Thus the urban problem is related to 
the Viet Nam War by as simple a fact as 
guns taking precedence over butter in the 
Judgment of the Congress. res 

The desperate problem of negritude in 
this country is allied to the one that Frantz 
Fanon(5) wrote of, which is festering in 
the developing African nations. Efforts at 
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decolonization have violently changed the 
good-versus-evil “Manichean order of the 
world,” as Fanon termed it. The spillover 
effects have disrupted the traditional struc- 
ture of the family, alienated large segments 
of society, created inflexible and outmoded 
social institutions which in themselves per- 
petuate the very problems they were in- 
tended to eradicate. They have also fo- 
mented the kind of racial conflict which 
threatens the stability of the world in ad- 
dition -to constituting a community mental 
health problem writ large. 


A Sick Society 


The empirical approach of traditional 
psychiatry was value-laden in its distinct 
bias for the individual—he was clearly the 
sick one. Now, however, when we appre- 
ciate that in a very meaningful sense society 
can be sick too, the focus of an empirical 
effort must also include remedying those 
social blights which help cause the psycho- 
pathology that is expressed by the individual 
in misleading simplistic personal symptoms. 

The poor have poor mental health in 
part because they are characterized by a 
high incidence of broken homes, malnutri- 
tion, uncared-for chronic physical disease, 
impoverished facilities, and limited oppor- 
tunity. 

Despite much progress, the social anomaly 
of privation in the midst of plenty continues, 
and a large share of that privation—indeed, 
more than in earlier years—is being borne 
by aged persons, by women who must serve 
as family heads, by Negroes, and by others 
who have a hard time earning enough to 
support themselves and their dependents. 
Though a majority of the population in 
this country was enjoying record high in- 
comes in 1966, a total of 29.7 million per- 
sons (one in every seven noninstitution- 
alized Americans) were in households with 
annual money incomes below the poverty 
line. 

These poor were distributed throughout 
11 million households, which contained one- 

—sixth of all the nation’s children under age 
= 18. In 1966, as was also true in previous 
years, such youngsters made up half of all 
the persons in poor families. About half of 
all the nation’s poor families—one-seventh 
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of the white poor and two-thirds of the non- 
white poor—lived in the South in 1966. 
Incomes in that area continue to be lower 
than. elsewhere; and, despite the exodus of 
many nonwhite persons from the South in 
recent years, the South is the home of half 
of all nonwhite families in the country(16). 

Assuming, then, that "ecology" is the key 
word. in present-day health philosophy, it is 
à logical step to the assumption of multiple 
causation of any disease, including mental 
disease. As the preamble of the constitution 
of the World Health Organization Says, it is 
an openly declared policy of governments of 
all descriptions to create living standards and 
health services which would produce optimal 
conditions for the attainment of "complete 

` physical, mental and social well being and 
not merely the absence of disease or in- 
firmity(22)." 

The Third World Food Survey(6) shows 
that the proportion of undernourished peo- 
ple.in the world seems to lie between ten 
and 15 percent. If these percentages are con- 
verted into absolute figures according to 
Sir Norman Wright’s estimates(23), they 
indicate that no less than 300 to 500 million 
people in the world are actually hungry and 
underfed in terms of their total calorie in- 
take; indeed, it is estimated that up to half 
the world's population, or between one and 
one and a half billion people, suffer today 
from either undernutrition or malnutrition 
or both. The Director General of the Food 
and Agricultural Organization adds: “The 
world food situation is now more precar- 
ious than at any time since the period of 
acute shortage immediately after the Second 
World War"(6). 

The National Commission on Community 
Health Services issued a report in 1966 
which clearly stated the case for the plan- 
ning, organization, and delivery of commu- 
nity health services by both official and vol- 
untary agencies based on the concept of 
what is called a “community of solution,” 

. This means that health problems in genera] 
. cannot be contained within traditionally 
fixed boundaries and therefore must be ex- 
tended to include "environmental health 
problem-sheds and health-service marketing 
areas rather than primarily Political juris- 
dictions"(14). Therefore it is assumed that 
the fate of mental health in populations is 
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closely intertwined with issues that have not 
heretofore been identified primarily as health 
issues. 

Cicely Williams said: “The indices of 
health are not only rates of mortality and 
morbidity but also the incidence of violence, 
crime, alcoholism, delinquency, and inade- 
quacy"(21). 


Psychiatry Must Participate 


It is obvious, then, that the sine qua non 
of mental health is, among other things, a 
full stomach and freedom from having one's 
children gnawed by rats as well as an ade- 
quate standard of living and the opportunity 
to get educated and to educate one's chil- 
dren. For Psychiatry to be responsive to 
this means that the sights of some psychia- 
trists have to be elevated beyond the level 
of mental hospitals. Psychiatrists must par- 
ticipate in foreign affairs beyond the scope 
of the usual community clinic practice; they 
must become an active part of the body 
Politic in every sense. This means an in- 
Volvement in those social conditions that 
Iecently have come into sharper focus and 
ultimately display their pathology in the 
forms of mental illness. In a socially ho- 
mologous form they are expressed in the 
phenomena of discord, in wars big and lit- 
tle, in violence and ignorance, and in squalor 
and unemployment. All these complex ele- 
ments that create anomie in a nation or a 
region or a ghetto or a family have to be 
Seen as targets for active preventive psy- 
chiatry. 

This action strikes at the core of the in- 
frastructure of mental illness. For too long 
Psychiatrists have been so blinded and bur- 
dened by the enormity of the personal ex- 
pressions of mental illness that they have 
literally lost sight of the etiologic role played 
by this vital infrastructure: destitution, fam- 
ily disruption, loss of purpose, absence of 
exemplary models for identification, and so 
on. 


However obscured they may be by other 
seemingly more Televant scientific and po- 
litical considerations, there are psychiatric 
dimensions to all major: political issues. If 
Psychiatry is to avoid the cul-de-sac of ir- 
relevance and move into the avant-garde of 
meaningful social Teform, it will have to 
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greatly extend the boundaries of its present 
community operations. 

Actually no less than the entire world is 
a proper catchment area for present-day psy- 
chiatry, and psychiatry need not be appalled 
by the magnitude of this task. Obviously 
the tools at its disposal are not adequate 
for the job. On the other hand, they never 
will be developed if the timidity and caution 
which have become the hallmarks of its 
conservative professionalism continue to 
hold sway. Thus, the new turn in psychiatry 
is to an examination of large-scale problems. 

This means that psychiatry must join 
forces with the other humanistic sciences in 
a common scientific endeavor. When inter- 
disciplinary research in the various fields 
can be collated by men who share a common 
concern for the truly large issues of orga- 
nized and disorganized society, then mon- 
umental advances can be expected. Pa- 
tently, the prerequisite for this is that the 
impermeable barriers of chauvinistic profes- 
Sionalism have to be breached. Alexander 
Herzen once wrote that “one has to have 
great courage to speak out loudly to say 
things secretly known to everyone" (10). 

The tactics for the implementation of this 
Strategy have been suggested by Hirschman 
(8). Essentially “the principle of the hiding 
hand,” as he terms it, suggests that 


far from seeking out and taking up chal- 
lenges, people are apt to take on and plunge 
into new tasks because of the erroneously pre- 
sumed absence of a challenge—because the 
task looks easier and more manageable than 
it will turn out to be. . . . Men take up prob- 
lems they think they can solve, and finding 
them more difficult than expected, but being 
Stuck with them, attack willy-nilly the un- 
Suspected difficulties—and sometimes even 
succeed. 


Health is the Key 


Thus health is the open-sesame key to 
accomplish this much-needed change in the 
infrastructure of society. The revolutionary 
accomplishments in the health field inter- 
Nationally in the past hundred years have 
given it, above all else, an aura of almost 
Certain success. Even in the underdeveloped 
Countries of the world, international health 
Measures are acceptable routes to important 
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and far-reaching social change. The remark- 
able success in the conquest of disease makes 
it an acceptable war to which all can sub- 
scribe, whereas the wars against poverty and 
ignorance and disadvantage suffer from puz- 
zling ambiguity and vagueness about which 
there are some nagging doubts. Then, too, 
there is a traditional deference paid to a 
health worker, whereas in the political field 
—labeled as such—everyone is his own sec- 
retary of state, as it were, and consequently 
no one defers to experts no matter what 
their qualifications. 

Therefore perhaps this tactic offers a so- 
lution to an otherwise very difficult problem: 
Health is an acceptable goal and one as- 
sumed to be obtainable; anything done in 
the name of health benefits from its cha- 
tisma. Hirschman admits that hiding-hand 
techniques act essentially as a crutch, per- 
mitting forward progress at a stage when 
one has not yet acquired enough confidence 
in his problem-solving ability to make a more 
candid appraisal of the prospective difficul- 
ties and risks that one is assuming. However, 
the experience of meeting these difficulties 
and taking the risks and of being able to 
deal with them should enable one to discard 
this crutch and to achieve a more mature 
appraisal of the new and therefore frighten- 
ing projects. 

The hiding-hand technique is essentially 
a mechanism which makes a risk-averter 
take risks and turns him into less of a risk- 
averter in the process. The hiding-hand tech- 
nique is synonymous with the principle of 
the lead elephant. 

Manifestly, I have sketched an audacious 
course for the future of psychiatry, because 
I feel that social urgency warrants audacity. 
This is an era of innovation, Since it has 
been evident for years that the paths of tra- 
ditional psychiatry lead to variants of the 
same inadequate institutional arrangements 
without making significant progress, let us 
heed President Kennedy’s call and "inau- 
gurate a wholly new emphasis." 
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Training for a Psychiatry of International Relations 


BY BRYANT WEDGE, M.D. 


While psychiatry cannot solve all the prob- 
lems of international relations, it can con- 
tribute to better understanding of the non- 
rational and often unconscious factors that 
contribute to international friction. The au- 
thor outlines suggested patterns of training 
designed to equip a few psychiatrists for a 
new kind of empirical study of international 
problems that he feels is necessary to define 
the distinctive contributions of the psychi- 
atric discipline to a broad science of inter- 
national relations. 


qu QUALITIES OF LIFE of every man and 
every society in the contemporary world 
are profoundly affected by international 
problems, particularly the problems of war 
and peace. This unarguable fact compels 
psychiatry, as the profession primarily con- 
cerned with personal and public mental 
health, to develop its capacities for mitigat- 
ing the harmful consequences of interna- 
tional events; public health professions are 
required to reduce causal factors wherever 
these can be identified and influenced. 

As it happens, psychiatry, as the scien- 
tific discipline centrally concerned with the 
study and practical betterment of human re- 
lations in the context of complicated reality, 
has crucial contributions to make to the 
understanding and practical conduct of in- 
ternational affairs. For international prob- 
lems are exquisitely human problems. The 
conduct of international affairs is in the 
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hands of human beings, international deci- 
sions are made by men on the basis of their 
understanding of and calculations concerning 
the behavior of other men, problems of 
communication and relationship between 
states are basically those of human persons 
in (it is true) special roles and circum- 
stances. It is precisely in this respect—the 
human factors in international affairs—that 
psychiatry is equipped to bring vitally 
needed knowledge and approaches to prob- 
lem solving. 

The theoretical relevance of psychiatry 
to international affairs has long been recog- 
nized by soldiers, statesmen, and social 
philosophers, and by psychiatrists as well. 
Albert Einstein posed the poignant hu- 
man question: “Why war?” to Sigmund 
Freud(8). The redoubtable organizer of 
Arab armies, John Bagot Glubb, thought 
that “. . . every government should have at 
its disposal a staff of international psycholo- 
gists, ready to advise on the best way to deal 
with the minds of foreign nations"(10). 
Senator J. William Fulbright considers that 
* ..the study of politics is the study of 
Man...” and regrets that “. . . little has 
been done to apply the insights of individual 
and social psychology to the study of inter- 
national relations" (9). 

In 1941 Dr. George H. Stevenson iden- 
tified war as a public health problem with 
roots in “psychological and psychopatho- 
logical factors" requiring the attention of 
preventive psychiatry in his presidential ad- 
dress to the American Psychiatric Associa- 
tion(14). These are but examples of wide 
recognition over the last 50 years that psy- 
chiatry has something of importance to say 
on international relations(3). 

Despite this conviction, the practical con- 
tributions of psychiatry have been minimal, 
largely consisting of theoretical extrapola- 
tion of psychological principles and observa- 
tions to the international field. Such studies 
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indicate what psychiatry could contribute if 
its insights were systematically applied to 
the problem(7). Almost no psychiatric 
writings on international affairs have encom- 
passed substantial appreciation for the sub- 
stantive issues in the field, and only one, 
Alexander Leighton’s The Governing of 
Men(12), has been based in immediate 
empirical experience. 

The result is that psychiatric contributions 
have tended to have a speculative quality 
and have not proven useful in solving the 
day to day, flesh and blood problems of 
international policy; indeed, they often ap- 
pear to decision-makers and scholars to be 
naive and otherworldly. In contrast, some 
scholars of international affairs have been 
able to apply theory and knowledge from 
psychiatry to the analysis of international 
issues with some success, but this has never 
become either systematic or fully devel- 
oped(11). 

There are many reasons for this failure 
to apply psychiatric approaches to the study 
and solution of human factor problems in 
international relations, but foremost among 
them has been the inability of psychiatrists 
to engage in direct study of the problems on 
the clinical model(15). If psychiatry is to 
make the contributions of which it is theo- 
retically capable, it will be absolutely neces- 
sary for at least a few psychiatrists to engage 
in detailed study of and consultation on 
actual problems in the field. To do so, the 
psychiatrist must be prepared by training 
in the theory and substance of international 
affairs. I propose that a limited number of 
psychiatrists of appropriate interest and 
ability should be trained in international 
relations, 


Theory and Method in Psychiatry 


The most useful and enduring theory and 
techniques of psychiatry have grown from 
direct experience with case material, This 
fully empirical-inductive approach has been 
dictated by the nature of psychiatric pur- 
poses and subject matter. As a healing pro- 
fession, psychiatry is motivated by the ex- 
plicit purpose of bettering the human 
condition, no matter how difficult this may 
be to define. Our primary subject, the hu- 
man person, is a complex natural organism, 
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affected by a multiplicity of internal and ex- 
ternal factors and inseparable from the 
multidimensional context of the environ- 
ment. 

The product of the sustained, purposeful, 
and empirical approach of the discipline is 
cumulative; we have gradually acquired 
and constantly improved a body of knowl- 
edge and method that is applicable to 
human problem-solving. One of the conse- 
quences of this method of approach is that 
some psychiatrists become expert in each 
new area of investigation that becomes rele- 
vant to the issues of mental health, usually 
in collaboration with specialists in the rele- 
vant field. For example, psychiatrists have 
become knowledgeable about genetic and 
enzyme systems and feed findings from these 
fields into the general body of psychiatric 
knowledge as the findings become relevant 
and significant. 

At the other end of the spectrum from 
the biochemical laboratory, cumulative ex- 
perience has led to recognition that personal 
well-being is highly dependent on social en- 
vironment—the family and community in a 
direct sense and the wider society indirectly. 
In response to this recognition some psy- 
chiatrists have engaged in problem-solving 
study and experience at the levels of family 
and community, learning a great deal about 
relatively unfamiliar subjects in the process, 
usually in partnership with specialists in so- 
cial organization(4). This is the principal 
way that psychiatry has developed its knowl- 
edge; the basic concern is with case ma- 
terial, and specialized empirical studies are 
related to the case. 

Psychiatry has been much less successful 
in efforts to develop capabilities through 
theoretical-deductive approaches—that is, 
to generate useful and testable hypotheses 
from general concepts of human behavior. 
Indeed, the beachheads of the profession 
are littered with the wrecks of theoretical 
formulations which were too loosely an- 
chored in the reality of their subject matter. 
This is due to the complexity of the realities 
involved; understanding of the multivariate 
Processes that occur in natural systems in 
multidimensional contexts can be devel- 
oped from case experience, but the resulting 
theory cannot be readily extrapolated to 
other complex systems. 
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International relations involve human be- 
havior factors of high complexity. While it 
is legitimate and interesting to speculate 
about psychodynamic forces at work in inter- 
national systems, the true test of psychiatry’s 
usefulness in understanding these must.come 
through involvement in actual case mate- 
rial. Psychiatry brings a unique, specific, and 
particularly appropriate professional skill 
to this task—the hard-won ability to main- 
tain objectivity while being professionally 
involved in human relationships and to en- 
gage in systematic efforts to understand 
alien points of view without taking sides. It 
is fundamental to the psychiatric experience 
that empathic understanding, though not nec- 
essarily agreement, with alien outlooks tends 
to reduce alienation between human beings. 
These skills can be brought to internation- 
al study when some psychiatrists are pre- 
pared by training and tempered by experi- 
ence in the actual problems of international 
life. 


What Training for Whom? 


A basic premise which flows from the 
foregoing discussion is that the application 
of psychiatry to international relations will 
Tequire clinical competence and experience 
as a precondition for training. Clinical work 
in adequate breadth and depth is the fun- 
damental hallmark of the profession. It is 
the only way that has yet been found to 
develop fully that capacity for objective in- 
volvement which is necessary to understand 
and analyze human behavior in the clinical 
sense, Psychiatrists who work in this field 
should have completed clinical training and 
preferably have had practical experience 
in therapeutic or community psychiatry. 

A second criterion for training is a healthy 
interest in the field, This is difficult to define 
Precisely but clearly involves a sense of com- 
mitment to human welfare and a desire to 
serve the general human community. It also 
involves a sturdy realism, for the gratifica- 
tion of visible results is likely to be long 
delayed. On the other hand, undue power- 
seeking or messianic motives would certainly 
Complicate and damage professional per- 
formance. And a certain amount of personal 
toughness and resilience is absolutely neces- 
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sary, for applied international studies expose 
the consultant to severe social tests. 

The final criterion is one of intellectual 
quality. The ability to perceive large-scale 
realities in systemic terms—especially real- 
ities which are “abstract” in the sense that 
they cannot be directly seen or touched but 
which, like nations, are very real in their 
consequences—is essential to international 
studies and far from universal among psy- 
chiatrists. 

It seems to me that while the training 
curriculum for psychiatrists should be some- 
what specially developed, the basic principle 
of case study can be integrated quite readily 
with course work, and at least a third of any 
program for psychiatrists should include 
such study from the very first. This will 
allow the psychiatrist to relate his special 
knowledge to the field and to test its rele- 
vance as he progresses. For example, in 
studies of diplomatic history it is feasible to 
investigate the role of particular personal- 
ities in particular negotiations or to analyze 
the national styles of statecraft which are 
reflected in diplomatic behavior. 

The purpose of such study is to familiar- 
ize the psychiatrist with the theories and 
methods of analysis of international affairs 
which have been elaborated by scholars and 
policy analysts. The purpose is not to make 
the psychiatrist a political scientist or inter- 
national affairs expert but to acquaint him 
with the field within which he seeks to apply 
his own expertise. He will remain a psychi- 
atrist, prepared to apply his skills to the 
problems of international relations that in- 
volve psychological factors. 

At the present time it is not desirable to 
outline a full curriculum; each person and 
each program will develop his or its own. 
But minimum requirements can be sug- 
gested: the psychiatrist should become 
familiar with the theory of international re- 
lations and with the political, legal, and 
economic environments within which for- 
eign policies are made and managed. He 
should most particularly gain some knowl- 
edge of diplomatic history and of com- 
parative politics, for these subjects are 
closely related to his potential work. He 
ought to learn something of the problems 
of economic development, for these too in- 
volve the intimate psychological problems of 
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“changing the man”—indeed, psychiatry 
may well contribute to understanding of 
these issues. Such course offerings are avail- 
able in established schools of international 
affairs. 

Since this is a new field of psychiatric 
exploration and since trainees will represent 
the first generation of psychiatrists with pro- 
fessional training for the task, a good deal 
of experiment is in order. Four patterns for 
training and experience deserve practical 
consideration. 


Suggested Patterns of Training 


Participation in multidisciplinary study 
groups engaged in case analysis would re- 
quire the least special preparation and would 
serve to familiarize the psychiatrist with the 
concepts and methods of relevant disciplines. 
As a matter of experience, the most effective 
way to establish multidisciplinary collabora- 
tion is through common involvement in 
problem-solving study—the problem itself 
provides the discipline that organizes con- 
tributions of participant specialists, and the 
relevance of any one contribution is tested 
against the judgments of other viewpoints, 

Two settings lend themselves to the de- 
velopment of such study groups, exploratory 
policy consultation and historical case anal- 
ysis. Policy-oriented study groups involve 
efforts to gain better understanding of cur- 
rent and anticipated international problems 
of governments and international organiza- 
tions. Several agencies of the United States 
government and the United Nations are con- 
cerned with issues such as the dynamics of 
arms races, problems in negotiation and 
communication, and problems of technical 
assistance to developing nations; many spe- 
cific questions such as psychological and 
Political effects of refugee status deserve 
exploration. Some psychiatrists and psy- 
chologists have participated in such study 
groups, including a study of Soviet attitudes 
toward disarmament, and it is predictable 
that more opportunities will develop as more 
psychiatrists become experienced and avail- 
able(6). At the present time the initiative 
in seeking out such opportunities lies with 
the individual, but a registry of interested 
persons could be developed by the American 
Psychiatric Association. 
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Historical case analysis can be developed 
in universities, where groups of scholars can 
come together to examine specific interna- 
tional episodes in the light of their sep- 
arate and combined disciplines. Generally 
such studies will focus on instances of crisis, 
sustained international conflict, or distinc- 
tive historic movements. There are literally 
thousands of cases in which extensive docu- 
mentation is available for such study. For 
example, the Suez crisis of 1956 raises a 
great range of questions, many of which are 
of psychiatric interest. What role did the 
personalities of John Foster Dulles, An- 
thony Eden, and Gamal Abdel Nasser play 
in the crisis? What were the sources of 
misperception and misunderstanding of the 
several parties? What were the images and 
assumptions about other countries and lead- 
ers that led to the decisions that were taken, 
and what were the sources of these views? 
How did psychological elements interact 
with strategic, political, and economic re- 
alities? 

Such case-oriented study groups differ 
considerably from those which ask general 
questions such as “What are psychiatry's 
possible contributions to international stud- 
ies?” in that they provide concrete and 
mutually educative experiences for the par- 
ticipants. The contribution and role of psy- 
chiatric approaches can emerge in realistic 
ways. Groups along these lines are forming 
in at least three university centers; they are 
still floundering, but form is appearing out 
of the undertaking. Interested psychiatrists 
have taken initiative in seeking out and even 
initiating such study groups. 

A second and more formal approach to 
training is through part-time study in in- 
ternational affairs combined with brief con- 
sulting assignments. A number of depart- 
ments of psychiatry are located near schools 
and departments of international studies, 
and a few psychiatrists have found the time 
to acquaint themselves with the field through 
Participation in courses. They intend to seek 
consulting assignments in international pro- 
grams in order to gain actual field experi- 
ence. As this activity becomes accepted as 
a legitimate interest in the profession, de- 
partments may encourage such participation 
as a means for gaining perspective on the 
broad social matrix within which we carry 
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on our work. So far, reports on scattered 
individual experiences have been favorable 
from both sides; political scientists have en- 
joyed having psychiatric students and de- 
partments of psychiatry have gained new 
perspectives on their work. 

A third pattern of training, following the 
fruitful example set by fellowship programs 
in psychiatry and law, is beginning to emerge 
as a practical possibility. One-year (or pref- 
erably, two-year) fellowships in psychiatry 
and international relations can be developed 
jointly by departments of psychiatry and in- 
ternational studies. A few qualified psychi- 
atrists would undertake full-time study and 
supervised projects designed to explore psy- 
chiatric approaches to specific international 
problem analysis. Such training is expensive 
and time-consuming; it will require signif- 
icant support from foundations or such 
agencies as the National Institute of Mental 
Health. Such support will be possible when 
there is substantial consensus in the profes- 
sion that work in international relations is an 
appropriate professional activity.’ 

Fellowship trainees in international af- 
fairs would be expected to undertake pro- 
fessional roles in government, teaching, and 
Consultation upon completion of their train- 
ing. It is expected that they will enrich psy- 
chiatric understanding of the social contexts 
that affect the well-being of men and will 
contribute significantly to knowledge of in- 
ternational processes. 

Finally, collaboration with other disci- 
plines in full-scale professional programs 
for international problem-solving study pro- 
Vides rich opportunity for learning by doing. 
The involvement of psychiatrists in Peace 
Corps selection and training has resulted 
in very significant psychiatric inputs to the 
Policy process, and the psychiatrists who 
have participated have gained very real ap- 
Preciation for the effects of organizational, 
economic, and political issues on the quality 
9f the Peace Corps experience(5). Although 
Not specifically international, the experience 
Of psychiatrists in the Department of Hous- 


1 Ninety-two percent of 179 members of the 

Toup for the Advancement of Psychiatry who 
Tesponded to a poll in February 1968 considered 
that consultation on psychological aspects _ of 
International policy represented an appropriate 
Professional activity for psychiatrists. 
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ing and Urban Development and the 
Office of Economic Opportunity has been 
strikingly similar and has involved attention 
to intercultural processes that affect domes- 
tic as well as international relations(13). 
One psychiatrist, Dr. William Davidson, has 
undertaken full-time duties in the Bureau 
of Economics and Behavioral Science of the 
U. S. Arms Control and Disarmament 
Agency. As psychiatric approaches find 
their place in such operational manifesta- 
tions of social policy, their contributions 
are proving to be both marginal and es- 
sential; that is, the limitations of the field 
in dealing with historic realities that involve 
a multiplicity of factors are balanced by its 
capacity to investigate and speak for psy- 
chological issues that are vital to every pol- 
icy decision(2). 

Besides these operational involvements, 
psychiatry can be expected to participate 
in full-scale multidisciplinary study pro- 
grams in academic settings. Such programs, 
which are just beginning, involve sustained 
and concerted efforts to develop the intel- 
lectual and methodological tools for analysis 
of international relations in a rapidly chang- 
ing world. Here it is wise to be both frank 
and modest. Not only psychiatry but all 
disciplines have a great deal to learn about 
the realities of international relations, and 
we are only beginning to develop systematic 
methods of analysis that can lead to the 
rigorousness of interpretation and prediction 
that is necessary to provide genuinely sci- 
entific approaches to the reduction of con- 
flict and misunderstanding between states. 
It is in the universities and academic settings 
that intellectual definition of the problems 
can be developed, and psychiatry owes it 
to itself to contribute to the process. 


Conclusion 


Psychiatry certainly cannot solve all the 
problems of international relations. But it 
can contribute to better understanding of the 
nonrational, often unconscious, and unrec- 
ognized factors that influence international 
outlooks and decisions and that may con- 
tribute to friction and distortion in the 
conduct of international affairs. The pat- 
terns of training that have been outlined 
are designed to equip a few thoroughly 
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"changing the man”—indeed, psychiatry 
may well contribute to understanding of 
these issues. Such course offerings are avail- 
able in established schools of international 
affairs. 

Since this is a new field of psychiatric 
exploration and since trainees will represent 
the first generation of psychiatrists with pro- 
fessional training for the task, a good deal 
of experiment is in order. Four patterns for 
training and experience deserve practical 
consideration. 


Suggested Patterns of Training 


Participation in multidisciplinary study 
groups engaged in case analysis would re- 
quire the least special preparation and would 
serve to familiarize the psychiatrist with the 
concepts and methods of relevant disciplines. 
As a matter of experience, the most effective 
way to establish multidisciplinary collabora- 
tion is through common involvement in 
problem-solving study—the problem itself 
provides the discipline that organizes con- 
tributions of participant specialists, and the 
relevance of any one contribution is tested 
against the judgments of other viewpoints, 

Two settings lend themselves to the de- 
velopment of such study groups, exploratory 
policy consultation and historical case anal- 
ysis. Policy-oriented study groups involve 
efforts to gain better understanding of cur- 
rent and anticipated international problems 
of governments and international organiza- 
tions. Several agencies of the United States 
government and the United Nations are con- 
cerned with issues such as the dynamics of 
arms races, problems in negotiation and 
communication, and problems of technical 
assistance to developing nations; many spe- 
cific questions such as psychological and 
political effects of refugee status deserve 
exploration. Some psychiatrists and psy- 
chologists have participated in such study 
groups, including a study of Soviet attitudes 
toward disarmament, and it is predictable 
that more opportunities will develop as more 
psychiatrists become experienced and avail- 
able(6). At the present time the initiative 
in seeking out such opportunities lies with 
the individual, but a registry of interested 
persons could be developed by the American 
Psychiatric Association. 
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Historical case analysis can be developed 
in universities, where groups of scholars can 
come together to examine specific interna- 
tional episodes in the light of their sep- 
arate and combined disciplines. Generally 
such studies will focus on instances of crisis, 
sustained international conflict, or distinc- 
tive historic movements. There are literally 
thousands of cases in which extensive docu- 
mentation is available for such study. For 
example, the Suez crisis of 1956 raises a 
great range of questions, many of which are 
of psychiatric interest. What role did the 
personalities of John Foster Dulles, An- 
thony Eden, and Gamal Abdel Nasser play 
in the crisis?) What were the sources of 
misperception and misunderstanding of the 
several parties? What were the images and 
assumptions about other countries and lead- 
ers that led to the decisions that were taken, 
and what were the sources of these views? 
How did psychological elements interact 
with strategic, political, and economic re- 
alities? 

Such case-oriented study groups differ 
considerably from those which ask general 
questions such as “What are psychiatry's 
possible contributions to international stud- 
ies?" in that they provide concrete and 
mutually educative experiences for the par- 
ticipants. The contribution and role of psy- 
chiatric approaches can emerge in realistic 
ways. Groups along these lines are forming 
in at least three university centers; they are 
still floundering, but form is appearing out 
of the undertaking. Interested psychiatrists 
have taken initiative in seeking out and even 
initiating such study groups. 

A second and more formal approach to 
training is through part-time study in in- 
ternational affairs combined with brief con- 
sulting assignments. A number of depart- 
ments of psychiatry are located near schools 
and departments of international studies, 
and a few psychiatrists have found the time 
to acquaint themselves with the field through 
Participation in courses. They intend to seek 
Consulting assignments in international pro- 
grams in order to gain actual field experi- 
ence. As this activity becomes accepted as 
a legitimate interest in the profession, de- 
partments may encourage such participation 
as a means for gaining perspective on the 
broad social matrix within which we carry 
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on our work. So far, reports on scattered 
individual experiences have been favorable 
from both sides; political scientists have en- 
joyed having psychiatric students and de- 
partments of psychiatry have gained new 
perspectives on their work. 

A third pattern of training, following the 
fruitful example set by fellowship programs 
in psychiatry and law, is beginning to emerge 
as a practical possibility. One-year (or pref- 
erably, two-year) fellowships in psychiatry 
and international relations can be developed 
jointly by departments of psychiatry and in- 
ternational studies. A few qualified psychi- 
atrists would undertake full-time study and 
supervised projects designed to explore psy- 
chiatric approaches to specific international 
problem analysis. Such training is expensive 
and time-consuming; it will require signif- 
icant support from foundations or such 
agencies as the National Institute of Mental 
Health. Such support will be possible when 
there is substantial consensus in the profes- 
sion that work in international relations is an 
appropriate professional activity." 

Fellowship trainees in international af- 
fairs would be expected to undertake pro- 
fessional roles in government, teaching, and 
consultation upon completion of their train- 
ing. It is expected that they will enrich psy- 
chiatric understanding of the social contexts 
that affect the well-being of men and will 
contribute significantly to knowledge of in- 
ternational processes. 

Finally, collaboration with other disci- 
plines in full-scale professional programs 
for international problem-solving study pro- 
vides rich opportunity for learning by doing. 
The involvement of psychiatrists in Peace 
Corps selection and training has resulted 
in very significant psychiatric inputs to the 
Policy process, and the psychiatrists who 
have participated have gained very real ap- 
Preciation for the effects of organizational, 
economic, and political issues on the quality 
of the Peace Corps experience(5). Although 
Not specifically international, the experience 
of psychiatrists in the Department of Hous- 
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ing and Urban Development and -the 
Office of Economic Opportunity has been 
strikingly similar and has involved attention 
to intercultural processes that affect domes- 
tic as well as international relations(13). 
One psychiatrist, Dr. William Davidson, has 
undertaken full-time duties in the Bureau 
of Economics and Behavioral Science of the 
U. S. Arms Control and Disarmament 
Agency. As psychiatric approaches find 
their place in such operational manifesta- 
tions of social policy, their contributions 
are proving to be both marginal and es- 
sential; that is, the limitations of the field 
in dealing with historic realities that involve 
a multiplicity of factors are balanced by its 
capacity to investigate and speak for psy- 
chological issues that are vital to every pol- 
icy decision(2). 

Besides these operational involvements, 
psychiatry can be expected to participate 
in full-scale multidisciplinary study pro- 
grams in academic settings. Such programs, 
which are just beginning, involve sustained 
and concerted efforts to develop the intel- 
lectual and methodological tools for analysis 
of international relations in a rapidly chang- 
ing world. Here it is wise to be both frank 
and modest. Not only psychiatry but all 
disciplines have a great deal to learn about 
the realities of international relations, and 
we are only beginning to develop systematic 
methods of analysis that can lead to the 
rigorousness of interpretation and prediction 
that is necessary to provide genuinely sci- 
entific approaches to the reduction of con- 
flict and misunderstanding between states. 
It is in the universities and academic settings 
that intellectual definition of the problems 
can be developed, and psychiatry owes it 
to itself to contribute to the process. 


Conclusion 


Psychiatry certainly cannot solve all the 
problems of international relations. But it 
can contribute to better understanding of the 
nonrational, often unconscious, and unrec- 
ognized factors that influence international 
outlooks and decisions and that may con- 
tribute to friction and distortion in the 
conduct of international affairs. The pat- 
terns of training that have been outlined 
are designed to equip a few thoroughly 
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trained psychiatrists for the kind of empir- 
ical study of international problems that is 
necessary to construct and define the dis- 
tinctive contributions of our discipline to a 
broad and applicable science of internation- 
al relations. 

The development of a psychiatry of in- 
ternational relations will require very sub- 
stantial initiative on the part of individual 
psychiatrists, combined with humility as to 
our role. It will require patience and support 
by the profession and by funding agencies 
while rigor and relevance grow out of actual 
experience. The outcome is not entirely pre- 
dictable, but the importance of better inter- 
national understanding is sufficiently critical 
to the health of the human community as to 
more than justify the effort. By joining in 
this common task, psychiatry can contribute 
significantly to knowledge of international 
processes and will enrich the profession’s 
appreciation of the social contexts that 
affect the well-being of men. Besides, as 
Kenneth Boulding remarked, “The society 
you save may be your own"(1). 


REFERENCES 


1. Boulding, K.: The Impact of the Social 
Sciences. New Brunswick, N. J.: Rutgers 
University Press, 1966. 

2. Caplan, G.: Principles of Preventive Psychia- 
try. New York: Basic Books, 1967. 


A PSYCHIATRY OF INTERNATIONAL RELATIONS 


3. Clark, R. A.: Psychiatrists and Psycho- 
analysts on War, Amer. J. Psychother. 19: 
540-558, 1964. 

4. Duhl, L. J., ed.: The Urban Condition. New 
York: Basic Books, 1963. 

5. Duhl, L. J., Leopold, R. L., and English, 
J. T.: A Mental Health Program for the 
Peace Corps, Human Organization 23:131- 
136, 1964. 

6. Fischer, G., ed.: The Soviet Union, Arms 
Control and Disarmament. New York: Co- 
lumbia University School of International 
Affairs, 1965. 

7. Frank, J. D.: Sanity and Survival: Psycho- 
logical Aspects of War and Peace. New 
York: Random House, 1967. 

8. Freud, S.: Collected Papers, vol. 5. London: 
Hogarth Press, 1950. 

9. Fulbright, J. W.: The Arrogance of Power. 
New York: Ramdom House, 1967. 

10. Glubb, J. B.: Glubb Pasha Analyzes the 
Arab Mind, New York Times Magazine, No- 
vember 18, 1956. 

11. Halpern, M.: Theory and Therapy of Trans- 
formation in Personality and International 
Politics, read at the 124th annual meeting of 
the American Psychiatric Association, Boston, 
Mass., May 13-17, 1968. 

12. Leighton, A. H.: The Governing of Men. 
Princeton, N. J.: Princeton University Press, 
1946. 

13. Macht, L. B., Scherl, D. J., and English, J. T.: 
Psychiatric Consultation: The Job Corps Ex- 
perience, Amer. J. Psychiat. 124:1092-1100, 
1968. 

14. Stevenson, G. H.: The Psychiatric Health 
ee of War, Amer. J. Psychiat. 98:1-12, 
1941. 

15. Wedge, B.: Psychiatry and International Af- 
fairs, Science 157:281-285, 1967. 


When I hear somebody sigh that “Life is hard,” I am always tempted to 


ask, “Compared to what?” 
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The Champion of the Cause and the Challenge of 
Supervising His Anti-Leader Role 


BY DAVID S. KAZZAZ, M.D. 


In his supervisory work with treatment staff 
groups at the Fort Logan Mental Health 
Center, the author observed that many 
teams developed problems which seemed to 
derive from the impact upon the group of a 
particular type of individual member, desig- 
nated here as the “champion of the cause." 
The author describes the characteristics of 
the champion, his role in bringing about 
the disintegration of the group's effective- 
ness, and four different approaches to super- 
vising him. 


N A DEMOCRATIC society, group effort in- 
L fluences many aspects of community ac- 
tion and interaction. How well a community 
solves its problems and how nearly it attains 


its goals are dictated largely by how effec- ` 


tively its groups function. Many groups 
find themselves confronted with obviously 
talented and dedicated individuals who 
somehow often cause severe ill feelings and 
disharmony within their working groups. 
Because this role pattern occurs so fre- 
quently, groups cannot afford to view the 
dissonant member as sick, but neither can 
they ignore his behavior. Clinicians may 
tempted to assign him a psychiatric label, 
such as “neurotic personality with superego 
problems,” but elaborate psychological for- 
mulations are neither warranted nor helpful 
in day-to-day living, and it is essential that 
the individual not be branded with value 
judgments. The personality traits and be- 
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havior patterns intrinsic to the role can be 
summed up in the designation “champion of 
the cause.” 

During a three-year period of supervisory 
and advisory work with treatment staff 
groups at the Fort Logan Mental Health 
Center, my colleagues and I noted that most 
of the units had recurrent problems which 
seemed to stem from the impact of cham- 
pions upon the groups. A study of the in- 
dividuals concerned was conducted to help 
the groups identify their champions and to 
find ways to modify the destructive com- 
ponents seen in their behavior without losing 
the benefit of their work talents. The study 
was not designed to provide detailed and 
documented bases for psychiatric formula- 
tions. 

This paper examines the group setting 
and the characteristics of the champion, at- 
tempts to assess his impact on total group 
functioning, notes how he differs from con- 
structive enthusiasts, and describes four dif- 
ferent approaches to supervising him. Analy- 
sis of his behavior on an interpersonal and 
group psychology basis would be pertinent 
but will require a separate study. 


The Group Setting 


The primary focus of group effort at 
Fort Logan is in the clinical programs car- 
ried out by multidisciplinary treatment 
teams. Within each team, the mode of inter- 
dependent functioning permits both senior 
and junior staff a voice in decision-making. 
Fort Logan is an open hospital designed 
and operated in accordance with therapeutic 
community concepts(3, 6). The treatment 
teams are relatively autonomous within the 
hospital structure, and their treatment ap- 
proaches are varied(4). 

In discussing the functional roles of 
group members in a training laboratory set- 
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ting, Benne and Sheats(1) noted the “con-. 


fusion between the roles which members 
enact within a group and the individual per- 
sonalities of the group members.” The au- 
thors point out that failure to make this 
distinction has been associated with failure 
to see the relationship between the group’s 
production and the roles assumed by its 
members. They add, “at all levels of group 
functioning, member roles, relevant to group 
growth and accomplishment, must be clearly 
distinguished from the use of group environ- 
ment by individuals to satisfy individual and 
group-irrelevant needs.” 

In the successive stages of team growth 
toward an interdependent relationship, team 
members struggle first through a dependen- 
cy phase, during which the valued causes 
are “independence” and “freedom of ex- 
pression"(5). Counterdependent members, 
described by Bennis and Shepard(2) as 
"discomfited by authoritative structure," 
find it easy to adopt these goals. As the 
group progresses toward resolving its inter- 
dependence conflicts, “unity” and "sharing" 
emblazon the banners. The standard-bearers 
are the “overpersonal” individuals de- 
scribed by Bennis and Shepard(2) as those 
"who cannot rest until they have stabilized 
a relatively high degree of intimacy with all 
others" It was noted among our working 
groups that often the counterdependent per- 
son who carried the banner of independence 
in the dependency phase of group develop- 
ment was likely to emerge later as the 
Overpersonal member who worked for inter- 
dependence, At any given Stage of develop- 
ment, he was the “champion of the cause” 
for the group. 


The Champion 


The outstanding characteristic of the 
champion, as a member of the group, is 
his expert ability to “belong.” In addition, 
he possesses great technical skill in his 
field of work and a high degree of native 
intelligence. He endears himself to others 
through his helpfulness, expertise, bravado, 
and willingness to fight for and protect his 
peers as well as the “cause.” 

The champion may Support different 
causes at different times, but he always be- 
lieves in the cause he feels he is defending. 


[50] 


I have termed “pseudochampion,” who. 
rushes from one cause to another without 
emotional investment or true belief—rather 
like a chameleon changing color. The paid 
demonstrator, for example, could be con- 
sidered a pseudochampion. ý 

Initially, the group welcomes the leader- 
ship of the champion. Supervisors, too, may _| 
be diverted temporarily by his enthusiasm | 
and productivity. A typical situation finds — 
the champion eager and articulate in cap- 
turing the attention of the group, especially — 
when the latter is in a state of unrest. When 
he assumes the role of group spokesman, he 
is lauded as a “real go-getter," as “having | 
guts,” or as “expressing our frustrations,” | 

He invariably evokes the approval and 
support of the group when he intimates that 
the current cause is in imminent danger of 
being violated or lost. His guilt-inducing 
charges, such as some we hear at Fort j 
Logan, that “We are not sharing,” or “Were — 
not using therapeutic community princi- 
ples,” may arouse a faint uneasiness in the 
group, but their acceptance of a problem, 
real or imaginary, rewards the champion 
and pushes him on to find new faults. He 
will repeat this pattern in future meetings 
until domination of the group falls easily 
into his hands whenever he desires. 

Although the champion’s behavior ap- 
pears to be helpful and purposeful, it is | 
essentially aimless. It tends to be rigid and 
sterotyped in all situations. The clamor for 
unity and complete sharing reveals the de- - 
fensive aspect of his pattern of relating to 
others. The sharing and freedom of expres- 
sion he demands may be entirely one-sided 
— expected of others but not of himself. 

His relationship to the group, however 
pleasant, is superficial and actually serves 
to avoid establishing close interpersonal 
bonds. His call for unity may be in reality 
an effort to conceal dissension or to promote 
it. If his actions are left uncurbed, they will _ 
indeed lead to disunity. Other members of 
the group do not always recognize the de- - 
fensive element in his behavior or, if they 
do, fear that exposing it would imply their 
devaluation of these lofty Principles of unity; 
openness, and sharing. T 

The champion is acutely aware of leader- _ 
ship problems. Whenever there is a leader- — 
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ship vacuum or whenever a state of flux 
exists, he steps up his activity and seems 
to fill the leadership gap. He draws at- 
tention to the need for structure and con- 
trol but carefully avoids providing either. 
This kind of upsurge in the champion's ac- 
tivity can be anticipated not only when 
leadership gaps or organizational chaos oc- 
cur but also during periods of change from 
relative autocracy to relative democracy. 
While the campaigns described are usually 
stimulated by events originating in work 
situations, it may be that occasionally 
events in the champion's private life trigger 
similar reactions. 

If the designated leader of the group is 
also the champion of the cause, his behavior 
creates more serious and far-reaching prob- 
lems than those which arise when he is only 
a member of the group. The influence of the 
leader-champion affects the total orientation 
of the group. In psychoanalytic terms, this 
group would be dominated by a strong 
superego, tending toward crisis orientation 
and an atmosphere of suppression. Its mem- 
bers would experience strong guilt feelings 
and would tend to maintain a rigid approach 
to their function. 

The leader-champion fares no better than 
his group. Efforts of the group to avoid con- 
stant crises by avoiding him increase his 
isolation, and he attempts to justify his exis- 
tence by creating more crises. The more 
tired and fatigued the group becomes, the 
more he appeals to their sense of duty to- 
Ward the “cause” for which they are work- 
ing. His righteous indignation over their 
“lack of loyalty” is so intense that he rarely 
looks at himself. But, in time, his own dis- 
satisfaction may lead to his resignation or 
Precipitate his overthrow by the group or 
higher authority. 


The Constructive Enthusiast 


It is important, but often difficult, to dif- 
ferentiate between the truly constructive 
group member and the champion of the 
Cause I have described. hae 

The constructive enthusiast may raise 1S- 
sues which cause considerable discomfort 
and uneasiness among the members of FE 
group. However, his aim is to improve 
the function of the group, while the chami 
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pion maintains an atmosphere of threat to 
the “cause” so that he can continue to cham- 
pion it. Having no intention of calming the 
troubled waters, with which he has carefully 
surrounded the “cause,” the champion says, 
“We must work on this.” But he really 
means the others in the group must work 
on it, while he may subtly block any con- 
structive action. 

In contrast to the stereotyped approach 
of the champion, the constructive individual 
employs a flexible and adaptive attitude to- 
ward problems. He looks for solutions and 
joins in the group’s efforts to achieve them. 
Fulfillment of personal needs is not a prime 
motivation factor for the enthusiast, as it is 
for the champion. The enthusiast uses his 
special personality characteristics to serve 
the cause, while the champion uses the 
cause to serve his own personal needs. 


Supervisory Approaches 


The behavior and interaction described 
here are not unique to group efforts such as 
the Fort Logan treatment teams or to the 
groups studied in other settings. Varying 
manifestations of such behavior can be ob- 
served among groups in everyday life. The 
“causes” may differ: in a factory, it may 
be “efficiency”; in an army, “courage and 
loyalty”; in a monastery, “piety.” 

The degree of power gained by the cham- 
pion depends upon the amount of freedom 
allowed in the group and the effectiveness 
of the leader. While much of the champion’s 
behavior can be influenced by his peers, a 
great deal depends upon the skill of the 
group leader in bringing out useful qualities 
and suppressing destructive traits. Some of 
the methods of influence and control em- 
ployed by team leaders at Fort Logan are 
illustrated in these various supervisory ap- 


proaches. 


Tolerance 


When one supervisor used a tolerant ap- 
proach, the champion became the group 
bully. The supervisor's nonchallenging, po- 
lite listening to the champion's indignant 
tirades conveyed encouragement and condo- 
nation of the supervisee. Continued accep- 
tance of his behavior resulted in chaos and 
disunity, rather than constructive action on 
the group problems, real or imagined, about 
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which he was so vehement. Other members 
of the group became more and more in- 
timidated by this champion and, one after 
another, resigned from the staff rather than 
risk his displeasure by revealing their dis- 
content. 


Extrusion 


This approach was chosen when the 
champion was identified, implicitly or ex- 
plicitly, as a troublemaker. In a typical in- 
stance, in which identification was explicit, 
an open fight resulted when the supervisee 
attempted to recruit support from his co- 
workers against the team leader. The cham- 
pion won the battle and succeeded in mak- 
ing the work situation so intolerable that the 
leader resigned. However, victory did not 
solve the champion's work conflicts; later, 
he almost knowingly precipitated a serious 
interpersonal conflict which necessitated his 
resignation. 

In a similar instance, the team leader as- 
sumed the champion role because of his own 
personality leaning. Following this, a staff 
member who had been the champion of the 
cause initially made himself completely sub- 
ordinate to the supervisor. However, the 
supervisor, by not attending to a professional 
requirement, encountered difficulties that 
necessitated his resignation. The original 
champion then felt threatened and soon de- 
veloped a complication within his family 
life which required Ais resignation. He, too, 
appeared to have deliberately extruded him- 
self from the situation. 

In another set of circumstances, the 
champion was identified implicitly as a 
"rabble rouser," and he chose to leave, but 
not without first creating mass hysteria 
among the other workers. He was able to 
evoke feelings of impending doom and to 
reinforce the desire of some members to 
resign (abandon ship) by spreading rumors 
that in fact many had resigned or intended 
to do so. That group did not profit from its 
experience, because another member of the 
team quickly moved into the role of the 
champion. 


Concrete Handling 


In this method, the supervisor attempted 
to deal objectively with the issues raised by 
the champion, finding remedies in light of 
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the facts presented without going beyond the 
immediate situation. But, unless sources of 
problems are identified and evaluated, a 
group leader may find himself trying to cor- 


rect a situation which does not need cor- 


rection. 

Frequently, the champion is unable to. 
differentiate between real problems which 
he sees in the group's functioning and those 
he creates because of his own inner needs, 
On one occasion, a championing staff mem- 
ber so exaggerated a routine personnel prob- 
lem that the hospital administrators seri- 
ously considered a major procedural change 
which, if carried out, would have meant al- 
most closing that unit. In this and many 
subsequent situations, by not questioning 


the motivation for the champion's pattern” 


of behavior, the supervisor encouraged his 
whims. For over a year, the worker's con- 
tribution continued to be limited at best and 
at times very destructive; recently he re- 
signed in indignation over not being ap- 
preciated. 


Understanding Confrontation 


In this approach, the champion and his 
behavioral pattern are identified. The defen- 
sive nature of his behavior, together with its 
causes and consequences, are pointed out to 
him during supervision. In the meantime, 
the problems that he brings out are dealt 
with realistically. A special effort must be 
made to avoid a patient-therapist relation- 
ship. Similarly, a staff member should not 
be allowed to cast himself in the role of the 
hero and savior, for this role brings about 
an air of indebtedness and control not con- 
ducive to harmonious work situations. 

In one case of handling problems by 
open confrontation, the group leader was 
unable to confront the member whose be- 
havior marked him a champion of the cause. 
His reluctance may have resulted from 8 
perceived threat to his own leadership. In 


any event, it fell to other members of the | 


group to initiate the confrontation process. 
The champion, whom I'll call “John,” 
looked deeply concerned, as if the work load 


of the entire group was his burden. He 
based his approach to team problems on the - 
kind of nonspecific themes discussed earlier - 


—complaints that the whole treatment pro- 


gram was falling apart, that some members — 
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failed to do their share of work, and that 
the group never seemed to complete the 
tasks it began. 

During the staff meeting, each member 
prefaced his confrontation with supportive 
remarks about John’s good work, although 
in some instances, perhaps, the compliments 
were prompted by fear of retaliation. It 
was clear from the comments of various 
members that in his efforts to assume leader- 
ship, John not only had attacked the team 
as a group but also had intimidated individ- 
ual members by his criticisms of their work. 
One member reminded John that the prob- 
lem was not new to him. On coming to the 
team from another division of the hospital, 
he had asked the group’s help to avoid the 
“policeman” role he had assumed in his 
former job. 

In spite of the team's generous support of 
his ability, the champion met the initial con- 
frontation in angry silence. As the discussion 
continued, the team leader took a more 
active part by pointing out to John that his 
leadership was destructive in attacking group 
problems without presenting any constructive 
solutions to those problems. He told 
John also that bringing up numerous topics 
and limiting the discussion to generalities 
prevented the group from focusing on any 
one problem long enough to seek a solution. 

In addition, John's diffuse approach 
Served to maintain a high level of anxiety 
within the group. The champion admitted 
that he had not proposed constructive action 
on the issues he raised, but throughout the 
confrontation he vehemently denied that he 
had been vying for leadership. 

Although John was unable to see the 
complete pattern of his interaction with the 
Broup, the open exchange regarding the 
group’s reaction to his behavior made it 
Possible, in subsequent meetings, for the 
Supervisor to redirect the champion's efforts 
toward positive action consistent with group 
goals, The confrontation process Was carried 
Out without serious disruption to the group, 
oe no other members emerged as cham- 

ions, 


Summary and Conclusion 


An over-all view of the champions 
behavior patterns shows some trends in com- 
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mon: The champion seems to crave atten- 
tion, but he is fearful of scrutiny. His exag- 
gerated fear of self-examination evokes a 
defense system which diverts attention to 
other people and other issues. The cham- 
pion is compelled to subvert constructive 
action on group problems in order to sustain 
an aura of threat to his cause. An atmo- 
sphere of crisis is essential to him in carrying 
out his daily work with a sense of achieve- 
ment. 

Among the supervisory approaches—tol- 
erance, extrusion, concrete handling, and 
understanding —confrontation—the fourth 
method seems to be the most successful in 
most cases. It provides the champion with 
an appropriate share of attention. without 
indulgence or rebuff and gives him a feeling 
of acceptance and respect as an individual. 
It must be noted, however, that this ap- 
proach requires the elimination of the sense 
of doom and the crisis atmosphere that the 
champion thrives upon. 

Although nonsupervised groups were not 
the subject of this study, there may be in- 
ferences which could be applied to the in- 
fluence and control of the champion as a 
member of any group. As in the supervisory 
approach of understanding confrontation, 
the champion should be identified openly. 
Members of the group should serve as non- 
defensive adjusters—to evaluate realistically 
the issues brought up by the champion and 
to insure that positions of unlimited power 
and leadership are not usurped by the cham- 

ion. 
: The power wielded by men such as 
Robespierre, Stalin, or, here in America, 
Joseph McCarthy, exemplifies the conse- 
quences of permanent control by a cham- 
pion. Each man, in spite of his intense 
idealism, not only brought about his own 
downfall but also prejudiced the cause he 
championed. It is fortunate that leaders in 
a free society seldom are chosen from 
among the champions—successful military 
leaders are not selected because they are 
the most militant of men, outstanding jurists 
because of their rigid morality, or great 
religious leaders because of their fanaticism. 
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Oral Activity Cycles in Mild Chronic Schizophrenia 


BY STANLEY FRIEDMAN, M.D. 


There has been speculation that the REM 
cycle functions as a cyclic waxing and wan- 
ing of instinctual drive activity. Some studies 
have been made of spontaneous diurnal oral 
activity cycles of energy discharge which are 
hypothetical counterparts to the rhythmic 
energy discharges occurring during REM 
cycles. The present study hypothesized that 
mild chronic schizophrenic patients, under 
conditions of relaxed semi-isolation, would 
show spontaneous, cyclic oral activity. The 
oral activities of seven patients were recorded 
and scored in consecutive 20-minute periods; 
the scores yielded cyclic data that supported 
the author's hypothesis. 


I N A RECENT publication(12) the presence 
of a rhythmic, diurnal, oral instinctual 
drive cycle in "normal" subjects was re- 
ported. Since this previous report is basic 
to the present paper, it will be briefly 
reviewed here. 

The preliminary paper was based on an a 
priori hypothesis related to recent research 
on the sleep-dream cycle. With the develop- 
ment of knowledge of the rapid eye move- 
ment (REM)! cycle and of the neurological 
complexity of its operation(15), there has 
been increasing interest in its physiological 
function(2). Although knowledge here is 
quite limited and interpretation conflicting, 
there is an accumulating body of evidence 
relating REMPs to a cyclic waxing and 
waning of instinctual drive activity mediated 
M the limbic system(7). This evidence 

as 
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important implications for both biology and 
psychoanalytic instinct theory, but, at the same 
time, leaves a somewhat ambiguous impression. 
From a biological point of view, we are left 
with a complex, basic, and phylogenetically 
old rhythm of activity that occurs during 
sleep, but seemingly, is not present during the 
waking state. Such a situation is possible, of 
course, especially since there is a reorganiza- 
tion of central nervous system activity upon 
arousal. However, it would seem equally 
plausible to hypothesize that this ponto-limbic 
system rhythm continues as a background fac- 
tor by day. Recent work in circadian and other 
biological cycles would also tend to support 
the idea of an uninterrupted rhythm. From the 
psychoanalytic point of view, if we assume 
that the sleep-dream cycle is related to in- 
stinctual ebb and flow, we are left with three 
possibilities for daytime organization of in- 
stinctual drive. The first and least plausible 
would be that the ego stores and neutralizes 
drive energy during sleep and uses it in var- 
ious instinctual and neutralized activities by 
day. The second possibility is the one that is 
implicitly accepted; that there is a continuous, 
variable, and irregular instinctual source during 
the waking state. Again, however, and with 
equal plausibility, it is possible to envision such 
a drive source as occurring in cyclic form as 
a continuation of the sleeping-state REM cycle 
even though instinctual behavior seems to 
be irregular and continuous in its manifesta- 


tions(12). 


These considerations led to the general 
hypothesis that there should be a rhythmic, 
diurnal waxing and waning of drive activity 
and that its duration should resemble that 
of the sleep-dream cycle. The specific hy- 
pothesis was that relaxed, semi-isolated sub- 
jects should show a waxing and waning of 
spontaneous oral activity in an 80-120- 
minute cycle, using an a priori scoring system 
for all observed oral activity. 

Ten research subjects were put into a 
semi-isolated observational situation. Their 
oral activities were recorded and scored in 
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consecutive 20-minute periods for dura- 
tions of observation ranging from five and 
two-thirds to eight hours. The specific 
hypothesis was supported statistically at the 
025 level of confidence. The mean cycle 
duration was approximately 96 minutes. 
These findings were discussed in the con- 
text of recent work done in the area of 
sleep and dreams. It was proposed that the 
concept of a sleep-dream cycle be amended 
to that of a 24-hour continuous cycle, at 
least partly related to drive accumulation and 
discharge. 


Purpose of Study 


With the establishment of the probable 
presence of a daytime oral activity cycle in 
a group of normal subjects, there are numer- 
ous questions and research possibilities that 
may be pursued. As examples, mammalian 
and developmental patterns of oral activity 
cycles, cycles in various pathological states, 
cycles under different conditions of stress, 
etc., all suggest themselves. The present 
study is an observational one on spontaneous 
oral activity in a group of mild, chronic, 
stable schizophrenic patients. 

In the original study, the a priori hypoth- 
esis was that spontaneous oral activity in 
a group of "normal" subjects should wax 
and wane in a duration similar to their REM 
Cycles. Since chronic schizophrenics have 
REM cycles that appear to be similar to 
those of normals(1, 6), we can make the 
hypothesis that their oral activity cycles 
Should also be similar. The hypothesis of 
this study is that mild chronic schizophrenic 
patients will show a waxing and waning of 
spontaneous oral activity in 80-120-minute 


cycles under conditions of relaxed semi- 
isolation. 


Subjects 


Subjects used in this study were all in- 
patients of the Institute of Psychiatry, the 
Mount Sinai Hospital, New York, N. Y. 
All had the diagnosis of chronic schizo- 
phrenia, and all were in sufficiently good 
contact with reality to allow them to under- 
stand and cooperate with the experimenter, 
Further, the stability of their adjustment was 
determined through the use of a question- 
naire of seven rankings, ranging from most 


[56] 


ORAL ACTIVITY CYCLES IN SCHIZOPHRE 


stable to least stable. Each subject's p 
sician was asked to rate the degree of sta 
bility. Only subjects with the four ranking 
indicating good stability were employed ii 
this study; two subjects were excluded be 
cause they were given high instability score 
The oral scoring system used is the sam 
as in the original study; its rationale is 
cussed there. The major items and their sco 
are listed below. 
Cigarette—3 points 
Milk, 9 oz., or noncaloric carbonated 
beverage, 9 oz.—5 points 
Coffee, 8 0z.—3 points 
One-half meat sandwich—4 points 
Doughnut—13 points , 
As in the original study, only subjects with 
manifest “oral drive characteristics" were 
used since only oral activity was to be 
observed. It was decided that male subjects 
should have a mean “oral score" per hour 
of at least seven points and that female 
subjects should have a score of at least 
six in order for their data to be used in the 
study.? Unlike the original study, these sub= 
jects were not required to be cigarette. 
smokers. There were seven subjects used in 
this study—four men and three women, 
Their ages ranged from 21 to 44 years. It 
should also be noted that five of the seven 
subjects were taking a chemotherapeutic 
drug, either chlorpromazine (Thorazine) 0! 
trifluoperazine (Stelazine); however, there 
was no observable difference in their oral 
cycles because of this. 


Research Procedure 


The subjects were observed in a resea 
laboratory of the Mount Sinai Hospital. They 
spent the observation period in a com 
fortable, air-conditioned room containi 
books, popular magazines, and a small 
frigerator filled with food and drink. An 
electric coffee pot and a supply of the sub- 
jects’ brands of cigarettes were also kept a 
the room. This room was equipped with & 
large one-way mirror, and the author Wa 
always observing from the adjacent room 

The subjects were told that they would 


. 2 The difference in criteria is based on the larger 
size of the man and on his need for greater Ora 
activity on a nutritional basis. f 
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observed from this room through the mir- 
ror. In addition, they were told that the 
observation period was designed to clinically 
test their patterns of isolated relaxation. 
They were told that they were to do exactly 
what they wanted to while in the laboratory, 
that no activity would be scheduled, that 
everything in the room was for their use 
alone, and that they should try to follow their 
inner wishes as freely as possible. There 
were no timepieces in the laboratory. 

The time unit in assigning oral scores was 
set at 20 minutes. During each 20-minute 
interval, a score was kept of all the oral 
activities observed. For example, if a sub- 
ject smoked one cigarette and drank one cup 
of coffee during a 20-minute interval, his 
“oral activity” score for that interval would 
be 6. The same procedure was used for each 
of the successive 20-minute intervals, and the 
resultant data were a consecutive series of 
20-minute scores over the duration of the 
six-hour observation period. These scores 
can be plotted on a graph—yielding curves 
of spontaneous oral activity (see figures 
1-5). 

A few comments can be made concerning 
the “semi-isolation” of the subjects. They 
spent the entire observation period in the 
room described with the exception of trips 
to a nearby bathroom. The subjects were 
visited by the author about four times dur- 
ing the observation period and at highly 
irregular intervals. Such visits were less than 
one minute in duration. During them, the 
researcher did most of the talking; the pur- 
pose of the visit was to help relieve any 
incipient boredom. This condition of semi- 
isolation was maintained in order to limit 
the subjects’ speech, an activity that uses the 
mouth directly and which, especially in its 
more affective forms, might be used to dis- 
charge oral tensions(23). Although the re- 
searcher was aware of the oral qualities of 
reading, he felt that it did not employ the 
mouth directly and was preferable to the 
state of intense boredom that might other- 
Wise ensue. 


Results | 


The oral activities of the subjects yielded 
cyclic data that were practically identical 
to those of the preliminary study. Of the 
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FIGURE 1 
Raw Data of Subject 4, Who Showed “Excellent” 
Cycles * 
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* The times listed in figures 1-5 refer to the 20-minute 
intervals beginning with the stated times. 


FIGURE 2 
Raw Data of Subject 6, Who Showed “Noisy” Cycles 
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FIGURE 3 
Subject 6, Smoothed Curve 
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seven subjects, five had cycles of oral ac- 
tivity that were judged as being good to 
excellent relative to the hypothesis (figure 
1). The sixth subject had “noisy” cycles; 
that is, his oral activities seemed irregular, 
but his statistically smoothed curve? showed 
cyclic activity in four peaks with intervals 
of 120, 100, and 100 minutes respectively 
(figures 2 and 3). The last subject's curve 
of oral activity did not sufficiently conform 
to the hypothesis. 

One subject had very regular cycles of 
oral activity until late in the observation 
period (figure 4). She then had an attack of 
panic anxiety at about 1:40 p.m. followed 
by a peak of oral activity at 2:10 p.m. 
that yielded a short (60-minute) cycle. 
After the observation period, she spon- 
taneously told the author about an increasing 
boredom that led to the panic attack and a 
subsequent urge to eat and smoke to help 
control the anxiety. This finding is similar 
to an observation made in the original study, 
where some subjects began to feel quite 
bored late in the day and showed a tendency 
to have shorter oral cycles. The implications 
of these "short cycles" will be discussed 
later. 

Figure 5 represents the curve that results 
when the raw data for all seven subjects are 
combined. Since a subject may have been in 


FIGURE 4 
Raw Data of Subject 3, Who Showed a Short 
Cycle (60 Minutes) Late in the Day 
12 


ORAL SCORE 
o 


Tru Pus 
? 


o | so 30 
[040 [110 [2:30 pio 210 
TIME 


3 The curve was smoothed by the formula be- 
low and is included only as a visual aid. 
Xn smooth = (Xa rough + 3X, rough 
X53 rough) +2 


[58] 


ORAL ACTIVITY CYCLES IN SCHIZOPHRENIA 


FIGURE 5 | 
Combined Raw Data of All Subjects, First Peaks 
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INTERVALS (20 MINUTES) 


any phase of his oral cycle when his observa- 
tion began, the first peak for each subject 
was placed at interval 2, and the remaining, 
data were recorded sequentially. The inter- 
vals noted are in time units of 20 minutes, 
and the regularity of the combined cycles is 
apparent. In all, the seven subjects had 22 
observable cycles of oral activity. Of these, 
73 percent were between 80 and 120 min- 
utes, while four of the remaining six were 
of 60 minutes. This figure is close to the 76 
percent obtained in the original study. The 
mean cycle duration was approximately 88 
minutes, compared to 96 minutes in the 
first study. The mean raw data scores for 
each 20-minute interval were correlated 
with the same data from the first study. J| 
The resultant correlation coefficient was 
+.58, significant below the .02 level of 
confidence (t — 2.78). 


Discussion 


As was noted in the original study, the 
oral activity cycle is clearly distinguishable 
from cycles of blood sugar levels and hun- 
ger contractions of the stomach. As was also 
noted in the original study, some subjects 
Showed peaks of oral activity unaccompanied 
by nutrient intake. The clearest example was 
that of a subject who, unknown to the 
writer, had a paralyzing obsessional doubt 
as to whether he would be permitted to eat 
or drink anything. He had two peaks of © 
oral activity composed entirely of cigarettes, 
followed by a very high peak of eating 
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and drinking after he finally asked the ex- 
aminer for this permission. These three peaks 
formed two cycles of 100 and 110 minutes. 

In contrast to the first study, no clear 
relationship was observable between degree 
of oral activity and degree of intellectual 
(sublimated ) activity. With three of the nor- 
mal subjects, there was a waxing and waning 
of reading activity synchronous with the 
waxing and waning of oral activity, a 
finding that was discussed in the context 
of the psychoanalytic theory of neutraliza- 
tion of drive energy and its use in sub- 
limated activity. However, the researcher’s 
failure to observe any similar behavior with 
the schizophrenic subjects does not imply a 
fuller “reservoir of neutralized energy”(14). 
Instead, many of the subjects’ activities were 
clearly invaded by the schizophrenic pro- 
cess. For example, one subject spent 110 
minutes writing music but later told the ex- 
aminer that an internal prohibition prevented 
him from writing in the bass clef. 

The patients’ variations in feeling alert 
and awake did follow the pattern of the 
normal subjects. Their feelings of torpor and 
drowsiness always occurred at the troughs 
of the oral cycles, even if the previous 
oral peak contained little in the way of 
nutrients or filling foods. This reflects the 
probability that postprandial napping and 
torpor are not due to feelings of fullness or 
changes in distribution of blood flow. In- 
stead, it seems likely that this lethargy is 
based on a relative limbic system quiescence 
following the discharge impelled by the 
drive-activated state. 


Some Comments on “Short Cycles” 


It was noted earlier that some subjects 
in the original study became bored after six 
hours of laboratory isolation and that they 
had a tendency to have shorter cycles of 
oral activity at this time. Tt was also noted 
that an anxiety attack in one of the present 
subjects was related to such a shorter cycle. 
In all cases, the cycles seem to approach 
60 minutes in duration instead of the 
approximately 90-minute cycles of the nor- 
mal subjects and the chronic schizophrenic 
subjects. There is further preliminary evi- 
dence to suggest that short cycles may ac- 
company states of "tension" of many kinds. 

For example, the schizophrenic subject 
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who was classified as most unstable in this 
study, and whose data therefore could not be 
used, had irregular cycles with a mean dura- 
tion of approximately 60 minutes. One of 
the “normal” subjects in the original study 
had a mean cycle duration of 95 minutes, 
and all of his cycles were between 80 and 
120 minutes. A month after his observation 
he was seen a second time, on the day 
before the week of his end-term examina- 
tions. He studied throughout his observation 
period and felt quite “nervous,” bored, and 
restless. During this second period, the sub- 
ject’s oral activities increased by 14 percent 
over the first period, and his mean cycle 
duration was about 65 minutes. 

Other preliminary observations yield sim- 
ilar data. An REM-deprived subject had 
shorter oral cycles than he had during his 
control days; a patient with symptoms in 
the oral sphere (obesity—bulimia) had 60- 
minute cycles, etc. 

In observing what seems to be a fairly 
regular phenomenon of stress-related shorter 
cycles of oral activity of 60-70 minutes, the 
question of its meaning must be raised. The 
original hypothesis of an 80-120-minute oral 
activity cycle was made on the assumption 
that there is a daytime continuation of the 
nocturnal REM cycle. What in the REM 
cycle could correspond to the 60-70-minute 
oral drive cycle? 

The speculation that suggests itself is 
based on the fact that babies and young 
children have an REM cycle of approx- 
imately this duration(16, 18). Since the 
change to an infantile cycle duration occurs 
under a variety of psychological stresses, 
it may be a manifestation related to in- 
stinctual regression in that the rhythmic re- 
lease from limbic system inhibition of the 
hypothalamic drive regulating areas and cir- 
cuits reverts to the earlier rhythms of child- 
hood. 

An additional impression derived from ob- 
serving subjects with short cycles is that they 
seem to have an incapacity to carry out sub- 
limated activities. The normal subject noted 
earlier complained of marked restlessness, 
distractibility, and boredom while trying to 
study. The other subjects seemed to find it 
very difficult to stay interested in their in- 
tellectual activities, skipping through mag- 


159] 


748 


azines and changing activities and books with 
marked frequency. 

However, these speculations about short 
cycles are very preliminary and will require 
further study and verification. If they are 
supported by future observation, it would be 
of marked interest if this stress-related shorter 
cycle could continue to be related to regres- 
sion and to a relative incapacity to carry 
out sublimated activities. 


Speculations on the Function of the 
REM State 


In recent years a number of articles have 
appeared that attempt to discuss speculatively 
the primary function of the REM?" state. 
These articles have much in common: they 
are all hypothetical, ingenious, and closely 
reasoned. They are all tentative in their con- 
clusions, aware of their shortcomings, and 
nonpolemic in their claims. In this section 
yet another, familiar set of speculations will 
be offered, based upon the probability that 
the REM cycle is not limited solely to the 
state of sleep. 


Ontogenetic, Homeostatic, and Phylogenetic 
Hypotheses 


Snyder, the author of one of these excel- 
lent articles(22), reviews the speculations 
under the headings of ontogenetic, home- 
ostatic, and phylogenetic hypotheses, and his 
lead will be followed here. The ontogenetic 
hypothesis is presented by Roffwarg, Muzio, 
and Dement(19). They summarize their 
speculations by stating: 


The REM mechanism serves as an endogenous 
source of stimulation, furnishing great quan- 
tities of functional excitation to higher centers. 
Such stimulation would be particularly crucial 
during the periods in utero and shortly after 
birth, before appreciable exogenous stimula- 
tion is available to the central nervous system. 
It might assist in structural maturation and 
differentiation of key sensory and motor areas. 
... The sharp diminution of REM sleep with 
development may signify that the mature brain 
has less need for endogenous stimulation. 


Two main criticisms can be made of the 
ontogenetic hypothesis. The first notes that 


.?The terms "REM state" and "REM cycle” 
will be used here to include not only the sleep- 
dream cycle but its daytime counterpart as well. 
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the REM cycle persists throughout life, a 
fact at variance with a hypothesis based o 
autostimulation of the undeveloped centr: 
nervous system (CNS). The second is 
there are no empirical data supporting the 
idea that the REM state stimulates suc 
development. Allied to this second criticism 
is the fact that available data indicate th 
the REM state stimulates drive-oriented be- 
havior, an aspect of CNS functioning that 
would seem least likely to need any further 
developmental stimulation. Despite these ob- 
jections, however, the ontogenetic hypothesis 
is an intellectually stimulating one that must 
be considered in any speculations regarding: 
crucial REM state functions. 1 
The homeostatic hypothesis is best exem= 
plified in two articles by Ephron and Car- 
rington(4, 5). Here the authors speculate — 
that the lack of sensory input during sleep 
leads to a dedifferentiation of cerebral cor 
tical function that is most marked during 
EEG stage 4, is potentially maladaptive and ~ 
is countered by the periodic REM state. 
The authors note that a difficulty with this 
theory is that deprivation of EEG stages 3.— 
and 4 does not interfere with the subsequent ` 
regular emergence of the subject's next REM - 
state, a situation which might be expected. 
on the basis of their hypothesis. They cir- - 
cumvent this difficulty by noting that stage - 
2 sleep might take over some of the deaf- 
ferenting functions of the blocked stages — 
3 and 4 in a manner similar to the occur- - 
rence of stage 2 penile erections following ` 
REM deprivation, as reported by Fisher(8). 
Snyder(22) comments on this hypothesis 
by noting: j 


. uncertain assumptions are invoked about 
the nature and function of sleep itself. . . - © 
current understanding of what constitutes the 
essential physiological distinction between brain. 
functioning of sleep and waking is still very. 
slight. - . . If the homeostatic hypothesis im- — 
plies a periodic restoration of functional or- 
ganization of nervous activity somehow sim- 
ilar to that of waking while the continuity of 
sleep is still maintained, I believe the adaptive - 
value of such a situation can be convincingly — 
argued.5 A 


Eph le armel: thoughtful critiques of ie 1 
and Carrington speculations, Taul 
(24) and Goodenough(13). v 
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Snyder(22) offers a phylogenetic specula- 
tion for the REM state, noting that the 
ability to sleep had survival value for the 
developing but physically insignificant mam- 
mal. The helplessness of the organism during 
this state of sleep would be countered by the 
recurring arousal of the animal following the 
REM state. The REM state, in turn, “pro- 
vides . . . preparatory activation prior to 
each sentinel awakening.” 

Criticisms of the phylogenetic hypothesis 
would include questioning the need for such 
a complex structure for the purpose of alert 
sentinel awakenings. In addition, it stim- 
ulates the question of comparative REM 
cycles between carnivorous mammals, who 
would have less need for sentinel awaken- 
ings, and their prey, who would need them 
more, Snyder’s fascinating speculation would 
receive strong support if he could dem- 
onstrate REM cycle differences between such 
groups of mammals in their natural state. 

Although the authors of these specula- 
tions present them as major or primary 
functions of the REM state, it is also note- 
worthy that different hypotheses need not 
contradict each other. It is possible that, 
whatever the original REM function may 
have been, it may now carry out numbers 
of functions. Dement(3), in a discussion of 
Snyders phylogenetic speculations, makes 
this point by noting the possibility that the 
sentinel function of the REM state may be 
secondary to the ontogenetic endogenous 
stimulation function as proposed by Roffwarg 
and associates. 

One striking facet to the three types of 
speculation noted earlier is that each of them 
is based on the idea that the REM state 
occurs only during sleep. With the accumu- 
lating evidence that this state may unu 
during the waking state as well, these spec- 
ulations are markedly weakened as explana- 
tions of primary REM state functions be- 
cause they do not account for any such 
function. 

For example, Ephron and Carrington’s 
homeostatic speculation claims that the func- 
tion of the REM state is to counter 
deafferentation during sleep. If the REM 
state also occurs during the waking state, 
as seems likely, this speculation has less to 
offer. Similarly, Roffwarg and associates 
speculate that a primary function of the 
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REM state is to provide endogenous CNS 
stimulation of the immature organism both 
before birth and during sleep. Snyder's pro- 
posal is that the REM state activates the 
CNS during sleep to prepare for sentinel 
awakenings. Again, such speculations are 
weakened as major explanatory ideas in the 
face of the growing evidence that the REM 
cycle exists during the waking state. 


Rhythmic Drive Pressure 


What can be offered as an alternative 
speculation for the basic function of the 
REM state? One alternative seems obvious: 
The REM state seems to be related to in- 
stinctual pressures and behavior, both in a 
biological sense and as in Freud's concept 
of the id(11, 20). Fisher is a leading 
proponent of this point of view(10) even 
though he too notes that the REM state 
may perform multiple functions in a hier- 
archical organization(9). He states: 


It seems to me that the great significance of 
the recent research on sleep and dreaming is 
that it deals with the discovery of a major 
biological cycle involving possible alternating 
phases of energy build-up or conservation and 
energy discharge, and having important im- 
plications for psychoanalytic drive theory(7). 


Of equal interest is the fact that at least 
one author of each of the three specula- 
tions noted earlier has offered a similar 
idea in a recent publication. For example 
Dement(3), in discussing REM depriva- 
tion, notes that it leads to “neural hyper- 
excitability and drive augmentation. Pre- 
sumably, these effects would favor success 
in the hunt and, hence, would have favored 
the survival of predator mammals possessing 
the REM mechanism as adults." Snyder(21), 
in an earlier discussion of the function of 
the REM state, noted: ` 
REMS may be related to two other rather 
important biological functions, those of sex 
and nutrition. . . - In the broadest sense every- 
thing that has been learned during the past 
decade about the REMS seems to complement 
remarkably Freud’s insights concerning the in- 
tegral relationship of dreaming to basic bio- 
logical forces. Jt is an exciting prospect that 
further study of REMS may lead to additional 
knowledge of those biological wellsprings. 


Even Ephron and Carrington(5), who 
state: “In our opinion a simple drive dis- 
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charge concept of dreaming cannot fully 
explain the current experimental findings,” 
continue with an exposition that does not 
contradict such a concept: 


How then might basic survival impulses be 
brought into play during REM sleep? The an- 
swer may lie in recent physiological experiments 
which suggest that such drives as hunger, sex, 
aggression and fear originate in the phylogenet- 
ically old cortex and its related nuclei com- 
monly referred to as the limbic system. This 
section of the brain . . . is probably highly 
activated during REM sleep. . . . Thus a spread 
of limbic excitation during REMS may be 
reflected behaviorally in the sucking responses 
in infants seen at this time, penile erections, 
and other reactions suggesting a heightening 
of primary drive states. It seems likely, in fact, 
that limbic excitation supplies much of the 
driving force behind the REM dream, convert- 
ing it into a vivid, emotionally charged vehicle 
in contrast to the relatively vague, pallid, un- 
emotional mental productions which character- 
ize the NREM phase. 


At first glance, it would seem that this 
speculation relating a primary REM func- 
tion to a rhythmic drive pressure would have 
much to recommend it and that its sur- 
vival value would be obvious. The comments 
by Fisher, Dement, Synder, and Ephron and 
Carrington discussed earlier were all pub- 
lished before the first diurnal oral activity 
research was started. Luce and Segal(17), 
knowing about this research, were able to 
develop this speculation even further: 


If a biological tide, a discharge of excitement 
in the brain’s centers of drive, rises and ebbs 
roughly every 90 minutes during sleep, could 
we also see it by day? Is this “dream period” 
we see so clearly in the quiescence of nightly 
sleep a lifelong clock, continually charging and 
recharging our drive centers? Is this a basic 
motor for our motivation, causing the lazy 
animal to get up from his rest before his 
stomach pains begin and search for food, urg- 
ing the male to search out a mate—a system 
that periodically jolts us into alertness, pushing 
us to exert ourselves to survive?(17) 


Unfortunately, a closer inspection reveals 
that this speculation, too, has a shortcoming 
in terms of present knowledge. Provocative 
and interesting though it may be, it does not 
account for the question of the survival 
value of the rhythmicity of the REM state. 
Why would it be phylogenetically advanta- 
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geous for drive pressures to be cyclic? 
Before this speculation can receive added 
support, evidence will be needed to reflect 
either of two possibilities. The first would be 
that a continuous REM state would be 
physiologically inefficient, requiring too 
much energy, and that its cyclic occurrence 


would have the same survival value as its — 


continuous presence. The second possibility 
would be that there is some survival value 
in the NREM state. Here, the speculation 
would have to follow an approach such as, 
for example, hypothesizing that the inter- 
mittent freeing of the organism from drive 
pressures may increase “reality functioning,” 
more easily allowing it to recognize danger 
situations from which it should take flight. 

Unfortunately, there are no empirical data 
that directly support either of these two pos- 
sibilities. We can take hope, however, from 
the fact that knowledge in the field of the 
REM and NREM states has increased at a 
remarkable rate in recent years and that the 
work of the next decade may provide em- 
pirical answers for what today seem to be 
flights of speculative fancy. 


Summary 


1. It was hypothesized that the sleep- 
dream cycle of chronic mild schizophrenics 
should have a waking-state counterpart char- 
acterized by a waxing and waning of oral 
activity in cycles similar in duration to those 
Observed during sleep. 

2. An a priori scoring system of oral 
activity was constructed. Seven research sub- 
jects were put into a relaxed and semi- 
isolated situation. Their oral activities were 
recorded and scored in consecutive 20-min- 
ute periods for six-hour durations of ob- 
servation. 

3. A previous study, carried out with ten 
normal subjects, had yielded data that sup- 
ported this hypothesis to a statistically sig- 
nificant degree. The data of the present study 
were nearly identical to those of the first, 
correlating significantly with it. The mean 
cycle duration of this sample was 88 minutes. 

4. There is some evidence relating stress- 
ful situations to a shortening of the oral 
activity cycles to about 60 minutes. The oc- 
currence of shorter REM cycles in infants 
and young children was noted. It was hy- 
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pothesized that shorter cycles during stress 
are related to instinctual regression, i.e., a 
more infantile pattern of limbic system 
rhythms of activation. 


5. Recent speculations on primary func- 


tions of the REM state were reviewed and 
the added speculation that this state is re- 
lated to rhythmic drive activation discussed. 


10. 


. Dement, 


. Ephron, H., 


. Ephron, H., 


. Feinberg, L, Koresko, Ri; 


. Fisher, C.: 


. Fisher, C.: 
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Suicide in Psychiatric Patients Who Have Received 
Hospital Treatment 


BY GEORGE C. WILSON, JR., M.D. 


The records of two groups of psychiatric 
patients were studied: 17 patients who com- 
mitted suicide while in the hospital or within 
one year after discharge and 29 suicide- 
risk patients who did not commit suicide. 
A five-factor psychosocial evaluation showed 
that the suicides were characterized by 
lack of constructive plans for the future, 
high chaotic energy levels, and general so- 
cial isolation; the suicide-risk patients were 
characterized by adequate planning, low 
energy levels, and positive relationships 
with other people. Both groups showed de- 
pressive mood and lack of moral restraints 
against suicide. 


qu PURPOSE of this study was to com- 
pare a number of known suicides to 
potential suicides, to describe differences 
that may exist between these two groups of 
patients, and to utilize such information for 
the prevention of suicide. 

Significant current statistical information 
on suicide is based largely on the general 
population, not on the known mentally 
ill. Meaningful as this research is, it is of 
doubtful value when applied to individual 
psychiatric patients. Many experts have 
pointed out the lack of correlation between 
suicide and diagnostic categories(2, 3, 6, 
9, 10, 15). A review of the facts about ac- 


tual and attempted suicide appears in 
table 1. 


Dr. Wilson is chief, bureau of alcoholism, Cit 
and County of San Francisco Beate 
Public Health, 101 Grove St, San Francisco, 
Calif. 94102; he is also clinical instructor in psy- 
chiatry, University of California School of Medi- 
ana San Francisco. 
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Clinic, University of California School of Medi- 
cine, San Francisco, while the author was a fifth- 
year clinical research fellow supported by a Public 
Health Service training grant from the National 
Institute of Mental Health. 
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In order to study the problem of suicide 
among the known mentally ill, the inves- 
tigator must perforce turn to smaller sam- 
ples. These studies are retrospective, pre- 
cluding the investigator’s direct encounter 
with the subjective lives of the patients be- 
fore death. Hendin(8) attempted to compen- 
sate for this by interviewing in depth patients 1 
who were taken to an emergency hospital ~ 
shortly after serious suicidal attempts. How- 
ever, the use of hypnosis was necessary for 
the recapitulation of the patients’ under- 1 
lying constellations of emotions which were - 
present at the time of the suicidal act. Such 
information is not usually available to hos- 
pital therapists. 

The patients studied have otherwise been 
those who attempted suicide but remained 
alive. Most experts feel that these people 
are distinctly different from those who 
die(1, 4, 7, 14, 18, 19). Stengel(18) points 
out that only a minority of actual suicides 
have ever attempted suicide before. Thus, — 
findings about incomplete suicides are not - 
necessarily relevant to actual suicides. 


Case Material 


The case material consists of two groups — 
of persons who had been patients at the — 
Langley Porter Neuropsychiatric Institute. 
The first consists of the records of 17 per- — 
sons who died by suicide either while they ^ 
were inpatients or within 11 months fol- - 
lowing discharge. They represent all the 
known suicides who had been hospitalized ` 
from 1957-1964. They were treated on à 
variety of wards for an average hospital 
stay of 157 days, with a range of one to i 
548 days. The second group consists of 29 
Patients who shared three factors in com- 
mon: All were treated on the same service 
during 1961 and 1962; all were placed on - 
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suicide precaution orders at some time dur- 
ing the course of treatment; and all were 
found to be alive on personal interviews 
taking place from four months to four years 
after discharge. : 

Prior to admission no significant differ- 
ences existed between the two groups in 
terms of age, sex, marital status, race, re- 
ligion, educational achievement, unemploy- 
ment status, stability of residence, or type 
of living companions. This homogeneity 
probably reflects the type of patients who 
are electively admitted to the hospital and 
chosen for study. More of the suicides were 
unmarried and unemployed than those in 
the surviving group. This is consistent with 
the figures for suicides in the general pop- 
ulation(5). Only a minority of either group 
had lived alone or had recently migrated 
to the area. 


Group Differences 


Most of the suicides did not have a pre- 
vious history of suicidal behavior. One-half 
(52 percent) of the suicides had no pre- 
vious hospital treatment. Of the one-half 
(48 percent) of the suicides who had been 
previously hospitalized, less than one-fourth 
(18 percent) of these hospitalizations were 
related to suicidal problems. Only one-third 
(36 percent) of the suicides had made 
known previous suicide attempts. 

Most of the suicide-risk patients had a 
previous history of suicidal behavior. Two- 
thirds (65 percent) of this group had been 
hospitalized previously; suicidal problems 
had caused hospitalization in two-thirds 
(59 percent) of these cases. And again, two- 
thirds (59 percent) had made previous un- 
successful suicide attempts. This is consistent 
with the findings that many suicide attempts 
appear to be directed not toward death 
but toward changing the environment more 
to the individual's advantage(7, 8, 11, 14, 
16, 17). 

Clues that the suicide patients would kill 
themselves were not apparent at the time 
of their admission, Less than one-fourth 
(12 percent) of the suicides were admitted 
for overt suicide attempts. One-fourth (29 
percent) were admitted for verbal suicide 
threats without actions. The remaining 
Majority (59 percent) were admitted for 
problems unrelated to suicide, principally 
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acute schizophrenic excitement. The record- 
ed admission mental statuses make no men- 
tion of suicidal problems in two-thirds (64 
percent) of the cases. Only two patients (7 
percent) were considered serious suicide 
risks at admission. Only one-fourth (27 
percent) of these patients were ever placed 
on suicide precaution orders. 

The suicide-risk group gave abundant 
warnings at the time of admission. Nearly 
one-half (45 percent) were admitted be- 
cause of overt suicide attempts. One-fourth 
(24 percent) threatened suicide without 
action. This leaves less than one-third (31 
percent) who were admitted for problems 
unrelated to suicide. One-fourth (24 per- 
cent) of these patients were considered 
serious suicide risks at admission. Another 
one-fourth (24 percent) were noted to have 
suicidal preoccupations, leaving one-half 
(52 percent) with no apparent suicidal in- 
tent. As mentioned above, all these patients 
were placed on suicide precaution orders at 
some time during their hospitalization. 

Over one-half (53 percent) of the sui- 
cides undertook unsuccessful suicidal actions 
while in the hospital, prior to their actual 
death. The nurses' notes show that one- 
fourth (18 percent) spoke suicidally without 
any actual attempts. The other one-fourth 
(29 percent) had no record of suicidal be- 
havior. 

The group of suicide-risk patients made 
few suicidal actions but often made suicide 
threats in the hospital. The nurses' notes 
mentioned suicidal actions in only one- 
fourth (24 percent) of the cases. Over 
one-third (38 percent) only spoke suicidally. 
The remaining group of more than one-third 
(38 percent) had no record of suicidal be- 
havior. 

In terms of disease process, two-thirds 
(59 percent) of the actual suicides were 
diagnosed upon discharge as schizophrenics. 
Two-thirds (62 percent) of these patients 
were chronically ill. In the group of hospi- 
tal suicide-risks, less than one-half (41 per- 
cent) were schizophrenic. Two-thirds (62 
percent) of these patients were also chron- 
ically ill. sy 

It is apparent that the nonsuicides were 
much more inclined to “ery wolf” than the 
suicides, à characteristic that has often been 
noted(13, 14, 15, 16). Or, considered from 
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SUICIDE IN PSYCHIATRIC PATIENTS: 


1. Frequency of 
Actual Suicides 


2. Frequency of 
Suicide Attempts 


3. Frequency of 
Actual Suicide 
in Hospitals 


4. Diagnosis 


5. Age and Sex 


curs in mental hospitals. 


100,000. 


with age. 


TABLE 1 
Review of Facts About Actual and Attempted Suicide 
The 1960 rate for the general population of the United States Dublin(5) 
was 10.6 per 100,000. Foreign rates ranged from 2.9 per 100,000 
in Colombia to 34 per 100,000 in West Germany. San Francisco 
led the larger U. S. cities with a rate of 29.9 per 100,000. 
Estimated to be seven or eight times higher than the actual Dublin(5) 
suicide rate. With a probable 25,000 suicides in the United States 
per year, there would be 175,000-200,000 attempts per year. 
Estimated to be 28 times higher than among the general popu- Levy and 
lation. A disproportionately small percentage (eight percent) oc- Southcombe.- 

(12) 

One-half of the New York state hospital suicides fell into the Dublin(5) 
schizophrenic group. In the New York hospitals the involutional 
psychotic and manic-depressive groups had a rate of 80 per 
Suicide is a hazard among patients irrespective of diagnosis. Walton(19) 
Actual suicides are largely a masculine phenomenon. Suicide Dublin(5) 
attempts are largely a feminine phenomenon. Suicide attempts 
are more common in persons under age 30. Actual suicides are 
more common in persons over age 30. The actual rate increases 
In 19th-century Europe there were four male suicides to one Durkheim(6) — 


female suicide, yet the proportion of mentally ill between sexes 
was nearly equal. Whereas maximum incidence of major psychosis 
falls in the 35-60 age group, the peak of suicides occurs among 


people over 60. 


another viewpoint, the nonsuicides handled 
their anguish by verbal symbolism more 
often than the more action-prone patients 
who died. It also appears significant that 
the suicides less frequently had a history 
of suicide attempts before hospitalization but 
more often made suicidal attempts once 
they were in the hospital. 


Follow-Up 


In order to further elucidate these differ- 
ences, a follow-up was made of the broader 
psychosocial world of each patient. The time 
chosen for evaluation was the posthospital 
interview in the case of the surviving group, 
and, retrospectively, the last well-document- 
ed encounter in the case of the suicides. 


Five factors were chosen for evaluation. 
They are: 


Goal-directedness of behavior 
Energy level and initiative 
Internal moral restraint 
Significant other persons 
Mood and affect 
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Each factor had three possible ratings: 
A positive rating was given where activé, 
functioning was found; a negative rating 
was given if the factor was weak or lacking; ` 
and a third rating was given where the factor 
appeared distorted or directed toward death. 
(Positive ratings of both groups of patients - 
are shown in table 2.) For example, if the = 
patient had abundant plans which were ob- 
viously unrealistic for his background and - 
abilities, if his energy exploded in chaotic - 
or random outbursts, if he was possessed 
by death-glorifying images, if his positive 
relationships were primarily to sick or in- 
adequate individuals, or if he found pleasure 
only in illusion such as intoxication, he 
was given this third score in each instance. 


Group Ratings 


The suicides as a group showed abundant 
energy but were not meaningfully engaged 
in the struggle for adaptation in the world. 
Moral obligations to live did not bind them 
to life. Most of them could not accept help. 
from others and even if they did, such help 
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TABLE 1 (continued) 


6. Marital Status Married people have a much lower rate than the unmarried. In Dublin(5) 
the older age group the widowed have a much higher rate than 
those with a living marital partner. 


7. Nativity Foreign-born men and women have a much higher suicide rate Dublin(5) 
| in the United States than the native-born. 
8. Racial Groups The 1959 suicide rate for all Caucasians at all ages in the United Dublin(5) 


States was 11.2 per 100,000; the rate for all nonwhites at all 
ages was 4.5 per 100,000. 


9. Religious In Europe, suicide mortality is lowest in countries where a large Dublin(5) 
Affiliation proportion of the population is Catholic. The rate is also low 

among the Jewish population. 

10. Seasonal The United States has a peak in May with a decline to the Dublin(5) 
Rhythms lowest level in December. These differences are less marked 

on the Pacific Coast. 

There is no seasonal rhythm in Los Angeles County. Shneidman 
and Far- 
berow(16) 

11. Geography Norway has more psychotics and fewer suicides than Denmark. Durkheim(6) 

The southern United States has a uniformly low suicide rate for Dublin(5) 


whites and nonwhites. In the United States, rural areas have à 
lower rate than urban areas. The highest U. S. rates are on the 
West Coast and in the mountain states. 


12. Economic In England, the suicide rate is greater in the upper and lower Dublin(5) 
Conditions classes than in the middle class. Similar proportions pertain in 
the United States. 
An exception is Los Angeles County, which shows no peaks at Shneidman 
economic extremes. and Far- 
berow(16) 


alone did not protect them. The summation suicide. About one-half (53 percent) were 
of their affective experience Was suffering, definitely possessed by death-glorifying ideas 
which was destructive to them. The pattern and images. Only one-quarter (29 percent) 
shows that nearly two-thirds (64 percent) of the 17 were engaged in meaningful, or 
lacked constructive plans for their future. therapeutic, relationships with at least one 
An equal majority (64 percent) possesse other person (table 2). All but one pa- 
high energy which, however, was expressed tient stated subjective experiences of suf- 
explosively and chaotically. fering before death. The sole exception 
There is no evidence that any deceased was a patient who was able to escape in 
patient had held moral convictions against alcohol and drugs often enough to be rel- 
atively free of agony. i 

TABLE 2 The group of living patients was charac- 
Positive Ratings terized by successful relationships with other 
people. These patients retained the ability to 


CENT! 5 i 
qo NEAREST PERDE plan their lives but were not particularly en- 


SUICIDE SUICIDE — ergetic. This relative passivity may have pro- 


FACTOR pens RISKS tected them from impulsive suicide. A few 
Goal-directedness of behavior 7 38 possessed moral restraint. Most found living 
Energy level and initiative 1 24 painful. Some Were goal-directed and some 
Internal moral restraint 0 27 were not. One-half (48 percent) possessed 
Significant other persons 29 59 minimal energy. AS far as moral restraint 1s 
Mood and affect 0 6 concerned, one-half (55 percent) had none. 
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Nearly two-thirds (59 percent) had positive 
relationships with other persons who were 
both willing and able to help them accord- 
ing to their needs. Over three-fourths (88 
percent) of the patients found the struggle 
of living painful to them. 

The following conclusions concerning 
treatment seem to be relevant. 

The treatment of those patients who ac- 
tually committed suicide should have been 
directed toward containing their dangerously 
explosive energy. Helping to find these pa- 
tients anchors in life which were acceptable 
to them might then have been attempted at 
a slower rate. The magnitude of assistance 
these people required was clearly greater 
than the treatment available to them. More 
than having simple symptomatic illness, they 
were maladapted to the world at large and 
did not utilize their potential sources of in- 
dividual strength. They were unable to de- 
velop safeguards and were swept away in the 
storm of their destruction. 

"Treatment of patients such as those in the 
suicide-risk group is facilitated by their ten- 
dency to “cry for help"(16) and their ability 
to be gratified at least temporarily by the 
concern and aid offered in response to their 
appeals. They have a pattern of resorting to 
suicidal threats when conditions become too 
difficult for them and by this means are able 
to cause rearrangements which are, for a 
while, more satisfactory to them. 

The long-range chance of each patient for 
a successful, productive life does not seem 
good. Yet they are able to find enough com- 
pensation to continue living, often by de- 
fault, in a world they feel to be narrow and 
unrewarding. Just as their pattern of seeking 
aid helps prevent suicide, the same passivity 
decreases their potential for self-reliant be- 
havior once the crisis is past. Helping this 
kind of patient to accept his true abilities 
rather than to strive for unobtainable goals 
would lessen the intensity of frustration 
leading to suicidal threats. 


Summary 


The records of two groups of patients who 
had received hospital treatment were stud- 
ied. The first was composed of 17 patients 
who died by suicide while in the hospital or 
within one year after discharge. The second 
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SUICIDE IN PSYCHIATRIC PATIENTS | 


group was composed of 29 patients who 
were treated on the same service, were con- 
sidered serious suicide risks, and who were 


found to be alive on follow-up interview, | 


The characteristics of the patients who 
committed suicide were: 


Most did not have a previous history of | 


suicidal behavior. 

A majority were schizophrenic and chron- 
ically ill. 

Clues that the patients would actually 
commit suicide were not apparent at ad- 
mission. 

One-half of the group made unsuccessful 
suicide attempts while hospitalized. 

Viewed psychosocially, the patients in this 
group were characterized by poor planning, 
high chaotic energy, lack of internal moral 
sanction against suicide, and depressive 
mood; many were social isolates. 

Significant characteristics of the suicide- 
risk group were: 

Most had a previous history of suicidal 
behavior. 

Less than one-half were schizophrenic; 
two-thirds of the patients were chronically 
ill. 

The patients gave abundant warnings of 
their suicide potential at admission. 


They made few suicide attempts but made - 


frequent verbal threats in the hospital. 

Viewed psychosocially, many of these pa- 
tients were adequate planners, but most had 
low energy. Most held no moral sanction 
against suicide. The majority of the patients 
had positive relationships with other people, 
but most were depressive in mood. 
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Diagnosis and Treatment of Drug Dependence 
of the Barbiturate Type 


BY ABRAHAM WIKLER, M.D. 


The basic principles in treatment of patients 
suspected of, or known to be, physically de- 
pendent on barbiturates, nonbarbiturate sed- 
atives, and/or “minor tranquilizers” are: 
stabilization on pentobarbital in daily 
amounts and frequency of dosage sufficient 
to completely suppress barbiturate-type ab- 
stinence phenomena and produce minimal 
signs of barbiturate intoxication; and pro- 
gressive reduction of pentobarbital dosage at 
the rate of not more than 100 mg. a day 
after three to five days of stabilization. 


A oone TO THE DEFINITIONS proposed 
by the World Health Organization (1 8): 


Drug dependence of the barbiturate type is 
described as a state arising from repeated 
administration of a barbiturate, or an agent 
with barbiturate-like effect, on a continuous 
basis, generally in amounts exceeding thera- 
peutic dose levels, Its characteristics include: 
1) a strong desire or need to continue taking 
the drug; the need can be satisfied by the 
drug taken initially or by another with bar- 
biturate-like properties; 2) a tendency to in- 
crease the dose, partly owing to the develop- 
ment of tolerance; 3) a psychic dependence 
on the effects of the drug related to subjective 
and individual appreciation of those effects; 
and 4) a physical dependence on the effects 
of the drug requiring its presence for mainte- 
nance of homeostasis and resulting in a 
definite, characteristic, and self-limited absti- 
nence syndrome when the drug is withdrawn. 


Although patients who display any or all 
of the first three characteristics are also in 
need of medical and Psychiatric attention, 
the development of the fourth characteristic, 
physical dependence, may be fraught with 


Dr. Wikler is professor of Psychiatry and 
pharmacology, department of psychiatry, Univer- 
sity of Kentucky College of Medicine and Uni- 
versity Hospital, Lexington, Ky. 40506. 
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danger to life and therefore demands im- | 


mediate and skillful treatment. This article 
will therefore begin with a discussion of 
the diagnosis and treatment of physical de- 
pendence on drugs of the barbiturate type. 


Physical Dependence on Barbiturates 


Understanding of the clinical course and 
predictable outcome of chronic barbiturate 
intoxication was greatly advanced by the 
experimental studies of Isbell and associ- 
ates(14), Wikler and associates(17), Fraser 
and associates(8, 10), and Belleville and 
Fraser(2). Using former narcotic addicts 
without psychosis, epilepsy, or other central 
nervous system disease as subjects (all vol- 
unteered for the research), these investi- 
gators demonstrated that tolerance, though 
only partial, does develop to the effects of 
barbiturates on the central nervous system; 
and that abrupt withdrawal of secobarbital, 
amobarbital, or pentobarbital after pro- 
longed (one or more months) continuous 
intoxication results in a characteristic ab- 
stinence syndrome. The severity of the latter 
is at least in part directly related to the 
daily dose level attained before drug with- 
drawal. 

Table 1 summarizes the essential features 
of the “full-blown” barbiturate abstinence 
syndrome as it develops on abrupt with- 
drawal of the so-called short-acting barbi- 
turates following chronic intoxication at 
daily dose levels of 0.8 to 2.2 gm. For con- 
Venience in discussion the clinical phenom- 
ena may be classified as “minor” (appre 
hension, muscular weakness, tremors, pos- 
tural faintness, anorexia, and twitches) and 
“major” (seizures, psychosis). 

As indicated in the table, the minor ab- 
stinence phenomena are observable within 
24 hours after administration of the last 
dose of barbiturates and continue beyond 
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TABLE 1 
À The Barbiturate Abstinence Syndrome 
(After abrupt withdrawal of secobarbital or pentobarbital following chronic intoxication at dose levels of 0.8 to 2.2 
gm. per day orally, for 6 weeks or more) 


CLINICAL 
PHENOMENON INCIDENCE TIME OF ONSET DURATION REMARKS 
Apprehension 100% lst day 3-14 days Vague uneasiness, or fear of impending catastrophe. 
Muscular 100% Ist day 3-14 days Evident on mildest exertion. 
weakness 
Tremors 100% Ist day 3-14 days Coarse, rhythmic, nonpatterned, evident during 
voluntary movement, subside at rest. 
Postural 100% Ist day 3-14 days Evident on sitting or standing suddenly. Associated 
faintness with marked fall in systolic and diastolic blood 
; pressure, and pronounced tachycardia. 
Anorexia 100% Ist day 3-14 days Usually associated with repeated vomiting. 
Twitches 100% lst day 3-.? days Myoclonic muscular contractions; or spasmodic jerk- 
ing of one or more extremities. Sometimes bizarre 
b patterned movements. 
Seizures 80% 2nd-3rd day 8 days Up to a total of 4 grand mal episodes, with loss 
of consciousness and postconvulsive stupor. 
Psychoses 60% 3rd-8th day 3-14 days Usually resemble “delirium tremens”; occasionally 


resemble schizophrenic or Korsakoff syndromes; 
or acute panic states may occur. 


Note: These data are based on a series of 19 cases of expe 


subsequent psychosis; one exhibited delirium without antecedent seizures. TI 


the appearance of the major abstinence phe- 
nomena which, if they develop, emerge be- 
tween the second and eighth days. 

Among the minor abstinence phenomena, 
postural faintness (orthostatic hypotension) 
is of particular value in differentiating the 
developing barbiturate abstinence syndrome 
from ordinary anxiety states, but often the 
differential diagnosis is difficult to make at 
this stage. The presence of coarse, rhythmic 
intention tremors in the upper extremities 
is also a useful but less specific sign of bar- 
biturate abstinence. Other minor abstinence 
phenomena include insomnia, profuse sweat- 
ing, and tendon hyperreflexia. Even if overt 
major abstinence phenomena do not de- 
velop, paroxysmal discharges may be found 
in the electroencephalogram after the second 
day of abstinence in a majority of the pa- 
tients abruptly withdrawn from such dose 
levels(5, 17). 

When major abstinence phenomena do 
appear, the seizures are invariably of the 
clonic-tonic grand mal type clinically indis- 
tinguishable from those of idiopathic grand 
mal epilepsy. It is curious that in the ex- 
Perimental studies on which this discussion 
is based, no subject had more than four 
seizures, and the  interseizure elector 
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rimental addiction to barbiturates. Four developed seizures without 


hree escaped both seizures and delirium. 


cephalograms were characterized by recur- 
rent 4 per second spike-wave discharges. Al- 
so of interest is that none of the subjects 
having seizures could recall any aura. 

The psychoses that develop as major bar- 
biturate abstinence phenomena are more 
variable. In severe cases the psychosis is 
indistinguishable from that of alcoholic 
delirium tremens (also a withdrawal phe- 
nomenon) with disorientation, agitation, 
delusions, and hallucinations (usually visual, 
sometimes also auditory). Rising core tem- 
perature is an ominous sign prognosticating 
a fatal outcome if not combated vigor- 
ously(9). Milder cases may be character- 
ized by hallucinations with relatively clear 
sensorium, à Korsakoff-like syndrome, or 
by extreme anxiety. ^ 

The data in table 2, also obtained in 
experimental studies on former narcotic ad- 
dicts who volunteered for research, show the 
relationships between daily dose level and 
duration of intoxication on the one hand, 
and the incidence of major and minor ab- 
stinence phenomena following abrupt with- 
drawal of barbiturates on tlie other. It will 
be noted that of 20 subjects who were with- 
drawn from daily barbiturate dose levels of 
0.4 gm. or less, none developed major, and 
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TABLE 2 
Summary of Data on Relationship of Dosage of Secobarbital or Pentobarbital to Intensity of Physical Dependence 


DRUG DEPENDENCE OF THE BARBITURATE TYPE 


NO. OF PATIENTS 
HS HAVING SYMPTOMS 
=e 
NO. RECEIVING ae -— 
DOSE OF DAYS OF me 
E - , INTOXICATION IN 
Yno: V eem 2 mE HOSPITAL CONVULSIONS DELIRIUM DEGREE 
18 16 2 0.9-2.2 32-144 14 12 18 
5 5 0.8 42-57 1 0 5 
18 18 0.6 35-57 2 0 9 
18 10 8 04 90 0 0 1 
2 1 1 02 365 0 0 0 


(Reprinted from J.A.M.A., Vol. 166, 1958, pp. 126-129, by permission of the editor; see Ref. 10.) 


only one developed significant minor, ab- 
stinence phenomena, On the other hand, of 
23 subjects withdrawn from 0.6 to 0.8 gm. 
daily, three had convulsions, one displayed 
hallucinations, and 14 showed significant 
degrees of minor abstinence phenomena. 

It may be inferred therefore that chronic 
intoxication with barbiturates at daily dose 
levels of 0.6 to 0.8 gm. for periods of 35 to 
57 days is sufficient to produce a clinically 
significant degree of physical dependence. 
The data in table 2 also indicate that higher 
daily dose levels of barbiturates induce 
stronger physical dependence. Thus all of 
18 subjects withdrawn from 0.8 to 2.2 gm. 
daily had minor abstinence phenomena, 14 
had convulsions, and 12 had delirium (some 
subjects had both). 

Although there is a direct relationship be- 
tween daily intoxication dosage and sever- 
ity of barbiturate abstinence phenomena, 
more information is needed about the re- 
lationships that may exist between duration 
of chronic barbiturate intoxication per se 
(daily dose level held constant) and the 
severity of abstinence phenomena. 

Initial treatment of patients ‘chronically 
intoxicated with barbiturates is directed to- 
ward withdrawal of the drug in such a 
manner as to prevent the appearance of 
the major abstinence phenomena altogether 
and to minimize the severity of minor ab- 
stinence phenomena. To this end the pro- 
cedure developed by Isbell(13) has proven 
to be safe, simple, and reliable. Essentially 
it consists of stabilization of the patient on 
a so-called short-acting barbiturate (e.g., 
pentobarbital) at doses (0.2-0.4 gm., 
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orally if possible, intramuscularly if neces 
sary) at four- to six-hour intervals, regulated} 
in such a manner that no abstinence phe 
nomena and a minimal degree of barb | 
turate-type signs of intoxication are obi | 
served. 1 
After two to three days of such stabiliza- 
tion the barbiturate is withdrawn slowly at 
a rate not exceeding 0.1 gm. a day regardless 
of the daily stabilization dose level. If more” 
than the mildest minor abstinence phenome 
na appear, the reduction schedule is sus 
pended until these signs and symptoms sub- 
side, after which it is resumed at the same 
tate or a slower rate, e.g., 0.05 gm. daily, 
if orthostatic hypotension, marked tremu- 
lousness, and/or persistent insomnia develop: 
In clinical practice, initiation of this sta 
bilization and reduction procedure will de-- 
pend of course on the status of the patient” 
on admission. Should the patient be grossly 
intoxicated or comatose on arrival, no bar- 
biturates are given until these effects have 
receded completely, but if there is a cleat 
history of chronic barbiturate intoxication” 
or if this is strongly suspected on othet 
grounds, one should not wait until severe - 
minor or any major withdrawal phenomena i 
are observed before instituting the "stabili- ^ 
zation” procedure. 1 
In doubtful cases a test dose of 0.2 gm. 
of pentobarbital may be given after all signs ; 
of intoxication have disappeared, and if n0 
signs of barbiturate effect (positive Romberg 1 
sign, gait ataxia, finger to nose incoordina- | 
tion, nystagmus, slurred speech, drowsiness) 
are observed one hour later, the same dose 
may be prescribed every six hours around 
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the clock. During the next 24 hours the pa- 
tient should be observed for signs of ab- 
stinence just before each dose and again for 
signs of barbiturate intoxication one hour 
after each dose. 

If during this period clear abstinence 
phenomena and no signs of barbiturate in- 
toxication are observed, the dose and/or 
the frequency of administration should be 
increased and then manipulated upwards or 
downwards until optimal stabilization is 
achieved. Often optimal stabilization takes 
more than 24 hours, but in no case should 
systematic reduction of daily dosage be 
initiated before the patient is stabilized. 

On the other hand, if the patient reacts 
to the initial test dose of 0.2 gm. of pentobar- 
bital with gross signs of barbiturate intoxica- 
tion, the diagnosis of physical dependence 
on barbiturates should be questioned. To be 
safe it is usually advisable to continue the 
“assay” at reduced dosage—e.8. 0.1 gm. 
of pentobarbital every six hours with the 
same observations before and after each dose 
as already described. If during the next 24 
hours no abstinence phenomena are observed 
and especially if the patient shows signs of 
increasing barbiturate intoxication, the diag- 
nosis of physical dependence may be rejected 
and barbiturates may be discontinued alto- 
gether. 

This testing and stabilization procedure 
may also be applied to patients who on ad- 
mission display minor abstinence phenom- 
ena, In the case of patients who have already 
had one or more seizures, the initial dose 
of pentobarbital should be somewhat larger 
(0.3 to 0.4 gm.) and the stabilization pro- 
cedure should be accelerated beginning 
with 0.2 gm. of pentobarbital every four 
hours, and dosage and frequency manipu- 
lated thereafter as indicated. dm 

The presence of delirium on admission 
calls for a somewhat different approach. 
This condition is not easily reversible in the 
sense that the stabilization state can be 
readily achieved. Rather, the aim should be 
to sedate the patient heavily so that agita- 
tion, insomnia, and above all hyperpyrexia 
are suppressed. To accomplish this, pento- 
barbital may have to be given intramuscular- 
ly or intravenously in whatever amounts may 
be found necessary for three to five days, 
after which the degree of sedation may 
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lightened gradually and slow reduction 
carried out as in stabilized patients. 

Because of its longer duration of action, 
sodium phenobarbital may be preferable to 
pentobarbital. Indeed, the Danish work- 
ers(16) have used the very long acting bar- 
biturate, barbital (Veronal) with excellent 
results in the treatment of alcoholic delirium 
tremens since 1909; probably this venerable 
agent would be equally effective in the man- 
agement of barbiturate withdrawal delirium. 
However, the very long duration of action 
of barbital may be a disadvantage to phy- 
sicians who have had little experience 
with it. 

In addition to specific therapy as de- 
scribed, it is of course necessary to ensure 
that patients displaying barbiturate absti- 
nence phenomena, and especially delirium, 
are protected from injury. They should be 
provided with very low beds or mattresses 
on the floor and should receive adequate 
fluids and electrolytes, calories, vitamins, 
and, when indicated, antibiotics. 

While theoretically such drugs as paral- 
dehyde or chloral hydrate should readily 
substitute for pentobarbital in specific ther- 
apy, there appears to be no valid reason 
for employing certain other agents that 
have been advocated from time to time. 
Thus neither diphenylhydantoin (Dilantin) 
nor chlorpromazine (Thorazine) prevents 
barbiturate withdrawal seizures in the 
dog(4, 6), and systematic studies on the 
effectiveness of meprobamate (Miltown, 
Equanil) or chlordiazepoxide (Librium) in 
the management of the barbiturate absti- 
nence syndrome have not yet been made. 


Dependence on Nonbarbiturate Sedatives 
and Minor Tranquilizers 


To date, systematic experimental stud- 
ies on the physical dependence-producing 
properties of nonbarbiturate sedatives and 
minor tranquilizers in man have been re- 
ported only for meprobamate( 11) _and 
chlordiazepoxide( 12). However, individual 
case reports, reviewed by Essig(3), indi- 
cate that barbiturate-type abstinence phe- 
nomena, both of the minor and major kind, 
can supervene when not only these agents 
but also glutethimide (Doriden), ethinamate 
(Valmid), ethchlorvynol (Placidyl), or 
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methyprylon (Noludar) are withdrawn 
abruptly after periods of chronic intoxica- 
tion at high daily dose levels of these drugs. 

All of these agents are central nervous 
system depressants, and the abstinence phe- 
nomena that develop after their abrupt 
withdrawal under the conditions stated 
closely resemble the barbiturate abstinence 
syndrome. It may thus be inferred that 
to a considerable extent at least, there are 
common neurochemical mechanisms that 
underlie physical dependence on barbitu- 
rates, nonbarbiturate sedatives, and minor 
tranquilizers. If so, then barbiturates should 
substitute readily for nonbarbiturate seda- 
tives and minor tranquilizers both in assaying 
the degree of tolerance and physical de- 
pendence that may have developed in pa- 
tients chronically intoxicated on the latter 
two categories of drugs and in the clinical 
management of drug withdrawal. 

This principle was applied by Bakewell 
and Wikler(1) in a study on the incidence 


of nonnarcotic addiction in a Southem 
university hospital psychiatric ward, using 
pentobarbital exclusively as the drug of sub- 
stitution in the same manner as already 
described for the diagnosis and treatment of 
physical dependence on barbiturates. Inas- 
much as the earlier studies of Fraser and 
associates( 10) had indicated that the crit- 
ical daily intoxication dose level for develop- 
ment of physical dependence on barbiturates 
is 0.6 to 0.8 gm., Bakewell and Wikler(1) 


DRUG DEPENDENCE OF THE BARBITURATE TYPE : 


adopted as a criterion for classifying patients - 


as physically dependent on nonbarbiturate 
sedatives and/or minor tranquilizers the 
ability of the patient to tolerate (i.e. be- 
come stabilized on) 0.8 gm. of pentobarbital 
or more daily. 

On the basis of this criterion, they found 
that nine of 132 consecutive patients (6.8 
percent) admitted to the psychiatric ward 
over a 14-month period were physically de- 
pendent on nonnarcotic central nervous 
System depressants including glutethimide, 


TABLE 3 
Case Summaries 


DRUGS OF ABUSE 


PATIENT 


DAILY PENTOBARBITAL 


ESTIMATED AVERAGE STABILIZATION-DOSE 


DAILY INTAKE LEVEL 
NO. SEX (YEARS) AGENT ng : (ORAL, MG.) 
1 M 36 Glutethimide 2,500 800 
2 F 59 Glutethimide 5,000 1,200 
3 F 44 Glutethimide 2,000 900 
4 M 60 Glutethimide 4,000 1,200 
5 F 49 Glutethimide 1,000 800 
Meprobamate 4,000 
6 F 60 Glutethimide ? 800 
Chlordiazepoxide 100? 
7 F 53 Amphetamine-amobarbital ? 800 
(elixir) 
Pentobarbital (elixir) ? 
Aprobarbital (elixir) ? 
8 M 61 Secobarbital ? 1,000 
Pentobarbital ? i 
Butabarbital ? 
Phenobarbital ? 
Propantheline and phenobarbital ? 
Diazepam ? 
9 M 29 Paraldehyde ? 800 


(Reprinted from J.A.M.A., Vol. 196, 1966, page 711, by permission of the editor; see Ref. 1.) 
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meprobamate, chlordiazepoxide, diazepam, 
paraldehyde, and barbiturates, alone or in 
various combinations (table 3). 

It is of interest that Ewing and Bake- 
well(7) concluded from a chart study that 
in 7.6 percent of 1,686 patients admitted to 
another Southern university hospital psychi- 
atric ward over a three-year period, the 
diagnosis of drug dependence was made ei- 
ther on admission or during hospitalization. 
In their series, however, the drugs implicated 
included not only barbiturates, nonbarbitu- 
rate sedatives, and minor tranquilizers, but 
also bromides, amphetamines, alcohol, and 
narcotics. 

Theoretically the testing, stabilization, 
and slow reduction procedures could be car- 
ried out with the nonbarbiturate sedative or 
minor tranquilizing drug on which the pa- 
tient had become physically dependent rath- 
er than with pentobarbital. But since far less 
is known about the duration of action of 
the drugs in the former classes, the pento- 
barbital substitution method is preferable, 
at least at the present time. 

However, differences in duration of ac- 
tion between pentobarbital on the one hand 
and certain of the nonbarbiturate sedatives 
and minor tranquilizers on the other may re- 
quire some modifications of the stabilization 
and slow reduction procedures described 
when pentobarbital is substituted for drugs 
in the other two categories. Thus, patients 
physically dependent on glutethimide or 
chlordiazepoxide may seem to be well sta- 
bilized on a given daily dose of pentobar- 
bital, only to have convulsions à day or 
two later while still stabilized, or after a 
modest reduction of pentobarbital dosage 
has been made. In the cases of primary 
physical dependence on glutethimide or 
chlordiazepoxide, therefore, it might be well 
to delay initiation of pentobarbital reduc- 
tion for a few days after initial stabilization. 


Psychotherapy and Rehabilitation 


As the series studied by Bakewell and 
Wikler(1) and Ewing and Bakewell(7) 
consisted of patients admitted to psychiatric 
wards, it is not surprising that all of those 
judged to be dependent on drugs were also 
found to have antecedent emotional and/ 
or characterological disorders, presumably 
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rendering them addiction prone. However, 
it is remarkable that 93.2 percent of the 


patients in the first series and 92.4 percent 


in the second were not drug-dependent. 

Whether or not the drug-dependent and 
the non-drug-dependent populations dif- 
fered significantly in respect to particular 
kinds of emotional and/or characterolog- 
ical disorder cannot be decided on the 
basis of available data. However, it would 
seem reasonable to suppose that such dis- 
orders do play a role—if not a sufficient 
one—in the genesis of drug abuse. In any 
case, the existence of emotional and/or 
characterological disorder calls for treat- 
ment of these conditions by whatever means 
may be indicated. 

Generally, psychotherapy of other than 
the supportive type will be more effective 
after drug withdrawal has been accom- 
plished. Indeed, *painless" drug withdrawal 
may facilitate development of a favorable 
psychotherapeutic relationship between phy- 
sician and patient. It has also been the 
authors impression that ignorance on the 
part of the patient, his relatives, and some- 
times his physician of the dangers involved 
in escalation of dosage and/or frequency 
of administration of central nervous sys- 
tem depressant drugs has contributed to the 
development of physical dependence. Ap- 
propriate education is certainly indicated in 
such cases. 

A difficult question to answer is the 
extent to which barbiturates, nonbarbitu- 
rate sedatives, and minor tranquilizers may 
be used in the treatment of addiction-prone 
patients, especially if they had become 
physically dependent on such drugs on one 
or more occasions in the past. Generally, 
these drugs should be avoided or, if used 
at all, they should be prescribed in ther- 
apeutic doses and for only short periods of 
time with rigid limitation of prescription 
refills. 

In some cases daytime reduction of anx- 
iety may be achieved with small doses of 
chlorpromazine, Or with imipramine or 
amitriptyline if depression is a prominent 
symptom. According to Overall and asso- 
ciates( 15). thioridazine possesses not only 
tranquilizing but also antidepressant prop- 
erties, and therefore this phenothiazine 
derivative may be effective in some cases. 
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Persistence of anxiety and/or depression, 
however, poses a challenge to the psychi- 
atrist’s skills which is not met by resorting 
to the unregulated use of drugs with phys- 
ical dependence-producing properties, such 
as barbiturates, nonbarbiturate sedatives, 
and minor tranquilizers. 


Summary 


An abstinence syndrome characterized in 
its complete form by the appearance of 
tremulousness, anxiety, insomnia, diapho- 
resis, postural hypotension, tendon hyper- 
reflexia, convulsions, delirium, and hyper- 
pyrexia can ensue when  barbiturates, 
nonbarbiturate sedatives, or minor tranquil- 
izers are withdrawn abruptly following pro- 
longed periods of intoxication at daily dose 
levels that exceed therapeutically recom- 
mended amounts. Regardless of the drug 
category involved, withdrawal of these 
agents may be accomplished safely by ini- 

` tial stabilization on pentobarbital alone in 

amounts and at intervals that suppress ab- 
stinence phenomena throughout the day 
and night and produce mild signs of bar- 
biturate intoxication. This should be fol- 
lowed by gradual reduction in pentobarbital 
dosage at a rate not exceeding 0.1 gm. 
daily. 

If delirium has already developed when 
the patient is first seen, the immediate aim 
of treatment is not stabilization but heavy 
sedation with pentobarbital or phenobarbi- 
tal, sufficient to suppress agitation, insomnia, 
and hyperpyrexia. Such heavy sedation is 
maintained for three to five days with ap- 
propriate supportive medical and nursing 
care, after which the degree of sedation is 
lightened gradually and slow reduction of 
the barbiturate is carried out as in the sta- 
bilized patient, 

Psychotherapy and other treatment of 
psychiatric disorders associated with drug 
dependence of the barbiturate type is of 
course indicated, with due regard for the 
dangers involved in treating addiction-prone 
individuals with drugs that are capable of 
producing physical dependence. 
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The Psychedelic “Hip Scene”: Return of the Death Instinct 


BY HARRY R. BRICKMAN, M.D. 


The author discusses the relationship be- 
tween the psychedelic experience and the 
nonviolent ethic of the growing “hippy” 
subculture within the frame of reference of 
Freud’s death instinct theory, which held 
that externalization of the life and death in- 
stincts through aggressiveness prevents self- 
destruction of the individual. The psyche- 
delic episode and the experience of ego 
dissolution ("dying") are seen as confirming 
the basic unity of life and death, thus elim- 
inating the individual’s need to externalize 
destructiveness. 


OX OF THE most significant and color- 
ful contemporary cultural currents is 
known as the “hip scene.” An often disor- 
ganized mélange of dress, hair, and speech 
styles, musical forms, and philosophical 
commentary on the Establishment ranging 
from the obscure to the startlingly trenchant, 
it is a subculture of belief and behavior in- 
fluencing a growing number of young people 
in the United States and elsewhere. Com- 
munity psychiatry has a valid concern with 
this phenomenon to the extent that it rep- 
Tesents a force which is changing behavior. 
Also, the hip scene directly challenges some 
of the cherished values, norms, and philo- 
sophical outlooks of the society in which we 
work and to which we are presumably help- 
ing our patients to adjust. 

This paper describes the hip subculture, 
with particular emphasis on the relationship 
between the psychedelic experience and non- 
violence. Freud's currently unpopular death 
instinct theory is examined as a possibly 
useful frame of reference for the understand- 
ing of these phenomena. 


Read at the eighth western divisional meeting 
of the American Psychiatric Association, Los 
Angeles, Calif., October 19-22, 1967. 

Dr. Brickman is director, Los Angeles County 
Department of Mental Health, 1106 South Cren- 
shaw Blvd., Los Angeles, Calif. 90019. 
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The Hip Scene 


Adult reaction to the “hippies” was ini- 
tially quite negative, but there is a growing, 
if grudging, understanding by many persons 
over age 30 of some of the salient features 


of this trend. Professor Lynn White, a his- : 


torian at the University of California at Los 
Angeles, has referred to the beatniks as the 
"basic revolutionaries of our time"(22). 
The hippies can certainly qualify for this 
title as well. 

There are many intriguing characteristics 
of the hip scene. One of these underlies my 
choice of a jargonistic title for this paper. 
Hippies generally refuse to formally orga- 
nize themselves—especially along political 
lines—except in loosely bound communes 
of varying sizes. It is difficult, therefore, to 
call this activity a “movement,” yet its per- 
vasiveness and its recruitment of adherents, 
although nonchalant and unaggressive, has 
many characteristics of a social movement. 
Although it is opposed to prevailing Amer- 
ican middle-class Judeo-Christian values, it 
remains essentially passive and nonviolent. 

Psychiatrists’ comments on the hip scene 
usually range from the condescending to 
the acerbic on the derogatory scale. There 
is a strong tendency in our field to view all 
but normative social behavior as sick. With 
such a view of the hip scene, one can then 
"put it down" as withdrawal from “reality, 
avoidance of oedipal struggles, reaction 
formation against, projection, and denial of 
aggressive drives, and, at the very least, a 
mere repetition of youthful rebellion which 
has alarmed elders since the time of Socrates: 
The movement has been the object of more 
than a little fundamentalistic moralizing by 
some psychiatrists. Their wholesale condem- 
nations of the hippy in general and the psy- 
chedelic experience in particular have 
launched one or two younger colleagues into 
new careers as experts, complete with na- 
tionwide lecture and television appearances. 
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Critical campaigns of this sort reenforce 
the need for more sober—and perhaps even 
more sympathetic—considerations of this 
cultural trend. One of the most unique and 
controversial aspects of this subculture, the 
use of the psychedelic drugs, requires par- 
ticular study. This paper, wholly speculative 
in nature, will attempt to relate the drug 
phenomenon to the nonviolent ethic widely 
professed by the hippy group. Impressions 
and commentaries are drawn from clinical 
experience with a small number of patients 
referred for psychotherapy and, more ap- 
propriately, from approximately 50 hours 
spent in interviews with a variety of hippies 
in Los Angeles and San Francisco. This 
informal study can only approximate, for 
an amateur, an anthropological field inves- 
tigation. 

Hippies seem to share a view of the world 
which ranges from melancholy to ecstatic. 
Older and supposedly “truer” hippies seem 
more ecstatic, calm and contemplative, and 
detached but not distant. Hippies have a 
strong affinity for nature and for living and 
growing things; there is a wide use of words 
such as “love,” “beauty,” and their equiva- 
lents in hip jargon. This jargon is strongly 
dominated by expressions relating to the psy- 
chedelic experience and, to a lesser extent, 
to "rock" music. 

The naturalistic hippy proclaims the 
world to be a beautiful and harmoniously 
integrated place in which each living crea- 
ture needs to live his life simply and fully— 
to “do his thing” or to “have his trip” with- 
out external interference. Philosophical con- 
cepts borrowed from Hinduism(20), Bud- 
dhism, and Taoism seem to lend themselves 
more easily than do Judeo-Christian beliefs 
to explain societal forces and how they have 
wronged and alienated people from their 
true identities as essentially divine creatures 
of a splendid universe. T 

The flower has become an almost uni- 
versal symbol of the nonviolent naturalism 
of the hip culture, whose novitiates are often 
called “flower children.” The growing of 
beards and long hair and the reluctance to 
Shave other body hair is a deliberate reac- 
tion against what the hippies perceive as ? 
Continuing societal denial of the natural body 
as a thing of pleasure and beauty. The Amer- 
ican Indian and other so-called “traditional 
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cultures are upheld as examples of societies 
which have retained a harmonious role in a 
natural ecological scene. The wearing of 
robes, beads, and softly tinkling bells and 
the colorful decorations of automobiles and 
homes all are encouraged by the subculture 
as expressive of an ecstatic view of existence. 
New forms of folk music and so-called "acid 
rock,” often quite beautiful even to “straight” 
ears, carry the psychedelic cultural message 
widely, as do the hippies’ communal sharing 
and widespread discussion of the drug ex- 
perience itself. 


The Nonviolent Ethic 


Nonviolence is a highly cherished hippy 
ethical principle. It can be seen in relation- 
ships within the group itself as well as with 
nonhippies as an injunction against “putting 
down” people. Sarcasm, angry competitive 
arguing, and conversational one-upmanship 
are avoided. This is consistent with what 
the psychedelic experience yields as an in- 
sight into the illusory nature of conventional 
social dualities such as good and evil; it will 
be discussed further. 

The nonviolent ethic is incorporated in 
hippy attitudes toward a variety of aggres- 
sive societal practices ranging from occa- 
sional police suppression of "love-ins" to 
the military involvement in Viet Nam. In- 
terestingly, efforts by politically oriented 
“straight” elements to organize "flower pow- 
er" in an effort to aggressively oppose U.S. 
overseas policy seem to consistently fail as 
they come up against the basic “laissez- 
faire” attitude of the hippy. The “true hip- 
py,” while melancholy about what he con- 
siders to be needless killing in Viet Nam, 
wishes to avoid what he calls the “ego game” 
of considering himself good and therefore 
essentially different from a “bad” President 
Johnson. His desire is not to angrily oppose 
America's Viet Nam policy or racial segre- 
gation or other social ills; he hopes instead 
that the President and the Establishment will 
«turn on" some day, discover who they 
really are, and learn to love the world in 
general and people in particular. i 

Now and then a particularly charismatic 
individual, such as Timothy Leary, appears 
to take on saintly leadership qualities. Older 
hippies, however, though they agree with 
some reservations with Leary’s “turn on, 


U9] 


768 


tune in, and drop out” exhortation, are wary 
of anyone’s tendency to take on unusually 
godly status. Even the idea of “dropping 
out,” a source of alarm to most adults, is in- 
terpreted in a different light by older hippies 
than by younger ones. The dropping out of 
younger adherents is usually impulsive, cha- 
otic, and either angry or obviously self- 
destructive. The older hippy's dropping out 
has been frequently described as a deliberate 
self-removal from the societal nexus followed 
by a period of seeking enlightenment and 
then a reentry, on the model of Buddha, to 
be “in the world but not of it.” This at- 
titude is believed to increase productivity 
rather than decrease it, since the individual 
commonly chooses the societal games he 
wishes to play, thus taking responsibility 
for himself without grim and humorless ego 
overinvolvement. 

Hippy passivity and nonviolence are at 
times so energetically advocated that they 
take on more than a little aggressive color- 
ing. The occasional expressions of "love, 
love, damn you!" in some public gatherings 
are often too hastily regarded as evidences 
of mass reaction formation. It is helpful to 
remember in such instances and similar ones 
that the state of complete “hippydom” is 
probably as attainable as is a state of pure 
Christianity or of pure mental health. Yet 
the latter two values are acknowledged as 
worthy goals of human conduct. 

From my discussions with individuals 
and small groups of hippies in Los Angeles 
and San Francisco, I attribute the hippies’ 
nonviolent ethic to three main forces: a re- 
action against what they consider to be U. S. 
violence in Viet Nam; a strong interest in 
Eastern philosophy and mysticism which af- 
fords an alternative view to the Judeo- 
Christian belief of God, man, and nature 
In constant mutual conflict; and the psyche- 
delic experience and its awesome insights 
into the meaning of life. 


The Psychedelic Experience 


It is the thesis of this paper that the PSy- 
chedelic experience not only energizes the 
entire hip scene but that it is specifically 
responsible for maintenance of the nonvio- 
lent ethic of the group. The drug-using ac- 
tivities of the hippy group have stimulated 
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, 
the greatest amount of criticism from con " 


ventional elements of society. Mental health 
professionals have particularly condemned 
this practice, especially as it relates to the 
use of LSD, mescaline, and similar agents, 
Although serious scientific studies of LSD, 
for example, have yielded evidence of its 
positive and therapeutic effects(1, 12, 16), 
much publicity has been given in recent 
months to the untoward drug reactions— 
the "bad trips" or "bummers," in hippy 
jargon. The indiscriminate use of strong psy- 
chedelic drugs has led even the most sym- 
pathetic professional to agree that LSD 


and similar major psychedelic agents are , 


potentially dangerous (in addition to being 
illegal) and to caution against their promis- 
cuous use under unsupervised conditions. 

This presents a dilemma to the friendly 
"straight" observer, since it appears that 
the psychedelic experience lies at the very 
core of the entire hip scene. Two possible 
answers to this dilemma suggest themselves. 
The first, one hopes, is that a nonharmful 
psychedelic agent will be developed. The 
other is that the older and more solidly 
Psychologically constituted hippy who has 
achieved "liberation" will continue to trans- 
mit, in the form of music and folklore, the 
insights that the experience yields. Many 
older hippies, having so "arrived," are ad- 
vising youngsters to avoid the strong psy- 
chedelics and to concentrate on meditation 
instead. It is difficult to assess how effective 
such advice can be. 

Many seemingly authentic hippies have 
never had a psychedelic experience more 
intense than the mild chiaroscuro of mari- 
huana intoxication. Yet there is much rap- 
turous description of profound psychedelic 
trips in the hip community, and "the trip" 
Seems to be a substantial subject of their 
folklore and day-to-day conversation. The 
Suppressive measures of the "straight" com- 
munity have, of course, made psychedelic 
drug use a cause célébre, rendering it ideal 
grist for the mill of rebellion in which s0 
many teen-agers toil. 

Again, one must attempt to distinguish 
the "true" hip behavior from the posturings 
of the many younger hangers-on who adopt 
the outward trappings of "hippyhood" in 
the course of normal role experimentation 


. The major currents of the movement can 
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be identified, although one must acknowl- 
edge the variety of fringe behaviors as an 
inevitable accompaniment of any social 
trend. These fringe behaviors range from the 
destructively sociopathic to the destructively 
commercial. After all, a long-haired armed 
robber no more represents the hip scene 
than does the bunco artist represent the 
American business community. 

Chronological age seems to be a helpful 
way of discriminating authentic hip behavior 
from its imitations. “True” practitioners 
seem to be mainly over 20 or 21; perhaps 
some important part of what Erikson(3) 
describes as the necessary role experimenta- 
tion moratorium of adolescence must have 
passed before a more solid hip identity can 
be developed. The hip scene is very attrac- 
tive to those seeking a social pressure mora- 
torium. They can affiliate with a deviant 
group and express rebellion against the adult 
world with characteristic ambivalence: rebel- 
lion against the parent for autonomy’s sake 
and blind conformity to the deviant group 
for security’s sake. The hip reference group, 
however, disdains organization and rigid 
social patterning to the extent that it reflects 
the “true” hip ethic. 

In the course of becoming a “teeny bop- 
per,” the new recruit may often attempt 
major psychedelic experiences. It is doubt- 
ful, however, that he can derive lasting ben- 
efit from his intake, and repeated indiscrimi- 
nate drug use increases the likelihood of a 
“bad trip.” 

Those hippies who have reached an age 
or a life stage where moratorium needs are 
not so pressing almost always report ben- 
eficial psychedelic experiences. Also, the 
older or more mature hippy tends to move 
away from the heavier psychedelics, substi- 
tuting meditation, philosophical discussion, 
and “tripping out" through art and nature 
experiences. The popular music group known 
as the "Beatles," though not entirely typical 
of the mature hippy, exemplifies this type 
of change. 


Psychedelic Effects 


There is remarkable consistency in oral 
and published reports of psychedelic expe- 
rences(15, 17, 18). Two major effects 
Seem to predominate: transcendental, often 
euphoric, experience of the universe as beau- 
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tiful and harmonious; and a profound ex- 
perience of ego dissolution and reintegration, 
often perceived as death followed by re- 
birth. 

One of the unique characteristics of these 
experiences is the hippy’s continuing con- 
viction following the drug episode that his 
perceptions during the “trip” have been 
valid. Specifically, while the initial kaleido- 
scopic display is usually seen as illusory or 
even hallucinatory, a new view of self and 
universe often persists unshakably. It is a 
frequent observation, though not yet ade- 
quately researched, that the person who has 
had a complete transcendental psychedelic 
experience never really returns to his pre- 
viously acculturated perceptions of self and 
world. Perhaps future studies will shed some 
light on the biochemical and neurophysio- 
logical substrata of the acculturative process 
and on the way they are affected by psy- 
chedelic substances. Discoveries in this field 
could possibly furnish the missing link be- 
tween nature and nurture and might bring 
together, at last, divergent biochemical and 
social structural views of man. 


Return of Death Instinct 


The frequency, and indeed the universal- 
ity, of ego dissolution will readily impress 
the serious reviewer of descriptive accounts 
of the psychedelic experience. It is very 
often described as a death experience in 
which the consciousness of self is frag- 
mented or extinguished. This correspondence 
with the death experience is the basis of re- 
newed interest in a volume of apocryphal 
origin known as The Tibetan Book of the 
Dead(21) which, according to Leary, could 
be interpreted as a guide to the spiritual 
kind of dying encountered in the deep psy- 
chedelic experience(13 ). 

At the point of ego dissolution, a “bad 
trip” may begin if the subject is poorly pre- 
pared either by virtue of personality structure 
or by social initiation for such a disintegra- 
tive event. Indeed, this experience is ex- 
tremely stressful for any Westerner, who is 
raised from birth in a death-denying and 
youth-exalting culture(2). The only normal 
counterparts to this experience are falling 
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asleep, which is rarely a consciously per- 
ceived process, and the “petit mort” of an 
intense sexual orgasm. 

If the subject is adequately prepared and 
guided through his ego dissolution experi- 
ence, he discovers that he has had an ex- 
perience of dying and yet continues to live, 
albeit in an altered state of consciousness. 
This discovery is awesome and profoundly 
moving and is probably the most significant 
event in the psychedelic experience. Many 
subjects describe this and the ensuing events 
as confirming the basic unity of life and 
death and forcefully demonstrating as illu- 
sory the dualism imposed by previous ac- 
culturation. It is as if an essential but for- 
gotten, or rather overlooked, aspect of one's 
existence has returned to awareness. Both 
Sides of the coin of life are seen as aspects 
of the same coin, and all life appears not as 
“heads” alone but integrally as “heads” and 
"tails". 

By experiencing a union of life and death 
and self and nonself, the subject also ex- 
periences good and evil as two sides of the 
same coin. This insight powerfully suggests 
to him that the *ego games" he has been 
playing, in which he feels essentially dif- 
ferent and apart from others and from the 
natural world, are but acculturative illusions. 
The subject then often realizes that he can 
never be all “good” and his “enemy” or 
antagonist can never be all *bad"— that both 
qualities reside in all persons. This insight, 
together with a diminished need to exter- 
nalize destructive aggression, which will be 
discussed further, helps energize the sub- 
ject's nonviolence toward not only his “hip” 
colleagues but toward the "straight" world 
as well. 

The frantic flight from death imposed by 
thousands of years of cultural conditioning 
is suddenly halted by an experience, or a 
preview, of one's death. In the words of 
Norman O. Brown, an author all too un- 
familiar to psychiatrists, in his book Life 
Against Death: The Psychoanalytic Mean- 
ing of History(2) : 


It is not the consciousness of death but the 
flight from death that distinguishes men from 
animals. From the times of the earliest cave 
men, who kept their dead alive by dyeing the 
bones red and burying them near the family 
hearth, down to the Hollywood funeral cult, 
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the flight from death has been, as Unamono 
has said, the heart of all religion, Pyramids 
and skyscrapers—monuments more lasting 
than bronze—suggest how much of the world’s 
“economic” activity is really a flight from 
death. If death is a part of life, if there is a 
death instinct as well as a life (sexual) instinct, 
man is in flight from his own death just as he is 
in flight from his own sexuality. If death is a 
part of life, man represses his own death, just 
as he represses his own life.! 


Freud’s Death Instinct Theory 


The death instinct theory of Sigmund 
Freud, although it has received less sensa- 
tional popular attention than his libido the- 
ory, has been much more controversial in 
professional circles. This theory has had a 
very checkered career, starting with Freud’s 
earlier vacillations about it, as if to confirm 
the acculturated unacceptability of the con- 
sciousness of death itself. Freud’s tortured 
gropings with his death instinct theory will 
not be traced in this paper, although they 
are excellent examples of his extreme intel- 
lectual honesty and courage(6, 8). In Be- 
yond the Pleasure Principle(10), published 
in 1922, Freud stated his final view that all 
organic life is locked in an eternal ambiva- 
lent struggle between life and death instincts. 
In Analysis Terminable and Interminable(7) 
and Moses and Monotheism(9) he expressed 
his pessimism about the outcome of psy- 
choanalysis, which he felt could never tran- 
scend this basic instinctual ambivalence. 
Thus analysis was doomed to terminate at 
a point determined more by the law of dimin- 
ishing returns than by any prospect of at- 
taining complete mental health, viewed as 
a post-ambivalent state. 

Many prominent psychoanalytic writers, 
starting with Fenichel(5, 11), have seriously 
questioned and actively rejected the theory 
of a death instinct, so that at this time it is 
not a fashionable concept in the psycho- 
analytic field. Yet it may help one to under- 
stand the impact of the ego-dissolution 
phenomenon in the psychedelic experience. 

Freud saw aggressiveness as a fusion of 
the life instinct with the death instinct, pre- 
Venting self-destruction of the individual by 
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externalizing these forces. Killing, then, re- 
places dying, which can then be fended off 
with the help of denial. 

Freud believed that there is indeed an 
inherent biological tendency toward death. 
He saw this force as tending to reduce the 
organism to a state of constancy or inaction 
akin to inorganicity. Whether, indeed, this 
force should be identified as a basic “in- 
stinc^ is a matter for metapsychological 
speculation. It is perhaps not a concept that 
is really clinically necessary. A psychiatric 
interest in eschatology, defined as belief sys- 
tems relating to death, however, may shed 
light on broad areas of articulation of indi- 
vidual and cultural dynamics. The psyche- 
delic hip scene appears to be such an area. 
The remainder of this discussion will not be 
actually metapsychological but will tread— 
perhaps too boldly—along the tenuous bor- 
der line between psychology and philosophy. 


Death and Western Culture 


The inevitability of one's own death seems 
impossible for a Westerner to actually visu- 
alize(4). The child is informed that a dead 
relative or friend has “gone away.” The 
adolescent finds the public media replete 
with the glorification of youth. The middle- 
aged adult resists the passage of time by 
purchasing cosmetics, clothing, and automo- 
biles which give him an aura of excitement 
and youthful adventure. The aged person 
angrily insists on the euphemistic label of 
"mature," rejecting the more honorific title 
of "senior citizen." Families are formed, 
and, even in our supposedly enlightened so- 
ciety, failure to produce male offspring is 
bemoaned because immortality cannot then 
be assured through continuation of a sur- 
name. Gravestones are selected for durabil- 
ity and gravesites for "perpetual care." 
Resemblances between the individual and his 
Offspring and grandchildren are cherished 
reinforcements of the denial of death. 

Western culture has institutionalized the 
neurotic configuration of repression, denial, 
and externalization of death. Through ac- 
culturation, life is established in each indi- 
vidual as the antagonist to death, just as the 
Judeo-Christian culture imposes the duali- 
ties of God versus Satan, God versus Man 
himself, and, with God's encouragement, 
Man versus Nature. 
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Extensions of this dualistic Western out- 
look can be found in other basic culturally 
accepted antagonisms: good people versus 
evil people, white versus black, and, even 
in the less liberated of the hippies, hip ver- 
sus square. It is perhaps no coincidence that 
the internal and external politics of the 
most powerful of the Judeo-Christian na- 
tions, the United States, have been stamped 
by dualism in the form of the two-party sys- 
tem and in the perpetuation of the notion of 
two “worlds,” one free and the other behind 
curtains of iron or bamboo. 

The repressed, however, must return. 
Man’s exploitation of nature is precipitating 
a profound ecological crisis, and calls are 
increasing for pure food, pure air, and pure 
water. The relative indestructibility of in- 
dustrial and consumer wastes threatens to 
contaminate the oceans with discarded de- 
tergents and to cover the earth with dis- 
carded plastic “baggies.” These phenomena 
can all be viewed as the consequences of 
destructiveness denied and externalized from 
self, partially consumed in the aggressive ex- 
ploitation of nature but returning in the form 
of increasingly hostile ecological change. 

The dehumanization of life in our cities, 
produced in part by the valuation of the 
machine over man and in part by the dual- 
ism of racial prejudice, is being brought to 
our attention through increasing destructive- 
ness. Yet this return of destructiveness to the 
domestic scene seems less urgent than the 
need to preserve, through war, the free 
“white” world against what is perceived as 
the. growing incursions of an unfree “yellow” 
world. 


A New Nonviolent Subculture 


On the individual level, affluence and 
electronic marvels do not seem to reduce 
the prevalence of family disintegration, al- 
coholism, and creeping anomie in many 
forms. The hippy seems to be one of the 
few in Western civilization to be asking: 
«Where are we all going, and why?” He 
maintains that he is able to ask this question 
through a psychedelically induced experi- 
ence of reunification of his acculturated dual- 
istic outlook and of ego dissolution. By 
“blowing his mind,” an act of sacrifice of 
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his most cherished possession, he symbol- 
ically destroys his old acculturated self. The 
phychedelic episode forces an acknowledg- 
ment of the phenomenon of his own death, 
and he accepts it. This drastic emotional 
experience then leads to a symbolic rebirth 
and a development of a new self which, 
affirming death, no longer needs to exter- 
nalize destructiveness. A new nonviolent 
subculture is then created on the founda- 
tion of an intensively subjective emotional 
experience of extinction of the dualistic 
death-denying self. 

It is probably too much to hope that a 
spreading cultural change in the appercep- 
tion of death could eventually lead to the 
end of destructive war. Yet this is precisely 
the aim of the spreading hip scene. Many 
commentators on life on this planet have 
stated in various ways that only a deep spir- 
itual revolution will halt our seemingly 
headlong rush toward oblivion. While most 
of us elders may laugh and even recoil at 
the vision of a world of beards, beads, ban- 
gles, and bells, we might nonetheless do well 
to emerge from behind our smug psycholo- 
gizing and consider that true wisdom can just 
possibly emerge from “out of the mouths of 
babes.” A nonrepressive civilization may be 
a worthwhile alternative to one which, built 
on aggression and exploitation, appears to 
be teetering on the brink of its own de- 
struction(14, 19). 

Time will tell what ultimate societal 
changes, if any, will occur as more and more 
youth experience a partial or complete hip 
identification. Such a thought-provoking so- 
cial challenge to our way of life should be a 
fruitful area for serious study by behavioral 
scientists, psychoanalysts, and community 
psychiatrists alike. 
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Affect as a Social Process 


BY RICHARD RABKIN, M.D. 


The author discusses the similarities between 
the concepts of the “imponderables”—a 
group of weightless substances including 
heat, electricity, and love—of the 19th cen- 
tury—and the psychodynamic factors of the 
20th century. He espouses a new concept of 
affect in which it is viewed not as a sub- 
stance or as inner states of one person but 
as part of a process in which the tensions 
and emotions of the family and other natur- 
al groups are determined by the configura- 
tion and motion of their systems. 


AS RECENTLY AS the 19th century there 
existed in scientific thought the para- 
doxical notion of a group of weightless 
substances or entities called "the imponder- 
ables,” an apt term which simultaneously 
implied both their weightlessness (from 
“ponderation”: to have weight) and their 
essential mystery (from the idiom: to weigh 
in mind). “It is the imponderables,” mused 
Oliver Wendell Holmes in a hopeless mo- 
ment in 1858, “heat, electricity and love 
that rule the world" (12). 

This paper deals predominantly with the 
last of these imponderables and the family 
of concepts from which it comes. After a 
brief discussion of historic parallels be- 
tween heat, electricity, and affect, I shall 
review some recent attempts to conceptual- 
ize affect as a process rather than à sub- 
stance, an approach that also has historic 
parallels in the fate of the other two 1m- 
ponderables. 


Imponderables 


For the most part, imponderables were 
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conceived as weightless fluids. Holmes’ first 
reference, caloric, the imponderable sub- 
stance of heat, was thought to be squeezed 
like juice out of the depths of a material 
when it became hot—for instance, when a 
metal bar became hot from being pounded 
by a hammer. In this frame of reference, 
caloric was somehow said to reside inside 
the metal bar on some other sort of occult 
plane. In a manner of speaking, there was 
a caloric “mind” inside the “body” of every- 
day things(17). Eventually this notion was 
challenged by the mechanical concept of 
heat, which in Rumford’s words(19) was 
viewed as "a kind of motion"—that is, a 
function of the state of the matter, a proper- 
ty of the behavior of the “body” rather 
than the “mind.” 

Without reviewing the exciting history of 
the early pioneers, I would like to point out 
that the mechanical concept of heat was a 
difficult conceptual leap. When a metal bar 
became hot from pounding, one had to 
believe that particles of the metal began to 
move faster. As I have said, caloric itself 
has been rejected as a legitimate concept. 
The reader knows that heat is a process, 
and he does not feel personally involved in 
holding a questionable view. 

Whorf(23) speaks of this incorrect view, 
exemplified here by caloric, as the “objecti- 
fication” of a process by the employment 
of a linguistic device he refers to as the 
“binomial theorem" (a container-ingredient 
metaphor; caloric, in this case, is the in- 
gredient). Whorf, however, came to his 
conclusions not by considering imponder- 
ables but from a study of Hopi language 
structure. In English, for instance, the 
statement "In summer it is hot" contains 
two objects, summer and heat, one inside 
the other. In the Hopi language one says 
“During summer heat occurs." Of course, 
the distinction can be made in English, but 
we still tend to say and think of heat as a 
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substance inside a container—in this case, 
“summer.” 

To our surprise, although we reject the 
concept of caloric today, Whorf has caught 
us frequently referring to an imponderable 
heat that is built into the structure of our 
language. The Whorf-Sapir hypothesis 
would predict that a language habit that 
treats heat as if it were an ingredient in a 
container would be reflected in behavior 
and perception. Perhaps this explains why 
100 years ago scientists were weighing 
heated objects to find the predicted in- 
crease in substance (caloric). Failing to 
find any difference, they assumed that their 
scales were not sensitive enough. 

Electricity, Holmes’ second imponder- 
able, was first conceptualized as two occult 
fluids carrying either plus or minus charges 
which collected around objects. Electricity 
fluid, like caloric, was eventually replaced 
by “a kind of motion” too, but this time as 
the behavior of the field—that is, as an 
electromagnetic wave. To quote Max- 
well(15): “Physical science . .. has now... 
entered on the next stage of progress—that 
in which the energy of a material system is 
conceived as determined by the configura- 
tion and motion of that system" (italics 
added). 

About love, Holmes' third imponderable, 
much more has been written than about 
heat or electricity, both of which suc- 
cumbed on analysis to being “a kind of 
motion." To the extent that love is thought 
to cause something to happen, to be an 
occult force that affects an individual (or, 
one hopes, two individuals) and that cannot 
be measured or weighed, we use love as an 
imponderable and make statements about a 
fluid-like phenomenon. This phenomenon, 
like electricity seen as an imponderable, 
attaches itself to objects and is to be found 
in a container, the mind. 

It was Freud who drew the comparison 
between love and electricity to the fullest 
extent: His treatment of affects used an 
imponderable called libido. This concept is 
explained in “The Defence Neuropsy- 
choses"(8) as: 


Something having all the attributes of a 
quantity—although we possess no means of 
measuring it—a something which is capable 
of increase, decrease, displacement, and dis- 
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charge, and which extends itself over the mem. 
ory traces of an idea like an electric charge 
over the surface of the body (italics added), 


In other words, libido is something that is 
similar to caloric and imponderable elec. 
tricity and "cathects" an object: “When we 
are in love a considerable amount of narcis- 
sistic libido overflows on to the object”(7), 

While caloric was seen as an occult juice 
that was squeezed out of objects, electricity 
has been likened to an occult butter which 
spreads itself over the surface of an object. 
In Freud's concept we have the same occult 
"spread" (libido) which extends over the 
surfaces in question, but this time the sur- 
faces (ideas) are hidden from view. In 
Freud's economic theory it is this attachment 
of the imponderable that creates affects and 
its conversion to organic physiological energy 
that creates structural changes in physiology. 
This form of explanation was used to con- 
sider hysteria, and, as late as 1926, to 
discuss physiological change in anxiety 
which Freud regarded as the normal proto- 
type of hysteria(6). 

The alternative explanation, to be en- 
dorsed here, is the abandonment of the 
imponderable affect as representative of an 
entity or substance; instead, affects will be 
treated as aspects of complex social pro- 
cesses. From the point of view of intellectual 
history it is noteworthy that this alternative 
is, in formal terms, the same substitute for 
an imponderable seen in the previous dis- 
cussions of heat and electricity: “a kind of 
motion"; in this case the motion is inherent 


= 


in the conduct of people with each other. 


The approach that treats affect (this time 
using anxiety as an example) as a property 
of a social system always evokes the im- 
mediate rebuttal that anxiety is associated 
with physiological change; therefore it can- 
not be a process in the air between people. 
It is not my aim to deny that bodily changes 
Occur during emotions. Instead, it is With 
the concept of emotion as a cause that dis- 
agreement arises. To present the argument 
epigrammatically: When I run there are 
also physiological changes, yet I do not use 
this fact to support the existence of 4 
imponderable fluid that attaches itself tO 
my organs or muscles or floats around inside 
me in some occult container to produce 
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fatigue. Running seems a sufficient explana- 
tion of my physiological state. In like man- 
ner, the physiological changes associated 
with anxiety, love, and so forth are suffi- 
ciently explained by the behavior in which 
the individual participates. 


Affect as “A Kind of Motion” 


One can say that we learn about our 
emotions essentially in the same way that 
other people learn about them: by observa- 
tion of conduct. We have more data about 
ourselves, but they are not qualitatively dif- 
ferent from what others gather about us. 
Bedford has written: “I do not believe that 
we either do, or should, take anyone’s pro- 
testations that, for instance . . . he loves 
his wife, if his conduct offers no evidence 
whatsoever that he does" (3). In short, this 
argument states that someone who has a 
specific affect, for example, someone who 
loves, is one who acts or might act lovingly, 
not who "feels" a special inner "state." 

To this basic position Ryle(20) adds a 
"dispositional" concept of emotional words 
in order to clarify the fact that affects refer 
to potential as well as current conduct. To 
say that someone is angry is like saying 
“the glass is brittle." The brittle glass is 
disposed to break. It does not have brittle- 
ness inside it as an imponderable. Similarly, 
the angry person is disposed to act in an 
angry manner. He does not have anger "in" 
him as an imponderable. 

Furthermore, what constitutes an angry 
manner is determined by consensus—that 
is, there must be people who judge that a 
Biven behavior or disposition is to be called 
anger(3). The same applies to anxiety or 
any other emotion. There is mo absolute 
standard by which one can measure whether 
an action is to be defined as anxious; it 
must be agreed upon and therefore is a 
Phenomenon relative to a specific context 
of judges. When I say I am anxious, I am 
saying that I have empirical evidence sug- 
gesting that I am disposed to behave in a 
certain way that my peers and I have de- 
cided to call anxious. Above all, I am not 
Teporting the occurrence of a new category 
of imponderable events or mental acts gomg 
On inside me. : 

Working with couples and families in 
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psychotherapy, I have often encountered 
instances where certain conduct (e.g., an- 
ger) in one social or familial context is not 
so regarded in another. This is most clearly 
shown when a member of one family mar- 
ries a member of another family which has 
an entirely different system for codifying 
affects. Thus what is “anger” as diagnosed 
by tone of voice, body posture, word selec- 
tion, and so forth by one group would be 
labeled by someone from a different vantage 
point as, for instance, a way of making a 
point, or normal problem-solving, or even 
affection( 18). 


Labeling as Social Action 


*Having" an emotion is not a subcuta- 
neous fact; it is a type of transaction. Such 
human activity has been analyzed on two 
levels: the conduct itself and commentary 
about that conduct. Classically this com- 
mentary has been regarded as neutral and 
separate from the behavior itself. Sullivan 
(21) challenged this notion with his concept 
of "participant observer," Bateson(2) with 
his *double-bind" hypothesis, Dewey(5) 
with a discussion of the transactional sig- 
nificance of naming, and G. H. Mead(16) 
with his concept of “meaning.” In addition, 
Hart(11) has been careful to use the term 
“ascribe” rather than "describe"; we “as- 
cribe” an emotion when we label it. By 
using this term it is clear that the transaction 
involved in labeling an emotion is more 
active than "describing"; it is similar to the 
giving, assigning, Or bestowing (of mean- 
ing) and is not merely revealing the ap- 
pearance, nature, and attributes of a pre- 
existing imponderable substance. 

Another way of making this distinction— 
that the labeling of an affect is an integral 
part of the conduct of the affect itself and 
not simply parallel commentary about it— 
is to say that the assignment of meaning is 
a “performatory statement." A performatory 
statement is one that does not describe or 
name but is in itself an action(1 ). To recite 
a marriage vow is to do more than make a 
statement; it is to become involved in a 
specific transaction. To “vow” in that sense 
is performatory. Similarly the statement 
*T']] take this one,” when a person is asked 
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to make a choice, is not a descriptive state- 
ment but a major part of choosing. 

The value of this distinction is readily 
seen when applied to psychotherapy. For 
example, the girl who thinks of herself as 
“loving” her parents will continue to act 
the way she does. However, on encountering 
a different set of labels—for instance, that 
she is not the good daughter who loves her 
parents but instead is seen as hopelessly in- 
volved in an oedipal situation (with the 
affects that implies), dominated by her 
superego, prudish, and dull—her behavior 
will change. Both interpretations of her 
behavior are profoundly involved with the 
action itself; they are performatory. They 
are ascriptions, not descriptions. 


Solution to Conflicts in Labeling 


Emotional labels, then, are “interpreta- 
tions” of transactions, providing we have a 
revised concept of these interpretations as a 
very significant part of the behavioral events 
themselves. Combining the various points 
made above, we may say that emotions 
resemble many legal and moral judgments 
that have been referred to by Hart(11) as 
“defeasible.” A defeasible concept is a high- 
ly variable interpretation of conducts by 
particular people within their given frame 
of reference. 

Studying how such an interpretation be- 
comes fixed, Hart and others have concluded 
that it is accepted only if all other alterna- 
tives are defeated—that is, by negative 
proof. Such interpretations or concepts are 
called defeasible. Murder, for example, is 
a judgment that is established by defeating 
the alternative explanation of accident; 
mental illness is established by defeating 
the alternatives of eccentricity or poor 
judgment(13). 

Since many of the notions that are found, 
on analysis, to be defeasible are regarded 
by the general public as established on the 
basis of truth, justice, or medical fact, the 
concept is a difficult one for many people 
to accept. They rightly suspect that it 
undermines quite a few of their notions of 
how things work in their social world. It is 
much more comfortable to believe that 
murder, for instance, is an actual fact decid- 
ed on a true-false basis than to see it as the 
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interpretation by particular people at a given j 
time that is perfectly capable of reinterpre- 
tation in changed contexts. As indicated 
above, the same is true about mental illness; 
this label, too, is an interpretation of events 
and not a medical certainty, as Szasz(22) 
and Goffman(9) have shown. 


Relevance to Psychotherapy 


This combative notion of how a defeasible 
concept is established derives from previous 
points made here: affects are conduct, dis- 
positions, relative to a given social system, 
and are performatory. They do not refer , 
to absolutes but represent the interpretive 
judgments of the observer, which cannot be 
regarded as right or wrong per se. 

If two people or families or groups differ 
in their frames of reference regarding the 
meaning of behavior, these differences could 
not be resolved by appeal to a third party 
or by negotiation. Each group would be 
entitled to refer all events to its frame of 
reference, its social system, its family. 

For example, how is it possible to decide 
whether or not a husband should beat his 
wife? I will assume that most readers come 
from a frame of reference where this is 
taboo and would signify one particular affect 
to them. Suppose, however, that a husband 
from this frame of reference married a wile 
from a frame of reference where it was 
believed that husbands beat their wives if 
they love them. It is impossible to settle 
this difference in such a way that both 
beliefs coexist; one must be defeated. It i$ 
of course possible for the disagreement fo 
be dealt with through avoidance. However; 
to the extent that a common task were Ie 
quired of these two people, each from a 
different system, there would be endless 
difficulty until one interpretation triumphe 
over the other. Such concepts are defeasi- 
ble. Quite clearly they, and the conduct 
associated with them, are not merely trim- 
mings but vital aspects of the performance 
the very glue of the transaction. 

If it is true that we are dealing with as- 
pects of conduct and not imponderable 
forces, it should be possible to see Or 1 
some way observe this clash of defeasible 
concepts when a therapist encounters ? 
family in treatment. There ought to be 4 
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pull on the therapist who meets a family 
system with a high degree of “pathology” 
(difference from the system from which 
the therapist comes) to behave in accor- 
dance with the family’s system. Indeed, 
some conceptions of therapy state that it is 
the therapist’s job to offer the patient a 
new kind of emotional experience which 
could be translated in these terms to exerting 
a pull on the patient to join the therapist’s 
frame of reference, his labeling system, and 
not the converse. It is in this situation of a 
therapist and family interacting that we 
ought to see certain types of behavior; one 
social system must attempt to induct the 
other into its frame of reference. 

As implied above, individuals and groups 
struggle to preserve the particular frames 
of reference they are accustomed to, and 
in this struggle they can often be observed 
trying to defeat frames of reference that 
contradict theirs. This is seen not only in 
the behavior of the therapist who is deliber- 
ately trying to alter the behavior of his 
patient, but also in the conduct of the pa- 
tient who is resisting change. 

Several investigators have presented ex- 
amples in the literature. The manner in 
which the family of the schizophrenic and 
the hospital treating the schizophrenic re- 
semble each other has been burlesqued by 
Haley(10). He has written that the family 
of the schizophrenic is characterized by "a 
kind of formless, bizarre despair overlaid 
With a veneer of glossy hope and good inten- 
tions concealing a power-struggle-to-the- 
death coated with a quality of continual con- 
fusion.” Several pages later in the same 
article, Haley uses precisely this phrase to 
describe “the average mental hospital.” 

‘Block(4) described a phenomenon he re- 
ferred to as “psychosocial replication” at a 
treatment center where patients reproduced 
their family systems in the milieu of the 
institution, This can also be seen at in- 
stitutions which do not reproduce systems 
of the patients but instead act counter- 
Phobically. For example, rehabilitation cen- 
ters are known for their cheery optimism 
and friendliness while the disabled popula- 
tion they are meant to serve clearly experi- 
ence rage and frustration. Other institutions 
Such as Alcoholics Anonymous reproduce 
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the alcoholic social system but remove one 
item: the alcohol. 

From the foregoing examples it can be 
seen that the efforts of the individual or 
group to protect its own frame of reference 
for the interpretation of behavior commonly 
take the form of trying to induct dissident 
viewpoints into its own system, thus defeat- 
ing the opposition and demonstrating for 
us the defeasible nature of the concepts here 
involved. 

At the interfaces of different systems one 
can observe certain characteristic dynamics. 
The first of these I call a “cycle,” where 
the participants find themselves endlessly 
repeating the same things. For instance, 
during a lecture a questioner from the 
audience and the author, who was speaking 
before the group, engaged in certain be- 
havior. Aware of the possibility of cycles, 
the author asked his questioner how many 
times she thought the two of them had 
repeated themselves. Her guess was five 
times. We then sought to identify the aspects 
of our respective interpretive systems that 
conflicted. It turned out that the author had 
just described a family system similar to 
the woman's own family of orientation, with 
a completely different interpretation. than 
she would have given it. An understanding 
of the results of different frames of refer- 
ence, defeasible concepts, and use of the 
diplomatic phrase *you may be right" ended 
the cycling. 

Most people are also aware of spirals in 
which the repetition becomes increasingly 
intense; each interaction heightens the in- 
tensity even if just the opposite is intended. 
A rage is such a spiral, as is an anxious 
confusion. It is amazing to speak to partici- 
pants afterward because they are always 
overwhelmed by the obvious solution: If 
every action increases the spiral, do noth- 
ing. For instance, a child-care worker tried 
to break up a fight between two boys and 
succeeded in separating them, but then he 
got into a spiraling rage reaction with one. 
The fight he was trying to break up was 
over, however; why did he not walk away? 
In the end he had to stop the spiral by 
holding the child still with the aid of anoth- 
er assistant. 

In order to 
nature of affects, 


demonstrate the defeasible 
J will turn to a recorded 
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and published transcription of a family 
interview. Lennard and his co-workers(14) 
have been particularly interested in "the 
family as a socialization system concerned 

.. with enabling the child to identify and 
articulate inner [sic] states" (italics added). 
Although he began with a typical notion of 
Whorf's binomial theorem variety (that 
there is a container and feelings inside it), 
Lennard also noted: “We are concerned 
with how parents elicit and pattern motives 
and feelings on the part of the child. Of 
particular importance here are the frequency 
and character of communications in which 
the parent interprets the child’s experience, 
motives and feelings.” 

Reporting a series of dialogues, he noted 
that “the mothers shifted to this kind of 
interpretive communication” and observed 
“persistent efforts of the patient to change 
to another kind”(14); such dialogues sound 
very much as though defeasible concepts 
were being argued. In the following typical 
excerpt from a dialogue between a mother 
and child, the mother is interpreting for 
her son, and the choice of affect label is 
being fought over(14). 


Mo.: What do you call it, er, er, ant... 
not antagonism, that’s not the word. What 
is that other word? Um, still, there's a hos- 
tility underneath occasionally. 

Pt.: Shakiness, like, er... 

Mo.: Maybe a little hostility towards me 
sometimes which crops up. Er... 

Pt.: Do you have to use hostility? 

Mo.: A little, er, bitterness, maybe. 

Pt.: Yeah, that’s... 

Mo.: A little, . . 

Pt.: That's better, or, or... 

Mo.: A little... 

Pt.: I, I think bitterness... 

ate Bitterness? 

t.: Yeah, er, the bittern i i 
which I create myself. Sua 

Mo.: Yes. 


Pt: And you, and, and, er, I know it. 
i It seems to me entirely true, from this 
limited bit of dialogue, that the patient does 
create his "bitterness," while the mother is 
more inclined to prefer “antagonism” or 


"hostility," but it is still a term offered by 
her. 


Lennard reported that the mothers of 
schizophrenic children whom he studied 
made more than twice as many comments 
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about how their husbands or sons wer | 
feeling than did control mothers. He a | 
sumed that these mothers were intervening | 
too much and too actively in comparison | 
to control families. From the point of view | 
of affects as defeasible components of sys | 
tems, it is entirely possible that in the con 

trol families, fewer such statements are made ` 
because the remarks of the family members 

represent a shared frame of reference for | 
interpreting behavior and are more active 

in an interpersonal sense, while in the | 
families of schizophrenics we are watching | 
an ongoing struggle. | 

Lennard tentatively concluded that “the | 
failure to relinquish symbolic control over 
the child's inner [sic] processes is character- | 
istic of schizophrenic families" (14). It is the | 
persistent notion that feelings are “inside,” 
or are imponderables, that led him toa 
conclusion unlike the one I have drawn. lt 
is my contention that the family interactions 
he reported did not represent the engulfing | 
and intrusive activity on the part of the 
schizophrenogenic mother often cited in the 
literature; rather, these were extremely in- 
efficient and crude efforts by the mother to 
have the family reach a consensus regarding” 
the interpretation of behavior. 

Families and other social groups can be 
classified in terms of the efficiency shown 
in the rendering of "affect" judgments, by 
the degree of unanimity, and so forth. It 
would seem that the families of schizophre- 
nic children represent extreme cases of com 
flict in frames of reference toward interpret 
ing behavior. We might also ask: Who 5 
opposing the so-called engulfing mother? 
Why hasn't she engulfed already? This 
raises the possibility of a struggle in te 
family for interpretive power, hitherto not 
seen. The question cannot be answered with- 
out further research; it is posed here only 
to demonstrate that the point of view 
am espousing has certain heuristic COT 
sequences. 


Discussion 


The process of ascribing a label to b& 
havior subsequently called an affect is se? 
as an integral part of the behavior itself 
The choice of label is a function of 
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observer’s frame of reference for the in- 
terpretation of behavior and thus can vary 
both between and within social groups. 
Affective labels represent both the behavior 
in question and the observer's interpretation 
of it; as such, they are largely meaningful 
when seen in the contexts of transactions 
between people rather than as inner states 
of one person. If affects are to be seen 
inside people, they must be amenable to 
change only by internal factors. 
Alternatively, affects seen as social pro- 
cesses may be influenced by other social 
processes. As our field develops, we may be 
able to paraphrase Maxwell and remark 
that psychological science is entering on the 
next stage of progress—that in which 
affects are no longer conceived of in terms 
of imponderables but in which the tensions 
and emotions of family and other natural 
groups are seen as determined by the con- 
figuration and motion of their systems. 
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Peer Supervision of Individual Psychotherapy 


BY WILLIAM E. TODD, 


In spite of his previous training, supervision, 


and analysis or therapy, a psychotherapist 


who treats varied and difficult patients risks 
incurring induced emotional problems or 
ignoring the development of countertrans- 
ference. For 13 years a group of psychia- 
trists has been meeting monthly to discuss 
members’ problems in psychotherapy. It has 
been found that this kind of continuing peer 
supervision helps minimize nontherapeutic 
reactions and provides a unique kind of 
learning which helps the psychotherapist 
develop his treatment skills. 


A PSYCHIATRIST who practices long-term 
therapy is subjected to a variety of 
emotional stimuli, stresses, expectations, and 
demands by patients, their families, their 
friends, and even their doctors. Both the 
persistently hostile and defeating patient and 
the very seductive patient can stimulate 
threatening emotional reactions in the ther- 
apist, provoking in him defensive maneuvers 
which may impair effective therapy. 

Patient failure, whether it be a patient 
having to go to a state hospital or commit- 
ting suicide, induces feelings of guilt or in- 
adequacy in the psychiatrist. The more 
deeply the therapist is involved with his 
patients and the more he is isolated in 
Private practice, the more likely he is to have 
nontherapeutic reactions to his patients. 
Particularly for the Psychiatrist in private 
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practice, there are too few opportunities for 
help with these problems in conducting ther- 
apy. 

To meet this need for help, the concept 
of peer supervision of individual psychother- 
apy was developed. The purpose of peer 
supervision is for psychiatrists to meet to- 
gether regularly to listen to, examine, dis- 
cuss, and share their mutual problems of 
psychotherapy and, it is hoped, to help one 
another cope more adequately with their 
difficult patients. 

In 1955 all of the psychiatrists in central 
Ohio who had completed their training and 
who were interested in long-term psycho- 
therapy were invited to participate in a peer 
supervision group. From the 25 psychiatrists 
who attended the initial meeting, ten con 
tinued as members beyond the first few 
months. Of those ten, a nucleus of four 
members has continued for the entire 13 
years. Two of the current ten members have 
participated continuously for nine or ten 
years. There has been a turnover among 
the remaining four. Of those who left the 
group, most discontinued because they were 
moving out of town; one retired, and two 
chose to terminate. The peer group has been 
meeting monthly in one another’s homes 
in the evening. Each month a different mem- 
ber presents his problem in psychotherapy 
limiting his time of presentation to allow à? 
hour to an hour and a half for group dis- 
cussion, 

This peer supervision has provided the 
members of the group with a unique kind 0 
learning—learning not previously obtain 
through training, supervision, or person 
therapy. The purpose of this paper is to 1% 
port this experience. 

In the monthly meetings discussion has 
Progressed through several stages. As th? 
Psychiatrists became more secure with 07€ 
another, the presentations evolved from tv 
general and impersonal to the more speci 
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and personal. In the initial meetings, the 
“interesting case” was the usual presenta- 
tion. The therapists talked more about their 
patients than themselves. A rivalry de- 
veloped among the members to see who 
could present his case most dramatically. 
Taped sessions, drawings and paintings, 
thematic summaries, anecdotal tales were 
all ploys in the attempt of the psychiatrists 
to make their cases the most fascinating, 
intriguing, and exciting. Along with this 
open competition, however, there came 
group cohesiveness. 

In the next stage, a series of presenta- 
tions was made in which the psychiatrists 
became more personal in describing their 
attempts to cope with difficult transferences. 
With increased confidence in each other, the 
peer group not only discussed the more con- 
scious problems of the therapist but ven- 
tured to look at the less conscious problems 
the therapist might have—his countertrans- 
ference. 


Countertransference Problems 


In going through these states, the group 
developed the sophistication to suspect re- 
sistance, denial, or repression if countertrans- 
ference problems were not acknowledged 
during a case presentation. To avoid ac- 
knowledging his countertransference prob- 
lems, the doctor might present a patient so 
well that there was no apparent problem or 
describe a patient seen only a few times. He 
might relate a diagnostic problem or a con- 
Sultative problem for the courts. 

Often problems of transference or coun- 
tertransference were unintentionally re- 
vealed during discussions of such common 
problems as when and how therapy should 
be terminated. Among the members of the 
group, several had assumed that if a patient 
Was well, he himself would terminate, and 
that if he was willing to keep appointments 
and to pay for them, he was somehow 
benefiting from or needing treatment. An- 
Other member of the group, however, ques- 
tioned the value and validity of continuing 
Weekly psychotherapy beyond five years. 
This led to a closer examination and ques- 
tioning of all cases continuing over five 
Years. In the majority of such cases, un- 
Usual needs of the therapist and very knotty 
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transference and countertransference dif- 
ficulties were found. 

In the following case, for example, Ther- 
apist A's unconscious reaction to his own 
father's death played into the patient's pho- 
bic feelings about her father's potential 
death, thus perpetuating a symbiotic impasse 
in the therapy relationship. 


Example 1. Jean, a former graduate student, 
single and in her late 20s, had been in intensive 
therapy for seven years. During the first nine. 
months she had been hospitalized in a re- 
gressed catatonic state. When she left the 
hospital Therapist A saw her for psychothera- 
py six sessions a week. In addition, because of 
persistent telephone calls by Jean at all hours, 
he agreed to telephone her each night after 
dinner and twice on Sundays. 

Through an intensive symbiotic relationship 
therapy, using a baby doll in play therapy and 
symbolically, Jean recapitulated and worked 
through her early oral and anal psychosexual 
conflicts. As a result her previously very dis- 
turbed eating and bowel habits improved. Af- 
ter seven years of treatment, there were many 
indications of greater maturity and improve- 
ment in her daily life. However, in the therapy 
relationship, Jean persistently resisted all at- 
tempts of Therapist A to modify her very 
infantile symbiotic relationship to him. When- 
ever he attempted to reduce the frequency of 
visits or telephone calls, Jean would act out 
in all kinds of ways, preventing the therapist 
from effectively modifying the relationship. 

The presentation of Jean's case to the group 
clarified for Therapist A the ways in which he 
was unconsciously participating in and perpet- 
uating Jean's intense, now pseudo-infantile, 
disguised erotic relationship to himself. 

One of the underlying reasons Therapist A 
was so readily maneuvered by Jean was that 
Therapist A’s father had died of heart disease 
one week before he started treating Jean. 
Jean's father, who had hypertensive cardio- 
vascular disease, had a protective, anxiously 
concerned overattachment to Jean. She was 
convinced—and Therapist A accepted this un- 
critically—that her father would die if he 
became upset about her condition. Therapist 
A would experience extreme anxiety whenever 
it appeared that Jean's acting out might come 
to the attention of her father. Therapist 
A felt compelled to placate Jean to prevent 
this, and his anxiety about protecting Jean's 
father allowed Jean to maneuver him. Un- 
consciously, Therapist A, by placating Jean, 
was saving her father (symbolically his own 
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father) and at the same time atoning for his 
own father’s death. 

The group encouraged and supported Thera- 
pist A in having a co-therapist while Therapist 
A reduced the frequency of visits, discontinued 
the telephone calls, and demanded more ma- 
ture behavior of Jean in the therapy relation- 
ship. The act of presenting the case and the 
interaction of the group about the future 
conduct of Jean’s therapy gave Therapist A 
confidence to avoid being maneuvered by Jean. 
Within 18 months therapy terminated, with 
Jean successfully pursuing her postgraduate 
studies, 


One of the most significant advantages 
peer supervision provided to the members 
of the group was an interactive and mutually 
supportive setting for sharing and ventilat- 
ing induced troublesome feelings and ex- 
ploring possible countertransference. In ad- 
dition to the increased awareness of the 
emotional problems of the therapist with the 
specific patient, as time went on it became 
clearer that the special personality needs of 
a therapist made him prone to have certain 
emotional problems or countertransference. 
The focus upon helping the therapist with 
his emotional problems or countertransfer- 
ence was to enable the member to improve 


his therapeutic endeavors and effectiveness 
with his patients. 


7 Example 2. To illustrate, Therapist B had 
six patients with whom he had been “strug- 
gling” for six to eight years. Most of these 
patients had serious long-term schizophrenic 
illness of many years’ duration, some with 
multiple hospitalizations. Now all were making 
social adjustments; they were able to hold 
jobs and were getting more satisfaction out of 
day-to-day living. -Their personal lives, how- 
ever, were still limited. These patients were 
most faithful and loyal in keeping their ap- 
pointments, but nothing further seemed to be 
happening. 

In discussing them, it became 

Therapist B had omnipotent ibid m 
the patients "weller than well." Furthermore. 
this therapist was unduly overprotective, per- 
petuating in himself and his patients an un- 
spoken belief that his continuing ministrations 
through weekly visit-—which had become 
more a weekly ritual than psychotherapy— 
would magically ward off the return of dreaded 
psychosis and/or hospitalizations, Therapist 
B’s attempts to decrease the frequency of 
visits aroused apprehension in the patients, 


[94] 


PEER SUPERVISION OF INDIVIDUAL PSYCHOTHERAPY 


which was quickly abated by the therapist’s 
willingness to resume the weekly ritual. 

With the support and reassurance provided 
by the peer group, Therapist B, when occasions 
presented themselves (such as vacations, meet- 
ings, somatic illness), would reduce the fre- 
quency of visits to the point where both 
Therapist B and the patients could tolerate 
leaving further appointments on a request 
basis. 

Beyond helping Therapist B taper off his 
chronic long-term patients, peer supervision 
helped him become more aware of his own 
personality needs and proclivities. He came to 
realize that by being so available and ac- 
commodating, by giving them suggestions to 
call him, and by telling the patients he would 
call them back, he had encouraged and per- 
petuated their excessive dependency. 


Through questioning what was actually 
occurring in therapy cases, members began 
to consider whether a particular patient 
could be helped more at this time with 
group psychotherapy. About half of the 
peer group members also did group therapy. 
Several times a therapist with limited ex- 
posure to group psychotherapy would gain 
confidence in group therapy through the 
others’ presentations of patients in group 
therapy and through following the progress 
of these patients. He might then recommend 
transfer of his patients to group therapy. 
Therapist C recommended the following pa- 
tient. 


Example 3. Martha, single and an elemen- 
tary school teacher, had been seen in psycho- 
analytically oriented psychotherapy for three- 
and-one-half years, originally for cataplexy and 
narcolepsy. Instead of improving, Martha de- 
veloped increased anxiety and depression along 
With serious regressions and deterioration of 
over-all clinical functioning, necessitating two 
Periods of hospitalization for several weeks. 

Through discussion, the peer group came to 
the conclusion that Martha, with a very weak 
ego, had developed an extremely erotic, hos- 
tile-dependent transference to the therapist. 
Martha was unable to utilize this kind of thera- 
Py for working through her personality and 
emotional problems. 

Following the presentation, the original 
therapist transferred Martha to a peer group 
member, Therapist D, for group therapy. Af- 


ter three preparatory sessions with Therapist 
D, Martha started group therapy. 
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Through group therapy, Martha gained a 
great deal in the next three years. Her cata- 
plexy and narcolepsy became very infrequent. 
Martha left teaching to become a librarian, 
which she found much more satisfactory. She 
was able to move out of a dependent situation 
with her parents and establish better personal 
relations and a more adequate social life. 

The close association provided by the peer 
group helped Therapist C acknowledge his 
dilemma with Martha and to accept her being 
transferred to group therapy. The presenta- 
tion alerted Therapist D to the untreatable 
transference situation of individual therapy for 
this particular patient. 


The support of the peer supervisory 
group and their sharing of the responsibility 
for treating a difficult and slowly-moving 
case enabled Therapist E not to give up. 


Example 4. Leslie, a 20-year-old girl, with 
a challenging and exasperating case of ano- 
rexia nervosa, was presented to the group after 
two years of therapy. Leslie’s mother had 
died from the physical starvation effects of 
anorexia nervosa two years before Leslie's ther- 
apy commenced. 

Therapist E developed anxiety concerning 
the following: Leslie made him the most 
important person in her lonely and isolated 
world and therefore helped to make him feel 
that he was the sole person responsible for 
her life. Despite nearly two years of psycho- 
therapy, Leslie refused to budge from her 
clinical picture of narcissistic erotism, distor- 
tion of body image, dread of obesity, and 
clinging dependency to the therapist. Pressure 
from Leslie's family and family doctor be- 
came greater, helping to underscore the un- 
wanted omnipotent role of the therapist. An 
apparent countertransference problem made it 
seem that Therapist E's "reputation" was at 
stake. 

After the presentation of Leslie's case to 
the peer group, several areas of insight opened 
up to the therapist. These became springs of 
support and strength. He was helped to realize 
that his therapeutic endeavors had kept this 
patient out of a state institution and probably 
were life-saving. Secondly, there was no need 
to continue to handle this case all by himself. 
Why not share the responsibility for her prog- 
Tess and welfare with a group colleague? A 
Co-therapy team ensued and Leslie alternated 
her weekly sessions with the two therapists. 
The anxiety over her survival diminished. 


In these monthly meetings, the presenter 
gained increased awareness and more com- 
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prehensive understanding from the group’s 
discussion of his patients’ therapy problems. 
The interaction with peers provided a diver- 
sity of alternatives and strategies for the 
conduct of therapy, thereby enhancing the 
therapists coping ability and therapeutic 
effectiveness with difficult patients. The 
members also learned through other mem- 
bers' presentations new ideas for dealing 
with similar problems in their own patients. 
Many times the psychiatrist presenting a pa- 
tient would not necessarily follow. through 
with the group's consensus or suggestions. 
Nevertheless, the course of therapy fre- 
quently underwent change. After the ther- 
apist’s presentation, he would have more 
conviction and confidence about change of 
emphasis or focus in the conduct of therapy. 

The following case demonstrates how 
Therapist F became aware of less conscious 
and unintentional behavior on his part which 
impeded therapy: 


Example 5. Arthur, a 30-year-old whole- 
sale furniture salesman, experienced disabling 
anxiety spells the year following his father's 
terminal illness and death. Arthur gave up his 
job, stayed at home, and started therapy. 

Because there seemed to be little progress 
in therapy in terms of Arthur's getting a job, 
giving up alcohol and tranquilizers, or assum- 
ing any responsibility for paying his debts, 
Therapist F presented Arthur to the peer 
supervisory group. 

The group, after listening to a taped therapy 
session, helped Therapist F recognize how he 
was coddling the patient and furthering his 
excessive dependency. Therapist F did not 
mention that Arthur's therapy was being paid 
for by his mother until this fact was brought 
out by the group's questioning. The group 
pointed out Therapist F's unawareness of how 
much hostility Arthur was creating in his wife 
and other members of the family. 

Listening to the taped session helped the 
group and Therapist F realize that Arthur's 
excellent voice and articulateness had a hyp- 
notic-like effect on Therapist F. This lulled 
Therapist F into being uncritical and inactive. 

Following the presentation, Therapist F took 
up with Arthur his hostility to his family and 
wife. Prompted by the group's suggestion, 
Therapist F also saw the wife a few times to 
work on the marriage relationship. Therapist 
F became more active, discussed more openly 
Arthur's beginning addiction to alcohol, and 
took positive steps to encourage Arthur to get 
a job. 
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When Therapist F dealt with these factors, 
which he had previously ignored, the patient 
soon began to pay his own bills (at least in 
part), quit drinking entirely, started to get 
better jobs. He settled on a job with a pharma- 
ceutical firm and began to deal more hope- 
fully with himself and his family and to see 
himself in an independent, more aggressive 
light. 


A recurrent concern for all the members 
was the extent to which they should probe 
into the presenter’s difficulties which con- 
tributed to the countertransference problem. 
The anxiety about this probing was so great 
that some members would miss meetings. 
One member quit because he felt discussing 
a member's countertransference problems 
and the more personal difficulties associated 
with his countertransference was not ap- 
propriate. 

It would seem impossible for psychiatrists 
with such different backgrounds, tempera- 
ments, and training not to have tensions and 
differences. But this diversity has also been 
a stimulating and challenging aspect of the 
peer supervision group. 


Importance of Group Therapy 
Experience 


Could this group have continued and sur- 
vived if some of the members had not had 
group therapy experience? Periodically prob- 
lems would develop among members to such 
an extent that the basic purpose for getting 
together was distorted. To help maintain 
the basic purposes and continuity of the peer 
supervision group, the members with group 
therapy training and experience used their 
understanding of the group process to focus 
on problems of communicating and relating 
among members of the group. Sometimes 
a member was able to continue by missing 
a few sessions until he felt more comfortable. 

In addition to helping the psychiatrist 
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with his emotional problems with patients 
and countertransference, the group provided 
an unanticipated benefit. During the 13 
years some of the members underwent seri- 
ous personal crises with accompanying emo- 
tional upheavals causing some distortions 
and projections in their conduct of therapy. 
The peer supervision provided a supportive, 
stabilizing influence through their travail. 
The members' real problems were not min- 
imized or sugarcoated. There was implicit 
encouragement for members to seek personal 
therapy when it was needed or indicated. 

The monthly meetings facilitated informal 
consultation among members and seemed to 
reduce the tendency to gossip about patients 
at social occasions. 

The peer supervision was not primarily 
a leaderless therapy group; rather, the pri- 
mary function of the group was to provide 
help with members’ patients and to provide 
an ongoing supervision of members’ at- 
tempts to grow as therapists. 


Summary 


In spite of previous training, supervision, 
and analysis or therapy, the psychotherapist 
involved in treating varied and more difficult 
patients risks incurring emotional problems 
which impair his effectiveness and may even 
lead to despair. Members of a peer super- 
vision group have learned that psychothera- 
pists run the hazard of ignoring counter- 
transference and their own nontherapeutic 
Teactions to their patients. The group pro- 
vides a unique kind of learning not previous- 
ly obtained. In a supportive way, peer 
Supervision can help a psychiatrist deal with 
his own repressions, denials, and fantasies. 
It can lessen the therapist's painful anxieties 
and burdensome responsibilities, and im- 
Prove the quality of care he can give to his 
patients. 
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This. Montis Special Section 
Law Reform 


Legal Neglect of the Mentally Il 


BY NEIL L. CHAYET, LL.B. 


Despite the increasing availability of legal 
services to the poor, the mentally ill remain 
excluded from such benefits. Once an in- 
dividual has been committed to an institu- 
tion, the law makes little provision for the 
protection of his legal and civil rights. This 
author examines the issues of involuntary 
commitment, what procedures should be 
employed, and what safeguards must be 
taken to preserve the rights of the com- 
mitted person. He cites illustrations from 
the proposed revision of the laws governing 
involuntary hospitalization in Massachusetts. 


EGAL SERVICES for the poor have be- 
come widely available as the result of 
a major effort to bring such help to the 
indigent, but this effort has stopped short 
at the door of the mental hospital. Thou- 
sands of poor persons are committed each 
day thoughout the nation without the bene- 
fit of the barest legal advice and, once com- 
mitted, they reside for years in a legal vac- 
uum which is for all intents and purposes 
total. 
That this should have happened is indeed 
paradoxical, for the treatment of the men- 
tally ill has historically been one of the 
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areas most carefully regulated by law. Laws 
govern commitment and release of the men- 
tally ill, their restraint, their mailing priv- 
ileges. The law even tries to define their 
illness. As it touches the individual, how- 
ever, the interpretation and application of 
these laws dealing with the mentally ill has 
long been relegated to the physician, who 
often does not understand the law to begin 
with and, if he does, is too overworked to 
see to its proper implementation. The ur- 
gent need for general legal services for the 
mentally ill has not even been recognized, 
to say nothing of its having been met. 

With the Community Mental Health Cen- 
ters Act of 1963, following President Ken- 
nedy's special message to the Congress, a 
major change in the care of the mentally ill 
has slowly begun to move across the nation. 
The locked hospital in a forgotten corner 
of the state will, in the next decade, become 
only a sobering memory as the recognition 
and treatment of mental illness becomes a 
community effort. New community mental 
health centers are being built in population 
centers, and the old state hospitals are being 
converted to play a meaningful role in this 
new and exciting system. The lawyer must 
join the community mental health team to 
help patients with their many problems; 
he has an important role to play in the 
rapidly changing methods of dealing with 
the mentally ill. 

This paper will focus upon the need for 
change in three critical areas: who should 
be removed from society against his will, 
by what procedure should such a person 
be removed, and—most important and most 
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often neglected by the law—what should be 
done with such a person once he is in the 
institution. 


Current Abuses in Commitment 


Involuntary hospitalization of the men- 
tally ill raises difficult and crucial questions 
for both law and medicine. Of the two 
broad groups of those who are committed, 
civil and criminal, by far the greatest abuses 
have occurred in the area of criminal com- 
mitment. 

Criminal commitments to the Bridge- 
water State Hospital, the maximum secu- 
rity institution serving the Massachusetts 
Departments of Mental Health and Cor- 
rections, have over the past four decades 
constituted a gross deprivation of the most 
basic rights. Until recently, more people 
left the hospital by death than by all other 
methods combined, Men have spent decades 
“awaiting trial" for misdemeanors as well 
as felonies. Their records speak for them- 
selves: J, D., committed as incompetent to 
stand trial on May 1, 1935, still awaiting 
trial on a charge of simple assault and bat- 
tery; W. K., committed February 11, 1951, 
still awaiting trial on the charge of disturb- 
ing the peace; J. M., committed September 
14, 1921, still awaiting trial for breaking 
and entering, 

One of the saddest cases is that of the 
street vendor who decided his white horse 
would draw more attention if it resembled a 
zebra, so he painted the horse with black 
stripes. Painting a horse is a crime in Mas- 
sachusetts, and this man served more than 
two decades until his death, awaiting trial 
for this dastardly crime. Hundreds more like 
these men are still at Bridgewater; most of 
them are now thoroughly institutionalized 
and utterly forgotten by the law which 
placed them there. 

Perhaps the most incredible finding of all 
is the fact that the physician who conducts 
the initial examination to determine whether 
or not a person is competent to be tried 
often does not know or employ the proper 
criteria for making such determination. 


1 Research into the problem was done b: 
Louis McGarry, M.D., of the Boston University 
Law-Medicine Institute, See also (6). 
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Under present Massachusetts procedure, 
similar to that of many states throughout 
the country, a person may be sent for a 
35-day period of observation at any time 
prior to trial after complaint or indictment. 
He is examined by a physician who, in most 
cases, has had no formal psychiatric training. 
The physician decides whether or not the 
man is psychotic, and if the physician finds 
him to be so, he sends a letter to the court 
stating that the man is incompetent for 
trial. 

The statute allows the man to be com- 
mitted indefinitely without further hearing 
or notice. With the exception of some supe- 
rior courts which order hearings on their 
own initiative, no hearings are held and the 
doctor's letter is accepted at face value. Un- 
less the man has an interested lawyer or 
family member, he may never be tried or 
gain his freedom. The questions “Does he 
understand the nature of the proceedings 
against him?" "Does he understand his 
position with reference to those proceed- 
ings?" and, “Can he cooperate with his attor- 
ney in the preparation of his defense?" are 
neither asked nor answered. 

The criteria for incompetence to stand 
trial are so poorly understood by physicians 
and lawyers that the Boston University Law- 
Medicine Institute has received a grant to 
study the problem for five years. The novel 
feature of this project is that, for the first 
time, an interdisciplinary team of psychi- 
atrists and lawyers will observe patients sent 
to Bridgewater for a determination of the 
question of competency for trial. 

Bridgewater is not the only place where 
forgotten men exist in the cruel status of 
indefinite commitment while awaiting trial. 
They may be found in mental institutions 
throughout the country, as well as in other 
Massachusetts mental hospitals. Only a 
short time ago, I worked with a man charged 
with rape in 1946. I found that the com- 
plaining witness had not been heard from in 
15 years and that there was clearly no case 
which could be made against this man, who 
now could barely remember the details of 
his arrest and the "crime" itself. 

Perhaps this person and others like him 
are mentally ill; perhaps they need to be 
committed; but they should not be held in- 
definitely as criminals awaiting trial. While 
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under criminal commitment, they are not 
able to leave the hospital grounds and take 
part in out-of-hospital privileges which may 
prepare them for a return to the community. 
With legal assistance the man accused of 
rape has had his charges dropped and is now 
on a voluntary commitment status. His con- 
dition has markedly improved as a result 
of the attention paid to him by the law 
which neglected him for so many years. 


Proposed Reform in Massachusetts 


The revision of the Massachusetts stat- 
utes dealing with commitment (now pend- 
ing before the legislature) makes sweeping 
changes in the criminal area.” It provides 
that no person be committed prior to trial 
for longer than he could have been sen- 
tenced for the crime with which he is 
charged; this makes indefinite criminal com- 
mitment for misdemeanors no longer pos- 
sible. In the case of a person charged with 
vagrancy and found incompetent to stand 
trial, for example, the charges would be 
dropped at the end of six months. 

Jf the person still requires hospitaliza- 
tion under the criteria established by the 
section dealing with civil commitment, he 
can be civilly committed or placed on out- 
patient status. Indefinite criminal commit- 
ment under court order while awaiting 
trial would no longer be permitted. All per- 
sons, including those charged with felonies, 
would be given hearings, easily invoked, 
with legal assistance provided, along with 
an opportunity for independent psychiatric 
examination and frequent mandatory peri- 
odic review of their condition. 

Pretrial criminal commitment in Mas- 
Sachusetts represents a prime example of 
legal abandonment as well as a total failure 
of communication between law and psy- 
chiatry—all to the great detriment of the 
committed person. The law has delivered 
these men to the medical profession without 
the barest of legal safeguards and has raised 
questions which are not even understood by 


.?8941 was prepared for the Special Commis- 
sion on Mental Health of the Massachusetts legis- 
lature by an interdisciplinary drafting team con- 
sisting of Dean William J. Curran, Dr. A. Louis 
McGarry, Professor Neil L. Chayet, and Assistant 
Dean Ernest M. Haddad. 
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the doctor, who nevertheless answers them 
without hesitation. Unless such an individual 
has funds to hire a lawyer or has family 
members who will work for his release, he 
is doomed to a life of misery in a maximum 
security institution for the criminally insane, 
with no prospect of an effective legal or 
medical review of his confinement. 

Preliminary findings of the study being 
conducted by the Law-Medicine Institute 
indicate that very few persons are in fact 
incompetent for trial. Thus in the future 
many more persons will probably be 
brought to trial and either jailed, found 
not guilty and released, or found not guilty 
by reason of insanity at the time of the com- 
mission of the offense. The pretrial com- 
mitments will become rare and the true 
issue will then have to be faced much more 
often: Who is to be committed against his 
will under the auspices of the civil law? 
Granted, it was much easier for the law 
to hold a man for 50 years if he was a 
"criminal awaiting trial," even if the crime 
he was accused of was vagrancy, which car- 
ried a maximum of 30 days in jail. Once 
this false issue of “criminality” is removed, 
the truly difficult issue arises as to an ap- 
propriate definition of mental illness for the 
purpose of involuntary commitment. 


Who Shall Be Committed? 


Although there has been a marked in- 
crease in voluntary hospitalization,” there 
will probably always be some who must be 
hospitalized against their will. When we ask 
who these are to be, we find a marked con- 
trast between the legal and medical points 
of view. The legal position is that a person 
should be involuntarily hospitalized only if 
he constitutes a danger to himself or others, 
and danger is usually defined as imminent 
physical danger. 

Many psychiatrists, on the other hand, 
feel that a person should be hospitalized 


3In the past nine years the number of volun- 
tary patients has risen steadily from 2,806 in 
1957 to 6,055 in 1965, or from 31.3 percent of 
total admissions in 1957 to 49 percent in 1965. 
During the same period, prolonged involuntary 
civil commitments dropped from 2,165 to 1,241, 
or from 24.1 percent in 1957 to 9.9 percent in 
1965. We may soon have the same situation as in 
England, where more than 90 percent of all hos- 
pitalized patients are on a voluntary status(7). 
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against his will if, in the opinion of the 
psychiatrist, he is in need of care and treat- 
ment. The rationale for this position is that 
the progressive illnesses of many persons 
can be checked through preventive psychi- 
atric treatment, and these persons must be 
hospitalized so they can be helped. This 
position would be more tenable if there were 
not still institutions in Massachusetts and 
throughout the country which give very poor 
“treatment” to the mentally ill. In too many 
cases, treatment is merely a euphemism for 
custodial care. 

Although the psychiatrists’ standard for 
involuntary hospitalization is untenable at 
the present time, it seems likewise clear that 
some broadening of the concept of im- 
minent physical danger is called for. Phy- 
sicians and lawyers alike are agreed that 
the present Massachusetts definition is com- 
pletely inadequate and that, if rigorously 
applied, very few of us would avoid invol- 
untary hospitalization. The definition pro- 
vides that a mentally ill person, for the 
purpose of involuntary commitment to a 
mental hospital, 


. . Shall mean a person subject to a disease, 
psychosis, psychoneurosis or character disorder 
which renders him so deficient in judgment or 
emotional control that he is in danger of caus- 
ing physical harm to himself or to others, or 
the wanton destruction of valuable property, 
or is likely to conduct himself in a manner 
which clearly violates the established laws, 
ordinances, conventions or morals of the com- 
munity (italics mine) (5). 


A proper definition of a mentally ill per- 
son for the purpose of involuntary com- 
mitment must be worded in terms of the 
behavior the society is seeking to prevent. 
The definition below is included in the Te- 
codification of the Massachusetts commit- 
ment laws now pending before the Mas- 
sachusetts House. Throughout the act, the 
following phrase appears as a shorthand 
reference: “A person may be hospitalized 
if failure to hospitalize the person would 
create a likelihood of serious harm to the 
person himself or to other people by reason 
of such person’s mental illness or other 
mental disability.” “Likelihood of serious 
harm” is given the following alternative 
meanings: 
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... 1) a substantial risk of physical harm to 
the person himself as manifested by evidence 
of threats of, or attempts at, suicide or serious 
bodily harm; 2) a very substantial risk of grave 
social harm to self such as the loss of a pro- 
fessional license or means of livelihood or a 
serious loss of property; 3) a substantial risk 
of physical harm to other persons as manifested 
by evidence of homicidal or other violent be- 
havior or evidence that others are placed in 
reasonable fear of violent behavior; 4) a very 
substantial risk of behavior which is socially 
destructive to others, such as serious harass- 
ment, grave offenses against public decency or 
behavior by a parent which inflicts serious 
psychological damage on his children; 5) a 
substantial risk of physical impairment or in- 
jury to the person himself as manifested by 
evidence that such person’s judgment is so 
affected that he is unable to protect himself in 
the community and that reasonable provision 
for his protection is not available in the com- 
munity. 


A related question, often ignored when 
definitions are discussed, is what is done for 
the person once he is committed. If he is 
given only the barest custodial care, per- 
haps we should move much closer to the 
legal model, which calls only for the com- 
mitment of those who are in imminent dan- 
ger of causing physical harm to self or 
others. If we can offer meaningful medical 
and psychiatric treatment, perhaps we can 
justify the commitment of those whose 
harm will be “social” in nature and ulti- 
mately move toward a more genuine med- 
ical model. 

I would propose the following formula. 
Would that it were capable of being trans- 
lated into clear, concise, and practical 
Statutory language: Ease and informality of 
commitment process + length of time of 
commitment = seriousness of threatened 
conduct + nature and effectiveness of treat- 
ment offered. 

If, for the purpose of involuntary commit- 
ment, one is to define a mentally ill person 
in terms of the behavior society seeks to 
prevent, the clearest case can be made 
when it can be shown by proper evidence 
that @ person is bent on suicide or on im- 
minently dangerous behavior which may re- 
sult in death or serious injury to other 
People. A more difficult case is the person 
who is not in immediate danger of suicide 
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and who poses no direct threat to other per- 
sons but who forgets to turn the gas jets off 
now and then, or who wanders through the 
streets eating garbage, sleeping on benches 
and in doorways, slowly deteriorating to- 
ward a degrading death. Perhaps, as Judge 
David L. Bazelon implied in the Lake 
case(3), the mental hospital should be a 
last resort, but even under present condi- 
tions the hospital is often superior to the 
nursing homes and other resources which 
the community presently has to offer. 

An even more difficult case is the person 
who causes grave social harm to himself or 
other people: the man of fine position and 
reputation in the community who begins to 
write obscene letters to his friends and as- 
sociates; the man who has worked hard all 
his life to accumulate a modest amount of 
capital and who runs through the streets 
handing ten-dollar bills to everyone he 
meets; or the alcoholic who spends his 
nights in a drunken stupor hallucinating in 
the presence of his small children. Perhaps 
we need to be more sure that social harm 
is being done or will be done than when we 
commit the homicidal or suicidal risk, but 
it does seem that the law should allow for 
the involuntary commitment of those per- 
sons whose illness initially shows itself in 
serious social manifestations. 

The use of the words "substantial" with 
reference to imminent physical harm and 
"very substantial" with reference to social 
harm in the Massachusetts proposal is in- 
tended to invoke two different standards of 
predictability. One hopes that the psychiatrist 
will be able to understand and adhere to this 
principle, and a judge, who will be the ulti- 
mate arbiter in case of a conflict, will be 
able to interpret and apply this concept. 


What Procedures Are Best? 


Other difficult questions arise about the 
Procedure for involuntary commitment. 
Some would like to see a jury trial before 
such commitments take place. This seems 
to be a step backward which would badly 
encumber an already overloaded judicial 
system. A single judge, subject to proper 
Teview, is better able than a jury to evaluate 
Medical testimony and deal with the issues. 

Professor Henry Weihofen, commenting 
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on the Illinois law which, from 1867 to 
1893, required all commitments to be made 
by jury trial, said the records of state hos- 
pitals show that more sane persons were 
committed than would ever have been 
committed by psychiatrists(8). The clin- 
ical implications of a jury trial may be very 
bad; exposure to the jury and through 
them to the community may directly cause 
a worsening of the person’s condition. 

The following statement, made by Dr. 
Henry A. Davidson in a address to the 
American Civil Liberties Union, shows the 
potential danger of an overemphasis of the 
legal aspects of hospitalization: 


Some years ago, I was involved in a tragic 
incident in another state. A depressed man was 
at a hearing concerning his commitment. His 
family and his doctor correctly feared that, 
unless hospitalized, he would kill himself. The 
man insisted on his day in court. In that state, 
any patient has the right to confront those who 
say that he has to be locked up; that is, the 
right to hear witnesses against him. He heard 
his wife, his daughter and his beloved family 
doctor testify about his deep depression and 
their concern, The patient softly excused him- 
self and went to the men’s room. A few minutes 
later, an alarmed bailiff called a court attendant 
and myself into that room. His head was over 
the toilet bowl, blood pumping out of a severed 
carotid artery . . . 

The newly-made widow cried: “Why did we 
have to do this to him?" And the judge gently 
explained that, to protect his civil rights, he 
had to be confronted with the evidence which 
might lead to his hospitalization. Thus, we 
could all take satisfaction in the fact that he 
died with his civil liberties carefully guard- 


ed. . (1). 


There is one other majór procedural 
problem: this is the manner in which the 
person is initially hospitalized. Present Mas- 
sachusetts procedure, similar to that of 
many other states, provides for indefinite 
judicial commitment. A hearing is granted 
the mentally ill person in every case, ex- 
cept where the person affirmatively declines 
a hearing. In such cases, and there are 
hundreds, the judge acts largely as a rubber 
stamp to the physicians recommendation. 
It is very rare indeed that a judge does not 
accept the recommendation of the certifying 
physicians. Once so committed, the person 
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may spend the rest of his life in the hos- 
pital. 

In addition, the legal research necessary 
to understand the present commitment law 
is enormous. Section 51 of chapter 123 of 
the law, the key civil commitment section, 
refers the reader to the following sections, 
all of which must be read simultaneously 
with section 51: §§ 10, 33, 34A, 53, 50, 99, 
100, 101, 102, 103, 104, and 105. 

The proposed Massachusetts law would 
abolish indefinite judicial commitments. Per- 
sons could come and go just as they would 
in a general hospital. The difference between 
a court-committed patient and a voluntary 
patient would be eliminated, along with the 
consequences which flow from this distinc- 
tion. For example, court-committed patients 
routinely lose their drivers’ licenses, while 
voluntary patients do not, Status has become 
more important than the patient’s condition. 

Under the proposed law, if a person 
wanted to leave the hospital and the doctors 
felt that this would be inadvisable because 
of the possibility of harm to the person him- 
self or to other persons, the hospital would 
then petition the court for a hearing to hold 
the patient. This would shift the burden 
from the patient, who now must go to court 
to be released, to the hospital, which would 
have to go to court to hold him. 

Emergency commitment is another prob- 
lem remaining. Some persons must be re- 
moved from the community in an emergency, 
and the present law permits a police officer 
or physician to transport a person to a hos- 
pital and apply for his commitment. Under 
the proposed code, which has provisions 
similar to existing law, the person could 
be held for ten days and would then be in 
the same status as all other patients in that 
he could leave unless the hospital petitioned 
the court to hold him. 

; The proposed code grants immunity from 
civil suit to the police officer or physician — 
a questionable provision but one considered 
necessary because of the great fear of doc- 
tors and police officers to employ civil com- 
mitment even in cases where it is Clearly 
indicated. Failure to use civil commitment 
was a direct cause of the death of a 12-year- 
old girl, who was killed by her father. The 
man had not been committed even after 
frantic pleas to police and physicians, be- 
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cause they feared legal liability and harass- 
ment. 

Problems of commitment and release 
have been highlighted in recent years by 
the increasing threat of malpractice and 
false imprisonment suits. If the physician 
orders the commitment of an individual 
whom he considers a danger to himself or 
others, he runs the risk of a suit for false 
imprisonment. If he discharges a person who 
turns out to be dangerous to the detriment 
of a third person, he may face legal action 
by the person who is injured by the dis- 
charged patient(2). 


What Happens After Commitment? 


In addition to the confusion created as to 
who should be committed and by what pro- 
cedure, the law has also failed to protect 
the legal rights of the individual once he is 
in a hospital. The proposed legislation will 
attempt to fill this gap by creating a system 
of mental health legal advisers. These ad- 
visers would be lawyers working full-time 
within a mental hospital with those who are 
there involuntarily, negotiating their position 
with the doctors, recognizing with the psy- 
chiatrists when a person is truly ill and re- 
quires hospitalization, but helping the per- 
son to challenge his hospitalization within 
the legal framework which has been pro- 
vided. 

Such a system has worked extremely well 
in New York, the only state which has thus 
far instituted a plan of this sort. The effec- 
tiveness of New York's Mental Health In- 
formation Service is shown by its experience 
at Bellevue Hospital. There, prior to the 
institution of the Mental Health Informa- 
tion Service, 40 to 50 commitment hearings 
per week were held before a judge. Three 
percent of these resulted in the patient's 
gaining his freedom. After the Mental 
Health Information Service was instituted, 
the number of hearings dropped to an av- 
erage of eight per week and the number of 
those released rose to 25 percent.* The de- 
cline in the number of hearings is attributed 


* These statistics were obtained from Simon 
Rosenzweig, director, New York Mental Health 
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to the fact that the lawyer is frequently 
able to secure a person’s release through 
consultation with the psychiatrist without the 
need for a judicial hearing. It is significant 
that the psychiatrists’ judgments are upheld 
75 percent of the time when the hearings 
do take place, illustrating that psychiatric 
opinion is still given great weight by the 
court. Nevertheless, the marked decline in 
the number of hearings and the rise in the 
percentage of those achieving release dra- 
matically demonstrate that the lawyer is 
serving an extremely valuable function. 

In sum, it is very important that a lawyer 
be regularly available to the people who so 
badly need him. He is there to explain in 
nonmedical terms why a person must remain 
in the hospital; he is there to challenge the 
psychiatrists when such challenges must be 
made; he is there more often to assist them; 
and perhaps most important, he is there to 
see that no one is forgotten. And with four 
or five psychiatrists, or at the best hospitals 
even 20 or 30 psychiatrists, responsible for 
thousands of patients, persons sometimes 
are forgotten. 

The most important component of men- 
tal health legislation is the requirement that 
the commitment of all persons, particularly 
those held against their will, be frequently 
reviewed so that appropriate action can be 
taken quickly if there is a change in their 
status. The legal adviser can see that this 
review is in fact given and can work within 
the system. When a patient is admitted to 
the hospital involuntarily, or even volun- 
tarily, he should be met by a psychiatrist, 
a social worker, and a lawyer who can ex- 
plain the person’s legal position and render 
to him such assistance as is appropriate. 

In addition to the need for a lawyer to 
assist the patients in clarifying and review- 
ing their commitment status, there are the 
general legal needs of the mentally ill which 
have been gravely neglected. The wealthy 
patient in a private hospital usually finds 
himself with a full complement of legal as- 
sistance in the form of guardians, conser- 
vators, and private attorneys. But the thou- 
sands of poor persons in institutions for the 
mentally ill have little access to legal assis- 
tance. 

One of the most common and most pa- 
thetic examples, recurring hundreds of times 
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each year, is the case of Mrs. L. She was 
committed to a hospital and her sole ma- 
terial possessions in life were estimated as 
approximately $90 worth of furniture and 
miscellaneous personal possessions. In fur- 
ther investigating the case of the elderly 
Mrs. L., I found that her possessions filled 
five pages of inventory and included a 
television set, an air conditioner, washer, 
and dryer. Yet it was chalked up as worth 
$90 and, without a lawyer's intervention, 
would have been auctioned for storage 
charges within a few months. 

The new code would give the mental 
health legal adviser the legal authority to 
act as conservator for the patient in cases 
involving assets of $500 or less, without the 
necessity for probate proceedings. Flagrant 
abuses have occurred in the protection of 
the property rights of the mentally ill. Even 
the regulations of the Department of Men- 
tal Health are contrary to law. The statute 
provides: “. . . a finding that a person is 
mentally ill for purposes of commitment to 
a mental hospital or school shall not per se 
import a finding of civil incompetency or of 
criminal irresponsibility.” Yet, regulation 9 
of the Department of Mental Health states: 


Item 2. Execution of Instruments by Patients. 
a. No patient (includes patients under §86 
Voluntary) in an institution under the Depart- 
ment of Mental Health or in an institution 
licensed by the aforesaid Department shall be 
permitted to make a will, to execute any con- 
tract, deed, mortgage or other legal conveyance, 
or sign any bill, check, bond, draft, promissory 
note, or other evidence of indebtedness(4). 


There is an equally great need for gen- 
eral legal assistance for mental patients to 
resolve problems of divorce, landlord- 
tenant relations, and custody of children. 
Difficulties in these areas abound in the 
state hospital. The programs of legal ser- 
vices to the poor should be immediately 
expanded to provide general legal services 
to the hospitalized mentally ill. 

Through the years, the law has placed 
great emphasis on getting poeple into men- 
tal hospitals and has done very little for 
them once they are there. The law must now 
provide continuing legal assistance on a reg- 
ular basis to those within our mental insti- 
tutions, and psychiatry should welcome the 
addition of the lawyer to the treatment team. 
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To a society increasingly sensitive to the 
rights of the downtrodden and deprived, 
these abuses must be apparent. It is now 
time to do something about them. 
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Evolution of British Attitudes Toward Homosexuality 


BY SIR JOHN WOLFENDEN, C.B.E. 


The author, who chaired the British depart- 
mental committee to examine the law and 
practice relating to homosexual offenses 
and prostitution, explains the thinking be- 
hind the recommendations of the commit- 
tee’s report. The function of the criminal 
law is to preserve public order and de- 
cency and to protect the weak from exploita- 
tion rather than to impose a particular pat- 
tern of moral behavior. It follows, then, that 
there are areas of life which are no concern 
of the criminal law even though they may be 
of significant moral concern to individuals 
and to society. 


| ie ORDER TO dispel any exaggerated ex- 
pectations, I want to make one thing 
clear from the start. I have no medical or 
legal qualifications of any kind. Rather more 
than 12 years ago I became involved, by 
accident and at the invitation of the then 
British Secretaries of State for Home Affairs 
and for Scotland, in the chairmanship of a 
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departmental committee which they. set up 
to inquire into homosexual offenses and of- 
fenses in connection with prostitution. 

Our precise terms of reference are per- 
haps worth quoting so that there will be no 
misunderstanding of what we were and what 
we were not to examine. We were instruct- 
ed to consider: a) the law and practice re- 
lating to homosexual offenses and the treat- 
ment of persons convicted of such offenses 
by the courts; and b) the law and practice 
relating to offenses against the criminal law 
in connection with prostitution and solicita- 
tion for immoral purposes; and to report 
what changes, if any, were in our opinion 
desirable. 

We were not, you will observe, concerned 
with homosexuality as such or with pros- 
titution as such. This is a point which must 
be blindingly obvious to a gathering like 
this present one, but it is a point which we 
found the greatest difficulty in driving into 
the heads of the general public in Britain. 
We were concerned with offenses against 
the law in these two areas, and, in the case 
of homosexual offenses, with the treatment 
of offenders. We were also, for technical 
reasons which do not concern us here, a 
departmental committee, not a royal com- 
mission. 
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The Role of the Committee 


We were not a committee of experts. 
Rather, we were a jury listening to the tech- 
nical evidence of experts, trying to weigh it, 
and trying to make up our minds on it. We 
had two distinguished lawyers and two dis- 
tinguished doctors among our number, but 
their primary duty was less to behave as 
experts themselves than to interpret to the 
rest of us the technical evidence which oth- 
ers gave—and a highly important contribu- 
tion they made. 

At the first meeting I ventured to make 
three preliminary observations, along the 
following lines. 


We are assembled to try to advise the govern- 
ment on topics which are deeply controversial 
and to many people extremely distasteful. So 
let us be clear from the start that whatever 
we recommend, and I have no idea what 
that will be, it will almost certainly be pas- 
sionately opposed by approximately one-half 
of the population. In short, we can’t win. So 
our business is to listen to the evidence and 
make up our own minds, never looking over 
our shoulders to see what is likely to be the 
outside world’s reception of our conclusions, 
Whatever they may turn out to be. 

Secondly, I suggest that we should not be 
content with piecemeal recommendations 
about particular parts of our field. I hope we 
may be able to find some valid general prin- 
ciples and then apply them to our special 
Concerns, so that we have a logical position 
which can be logically defended. Thirdly, al- 
though we are technically reporting to the 
Secretaries of State I hope we may produce a 
report which will be intelligible to the ordinary 
intelligent man and woman and may, what- 
ever it turns out to say, be of some general 
educational value to the country as a whole. 


"That was our general line of approach, and 
for three years we worked fairly hard along 
that line. 

. It is perhaps worth pointing out that it 
is nearly 13 years ago that we started, 
and during that time things have changed 
Quite a bit in many parts of the world. So 


_ Perhaps a word about the background in 


Britain at that time is not out of place. 

In the three or four years before our ap- 
pointment there had been a number of rather 
Sensational cases of prosecutions for homo- 
Sexual offenses. There had been in conse- 
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quence two quite different kinds of uneasi- 
ness expressed. On the one hand there was 
a widely-voiced fear that what was called 
“this kind of behavior" was becoming in- 
creasingly widespread, especially in certain 
intellectual and artistic circles, and was dam- 
aging the nation's moral fibre. On the other 
hand, there were increasingly open condem- 
nations, by those who regarded themselves 
as liberal and progressive, not only of the 
law as it stood but of the arbitrary and al- 
most capricious way in which it was being 
applied. 

Simultaneously, on the other half of our 
remit, there was increasing alarm and in- 
dignation about the blatant and shameless 
behavior of prostitutes in public places in 
London and some of the provincial cities. 
There was a clamor that “something must 
be done." But nobody quite knew what. So, 
in accordance with the best governmental 
tradition, a departmental committee was set 
up to investigate. 

I will not weary you with a blow-by-blow 
account of our deliberations or of the recep- 
tion of our report(1), when it was pub- 
lished, by the press and the public. But 
there was one event which I hope you will 
forgive me for narrating in some detail, be- 
cause it turned out to be cardinal to our 
whole thinking. We began, of course, by 
studying and trying to absorb preliminary 
memoranda from a wide variety of sources, 
official and unofficial; after we had done that 
we thought we were ready to hear oral 
evidence. 

Our first oral witness was the then Lord 
Chief Justice of England, Lord Goddard. 
It is rather a disquieting experience for a 
layman like myself to have in the witness 
box, as it were, the Lord Chief Justice, 
open to interrogation and rigorous examina- 
tion. Fortunately, I had known him person- 
ally for many years, so embarrassment was 
diluted by former acquaintance; but it was 
still a rather unusual and piquant situation. 
I explained, as he already knew, that I was 
not versed in the law. But, still seeking for 
underlying general principles, I asked him if 
he could help me, in our consideration of 
the law on these matters, by telling me what 
sort of actions he thought ought to be 
crimes. 
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After a long and impressive pause he 
said that that was a question which in that 
form he could not answer. I asked him if he 
would put it into a form in which he could 
answer it, and then answer it. There followed 
a fascinating hour of conversation on the 
nature of crime; and although you must not 
attribute to Lord Goddard anything of what 
follows it is only right to acknowledge that 
it was he who knowingly or unknowingly 
set our feet on the path we trod to the end. 

A. crime, and here I begin to dogmatize, 
is any action about which the competent 
legislative authority says *If you do that we 
shall punish you." The competent legisla- 
tive authority may be, in Britain, Parliament 
in national affairs, or the headmaster of a 
school, or the relevant committee of a pro- 
fessional organization or a trade union. 
There is no form of behavior which of its 
own nature is criminal; an action is only 
criminal if somebody who is empowered to 
say so says that it is. 

There are, on the other hand, ways of 
behaving which many people would regard 
as immoral or sinful. The word "sin" is not 
very popular nowadays (however prevalent 
the forms of behavior to which it applies) 
and the religious and theological presup- 
positions which underlie it are by no means 
universally accepted. But even if "sin" is 
out of fashion (the word, I mean, not the 
conduct) there still remain many people 
who would say that such and such an action 
is "wrong." Or if even that seems too direct 
and stark a monosyllable, they would agree 
that such and such an action was “not right." 

They may make this judgment for any 
one of a variety of reasons, depending on 
their ethical views—that it causes unhap- 
piness, that it is contrary to man's nature, 
that it is dysgenic, or simply that they don't 
like it. Whatever their basic moral theory, 
there are some actions which they call good 
or right and others which they call bad or 
wrong or (at the very least) not right. AII 
these adjectives imply moral judgment on 
some basis or other. 

à The question for the legislator, the ques- 
tion we could not avoid because we were 
required to report what changes, if any, in 
the law we thought ought to be made, was 
this: What actions, recognized as being 
wrong or sinful or not right, ought to be 
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made into crimes? There is one circle, so to 
speak, of actions to which moral adjectives 
properly belong; they are good or bad, right 
or wrong. There is another to which ad- 
jectives of criminality belong; they are law- 
ful or unlawful, legal or illegal. The question 
is how far these circles should be made to 
overlap or, indeed, be made to be identical. 

In some societies there is no problem. 
Under the theocracy of Calvin's Geneva, it 
was clear that the laws must be such as to 
punish every action which that theocracy 
regards as sinful. If a headmaster makes the 
rules of a school for immature boys he can 
do so on the basis that if any boy obeys all 
the rules he will be living the moral life. 
But I myself happened to have had an ex- 
perience which cured me of that particular 
point of view. 

Many years ago I too was headmaster 
of a school. I was in fact in that context 
what I have earlier called “the competent 
legislative authority," and I had hauled be- 
fore me one day, for the appropriate dis- 
ciplinary action, a boy who had been ap- 
prehended in a normal schoolboy crime, 
copying the answers from the notebook of 
the boy next to him. Before proceeding with 
the processes of justice I asked him if he 
had anything to say. He said “Yes, sir." (He 
was a very nasty small boy, who is now, I 
expect, making a lot of money at the bar.) 
I asked him what. He said “Sir, there is no 
School rule against it." 

You see. If you once begin to legislate in 
order to ensure that compliance with the law 
is synonymous with the moral life, you have 
to legislate for everything; and although that 
may be excusable in a society of immature 
persons (though I do not myself believe 
that it is) it seems to me to be quite inap- 
propriate behavior in those who are legis- 
lating for adult mature citizens of a de- 
mocracy. 


The Disjunction of Crime 
and Immorality 


Short of that complete identification of 
the criminal and the immoral, is there any 
position which makes more sense? We did 
not, of course, set the criminal and the 
moraly wrong in opposition or antithesis 
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to each other. But we did set them in dis- 
junction from one another; and this is, I 
believe, a position which is confirmed by 
experience and common sense. 

There are many daily infringements of 
the law which their perpetrators would not 
regard as immoral or repugnant to con- 
science. I do not know how it is with you, 
but I am prepared to believe that I break 
one law or another every day without know- 
ing it—and if I do not know I am doing it 
my moral withers are unwrung. If I were 
slightly to exceed a speed limit (which I 
never do, because I do not drive a car) I 
should not, I suspect, regard myself as mor- 
ally culpable in any very serious sense. 

More important, the converse is true. 
There are a good many ways of behaving 
which most people would regard as morally 
reprehensible but which are not against the 
law. Acts of meanness, selfishness, coward- 
ice, cruelty are not criminal offenses except 
in those rare particular cases where laws 
have been made about them. 

More important for our present concern, 
there are a good many forms of sexual be- 
havior which most people would regard as 
deserving moral condemnation but which are 
not offenses against the criminal law. Adul- 
tery, in England at least (there is a fascinat- 
ing doubt about the law in Scotland), is not 
a legal offense; nor, for that matter, is for- 
nication; nor, for some odd reason, is homo- 
sexual behavior between women. Yet all of 
these, in various degrees, might well be 
considered by many to be sinful, or wrong, 
or (at the very least) not right. So I think 
we were not being outrageous or provocative 
or mischievous when we suggested that it is 
legitimate to draw a distinction between 
what we may perhaps call, in time-saving 
monosyllables, crime and sin. 

Granted that this is so, we go back to the 
question I asked of Lord Goddard: “What 
sort of actions ought to be crimes?” Or, to 
put it another way, at what level and in 
what instances or on what general principles 
Ought the competent legislative authority to 
designate as crimes forms of behavior which 
are held to be sins? 

Problems arise at once. I said “held to 
be sins.” So held by whom? Whose pattern 
of moral judgments is to determine legisla- 
tion? It is easy enough, as I hinted earlier, 
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if one lives in Calvin's Geneva; and it may 
be that there were parallels in the early 
history of New England. But if you were to 
start with the competent legislative authority 
in Britain, our two Houses of Parliament, 
it would be mighty difficult to discover an 
agreed pattern or (as the lately fashionable 
word is) consensus of moral judgments 
that legislation could translate into a code 
of criminal law. Are we talking about sin 
as defined by Roman Catholic theology or 
by austere Puritanism? Are we talking about 
the current sexual standards of our mid- 
20th-century permissive society? 

That is one problem. The second is this: 
If you once try to enshrine in the criminal 
law the accepted standards of any one age, 
how do you ever change the law if the ac- 
cepted standards change? It is a common- 
place that different standards of sexual be- 
havior are the accepted standards in different 
places at the same time and in the same 
place at different times. Which standards at 
which place at which time should determine 
if a man is to be sent to prison? 


The Proper Function of 
the Criminal Law 


Our own conclusion—and it is time I 
came out with it instead of continuing to 
ask these tedious rhetorical questions—was 
this. We came to the view that the function 
of the criminal law in this area of behavior 
is to safeguard public order and decency and 
to protect those who for whatever reason 
are properly regarded as the weak and there- 
fore deserving society's protection. We con- 
cluded that in this area the private behavior 
of an adult individual, male or female, is no 
concern of the criminal law. I stress "an 
adult individual" because we were as deeply 
concerned as any other collection of 15 citi- 
zens to protect children, the mentally weak, 
and the officially subordinate. But I suggest 
that if this guideline is followed a coherent 
and logical pattern emerges. Let me be more 
explicit. 

It is no concern of the criminal law if 
two adult consenting males indulge in homo- 
sexual behavior in private. It may be a 
form of behavior of which you and I dis- 
approve; we may be disgusted by it; we 
may, on all sorts of moral grounds, find it 
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repugnant. But none of those subjective re- 


actions of ours have anything to do with . 


criminality. Every day I come across forms 
of behavior to which all these descriptions 
apply; but that fact does not entitle me to 
demand that those who behave in this way 
should be sent to prison. 

I disapprove of adultery; and so do a 
good many other people. We do so be- 
cause we think this sort of behavior is im- 
moral, or wrong, or “not right.” But I do 
not demand that adulterers and adulter- 
esses should be subject to the criminal law. 
If men and women, or men and men, or 
women and women, indulge in sexual acts 
in public, I not only disapprove, I think 
the law ought to do something about it. 
And I think this because I think the law's 
business is to protect me and my wife and 
children from affronts against decency. 

I do not think this because I think such 
behavior immoral. That seems to me not to 
be the point. I do not think the law has a 
right to enter, as it were, anybody's bed- 
room. Sexual behavior is nobody's business 
except that of those immediately concerned, 
unless their behavior offends against public 
order and decency. 

This is the basis in logic for the two 
halves of our recommendations, that homo- 
sexual behavior between consenting males in 
private should be no concern of the criminal 
law and that solicitation by prostitutes in 
public places should render them liable to 
prosecution. We were not concerned with 
prostitution or fornication as such; we were 
concerned with the criminal law and its 
function as the protector of public order 
and decency. 

It is easy to say that the Street Offences 
Act, which was introduced on the basis of 
our recommendations, did no more than 
Sweep prostitutes off the streets and under 
the carpet—in fact into the striptease 
joints and cryptobrothels of notorious parts 
of London. Again, my withers are unwrung. 
We were not so starry-eyed as to imagine 
that prostitution can be abolished. Our ob- 
Jective was to make the streets of London 
tolerable for the ordinary citizen and safe 
for an attractive. girl who is not a prostitute, 
And if prostitution continues, in London or 
elsewhere, I am not surprised. 

Nor am I moved when I am told that I 
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am a hypocrite or a self-deceiver if I think 
that because the streets of London are now 
less thickly populated by nightwalkers or 
loiterers the standard of sexual morals in 
London has improved. Quite simply, our 
objective was not social reform; it was some- 
thing which was quite different and which 
was within our terms of reference as a com- 
mittee. I may have all kinds of private and 
personal views about prostitution, but I am 
not so arrogant as to suppose that my per- 
sonal views about sexual morality should 
be sanctified by the criminal law. 


Legal Versus Moral Responsibility 


May I give just one example of the dif- 
ficulty which quite intelligent people seem 
to have in making this distinction? After 
our report was published I was in conversa- 
tion with an extremely distinguished eccle- 
siastic in Britain, an old friend of mine. He 
took me sharply to task for what he called 
discrimination against the women. “Surely,” 
he said, “you would agree that the man who 
goes with a prostitute is as guilty as the 
woman is." *My dear Archbishop," I said— 
because that is what he was—‘“of course 
the man is as guilty as the woman is of 
what you and I would both call the sin of 
fornication. The man is not as guilty as the 
woman is of what I regard as the offense 
against public order and decency involved 
in cluttering up the streets of London and 
soliciting all the available male passersby." 

I have tried to explain what our concerns 
were and what they were not. I am well 
aware that these are highly controversial 
matters; and I have heard much talk—per- 
haps more than most people—of national 
decadence, of unnatural behavior, of disgust 
and scorn. I believe, still, after 13 years, 
that we were right. 

In all the debates in both Houses of 
Parliament, all the arguments, prejudices, 
convictions, apprehensions, indignations, 
sympathies have been marshalled, deployed, 
and recapitulated time after time. In the 
end what I regard as unsentimental logic 
prevailed. Gradually public opinion changed, 
not dramatically overnight but by what I 
Tegard as a dispassionate assessment of the 
nature of human beings and the nature of 
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the criminal law. In the end, on the initia- 
tive of a Conservative peer, the Earl of 
Arran, in the House of Lords, and with the 
support of an eloquent advocate, Mr. Leo 
Abse, in the House of Commons, the law 
in Britain was changed, almost exactly ten 
years after the publication of our report. 

It is not for me to say whether or not, 
from the legal or the medical point of view, 
this is a good thing. Still less is it for me to 
say whether other countries, whose laws 
are what Britain’s used to be, should change 
them. I never thought it my business, at 
home, to campaign for a change in the 
law. My colleagues and I took the respon- 
sibility of making certain recommendations 
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for what we thought to be valid and defen- 
sible reasons. The legislators eventually ac- 
cepted those recommendations and wrote 
them into the law. It is for them and for 
you to judge what public opinion is in 
these matters and to decide how far the law 
should lead public opinion or follow it. I 
am content to have our stated position 
judged in terms of rational thinking and 
human happiness. 


REFERENCES 


1. Report of the Committee on ‘Homosexual Of- 
fences and Prostitution. London: H. M. Sta- 
tionery Office (Cmnd. 247), 1957. 


Therapeutic Abortion: Patients, Doctors, and Society 


BY ARTHUR PECK, M.D. 


After reviewing the current laws and prac- 
tices governing abortion in other parts of 
the world, the author concludes that public 
pressure in the United States will probably 
be directed increasingly toward social rather 
than medical indications for abortion. This 
trend, which culminates in abortion upon 
request, may create serious personal con- 
flicts among physicians confronted with such 
requests, however, since their medical train- 
ing has fostered attitudes not conducive to 
this view. 


Bene AND AVAILABLE contraception 
plays an important role in permitting 
women to enjoy their femininity. Yet in the 
United States one of every six brides is preg- 
nant on her wedding day and one of every 
three high school brides is pregnant(7). 
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Thus unwanted pregnancies continue to bea 
major problem despite progress in contra- 
ception. 

The number of unwanted pregnancies 
which do not end in the delivery room is 
unknown but is usually guessed as at least 
one million per year. Gold(8) points out 
that from 1958 to 1964 puerperal deaths 
in the United States dropped by 11 percent, 
but deaths from septic abortion rose by 31 
percent. This strongly supports the widely 
held belief that the number of illegal abor- 
tions is rising significantly(9). 

A common misconception is that most 
abortions are done on unwed women. All 
authors discussing abortion agree, however, 
that it is married women with several living 
children, not single women, who make up 
the majority undergoing both illegal and le- 
gal abortions. 

Within the past decade considerable pub- 
lic discussion of abortion practices and laws 
has taken place. The number of articles on 
abortion in the medical literature has in- 
creased every year(20). So has the number 
of articles in the popular press, particularly 
since the thalidomide tragedies. Public in- 
terest in abortion has been given direction 
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and active leadership by physicians and 
lawyers. 

This has culminated in such concrete 
measures as the June 1967 resolution of the 
American Medical Association House of 
Delegates endorsing the need for change in 
abortion laws. The section on abortion of the 
Model Penal Code drawn up by the Amer- 
ican Law Institute has been the subject of 
debates in many state legislatures, has been 
approved by at least 16 state medical so- 
cieties, and has been enacted into law in 
Colorado, in North Carolina, and, with 
some modification, in California. 

It has been a source of satisfaction to the 
great majority of American physicians to pro- 
vide official approval of long-felt needs for 
the granting of abortion to women whose life 
or health was endangered by pregnancy, or 
whose pregnancy resulted from rape or in- 
cest, or whose fetus was threatened with 
serious defect by intrauterine disease or in- 
jury. However, against the perspective of 
developments outside the United States and 
as yet unsolved problems within the United 
States, these recent changes are seen in a 
different light. Two questions are raised: 
1) Does a woman have the right to decide 
whether or not to give birth? 2) Does legal 
abortion have a role in population control? 


Experience with Liberalized Abortion 
Laws in Scandinavia 


In 1938 Sweden’s abortion law was mod- 
ified to include provisions which are only 
now being considered in the United States. 
Denmark, Norway, and Finland soon fol- 
lowed Sweden in permitting abortion to safe- 
guard the mother’s life or health (including 
her mental health) and in cases of rape, in- 
cest, or a mother less than 15 years old. 
Eugenic considerations such as hereditary 
disease or defect were also made indications 
for abortion. 

It was expected that these broader con- 
ditions would increase the number of legal 
abortions and decrease the number of il- 
legal ones. However, little change actually 
occurred. Because of this, an additional cat- 
egory of legal ground for abortion was added 
in 1946. This was the “sociomedical” group 
of indications, which recognized the social 
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factors affecting the health of the mother 
and the role of the immediate environment 
in the life of both the mother and the an- 
ticipated child. The “worn-out mother,” a 
woman with several children whose capacity 
to function had decreased with the addition- 
al burdens brought on by successive chil- 
dren, was granted abortion even in the 
absence of a formal psychiatric or other 
medical diagnosis. Factors such as poverty, 
inadequate support by a husband, and inad- 
equate housing were given consideration in 
requests for abortion. 

That this change affected more women 
who wanted abortions can be seen from the 
sharp rise in therapeutic abortions which en- 
sued: from 12 abortions per 1,000 live births 
in 1945 to 57 per 1,000 live births in 
1951(23). However, this rise did not con- 
tinue, and the ratio of abortions to live births 
has since declined. Perhaps this decline is 
due to the increasing use of contraception 
with the advent of oral contraceptives, but 
it is also possible that interpretation of the 
abortion laws has gradually become more 
restrictive. 

In 1963, fetal injury due to rubella, Rh 
incompatibility, irradiation, and teratogenic 
drugs such as thalidomide was made an in- 
dication for abortion. No new rise in the 
legal abortion rate ensued. No new indica- 
tions have been added since then. 

There are differences in abortion laws 
and practices in the four Scandinavian coun- 
tries, but they are similar enough to permit 
some general observations. The goal is not 
to encourage abortion, but to prevent it. 
There is no need to reduce the population 
since the birth rate is not high and there 
are ample land and natural resources to sup- 
port a larger population. 

The considerations behind Scandinavian 
abortion codes are humanitarian, in keeping 
with the general emphasis on social welfare 
for which these nations are celebrated. Il- 
legal abortion is deplored because of its 
dangers to life and to health. It is recog- 
nized that sex education does not prevent 
unwanted pregnancies. Moreover, it is rec- 
ognized that financial and medical aid to 
mothers, which is provided by government 
and by private agencies, is not an adequate 
solution to the human problems created by 
many pregnancies. 
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In an effort to provide more help, “moth- 
er’s aid stations” have been created to coun- 
sel women whose pregnancies pose serious 
problems( 14). Both medical service and 
social casework counseling are provided. 
Only if this array of medical, casework, and 
financial assistance fails to convince the 
mother that she should have her baby is 
an application for abortion made to the 
board of health(3). 

The actual practices just outlined are 
quite different from those believed to occur 
in Scandinavia by most of the American 
public and by many physicians as well. Al- 
though Scandinavian abortion codes are ad- 
vanced in comparison to the United States 
laws, they remain essentially restrictive. They 
do permit consideration of social factors in 
addition to those which are purely medical. 
They are, however, not so broad as to in- 
clude women who do not want to have a 
baby. These women still resort to illegal 
abortions, which have not decreased as dras- 
tically as had been hoped when the abortion 
laws were modified. Enough women now fly 
from Scandinavia to Eastern Europe for 
abortions to have made this traffic the subject 
of news articles. 


Experience with Liberalized Abortion 
Laws in Eastern Europe 


Tronically, it is not in the humanitarian 
Nations of Scandinavia but in the Commu- 
nist states of Eastern Europe that abortion 
is considered to be a question of individual 
freedom. In the U.S.S.R., East Germany, 
Hungary, Poland, Czechoslovakia, Ruman- 
ia, and Bulgaria, abortion laws were pro- 
Claimed on the basis of the right of the 
individual woman to decide the outcome of 
her pregnancy. 

In view of the subordination of the in- 
dividual to the state in Communist nations, 
the altruism of permitting abortion upon a 
Woman's request for it is suspect. The first 
Suspicion is that it serves as a screen for 
the state's policy of slowing the population 
Tise. However, none of the states in Eastern 
Europe is overcrowded. In fact, policies such 
as subsidies to large families show that the 
State is attempting to spur the rate of pop- 
ulation growth. Further, as legal abortions 
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became common and the birth rate did fall, 
no curbs on abortion were reinstituted.* 

K. Mehland(15) of the University of 
Rostock emphasizes efforts to combat illegal 
abortion as the underlying reason for per- 
mitting abortion on request. He believes that 
illegal abortions have declined as a result. 
There has been a drop in the number of 
deaths known to be due to abortion. There 
has also been a decline in the number of 
complications and sequelae known to be due 
to abortion. Such evidence is suggestive but 
not definitive. 

The widespread use of antibiotics in il- 
legal abortions may be a factor in the 
changes in morbidity and mortality, since 
they were not so easily available in the 
years prior to the changes in the laws. Im- 
provements in technique that were developed 
within hospitals, such as suction apparatus to 
replace curettage, are presumed to have 
soon spread to illegal operators. Unfortu- 
nately, Communist nations have been no 
more successful than the rest of the world 
in obtaining accurate statistics on illegal 
abortions. 

Who obtains legal abortions in Eastern 
Europe? As in the West, by far the major- 
ity of legal abortions are performed upon 
married women who already have children. 
Multiparity, overcrowded housing condi- 
tions, and the need or wish of working wom- 
en to continue to work have been identified 
as factors leading to the request to be 
aborted. 

Abortion upon request was first instituted 
in Eastern Europe in 1955. The birth rate 
decreased in all of these countries, ranging 
from a decline of one-fifth in Bulgaria to 
two-fifths in Hungary(22). Along with an 
increase in the number of legal abortions 
these figures make it clear that abortion 
is wanted by a substantial number of women. 
In Hungary the number of legal abortions 
rose from 16,300 in 1954 to 170,000 in 
1962. Rises of similar magnitude have taken 
place in other countries of Eastern Europe. 
These increases in legal abortion have ex- 
ceeded the corresponding declines in births, 


1In October 1966, Rumania modified its abor- 
tion law and currently restricts abortion on de- 
mand to women supporting four or more living 
children. This change followed a sharp drop in 
the birth rate. 
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strongly suggesting that illegal abortions are 
declining. 3 

Yet some illegal abortions do continue in 
Eastern Europe. Who seeks illegal abortions 
even when legal abortion is available upon 
request? Abortion records are not safe- 
guarded, so that women who fear exposure 
of their pregnancies—for example, in cases 
of extramarital pregnancy—may still turn to 
illegal abortion. Also, a stigma still sur- 
rounds a woman’s request for abortion for 
nonmedical reasons. The only medical or 
surgical service which is not completely free 
of charge in Eastern Europe is abortion per- 
formed solely at a woman’s request. 


Experience with Liberalized Abortion 
Laws in Japan 


Despite enormous population problems 
in Asia, only in one nation—Japan—has the 
law on abortion been liberalized. Japan’s 
situation is unique in Asia. Only in Japan 
has mass education developed sufficiently 
for the public to understand the problems of 
uncurbed population growth. 

The Japanese public has demanded means 
to curb population expansion not only be- 
cause its dangers are understood but also 
because there is no religious or cultural bar 
to population control. Since the Shinto re- 
ligion holds that life does not begin until 
the moment of birth, no distinction is made 
between abortion and contraception. Neither 
is opposed. 

Japan has the public health resources 
needed to provide abortion on a wide scale: 
physicians, nurses, clinics, Since 1948, when 
Japan authorized abortion for women 
“whose health may be seriously affected 
from the physical or economic view- 
point"(23), abortion has been provided 
upon request. 

The rate of abortions rose from three per 
1,000 population in 1949 to 13 per 1,000 
in 1955. Since then it has dropped slowly 
but steadily. Meanwhile the birthrate—33.2 
per 1,000 in 1949—has fallen to 17 per 
1,000 in 1962. It is of interest that the 
birthrate has fallen more than the abortion 
rate has risen. Several explanations exist. 
Presumably increased use of contraception 
and of more effective contraceptive tech- 
niques has diminished the frequency of un- 
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wanted pregnancies. Perhaps illegal abor- 
tions account for the gap, but few Japanese 
physicians hold this view. Some point to the 
desire of private physicians to avoid paying 
taxes on their income as the source of the 
statistical mystery. An abortion unrecorded 
is an abortion untaxed. 


Discussion 


Even this brief review of abortion prac- 
tices, in Scandinavia, Eastern Europe, and 
Japan shows that those parts of the world 
have moved well beyond the United States 
on this issue. England has recently adopted 
an abortion law which includes social 
grounds. Since the United States has a good 
fund of medical manpower, a government 
founded upon the rights of the individual, 
a high degree of education of its citizens, 
and a longstanding humanitarian tradition, 
why is abortion still so restricted here? 

A poll of 1,482 adult Americans con- 
ducted by the National Opinion Research 
Center in 1965(18) shows that 71 percent 
favored legal abortion if a woman's health 
were threatened by pregnancy, 56 percent if 
pregnancy resulted from rape, and 55 per- 
cent if there were a strong chance of serious 
defect in the baby. However, the American 
public does not support abortions for the 
most common reasons(7) for which they 
are sought: only 21 percent supported le- 
gal abortion for economic reasons, only 18 
percent for out-of-wedlock pregnancy, and 
only 15 percent for married women who do 
not want another child. Despite the strong 
negative stand of the Catholic Church(24), 
which allows no extenuating circumstances 
of any kind for abortion, Catholics in this 
poll showed considerable support for le- 
galizing abortion for women impregnated by 
rape, for women whose health is jeopardized 
by pregnancy, and for pregnancies in which 
there is a high probability of fetal deformity. 

This is tangible evidence that it is not 
the Catholic population that is blocking 
changes in American abortion practices. 
While official Catholic opposition is the most 
rigid and most widely noted, some Protestant 
and Jewish groups are also opposed to abor- 
tion reform. 

Physicians, often described as social con- 
Servatives, may well be in advance of the 


Amer. J. Psychiat. 125: 6, December 1968 ] 


ARTHUR PECK 


public on the question of abortion. Two 


‘groups of physicians have been formally 


polled. More than 5,000 members of the 
American Psychiatric Association replied to 
a questionnaire distributed by the American 
Society for the Advancement of Abortion 
in 1966(4). Most preferred definite limita- 


- tions in any new abortion code. Most wanted 


professionally staffed services to counsel ap- 
plicants for abortion. Eighty-six percent ap- 
proved of indications such as: 1) life of 
mother; 2) health of mother; 3) mental 
health of mother; 4) risk of defect in child; 
5) rape or incest. However, only 23 percent 
went as far as approving abortions on the 
request of the mother. 

Obstetricians and gynecologists followed 
the basic pattern of approval and disapprov- 
al found for the public and for psychiatrists. 
Hall(10) polled obstetrician-gynecologists 
in New York State; 85 percent of the 
respondents approved of the medical indica- 
tions listed above. California obstetrician- 
gynecologists polled by Sherwin(19) re- 
Sponded in very similar fashion. 

No poll is needed to establish that lay- 
men and physicians alike deplore illegal 
abortions. It was just this concern over il- 
legal abortions which spurred other nations 
to permit abortion for medical and social 
reasons and, finally, simply because a moth- 
er requested it. Yet in the United States 
less than one-quarter of the population is 
willing to state that they approve of a wom- 
an's right to decide whether or not she will 
become a mother. There is, at the same time, 
No reason to doubt that a large majority ap- 
prove of the use of contraception. 

Szasz(21) picked up this distinction and 
pointed to its logical inconsistency. He con- 
Siders that the use of contraception, like the 
decision to engage in sexual intercourse, is 
primarily a moral decision for the individ- 
uals involved. Although the medical profes- 
Sion has provided contraceptive techniques, 
their use is up to the individuals alone. 
Szasz argues that if it is moral for a woman 
to use contraceptives it is moral for her to 
have an abortion, at least in early preg- 
Nancy. It is impossible for the fetus to sur- 


Vive outside the mother’s body during the 


t three months of gestation. Therefore, 
he contends, the fetus is part of the moth- 
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er’s body and she has the right to decide 
what to do with it. ) 

This uncommon but lucid line of reason- 
ing leads directly to the main conflict on 
abortion. However one argues the case for 
a mother's right to decide whether or not 
to give birth, the actual performance of an 
abortion is a procedure which, for her safe- 
ty, requires the services of a physician. Be- 
cause of this, no amount of emphasis upon 
the social, ethical, or economic facets of 
abortion can remove it from the special 
interest of the medical profession. Yet de- 
spite the central role of the physician in 
the performance of abortion, little has been 
written on the emotional reactions of phy- 
sicians to their role in abortion. Nor has con- 
sideration been given to the effect such re- 
actions may have upon physicians' attitudes 
and upon their behavior toward changes in 
abortion policy. 

A professor of obstetrics and gynecology, 
writing recently(16) on the dangers of abor- 
tion, turned back to statistics reported in 
1927 to warn of the morbidity and mortality 
of the procedure. Sterility, tubal pregnancies, 
endometriosis, and dysmenorrhea were all 
cited as resulting from abortions. Yet Meh- 
land, writing in the same issue of the same 
journal, stated that both the morbidity and 
mortality of abortion were well below those 
for parturition. He cited recent large-scale 
experience in Eastern Europe as evidence. 
Although far fewer hospital abortions have 
been done in the United States, enough ex- 
perience has been gained to disprove the 
concern that even legal abortion has serious 
somatic complications. Yet this fear persists 
and is still raised in discussions on the fea- 
sibility of legalizing abortion. 

It is accompanied by and to a consider- 
able extent being displaced by a more so- 
phisticated fear. Repeatedly the question of 
psychiatric sequelae is raised(13, 14, 17, 
20). Large-scale follow-up studies in Swe- 
den have found few psychiatric sequelae 
in women who were aborted(6). More 
psychiatric disorders ensued in women who 
had been refused abortion(12). Women 
who were granted permission for abortion 
but did not have it done were also found to 
have relatively more psychiatric disorders 
upon follow-up examination(2). A study at 

e Mt. Sinai Hospital showed that none of 


[113] 


802 


50 women who received legal abortions had 
significant psychiatric disorders resulting 
from the abortion when they were examined 
several months later(17). : 

Reports from England(1) and the United 
States show that mild guilt reactions to le- 
gal abortion are common but that lasting 
psychopathology does not result from it. In 
essence, if a woman strongly wants to be 
aborted, there is little reason to fear that she 
will suffer psychiatric disorder as a conse- 
quence of being aborted. 

Perhaps the persistent fear that abortion 
leads to psychiatric sequelae results from 
information about patients treated after il- 
legal abortions. Another source of this fear 
may be the conflicting feelings of the phy- 
sicians themselves. A formal investigation of 
the reactions of gynecologists to their role 
in abortion would test this hypothesis nicely. 
Such a study is, of course, unavailable. 

However, some evidence of these feelings 
has appeared in print(15, 16). To give a 
few examples: “Not infrequently the woman 
reproaches her doctor who ought not to 
have given way to her wishes for an abor- 
tion"; “The public assesses our readiness to 
perform abortion as giving us a stigma which 
may lead to a total corruption of a doctor’s 
integrity”; “Where abortion is entirely legal 
and a doctor has to do an enormous num- 
ber of operations during a single day, it can 
happen that he breaks down and needs 
psychiatric help.” 

These indications of intense feelings of 
guilt, fear of loss of public approval and 
position, and anxiety about being over- 
whelmed to the point of being unable to 
function as a physician are cited only as vivid 
illustrations. They do not often come through 
in such apparent form in printed articles. No 
criticism of the author is intended, nor is it 
suggested that such intense conflicts exist in 
most gynecologists or that they do not exist 
in physicians who are not gynecologists. 
Medical education, emphasizing the physi- 
cian’s role in aiding life and health and post- 
poning death, gives rise to serious conflicts 
within the physician who is confronted with a 
woman’s request to be aborted. That an 
obstetrician, having chosen to specialize in 
helping babies to be born, should be the very 
physician expected to perform abortions is a 
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situation in which serious conflict is un- 
avoidable. 

In the United States it is psychiatrists 
who are, next to gynecologists, most often 
concerned with legal abortions. Due to im- 
proved treatment of the medical and surgical 
complications of pregnancy, somatic indica- 
tions for therapeutic abortion have declined 
in both scope and frequency of utilization. 
As a result, there has been a relative in- 
crease in the use of psychiatric indications 
for therapeutic abortion. Perhaps this is a 
reflection of the lack of treatment capable 
of overcoming psychiatric disorders compli- 
cated by pregnancy. 

However, the presumed danger of suicide 
is not supported by large-scale studies of 
women denied abortion(12). Since in most 
states a statement that continuation of a 
pregnancy creates a strong probability of 
suicide is required in order to obtain a legal 
abortion, such statements must be made by 
psychiatrists who recommend that a patient 
be aborted. If a psychiatrist recommends 
abortion to prevent further damage to the 
mental health of a woman who is not actu- 
ally suicidal, he knows that a frank state- 
ment to that effect will preclude approval 
of the abortion by hospital abortion com- 
mittees. 

This knowledge is openly shared by most 
physicians. Gynecologists well know that 
psychiatrists identify patients as suicidal who 
are not, but they cooperate on hospital abor- 
tion committees largely without protest. So 
do internists, pediatricians, and other phy- 
sicians(11). Such committees serve to divide 
the burden of responsibility, which would 
otherwise rest solely upon individual clini- 
cians. 

Psychiatry’s role in therapeutic abortion 
has been a consultative rather than investiga- 
tive one. Patients who are legally aborted— 
even those aborted for psychiatric indica- 
tions—are not primarily current patients of 
psychiatrists but of other physicians. The 
gynecologist or family physician asks the 
psychiatrist to give his opinion as to the 
advisability of supporting the patient's re- 
quest for an abortion. Once this service has 
been tendered, it is unusual for the psy- 
chiatrist to remain in contact with the pa- 
tient. Follow-up interviews are infrequent 
and treatment is rarely begun as a result of 
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consultations sought to obtain an abortion. 

In a study of patients aborted at Mt. Sinai 
Hospital, it was clear that although every 
patient aborted for psychiatric reasons was 
described as being suicidal, many were not 
even being treated by a psychiatrist at the 
time abortion was sought. Even fewer were 
still being treated three to six months after 
the abortion. This is evidence for the thesis 
that psychiatric illness is being exaggerated 
to win approval by the hospital committee. 
However, it is also strong evidence that 
neither the women who see psychiatrists in 
order to obtain an abortion nor the psy- 
chiatrists who see them are truly interested 
in further investigation of their psychiatric 
response to the abortion. 

This is reflected in the medical literature 
on abortion. Most authors are not psychia- 
trists. Psychiatrists who write on abortion 
(13, 17, 20) point out the lack of studies 
investigating the psychodynamics of re- 
sponses to abortion in detailed treatment of 
individual patients. When this scarcity is 
compared to the profusion of such articles 
on other psychiatric reactions, the contrast 
is very sharp. 

Is the sole cause of this situation the re- 
sistance of women toward discussing their 
abortions? Follow-up studies have shown 
that such resistance does not present a dif- 
ficult barrier when women who have had 
abortions are asked to discuss them with in- 
terested investigators. One would expect 
that, in the course of treatment, resistance 
to discussing abortion would draw the psy- 
chiatrist’s attention to the topic and to the 
necessity of helping the patient to investigate 
it fully. Could the resistance lie in the psy- 
chiatrist? American psychiatrists undergo 
medical training with the same orientation 
as do other physicians. Is it not likely that 
they, too, will find that abortion runs coun- 
ter to their medical indoctrination and that 
it is a source of personal conflict? 

The role of society in shaping a nation’s 
abortion practices has been studied and 
described by anthropologists and sociol- 
ogists(5). The problem of the medical (in- 
cluding psychiatric) needs for and responses 
to abortion has been considered and de- 
Scribed, though not comprehensively. The 
Physician, so central to the abortion process, 
has as yet been relatively ignored. With the 
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current course directed strongly toward mak- 
ing legal abortion more common, the con- 
flicts of physicians become more acute and 
the need for their elucidation more urgent. 


Summary and Conclusions 


A. brief review of laws and practices gov- 
erning abortion in other parts of the world— 
Scandinavia, Eastern Europe, and Japan— 
has been presented as a background against 
which to consider abortion practices in the 
United States. Against this background, cur- 
rent codes liberalizing medical indications 
for abortion are seen as only a step forward 
from previous extremely restrictive laws. 
The trend is away from medical indications 
and toward social indications. From experi- 
ence elsewhere, one might conclude that 
social pressure will probably rise to broaden 
social indications to the point of being 
tantamount to abortion upon request. 

Abortion upon request is so foreign to 
attitudes fostered in physicians during their 
medical training that conflicts arise not only 
between physicians and those pressing for 
widespread legal abortion but also within 
the physicians most directly involved in the 
abortion process. Some of these attitudes 
are inferred from physicians’ current prac- 
tices with therapeutic abortions and some 
from the nature of their writings on the 
subject. 


REFERENCES 


1. Anderson, E. W.: Psychiatric Indications for 
the Termination of Pregnancy, World Med. J. 
13:81-83, 1966. 

2. Aron, P., and Amark, C.: Prognosis Where 
Abortion Granted but not Carried Out, Acta 
Psychiat. Scand. 36:203-278, 1961. 

3. Borell, U., and Engstrom, L.: Abortions in 
Sweden, World Med. J. 13:72-75, 1966. 

4. Crowley, R. M., and Laidlaw, W.: Psychiatric 
Opinion Regarding Abortion: Preliminary 
Report of a Survey, Amer. J. Psychiat. 124: 
559-562, 1967. 

5. Devereux, G.: A Study of Abortion in Prim- 
itive Societies. New York: Julian Press, 1955. 

6. Ekblad, M.: Induced Abortion on Psychiatric 
Grounds, Acta Psychiat. Scand. (Supp.) 99: 
1-238, 1955. 

7. Gebhard, P.: Pregnancy, Birth and Abortion. 
New York: Harper & Bros., 1958. 

8. Gold, E. M.: Therapeutic Abortions in New 
York: Twenty Year Review, Amer. J. Public 
Health 55:964-972, 1965. 


[115] 


804 


9, Greenhill, J. P.: World Trends of Therapeu- 
tic Abortion and Sterilization, Clin. Obstet. 
Gynec. 7:37-42, 1964. 

10. Hall, R. E.: New York Abortion Law Sur- 
vey, Amer. J. Obstet. Gynec. 93:1182-1183, 
1965. 

11. Hammond, H.: Therapeutic Abortion: Ten 
Years Experience with Hospital Committee 
Control, Amer. J. Obstet. Gynec. 89:349-355, 
1964. 

12. Hook, K.: Refused Abortion, Acta Psychiat. 
Scand. (Supp.) 168:1-156, 1963. 

13. Kummer, J. H.: Post-Abortion Psychiatric 
Iliness—A Myth? Amer. J. Psychiat. 119: 
980-983, 1963. 

14. Malmfors, K.: Status of Women After Legal 
Abortion, Svensk. Lakartidn. 48:2445-2471, 
1951. 

15. Mehland, K. H.: Combating Illegal Abor- 
tion in the Socialist Countries of Europe, 
World Med. J. 13:84-87, 1966. 

16. Muller, C.; The Dangers of Abortion, World 
Med. J. 13:78-80, 1966. 


ATTITUDES TOWARD ABORTION 


17. Peck, A., and Marcus, H.: Psychiatric Se- 
quelae of Therapeutic Interruption of Preg- 
nancy, J. Nerv. Ment. Dis. 143:417-425, 1966. 

18. Ross, A. S.: Abortion Laws and Their Vic- 
tims, Trans-Action, Sept.-Oct. 1966, pp. 7-12. 

19. Sherwin, L., and Overstreet, E. W.: Thera- 
peutic Abortion, Attitudes and Practices of 
California Physicians, Calif. Med. 105:337- 
339, 1966. 

20. Simon, N. M., and Senturia, A. G.: Psychiatric 
Sequelae of Abortion: Review of the Litera- 
ture, 1935-1964, Arch. Gen. Psychiat. 15:378- 
389, 1966. 

21. Szasz, T.: The Ethics of Abortion, Humanist, 
Sept.-Oct. 1966, pp. 147-148. 

22. Tietze, C.: The Demographic Significance of 
Legal Abortion in Eastern Europe, Demog- 
raphy 1:119-125, 1964. 

23. Tietze, C.: Induced Abortion and Steriliza- 
tion as Methods of Fertility Control, J. 
Chronic Dis. 18:1161-1171, 1965. 

24. Zalba, M.: The Catholic Church's Viewpoint 
on Abortion, World Med. J. 13:88-89, 1966. 


Attitudes Toward Abortion 


BY T. FERGUSON RODGER, C.B.E., M.B., F.R.C.P., D.P.M. 


The Abortion Act, which recently became 
law in Great Britain, has clarified previous 
uncertainty about the legal grounds for abor- 
tion. As the author points out, however, it 
has also raised new issues involving the rights 
of the unborn child, reflecting contemporary 
vA: on what may be called the “gift of 
ife." 


we LORD SILKIN introduced a private 
} member’s bill into the House of Lords 
in 1965, his purpose was mainly to clarify 
existing law and reassure those doctors who 
felt it tight to recommend or carry out an 
abortion and yet were inhibited by fears 
that they might be held to have broken the 
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law or suffer in their professional reputation 
through the adverse judgment of their 
fellows. 

The bill was intended to cover England, 
Wales, and Scotland, but as it happened such 
a bill was unnecessary in Scotland, where the 
system of law is different. As Baird put it: 


-.. under the common law of Scotland it has 
long been possible for a Doctor acting in good 
faith to perform therapeutic abortion where 
after a careful study of all the circumstances of 
the case and after due consultation with col- 
leagues, he decides that the disadvantages of 
continuing the pregnancy are greater than 
those of ending it. We therefore have in Scot- 
land freedom to practise medicine in this 


sphere as in all others, according to our clinical 
judgment(1). 


In my experience, however, it has not 
always been clear to Scottish doctors that 
they have had this degree of freedom, and 
they have tended to act with the same cau- 
tion as their English counterparts. 
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Earlier Provisions for Abortion 


Indeed, it is by no means clear that 
the doctor in England did suffer from any 
greater legal handicap than did his Scottish 
colleague. In 1938 in the case of Alec 
Bourne(5), who terminated the pregnancy 
of a young girl who had been raped, the 
judge had this to say: 


There are people who, from what are said to 
be religious reasons, object to the operation 
being performed under any circumstances. 
That is not the law. On the contrary, a person 
who holds such an opinion ought not to be an 
obstetrical surgeon, for if a case arises where 
the life of the woman can be saved by per- 
forming the operation and the doctor refuses 
to perform it because of his religious opinions 
and the woman died, he would be in grave 
peril of being brought before this Court on a 
charge of manslaughter by negligence. 


In spite of opinions like this repeated in 
later cases, the confusion in the minds of 
doctors continued. This was illustrated by 
Dr. Havard(4) quoting from a book on 
medical ethics published in 1957(6) in which 
the following statement was made: “It must 
be clearly understood that there are no ex- 
ceptions to the rule, every time abortion is 
induced, for whatever reason, a felonious 
act of considerable magnitude is perpetrated.” 
No doubt many doctors believed this to be 
the case and felt themselves too apprehensive 
to advise on or perform an operation, al- 
though their belief had no basis in law. 

It is, of course, not to be wondered at 
that doctors should feel this way because 


Over many centuries abortion has been re- 


garded as a crime subject to heavy penalties; 
an abortionist is in common usage a criminal 
and is so regarded in the two main acts in 
English law (Offences Against the Person 
Act, 1861, and the Infant Life [Preserva- 
tion] Act, 1929). It is perhaps unnecessary 
to state that these acts do not distinguish be- 
tween action taken by a registered medical 
man and others, so long as the action taken 
is unlawful. The real distinction lies in the 
Purpose for which the abortion is performed. 

In the case of R. v. Newton and Stungo(2) 
the judge clearly established the distinction 
between what was felonious and what was 
lawful: 
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Such use of an instrument is unlawful unless 
the use is made in good faith for the purpose 
of preserving the life or health of the woman. 
When I say health I mean not only her physi- 
cal health but her mental health. But although 
I have said it is unlawful "unless" I must em- 
phasize and add that the burden of proving 
that it was not used in good faith is on the 
Crown. 


This should have been reassurance enough, 
but the inference from judgments such as 
this is never so clear as a specific statute 
would be, especially since no case had been 
taken on appeal to a higher court. Apart 
from this, although it had become increas- 
ingly clear that no doctor acting in good 
faith need fear conviction, the fear of pros- 
ecution still remained. 

This, then, was the background of Lord 
Silkin’s bill. After it had been argued in 
committee it emerged as a bill which in- 
tended more than would have been required 
merely to reassure the profession regarding 
the purport of existing law. It introduced 
the grounds of serious risk or grave injury 
to the health of the pregnant woman. It in- 
cluded also the grounds that the child, if 
born, would be likely to suffer from such 
physical and mental abnormalities as to de- 
prive it of any prospect of reasonable enjoy- 
ment of life; and that the pregnant woman 
was physically or mentally inadequate to 
be the mother of the child, or that the preg- 
nant woman was a defective or became 
pregnant under the age of 16. The bill did 
not succeed at that time. During the next 
session, however, a private member's bill 
was introduced by a young Scottish mem- 
ber, Mr. David Steel, which after much dis- 
cussion in committee and amendment by the 
House of Lords was passed into law in 1967 
and became effective on April 27, 1968. 


Medical and Public Debate 


When Mr. Steel’s bill was introduced pub- 
lic interest had quickened and there was a 
desire, especially among women’s organiza- 
tions, to see an act passed which would 
meet what were felt to be the needs of con- 
temporary society. Equally, there was a 
strengthening of the opposition, and through 
the numerous sessions in committee much 
time was spent in discussing fundamental 
views on the sanctity of human life, on the 
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status of the fetus as a person or nonperson, 
on the fetus as a potential human life as 
opposed to a human life already in existence, 
and on the effect on the mother of having 
her wish to terminate the pregnancy granted. 
In all these discussions the views expressed 
were sharply conflicting and clearly based on 
man’s strongly held and traditional religious 
attitudes. 

Those who opposed the bill wished to see 
safeguards introduced. In particular it was 
argued that the abortion should be performed 
only by a consultant gynecologist or under 
his supervision. This proviso was vigorously 
resisted by the sponsors of the bill and by 
the government on the grounds that it 
would introduce a new principle into the 
control of medical practice and would pre- 
vent registered medical practitioners from 
carrying out an operation for which they 
were duly qualified in law. The government 
preferred to leave it to the authority of the 
profession, which normally decides who is 
skilled enough to undertake a medical pro- 
cedure. 

There are areas in Britain where, had this 
provision been included, it would have been 
difficult to arrange for the operation to be 
done without grave delay. The same danger 
applied to the much canvassed suggestion that 
a statutory board should be set up to take 
evidence and to come to a decision on each 
case as to whether an abortion should be 
carried out. 

Although it was clear that the trend of 
public opinion was in the direction of widen- 
ing the provisions for medical abortion, The 
Times, in an editorial on December 31, 1966, 
expressed the view that the bill should 
broadly adhere to the principles of existing 
case law while perhaps allowing wider dis- 
cretion and admitting abnormality of the 
fetus as a new ground. By going beyond that 
the bill, The Times said, opened the way 
to the establishment of abortion as a form 
of social eugenics and the prenatal destruc- 
tion of “unwanted” children thought likely 
to be a burden to their mothers and so, 
probably, to society. 4 

x These are long-accepted conventional 
views. They were also those in which many 
medical men believed, and they expressed 
the profession’s revulsion against being re- 
quired to take human life. But it was not, 


[118] 


ATTITUDES TOWARD. ABORTION 


it turned out, the view taken by the majority 
of the citizens of the United Kingdom who, 
it appeared through opinion polls, on the 
whole welcomed the bill and were eager that 
it become law. Two-thirds of the general 
practitioners agreed with the provisions of 
the bill or thought they should be extended, 
although not unexpectedly ten percent disap- 
proved in principle of all grounds for abor- 
tion. These, one supposes, were our Catholic 
colleagues, who, on the grounds of religion 
and conscience, could not support the bill. 

In the memorandum issued by our as- 
sociation (the Royal Medico-Psycholog- 
ical Association) at the beginning of the 
controversy, we made it clear that grounds 
of conscience should be respected and that 
a clause should be inserted in the bill so 
that doctors should be under no penalty if 
they chose to act according to their con- 
sciences. Such a clause was duly inserted. 
Our Catholic colleagues in the association 
very properly dissociated themselves from 
any discussion on these issues and ex- 
pressed no active opposition. Presumably, as 
they have done heretofore, they will pass 
to their non-Catholic colleagues the duty of 
deliberating on or taking action in cases in 
which abortion has been mooted. 

From the first, our association was in 
favor of including social grounds which 
might affect the future mental health of the 
mother or of the other children of the family. 
But we were determined that such grounds 
should not be too clearly defined, as this 
might create imperative demands for abor- 
tion and doctors might find themselves having 
to act without being prompted by their own 
medical judgment. In the end this view too 
prevailed, although only after bitter argu- 
ment in the Houses of Parliament. 

In one matter we were not to succeed. 
We had opposed procedures for notification 
of therapeutic abortion to the chief medical 
officers of the Ministry of Health and the 
Department of Health for Scotland. We did 
not think it was in the interest of our pa- 
tients that abortions done in good faith and 
after due consultation should require noti- 
fication to the central government. This, we 
felt, would be inimical to the welfare of our 
patients, who were in any case in a vul- 
nerable and sensitive state of mind. 
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The British Medical Association, which 
did not, unlike ourselves, oppose notification, 
may now have changed its policy, judging 
from recent press reports. The BMA’s central 
ethical committee objected to the arrange- 
ment whereby the chief medical officers are 
permitted to disclose details of the notifica- 
tion sent to them to certain lay persons, 
including senior police officers. There would 
have been no point in notification to the 
central authority had it not been intended 
to keep a watch on the practice which 
emerged after the act became law and if 
necessary to take action through the pros- 
ecuting authorities if any breach of the pro- 
visions of the act was thought to have 
occurred. It was therefore rather late in the 
day when the BMA came to the conclusion 
that a breach of medical confidence might 
be involved, a view which we had already 
reached some two years ago. 

We believe that notification will ultimately 
be found to be of little or no value once 
abortion is clearly seen to be lawful when 
done in good faith with no attempt at se- 
crecy. 

As I see it, one of the parties involved 
in a decision to terminate pregnancy is 
the State, in whose interest in the past and 
until the present century it has always been 
to resist abortion on the grounds ultimately 
of national security. Confronted as we are 
with the certainty of a great increase in 
population, if not with a population explo- 
sion, it is now desirable to control reproduc- 
tion by means of contraceptive measures. 
I think it would be true to say that most 
patients who are referred for termination of 
pregnancy come to us because of failure of 
contraception. Accordingly, the more wide- 
spread the use of effective contraceptive mea- 
sures becomes, the fewer will be the demands 
for abortion. The Abortion Act should be 
regarded as a measure introduced during a 
transitional phase in the reproductive his- 
tory of our society which may cease to be 
useful when contraception is perfected. 

In West Germany(3) the introduction of 
the pill has paradoxically led to an in- 
crease in births. On investigation the reason 
appears to be that especially among married 
couples the opportunities of planning for a 
family have drastically reduced the number 
of pregnancies terminated by abortion. It 
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therefore seems unlikely that the effect of the 
Abortion Act in Britain will be to reduce 
the net reproductive rate to a level at which 
the population cannot be maintained. In 
the past few months, in anticipation of the 
act’s becoming law, there has been an in- 
crease in the number of patients coming for- 
ward for termination of pregnancy. Accord- 
ing to the patients themselves the increase 
would appear to be among those who would 
otherwise have gone to a back street abor- 
tionist. Even if the medical services are 
stretched to deal with them, there can be no 
doubt that this increase in the number of 
legal abortions is in the interests of the health 
of our patients. 

For many years the medical profession has 
accepted the justification of abortion in the 
interests of the mother. But what of the un- 
born child? It seems an odd thing that the 
new grounds for therapeutic abortion, the 
risk of abnormality to the child, should have 
been so strongly opposed. The reasonable 
argument against it is, of course, that our 
medical knowledge is so imperfect and the 
risks of abnormality so difficult to estimate 
that many healthy fetuses might be de- 
stroyed in order to prevent the birth of 
one abnormal child. 

But the opposition, I believe, goes deeper. 
It is almost as if we turn aside from con- 
sidering the interests of the unborn child, the 
party in all. this with whom we cannot com- 
municate. At one point in the passage of the 
bill, the draft contained the statement that 
abortion should be legal if carried out in 
the interests of the child or other children 
of the marriage. At first sight it seemed ex- 
traordinary that the parliamentary drafts- 
men should have accepted the idea that 
it could ever be in the interests of the child 
to be destroyed before birth, and I think it 
would seem extraordinary to most people 
who have not considered the matter more 
deeply. 


Contemporary Views on 
the “Gift of Life” 


In recent years there have been a number 
of cases in various countries, although not 
so far in Britain, where the child himself 
as an adult, or someone suing on his behalf 
as a minor, has raised an action on the 
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general grounds of wrongful life(3). In 
other words, if as a result of an abortion’s 
not having been carried out the child in 
consequence cannot enjoy that degree of 
health and happiness to which he may feel 
entitled, he may seek compensation. There 
are difficult legal issues involved; some cases 
have been upheld, others have failed. 

It is doubtful, for instance, whether a 
case would succeed on the grounds that the 
child is at a disadvantage because he is 
illegitimate; although such an action has 
been raised in the courts of Illinois it was 
dismissed at the court of appeal. But a case 
has been successful in which the child sued 
on the grounds that he was conceived at a 
time when his father knew that he, the 
father, was infected by syphilis(7). Another 
child, in the U. S., successfully brought an 
action against the state authority for neg- 
ligence in the supervision of the patients in 
a state hospital because he was conceived as 
a result of the rape of his mother by a 
fellow patient. 

As might be expected, there have been 
protests about this new turn of events in 
the law. An American judge expressed 
the view that "the application of a *wrong- 
ful life’ doctrine would corrode family life.” 
He advocated a policy that would not 
take action but would neglect such suits in 
order to “foster decent family life.” However, 
if such a policy of neglect is not instituted 
and the principles of law as established in 
other areas are followed, it can be pre- 
dicted that such actions will continue and 
will increase and that no country is likely 
to be immune from them. 

Obviously only those eventualities likely 
to affect a child during his life which can 
be predicted during Pregnancy could be ac- 
cepted as a cause for action. This Taises a 
further question: If a mother had come for- 
ward for termination of pregnancy under 
the act on the grounds that there is a sub- 
stantial risk that the child, if born, would 
suffer from a serious handicap and the ter- 
mination had been refused, would such a 
child, born handicapped, not have legit- 
imate grounds for action against the doctors 
who had refused abortion? The onus would 
then be on the doctors to prove that the 
tisk was not substantial, and that might be 
difficult in view of the outcome, 
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In all of this there is an implicit acceptance 
of the fact that it is better not to be than to 
be conceived and born with a physical or 
mental handicap. Sentiment, especially reli- 
gious sentiment, has in the past regarded the 
“gift of life" as being in every circum- 
stance an absolute advantage over non- 
existence. But it has to be asked to whom 
the "gift of life" is given, for no person 
exists without it. 

The fact that these actions, successful 
and unsuccessful, have been raised in a num- 
ber of countries quite independently is a 
clear indication that it is no longer pos- 
sible to think only of the mother in relation 
to abortion. It is necessary to think perhaps 
much more deeply of the child who may not 
agree that the "gift of life" has been wel- 
come. Our past attitudes have been based on 
our belief that there is a life to come and 
that our existence in this “vale of tears" is 
but a preparation for a more perfect ex- 
istence hereafter. 

Many still believe this, and it is those to 
whom the conscience clause of the act is 
meant to apply. For the majority today, 
however, religious argument has no force; 
they will agree that to bring into the world 
a physically or mentally handicapped child 
or even to run the risk of doing so may be 
an injustice to someone who may have the 
right to question our decision and to sue us 
for these consequences. What we decide to- 
day we may have to answer for 20 or more 
years hence. 
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The Colorado Story: Denver General Hospital Experience 
with the Change in the Law on Therapeutic Abortion 


BY ABRAHAM HELLER, M.D., AND H. G. WHITTINGTON, M.D. 


Cautious implementation of Colorado’s new- 
ly liberalized abortion law has obviated ini- 
tial fears that the state might become an 
“abortion mecca.” Denver General Hospital, 
a typical public hospital which had rarely 
performed therapeutic abortion, now has a 
major involvement in this procedure. In this 
report of early experience with the new law, 
the authors conclude that few clinical guide- 
lines exist. A major clinical subtype among 
those reported—Uunemancipated teen-agers 
—requires more adequate study and special 
consideration. The lower socioeconomic 
groups continue to underutilize therapeutic 
abortion. A registry is planned to standard- 
ize information and provide the basis for 
further objective studies. 


| APRIL 1967 Colorado adopted a new 
abortion law, as its conclusion loftily 
proclaims, “for the preservation of peace, 
health and safety"(3). A 100-year-old law 
was for the first time updated. This new 
law, some felt, in part only made legitimate 
practices which had evolved quietly, on a 
small scale, in some of the state’s hospitals. 
Nevertheless, it placed before the attention 
of the public, within the state and beyond, a 
significant forward step in public policy lib- 
eralizing the grounds for therapeutic abor- 
tion. 

Uncommon skill and adroitness must be 
credited to the political leaders who man- 
aged the passage of the bill. Their method is 
a model to be studied and emulated. Doc- 
tors performed valiantly and effectively, 


_ Read at the 124th annual meeting of the Amer- 
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individually and in groups, in support of the 
political push. But the impetus for new 
legislation did not come from the organized 
professions as such, and when the law 
passed, the medical community was un- 
prepared. > 

As always on such a controversial sub- 
ject, debate had been emotional. After pas- 
sage of the new law, the Colorado Medical 
Society took up the concern, also voiced 
publicly by the Governor, that Colorado 
might become “an abortion mecca.” React- 
ing to public pressures, some segments of 
the medical and psychiatric professions have 
responded with confusion and uncertainty, 
conflict and inertia, to this humane legisla- 
tive innovation. Few hospitals at first under- 
took to implement the law, virtually all of 
them'in Denver. Paradoxically, local avail- 
ability of therapeutic abortion for warranted 
cases in the rest of the state outside of 
Denver virtually dried up. Now, a year and 
a half later, the situation has slowly and to 
a limited extent improved. 


The New Provisions and 
Their Implementation 


The new law permits therapeutic abortion 
under three circumstances: rape or incest, 
potential damage to the child, or danger to 
the mother. In the case of psychiatric 
grounds, a psychiatrist must confirm in 
writing that if pregnancy continues there is 
danger of "serious permanent impairment of 
the mental health of the woman"(3). Re- 
quests for approval must be passed upon by 
three physicians on a special hospital board. 
Approval by the board must be unanimous. 

The Colorado Medical Society soon put 
out guidelines, which interpreted the law 
and suggested proper process and documen- 
tation, stressing that no physician is bound 
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to do what the law would allow and suggest- 
ing great restraint in accepting out-of-state 
patients. Then the Colorado Psychiatric So- 
ciety formed an abortion committee. Some 
psychiatrists expressed a wish for the com- 
mittee to put out guidelines which would nar- 
row the clinical basis for recommending 
therapeutic abortion under the law. But to 
do so would establish clinical convention, 
and the committee did not feel this was its 
proper task. 

Nonetheless, the committee did publish 
guidelines. The committee advised the eval- 
uating psychiatrist to resist pressure from 
the woman or her family and not to make 
hasty evaluations. It also held that a com- 
prehensive psychiatric work-up according to 
conventional dictates should always be done. 
This work-up should include a diagnosis, 
but the decision should be more broadly 
based on material from a detailed history 
and psychological examination, indicating 
the patient’s personality structure and func- 
tioning in the past, how they are related to 
the present, and what might be expected in 
the future. The psychiatrist should carefully 
identify the origin of the pressure for abor- 
tion: that is, whether it stemmed from the 
woman or from someone else. And, finally, 
the committee’s guidelines urged the psy- 
chiatrist to assess the potential efficacy of 
psychotherapy in each case—whether it 
could help the woman carry and deliver the 
child or whether it could contribute to a 
Positive outcome of a therapeutic abortion. 
; In the state of Colorado as a whole dur- 
ing the first nine months of operation of 
the new law, 224 abortions were performed 
by 21 hospitals; 95 percent of them were 
done in Denver, and two-thirds for psychi- 
atric indications(8) (see table 1). Seventy- 
nine of the cases came from out of state. Tt 


Indications fi bean 
indications for 224 Therapeutic Abortions Performed in 
the Entire State of Colorado from May 1967 through 


January 1968 
INDICATION NUMBER 
Psychiatric 151 
Potential fetal damage 33 
Rape 26 
Incest 0 
Other medical 14 
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is estimated that these 224 abortions re- 
present a nine-fold increase in therapeutic 
abortions over the equivalent previous pe- 
riod. The rate per live births, considering 
Colorado residents only, is 1/196.5. 

Forty of the 224 cases had postoperative 
complications, mainly physical but a few 
psychiatric. The physical complications 
were: hemorrhage, infection, uterine perfo- 
ration, and ileus. The six psychiatric com- 
plications were cases of clinical depression. 


The Role of Denver General Hospital 


At Denver General Hospital we have vi- 
sualized the new abortion law as offering the 
possibility of significant advance in medical 
care, and our facility has become one of the 
major hospitals doing therapeutic abortions 
for the state. Denver General performs, it 
is estimated, over one-third of all therapeutic 
abortions done in the state. 

After passage of the law, our staff pre- 
pared themselves for this new professional 
and social responsibility by reviewing the 
literature on therapeutic abortion(1, 2, 4, 5, 
6, 7). Survey articles by Simon in 1964(6) 
and Anderson, a British psychiatrist, in 
1966(1) and monographs edited by 
Rosen(4) and Calderone(2) provided use- 
ful background information. 

A critical review by Simon and Senturia 
of 27 major reports on therapeutic abortion 
from 1936 to 1964 reveals their limitations 
(7). These authors noted, “It is sobering to 
observe the ease with which reports can be 
embedded in the literature, quoted, and re- 
quoted many times without consideration 
for the data in the original paper. Deeply 
held personal convictions frequently seem to 
outweigh the importance of data, especially 
when conclusions are drawn.” 

Simon and Senturia also concluded, 
"There appears to be a lack of conclusive 
data about the effects of therapeutic abor- 
tion." Not only is it difficult to extrapolate 
from experience in other countries, but 
there is, as these authors suggested, need 
for more objective data, prospective and 
longitudinal studies, and controls, among 
other things, on which to base more reliable 


judgments about the results of therapeutic 
abortion. 
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Incidentally, we are using the term “ther- 
apeutic abortion” despite widespread criti- 
cism of it, because it is traditional, conven- 
tional, and expressive. We have adopted 
the definition given by Rosen in the Ency- 
clopedia of Mental Health: “A therapeutic 
abortion is an interruption of pregnancy to 
preserve the physical and emotional health 
of the pregnant woman, or to save her life 
physically and emotionally” (5). 

In evaluating the main question for us in 
Colorado, that of “serious, permanent im- 
pairment” to the mental health of the wom- 
an, the psychiatrist should look at the 
total person and her situation in terms of 
three major areas of functioning: intrapsy- 
chic, interpersonal, and instrumental. He 
should look at latent and manifest expres- 
sion and behavior; attitudes toward preg- 
nancy and attitudes toward relationships 
with spouse, children, family, and significant 
members of the community at large; and the 
competence of the individual in achieving 
role expectations for someone of that age, 
sex, and background. 

Our routine evaluation consists of obstet- 
tical examination, social service work-up, 
psychiatric evaluation, and an MMPI psy- 
chological test. The psychiatrist is expected 
to report a comprehensive work-up, come 
to an unequivocal conclusion, and give the 
rationale for it. 


Early Clinical Experience and 
Case Examples 


In the first 11 months after the passage of 
the new law, Denver General Hospital ap- 
proved 109 therapeutic abortions, over 90 
percent of them for psychiatric reasons (see 
table 2). Before the new law, the average 
per year was one. Middle- and upper-class 
women could sometimes get a hospital abor- 


TABLE 2 
Indications for 109 Therapeutic Abortions Performed at 
Denver General Hospital from May 1967 through March 


1968 
INDICATION gis 
Rape 2 
Potential fetal damage : 
Other medical s 
Psychiatric 2 
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tion locally before, but, as is characteristic 
of public hospitals, Denver General had 
rarely performed therapeutic abortions. In 
December 1966, for example, an 11-year- 
old girl, who had been known to our men- 
tal health clinic because of fire setting, tem- 
per outbursts with destructive behavior, 
school adjustment problems, and in whom 
precocious puberty had been a concern, was 
allowed to carry and deliver her child. 


The Single Girl 


Case 1. The very first case our depart- 
ment evaluated was a 12-year-old single eighth 
grader of minority background. The case had 
become a cause célébre. When the district 
attorney was asked to certify the case as rape, 
the newspapers gained access to the informa- 
tion and gave it wide publicity, albeit pre- 
serving the anonymity of the girl. On a 
technicality, because the site could not be 
established with certainty, the case could not 
be certified as rape. 

This frightened girl was brought to the 
pediatrics ward of our hospital, where she 
happened to hear a radio news report about 
herself and was mortified to the core. The 
news reported among its details that she was 
mentally retarded. This turned out not to be 
at all true—she had, rather, a psychomotor 
disturbance. When seen by our psychiatrist she 
was deeply depressed and nearly speechless. 
She had been. brought to the hospital from 
juvenile hall, where she was placed after she 
refused to go to school because, as she ex- 
plained, she was “bigger than the other kids.” 
She had had learning problems in school and 
had been a behavior problem in school and at 
home. 

She came from a family of seven children. 
Her father made a marginal living as an un- 
skilled laborer, The parents always bickered; 
the mother always had it in for her husband 
and for all men. The mother and the patient 
also always quarreled. The father was af- 
fectionately close to the patient. A few years 
after the father had had a vasectomy, the pa- 
tient’s oldest sister produced two illegitimate 
children who were taken in by the patient's 
mother to be raised as the two youngest chil- 
dren in the family. 

For a year the patient had dressed and 
behaved in an obviously sexually attractive 
way. When she became pregnant, she had 
expected her child offering to be accepted into 
the family as her older sister's had and was 
completely unprepared for her mother's angry 
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FIGURE 1 ) 
Marital Status and Outcome of Request for Abortion in 
the Denver General Hospital Series 
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rejection, The parents requested abortion; the 
girl let us know that she understood quite well 
what was involved and also wanted an abor- 
tion. 

Abortion was recommended and approved 
by our hospital board on the grounds that the 
patient was reacting painfully and symptom- 
atically to her situation and that if this im- 
mature, early adolescent had to bear the child 
it would severely impair her chances for per- 
sonality growth and development offered by 
being able to continue school, to keep up with 
her peers socially and academically, and in 
general to have more normal adolescent ex- 
perience. Therapeutic abortion was proposed 
as part of a program of treatment for the 
patient and her family by a collaborative 
effort between one of our mental health teams 
and the child welfare department. 

Now, a year later, she is back in School, 
more involved and doing better than was usual 


FIGURE 2 
Age and Outcome of Request for Abortion in the Denver 
General Hospital Series 
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for her. She still has some interpersonal dif- 
ficulties with peers and family. The home 
situation is, if anything, worse. But she is 
keeping out of trouble, We are at least a year 
ahead, we think. 


Over two-thirds of our series were single 
young women, and over one-half of them 
were unemancipated teen-agers (see figures 
1 and 2). The immature, not yet individu- 
ated young girl must be evaluated mainly 
in her family context. She reverberates with 
and reflects the intrafamily conflicts. Seldom 
is there promiscuity. Usually there has 
been only a single or a few sexual exposures, 
and often the girl is woefully sexually igno- 
rant. She is subject to great pressures— 
internal, both unconscious and conscious, 
and external, from the boy, from supposed 
group and peer standards in one direction, 
and from parental and societal injunctions 
in the other. She is left to her own devices in 
moments of truth and is too frequently un- 
equal to the boy-girl sexual encounter. 

We feel that at this immature time in 
life the pregnancy we call illegitimate and 
which is unwanted by the girl and her family 
can be psychologically very traumatic and 
leave lasting scars. The alternatives are often 
bad. Frequently the family has already re- 
jected a forced marriage to the callow youth 
next door. Forcing the young lady to go off, 
bear the child, and give it up for adoption, 
we are strongly of the opinion, may be 
moe traumatic by far than abortion is likely 
to be. 


Case 2. A contrasting example is that of a 
19-year-old, single, self-supporting office work- 
er who came for a therapeutic abortion. She 
was pregnant by a young man who was in the 
process of divorcing his wife and children. 
Our patient and he intended marriage but at 
some nebulous later time. 

When the patient was 13 her mother had 
died. The patient then took care of her brother 
and father, who became dependent upon her. 
She felt she had missed out on adolescent life 
due to family responsibilities, but she had 
managed to have a couple of boyfriends to 
whom she related in a maternal role. She was 
glad to go off to college but soon became dis- 
affected, The studies were boring and the 
social life was not satisfactory to her either. 

She quit school and went to work, where 
she met the young married man. Initially she 
was not very interested in him, but in time 


Amer. J. Psychiat. 125: 6, December 1968 


ee 


he. 


ABRAHAM HELLER AND H. G. WHITTINGTON 


they became involved with each other, fell in 
love, and had deeply satisfying sexual rela- 
tions. They were, however, both intent on 
being free to enjoy life unencumbered by any- 
thing, especially children. 

This young woman was told that we found 
her to have a relatively healthy personality 
and that she did not qualify for an abortion 
under the law. Moreover, we were not so sure 
that it was in her best interest psychologically 
and otherwise to have an abortion. Her atti- 
tude was based on her feeling that she had a 
right to be free and therefore to have an 
abortion, and that we were being difficult. 
She left angrily. She gave the impression she 
was bound for an abortion elsewhere. 


We have presented these two cases to 
represent the extremes of the spectrum of 
single young women; the rest ranged in be- 
tween. The literature generally does not 
differentiate the young, unemancipated preg- 
nant girl or give this group the special study 
they deserve. 


Psychotic Disorders 


The women rated as psychotic in this 
series were very few. Five of those aborted 
were rated as schizophrenic, three as bor- 
derline psychotics, and three had severe 
enough agitation associated with depression 
to be rated as having psychotic depressions. 
The four cases of chronic brain syndrome 
were mixed, but most of them had associ- 
ated epileptic problems. (See table 3.) 

The diagnosis of schizophrenia is not, in 
Our belief, an automatic basis for recom- 
mending abortion. Some women diagnosed 
as schizophrenic may be able, with some 
help, to deal with their pregnancies more 
or less well. A few may be too disorganized 
to undergo the abortion procedure and its 
sequelae. 


TABLE 3 
Diagnoses in 99 Cases Approved for Therapeutic Abortion 
on Psychiatric Grounds at Denver General Hospital 


CATEGORY NUMBER 
Adolescent adjustment reaction 19 
Character disorder, with emotional immaturity 2 
Neurotic reaction $3 
Depressive reaction, psychotic 2 
Borderline psychosis a 
Schizophrenic reaction à 
Chronic brain syndrome A 
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Case 3. A 17-year-old girl became pregnant 
by her devoted boyfriend, who was willing to 
marry her. After one instance of sexual inter- 
course, however, her feelings for him had 
turned into revulsion. She was the product of 
a broken home and had a mentally disturbed, 
erratic mother. The girl presented with his- 
trionics and conversion symptoms. On psycho- 
logical testing she showed frank schizophrenic 
disorganization. Clinically she was judged to 
be a borderline psychotic with potential for 
gross schizophrenic breakdown. 

She was not recommended by the evaluating 
psychiatrist for a therapeutic abortion. She 
was sick enough and reacting pathologically 
enough to the pregnancy perhaps to satisfy the 
law. But clinically we thought she was too ill 
even to withstand the operative procedure. 
We sent her back to her home community 
and urged her to seek treatment. 


Other Groups 


Married women, also, were a relatively 
small group in this series. They were in 
relatively higher number in the group not 
approved for abortion (see figure 1). Some 
of the reasons for this are obvious: there 
are in their cases fewer social pressures and 
perhaps more resources in family attach- 
ments to adjust to the pregnancy. 

The second most important clinical sub- 
type was the group of the women who were 
separated, divorced, or widowed. They were 
relatively older and frequently had children 
who were grown. This group did not differ 
much from the single women in types of in- 
ternal problems or symptomatology. Their 
external problems were in some ways more 
difficult, especially when they had to face 
their own children. The significant fea- 
ture about this group was that they had 
accrued a number of interpersonal failures 
of which their broken marriages were symp- 
tomatic. 

Other parameters of the Denver General 
Hospital series—religion, ethnic background, 
economic class, gravidity, and length of 
gestation—are shown in table 4. The lowest 
socioeconomic class does not seem to be 
taking advantage, in significant numbers, of 
the health protection potentially afforded by 
the new law. Our hospital is the major health 
service for the poverty group, which is heav- 
ily at risk for mental illness. If this group 
is to benefit from the new abortion law, 
much education is needed. 
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TABLE 4 
Demographic and Medical Characteristics in 109 Cases 
Approved for Therapeutic Abortion and 59 Cases not 
Approved at Denver General Hospital 


NUMBER NUMBER NOT 


CHARACTERISTIC APPROVED APPROVED 
Religion 
None 6 7 
Jewish 2 0 
Catholic 23 13 
Protestant 78 39 
Ethnic background 
Indian 1 0 
Spanish-American 3 2 
Negro 10 4 
Other American 95 53 
Economic class and family income 
Welfare 8 4 
Below $4,000 19 19 
$4,000-$6,000 40 15 
$6,000-$8,000 23 8 
$8,000-$10,000 14 10 
Over $10,000 5 3 
Gravidity 
One 71 31 
Two 14 11 
Three 7 2 
Four 5 5 
Five 4 3 
Six 4 1 
Seven 1 0 
Eight 3 3 
Nine 0 2 
Ten 0 1 
Gestation (weeks) 
6-8 5 1 
9-11 18 14 
12-14 42 20 
15-17 22 14 
18-20 22 3 
21-30 0 7 
The Review Procedure 


At Denver General Hospital the special 
board which reviews all applicants for ther- 
apeutic abortion, as required by law, con- 
sists of an internist, a psychiatrist, and an 
obstetrician. In carrying out this responsibil- 
ity, the three physicians act as a quasi-judi- 
cial body, charged with mediating the needs 
of the applicant, of society, and of medicine, 
In performing the task, the board must 
judge the adequacy of the psychiatric evalua- 
tion, whether the data substantiate the rec- 
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ommendation, and whether good medical 
standards and the requirements of the law 
are satisfied. 

Several problems have continued to per- 
plex board members: 

1. The professional opinion about what 
constitutes evidence of a high probability of 
“serious, permanent impairment of mental 
health” is often equivocal. 

2. The board members must, in effect, 
judge their physician peers, determining the 
adequacy of the professional functioning of 
a colleague. 

3. They must interpret the statute without 
benefit of legal training or legal counsel; in 
addition the patient does not have the right 
to appear before the board, to have counsel, 
or to present witnesses. 

4. Men whose lives have been oriented 
toward the preservation of life have predict- 
able psychological difficulties in approving 
abortions. 

To further compound these major prob- 
lems, boards have been forced to utilize 
psychiatric opinions that in some instances 
have scarcely been examples of complete- 
ness, clinical acuity, or scientific adequacy. 
Vagueness, sympathy for the applicant, and 
fondness for metapsychological and psycho- 
genetic speculations have sometimes baffled, 
confused, and frustrated the reviewing board. 
Occasionally, few examination data have 
even been presented: the report contained 
nothing that a social worker, journalist, prac- 
ticing moralist, or philosopher might not 
have written as well. Diagnoses were some- 
times lacking; or, for example, “adjust- 
ment reaction of adolescence” might be 
used to justify danger of “serious, perma- 
nent impairment of mental health.” 

On the other hand, many psychiatrists 
showed little difficulty in applying their clin- 
ical skills and their ability to appraise the 
dynamic flux of intrapsychic and situational 
factors to the task of the abortion evalua- 
tion. These psychiatrists clearly understood 
that they were communicating with three 
colleagues who had an unpleasant and de- 
manding task to perform; their reports, in 
consequence, were lucid and complete, and 
showed a care and skill that helped the 
board members feel that they could trust the 
recommendations given. 
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‘As a result, the approval rate varied be- 
tween psychiatric evaluators. Certain psychi- 
atrists have simply lost credibility with the 
review board—much to the disservice of pa- 
tients who rely upon them for psychiatric 
evaluation. 


Cases Disapproved 


Fifty-nine applicants for therapeutic abor- 
tion were not approved by our board. There 
were a number of other women who came 
to us asking for abortion whom the psychi- 
atrists were able to help reconsider and who 
went on to accept their pregnancies. When 
these cases were handled before a formal 
evaluation for abortion was made, no re- 
port was made to the board; statistics on 
this group are therefore unavailable. In all 
cases for which formal evaluation was made, 
a formal report was made to the board. 
Eighteen cases were not recommended for 
abortion by the evaluating psychiatrist, and 
these were included in the 59 not approved 
by the board. In the 41 other cases the 
board vetoed the recommendation of the 
psychiatrist either because they felt he had 
not adequately documented his case, or, if 
he had, because they disagreed. 

In any event the total number of women 
who were helped to turn away from abor- 
tion, or who were turned away by disap- 
proval of the board, is considerably larger 
than the 59 formally presented here. Psycho- 
therapeutic intervention was. made available 
through our department for many of these. 
A few cases were not recommended or ap- 
proved because the gestational age was too 
far advanced. As the point of theoretical 
viability of the fetus is approached, the re- 
view board has tended to require more com- 
pelling evidence to approve a therapeutic 
abortion. 


Discussion 


_ In the postoperative period no untoward 
emotional reactions were experienced by the 
patients in this series. We know of no un- 
toward reactions since the postoperative 
Period either, but we do not claim to have 
all the information. We have not yet at- 
tempted to contact all our patients as we 
intend to do over the course of time. 

There was one woman, however, who 
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played Russian roulette. She called us one 
day to let us know she had been in the 
hospital in another community after shoot- 
ing herself. We had known this woman in 
past years when she would come to our 
emergency room. All attempts to get her 
into psychiatric treatment had failed. Then 
she came to us pregnant, separated from her 
husband because he had taken up with 
another woman. We evaluated her as a mas- 
ochistic person who suffered bouts of depres- 
sion during which suicide was a real danger. 
She agreed at last to undertake psychother- 
apy. We presented our evaluation and rec- 
ommendation to the board, which approved 
the case for therapeutic abortion. 

But that was too easy for this patient. 
Furthermore, she could not then give up the 
symbol of justification for her pillorying her 
husband. She did not have the abortion; she 
disappeared from view. She had taken her 
three children and moved away from the 
city. A few months later she shot herself 
in the lower abdomen, nicked the edge of 
her uterus, missed all vital structures, and 
set off an abortion. 

Twenty of our approved cases presented 
with a significant degree of suicidal pressure. 
In 1967, of 38 women who came to the 
attention of our coroner’s office as suicides, 
not one was pregnant. In the memory of our 
chief pathologist there was only one case of 
a pregnant woman committing suicide. Our 
experience is thus in complete agreement 
with the judgment of so many that suicide 
during pregnancy is rare. We do, however, 
view threat of suicide as a pathological com- 
munication and symptom to be evaluated in 
terms of its underlying elements. 

Sterilization in our hospital is generally 
considered as a separate issue, not to be 
tied as a condition to therapeutic abortion. 
In one case, exceptionally, the board in- 
sisted on a fixed measure of prevention and 
settled for an intrauterine device. This con- 
dition had unhappy psychiatric consequences 
in our therapeutic relationship with the pa- 
tient. 

This series of 168 approved and disap- 
proved cases was evaluated by 22 different 
psychiatrists from our staff and from the 
community at large. One of the authors, who 
was assigned to be the principal psychiatric 
evaluator for the hospital, worked up the 


[127] 


816 


largest number of cases, 34. A number of 
other psychiatrists contributed as few as one 
case each. Each psychiatrist has his own 
standards, his own style, documented in his 
own way. The task of distilling the essence 
of the prose of their reports, for objective 
presentation, comparisons, and prospective 
follow-up, is a difficult one. That is the core 
of the problem of learning from this or other 
experience. 

Two developments are in progress to 
remedy this situation. The therapeutic abor- 
tion committee of the Colorado Psychiatric 
Society is in the process of setting up a reg- 
istry of all therapeutic abortion cases in the 
state to gain an overview of the total picture, 
to collect strategic information in standard- 
ized form for comparability between cases, 
to facilitate prospective study of each case 
itself, and to aid in scientific communication. 
Our department plans to develop similar 
but more intensive studies of smaller groups 
of cases. We hope that we will be able in the 
future to satisfy Nathan Simon’s criticism 
and criteria(7) by delivering clear and ob- 
jective data on which to base judgments and 
conclusions, 

We should point out also our concern 


Civil Commitment for Addicts: 


BY JOHN C. KRAMER, M.D., RICHARD A. BASS, 


The California civil commitment program 
for addicts has achieved a modest degree of 
Success. On parole, one out of three out- 
patients remains in good standing at the end 
of one year and one out of six at the end of 
three years. The value of even this degree 
Of success is tempered by the problems 
posed by repeated incarceration and the 
fact that the program has been largely an 
alternative to jail or prison. 


The authors are with the California ili 
tion Center, „Corona, Calif. 91720, Shoe gs 
Kramer is chief of research, Mr. Bass is assistant 
Social research analyst, and Mr. Berecochea is 
senior social research analyst. 
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about the pressing need for base-line studies 
on the prevalence of psychological disability 
resulting from other outcomes of pregnancy, 
such as the birth of a normal child, a pre- 
mature child, a retarded or otherwise ab- 
normal child, stillbirth, neonatal death, late 
spontaneous abortion, or illegal abortion. 
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The California Program 


AND JOHN E. BERECOCHEA 


IVIL COMMITMENT for narcotic addicts 

has its advocates and its opponents, as 
does almost every proposed solution for 
problems of drug dependency. Some of the 
opposition is voiced on legal grounds(1, 8) 
that commitment for a treatment which is 
not proven effective is cruel and unusual 
punishment and that it is a subterfuge 
around the stringent protection afforded a 
person accused of a crime but not to one 
"accused" of an illness. It has been opposed 
on.the grounds that civil commitment is 
hardly different from imprisonment and is 
unlikely to work any better(4). On the 
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hand, advocates of commitment pro- 
ms look at the relapse rate in the Califor- 
nia program and indicate that a significant 
degree ‘of success has been achieved(2, 15). 
Civil commitment for addicts is being ex- 
, in an era in which commitment of 
the mentally ill is diminishing. But the ranks 
of the addicts committed to the California 
rogram are made up largely of individuals 
who would have been imprisoned rather 
than free and may, on balance, represent 
an amelioration (though not an elimination) 
of apunitive approach to the control of drug 
' dependency. 
On October 16, 1967, a total of 194 
people (10 percent of the confined popula- 
tion of the California Rehabilitation Cen- 
~ ter) were involuntarily committed but with- 
‘out preceding criminal commitments, while 
four percent were voluntary commitments. 
Physicians caring for addicts in the com- 
munity have generaly been unwilling to 
initiate commitment to this program, and 
. even the noncriminal commitments are usu- 
ally initiated by the police. This, then, has 
become primarily an alternative to prison 
or jail for most of the inmates. Instead of 
incarceration in prison or jail, the addict is 
placed in another type of institution where 
some of the stigmata of imprisonment are 
eliminated and where a genuine and earnest 
effort is made to treat him—or at least to 
convince him to remain abstinent. 
- The objectives of the California program 
are not limited to inducing persistent absti- 
hence but include bringing about personality 
a _ changes, It is hypothesized that drug use is 
‘merely a symptom of aberrant personality 
- patterns and inadequate socialization and 
the 


ems of thinking and reacting. Even if absti- 
nce is not sustained following release, 
and clients both express pleasure when 
lence is presented that the addict, de- 
is return to drug use, has “fallen 
ut at a higher level." 

Because the concept of "treatment" has 
introduced, and a real effort is being 
de to help the committed person, this 
‘ogram is a step forward. Since it may be 
Seen as a step forward, it might have the 
paradoxical effect of blocking other efforts, 
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at least for a time. Because it might satisfy 
constitutional requisites for “treatment” for 
drug-dependent individuals and may also 
satisfy judges, legislators, and public opinion 
that a sufficient program is being offered to 
cope with this problem, the pressure to try 
other methods of treating the drug depen- 
dent may diminish. 


The Program 


The California program, which was initiat- 
ed in 1961, is a part of the Department of 
Corrections. The organizational principles 
and structure are drawn from the contem- 
porary field of corrections, and the high- 
level managers and administrators are all 
career correctional personnel(9, 15). By 
statutory provision its purpose is to treat, 
rehabilitate, and control, not to punish(3). 
Commitment may be based not only on the 
determination that the individual is an addict 
but also that he is in danger of becoming 
addicted. 

The program consists of two parts, first 
an institutional period (during which the 
inmates are called “residents” ), with a stat- 
utory minimum stay of six months in the 
institution, usually the California Rehabilita- 
tion Center at Corona though possibly at 
another facility of the Department of Cor- 
rections; and second, a parole period (dur- 
ing which the parolees are called “outpa- 
tients”). The treatment approach within the 
institution is that of the therapeutic com- 
munity(7), modified to meet the special 
restrictions of the law, the terms of com- 
mitment, the rules of the director of the 
Department of Corrections, the superinten- 
dent of the institution, and the paroling au- 
thority. While on outpatient status (OPS) 
the outpatient must report regularly to his 
parole officer (called supervising agent), 
must be tested for drug use by the Nalline 
test or urinalysis, and may be required to 
attend group counseling. The restrictions on 
outpatients in this program are slightly 
more encompassing than parole restrictions 
on nonaddict felons and are usually admin- 
istered more strictly. 

The institution itself, although it retains 
some of the charm and lush greenery from 
its past as a resort, maintains barbed-wire 
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periphery fences, armed guards, and rigid 
restrictions on visiting and on communica- 
tions between inmates and the outside. At- 
tempted escape is a felony. 

Though the minimum length of stay on 
initial admission is six months, in the past 
the inmates rarely remained for less than 
eight or nine months. The median length of 
stay of people released between June 1962 
and June 1964 was 13.7 months, while 
stays in excess of two or even three years 
have occurred. 

For people released to OPS during the 
first nine months of 1967 the median lengths 
of stay were: first admission, 12 months; 
second admission, 8 months; third admis- 
sion, 8 months; and fourth admission, 9 
months. This represents a decrease in the 
average length of stay from previous years. 
The decrease was introduced by design. The 
ultimate effect of this speedier turnover can- 
not yet be evaluated, but the immediate 
effect has been to increase the return rate. 
While on OPS the outpatient is expected to 
abstain from the use of narcotics and dan- 
gerous drugs unless they are prescribed by 
a physician. Moderate use of alcohol is usu- 
ally permitted, although it may be forbid- 
den in individual instances. 

Outpatient status may be suspended for 
violation of any of 13 “Conditions of Out- 
patient Status.” Drug use is the most com- 
mon violation leading to return to the in- 
stitution but not the. only one. Arrests for 
alleged criminal acts and absconding from 
supervision result in return, as may increas- 
ingly poor “adjustment” exemplified by 
changing jobs or residence without permis- 
sion, failing to attend group counseling, fail- 
ing to send in monthly reports, abusing al- 
cohol, driving without a license or insurance, 
associating with known addicts or delin- 
quents, leaving the county of residence with- 
out permission, or failing to maintain regular 
or acceptable employment. 

Suspension of OPS, however, is not casu- 
ally initiated. With the relatively small case- 
loads (about 30) carried by the supervising 
agents, considerable familiarity with each 
outpatient is the rule, and the Suggestion to 
Suspend must be documented and given 
final approval by an autonomous parole 
board, the Narcotic Addict Evaluation Au- 
thority (NAEA). It is this board which 
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determines placement on and removal from 
OPS. 

Drug use, the most frequent reason for 
suspension of outpatient status, may be dis- 
covered or determined by test, by the out- 
patient's own statement, or by needle marks 
or other physical evidence. Positive test re- 
sults are considered sufficient reason to sus- 
pend OPS and return the individual to the 
institution. Exceptions, which are rare, are 
usually made when the outpatient proves 
that he has received medication from a phy- 
sician for bona fide medical reasons. The 
NAEA has the prerogative of suspending 
and immediately reinstating an outpatient 
without returning him to the institution 
when its members believe that he has used 
drugs minimally after a relatively prolonged 
period of otherwise successful adjustment. 
Although not returned to the' institution, 
such a patient may be delayed in his ulti- 
mate release from commitment status. Com- 
mitment may be terminated by the originat- 
ing court on recommendation of the NAEA 
after the subject has completed three years 
in successful OPS. 

The demands placed on the outpatients 
for conformity to the “square” role are, 
for this population, quite rigorous, although 
some flexibility is present at the level of the 
agent-outpatient relationship; when an out- 
patient appears to be faltering, efforts are 
made to assist him to avoid violations which 
may eventuate in suspension of OPS. Never- 
theless it is a strict program, and "failure" 
may be registered which would not be so 
classified in other programs. 


Data Collection and Evaluation 


Inpatient records and periodic reports 
from the outpatient division are kept on 
all subjects. The one-year follow-up to be 
reported here is based on data from 1,209 | 
residents released to OPS during the 25 
months from June 1962 through June 1964. 
The three-year follow-up is based on the 
first 454 people in the group who were 
released through June 1963. Second-release 
data are based on the follow-up of 175 
releases from this group who were returned 
to the institution, released a second time, 


and for whom one year has elapsed since 
second release. 
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Records are evaluated as of the anniver- 
sary date of release, and one and three years 
following release. Data for first release are 
kept separate from data for subsequent re- 
leases. Status on the anniversary date is 
compared according to a variety of charac- 
teristics such as age, sex, ethnic background, 
county of residence, treatment unit, living 
arrangements, occupation, and income. Such 
information as reason for suspension, arrests, 
convictions, and detection of drug use while 
on outpatient status is also tabulated. 


Results 


One Year Following Release to 
Outpatient Status 


The 1,209 people placed on OPS from 
June 1962 through June 1964 included men 
and women, people of different ethnic der- 
ivations, and of varying intelligence, skills, 
criminal history, and family resources. They 
were followed in different parts of the state 
by scores of supervising agents. Differences 
in outcome appear to be related to many of 
these variables; we deal here with over-all 
outcome only (see table 1). 

Among the groups "in custody" and "at 
large" are a few individuals who will have 
been cleared of charges or will have ade- 
quate explanations for a failure to be located 
by the supervising agent. Although we have 
not done so, this small number could jus- 
tifiably be added to the group “in good 
Standing." Thus at a point one year after 
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first release to outpatient status, 35 percent 
remained in good standing and 64 percent 
did not, while one percent were removed 
from the program while in good standing 
but prior to their first anniversary date. 


Three Years Following First Release 
to Outpatient Status 


In our accounting technique for this study, 
once returned to the institution a person 
cannot reenter the category “in good stand- 
ing following first release.” After having 
been re-released he is then in good standing 
following his second release, while remaining 
“not in good standing” for his first release. 

By the third anniversary date those few 
individuals whose status was in question 
because of unresolved charges will have been 
either reinstated “in good standing" or— 
more frequently—found to be not in good 
standing. 

Individuals *in good standing” thus rep- 
resent only those who have been in that 
category continuously until that date, plus 
those few suspended but immediately re- 
instated. By each anniversary date some in- 
dividuals who have been “not in good stand- 
ing” may have been re-released and are 
again on outpatient status. Thus on the 
third anniversary of a subject’s first release 
he may be on outpatient status following re- 
release although he is listed as “not in good 
standing” as far as his first release is con- 
cerned. 

Table 2 shows the decline in the number 
of outpatients who remained continuously 


TABLE 1 
Status One Year Following First Release 
STATUS NUMBER PERCENT 
In good standing on OPS 424 35 
Returned to CRC 594 49 
Not in good standing but not returned 178 15 
to CRC 
In custody 59 5 
At large 63 5 
Suspended but released on writ 
of habeas corpus 46 4 
Deceased, addiction-related 10 1 
Removed from program while in good 13 1 
Standing 
By writ of habeas corpus 10 1 
Deceased, not addiction-related 3 0 
Total 12 100 
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TABLE 2 
Status One and Three Years Following First Release 


ONE YEAR THREE YEARS 
STATUS NUMBER PERCENT NUMBER PERCENT 
In good standing 148 33 74 16 1 
Not in good standing 299 66 366 81 i 
Removed from program while 
in good standing 7 2 E Eo 
Total 454 101* 454 100 


* Rounding error. 


“in good standing" from the end of year 1 
to the end of year 3 following first release 
to outpatient status. The proportion of 
those continuously in good standing has 
dropped from 33 percent to 16 percent from 
the end of the first year on OPS to the end 
of the third, while the proportion of those 
having been suspended has gone from 66 
percent to 81 percent. 

Three years is a critical period for the 
addict in this program, since three continu- 
ous successful years on outpatient status en- 
title him to termination of his commitment 
and consideration for dismissal of any crim- 
inal charges pending. 


One Year Following Second Release 


Having been suspended and returned for 
a further inpatient stay, the individual will 
subsequently be re-released. Evaluation of 
Success upon re-release can be made only 
after a period of original unsuccessful out- 
patient status, plus a period of reinstitu- 
tionalization, plus one year following re- 
release. Twenty-six percent of the second 
release group remained in good standing 
for one year. In table 3 the results of their 
original release are included for comparison. 

Those who failed and were released a 
second time appear to be a slightly less suc- 
cessful group even in their second release 


than the entire "first release" group (see 
also table 1). This is due to the poor show- 
ing of the first 88 of this group who were 
the very earliest to fail during their first 
OPS. The next 87 did as well as far as one 
year success is concerned as the entire first 
release group. 


Control of Criminal Activity and 
Narcotic Use 


Control as well as treatment is an ob- 
jective of this program. We have found no 
satisfactory way to measure the extent to 
which the program is useful in minimizing 
criminal activity. Table 4 shows that 20 per- 
cent of the first release group received new 
convictions during the first year following 
release to OPS; most of these were for mis- 
demeanors. 

Care must be exercised in interpreting 
this information. On the one hand a large 
proportion of the new offenses is for nar- 
cotics violations only, while on the other 
hand outpatients arrested for alleged crimes 
may not be prosecuted when the police Or 
the district attorney determine that they will 
be returned to inpatient status at the center. 

Of the group of 331 subjects released to - 
OPS during the first half of 1964, a total 
of 73 were declared at large at some time 


NE. TABLE 4 
New Convictions Following First Release 
Status One Year Following First and Second Release CONVICTIONS : NUMBER PERCENT 
ONE YEAR FOLLOWING N 
ao FIRST RELEASE SECOND RELEASE UE. d ne ‘0 
NUMBER PERCENT NUMBER PERCENT T Š meaner oniy 1% 4 
} wo or more misdemeanors 48 
M ie standing i 5 3 46 26 At least one felony 74 6 
ot in good standing — 170 — 97 — 128 — 73 Left program while in good 
Total H5 19 m 3 Standing 13 i 
* One person removed from Program while in good standing. Total 1,209 w 
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during the first year following release and 
placed in the category “releasee at large” 
(RAL). They tended to be apprehended 
promptly: The median time at large was 
nine weeks; only 15 had not been appre- 
hended on their first anniversary date, and 
only three of these remained at large at the 
end of three years. 

Return to inpatient status is often pre- 
cipitated by violation of several of the con- 
ditions of release, one of which may be use 
of opiates and another use of marihuana 
or dangerous drugs. Table 5 shows that 56 
percent of the outpatients were detected us- 
ing drugs during the first year of OPS, six 
percent having been detected using non- 
opiates. Among the 44 percent not detected 
in illegal drug use are some who may have 
used alcohol to excess. Of the patients de- 
tected using drugs, most had been returned 
to the center, but many were in custody 
elsewhere or at large on the anniversary 
date. 

Determination of drug use is uncertain 
even with intermittent testing. Informal re- 
ports from returnees suggest that some out- 
patients have used opiates as well as other 
drugs occasionally without being discovered, 
but it is unlikely that prolonged daily use of 
opiates would remain undetected for long. 
When it does occur it is usually among 
those who have absconded from parole. 


Program Evaluation 


O'Donnell(11) describes the problem of 
comparing the outcome of treatment of 
opiate-dependent individuals. Differences in 
criteria of improvement, length of follow-up, 
and the nature of the population studied are 
often so great that comparisons may be 
invalid. He also points to the misinterpreta- 
tion of the statistics of “failure”—first that 
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failure may be registered by events other 
than drug use, and second that many addicts 
who return to drug use at one point in 
time again may become abstinent yet re- 
main registered as relapsed. Both these 
criticisms are applicable to our methodology. 
O'Donnell suggests that many follow-up 
studies are being misinterpreted as indicat- 
ing that opiate addiction is a more intracta- 
ble phenomenon than it actually is, since 
provision is seldom made for evaluating 
subsequent remission or determining dim- 
inution in degree of addiction. 

The view that the relapse data have been 
misinterpreted raises a question about the 
relative success of this program, since the 
fact that about one out of three of the ad- 
dicts in the California commitment program 
remains in good standing one year after first 
release to outpatient status and that one 
out of six remains in good standing after 
three years has been described in public 
media as an outstanding result(6, 12). Al- 
though the formal criteria for evaluation of 
our follow-up data have their failings, we 
nevertheless can make some general state- 
ments about the program based on our re- 
view of over 1,000 case records, interviews 
with staff and residents, and observation of 
the program. 

1. It works with some. Some individuals 
who have been treated in the program have 
persistently maintained abstinence from 
drugs and have remained law-abiding. Al- 
though it can never be said with certainty 
that the program was responsible for bring- 
ing about this result in any given case, it 
appears to be the significant variable in 
many instances. 

2. Return to drug use is delayed for 
many. Many individuals who do not suc- 
ceed in abandoning drugs do, however, 
spend longer periods of time on OPS free 


TABLE 5 
Detection of Drug Use During First Year on OPS 
ENTIRE GROUP RETURNED TO CENTER 
DRUG NUMBER PERCENT NUMBER PERCENT 

aue 594 50 440 74 
farihuana or dangerous drug only 74 6 61 10 
No illegal use detected* 528 44 m 16 
Total 1,196 100 594 100 


* The category “no illegal use detected” includes some subjects returned for excessive use of alcohol. 
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from illegal drug use and associated criminal 
activities than would be anticipated from 
their previous behavior. 

3. Self-perception is changed. For the 
first time in their lives, many are given the 
opportunity to examine their own motiva- 
tions and behavior through a community 
group technique which aims at altering 
their long-term patterns of functioning 
which are believed to underlie the symptoms 
of addiction. 

4. The therapeutic effort is genuine. 
Whether it is viewed as successful or not, 
the effort to provide therapy is genuine and 
not a subterfuge. 

5. The setting is correctional. In 1962 
Richard A. McGee, then Administrator, 
California Youth and Adult Corrections 
Agency, said in regard to this program 
* , . . putting a particular departmental 
label on the administration of a program 
does not by itself make a program either 
therapeutic or punitive" (9). The effect has 
been, however, to create a program which 
is interpreted by the addicts and by many 
professional visitors as more punitive than 
therapeutic. In contrast, it will be inter- 
esting to follow the progress of the New 
York State commitment program, which is 
under an independent authority and which 
is operating with a majority of staff drawn 
from the area of mental health, with a 
minority from corrections( 16). 

6. Negative reaction is expressed by 
some. The compulsion (which is the heart 
of the commitment program) as well as the 
correctional tone which pervades the pro- 
gram serve to induce resistance in many of 
the addicts to the goals of the program. 
Addicts who volunteered for commitment 
(four percent) frequently voice resentment 
and indicate that they thought they were 
coming to a hospital, not a prison. 

7. The length of stay may be consider- 
able. Since the median length of stay for 
the first admission is about one year, and 
since a majority of the addicts will return 
for additional (though usually shorter) peri- 
ods, the time an addict spends incarcerated 
can be considerable. Those also convicted 
of a felony (70 percent) will probably 
spend less time incarcerated than they would 
have spent in prison, while the misdemean- 
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ants (16 percent) and those without pre- 
ceding criminal convictions (14 percent) 
will probably spend more. Studies are now - 
underway to help determine whether the, 
time spent within the institution can be re- 
duced without seriously jeopardizing the 
value of the program to those for whom it 
is useful. 


Discussion 


From his finding that at least nine months 
in prison followed by close parole super- 
vision yielded a year's abstinence in 20 of 
30 prisoners released from Lexington, Vail- 
lant predicted great success for the compul- 
sory supervision approach, advising relative- 
ly prolonged reincarceration for violations 
(13, 14). We have found that 56 percent 
of the outpatients are detected using drugs 
during the first year following first release, 
while additional outpatients "fail" for rea- 
sons other than drug use, so that one in 
three remains in good standing at the end 
of one year. 

We doubt that these results will change 
much within the framework of the present 
program, and we doubt that the program 
will change much since the organization is 
relatively inflexible—primarily because of 
statutory provisions but to some extent 
also because of self-imposed restrictions. 
Among the self-imposed restrictions may be 
included a treatment program which oper-. 
ates with little variation and which excludes 
Psychiatrists and psychologists from direct 
participation. The few mental health pro- 
fessionals associated with the program are 
used only peripherally. This pattern of staff- 
ing is deliberate and not merely the result 
of the unavailability of such professionals. 

The staff hoped that those who failed 
and returned to the institution would profit - 
from their second admission in an additive 
fashion so that there would be a steady and 
marked reduction in the size of the recid- 
ivist group. There is a suggestion in our data 


‘that this hope has been fulfilled to some ex- 


tent. Though the very first group of re- 
releasees did poorly even on their second 
release, this was a group with a poor prog- 
nosis, having been the earliest to fail. Latet 
Te-releasees have a one-year success rate 
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about the same as that of all the first re- 
leasees. Nevertheless a large majority con- 
tinue to fail, leaving an increasing number 
of multiple recidivists. As this program 
enters its seventh year the staff is faced 


with the problem of deciding on approaches ` 


for those addicts who have returned for the 
fourth or even the fifth time. 

In the article summarizing his findings 
and expressing his advocacy of a compul- 
sory supervision program for addicts, Vail- 
lant(14) states “that enforced parole pro- 
grams can, with adequate legislation, be 
extended to virtually the entire addict popu- 
lation,” and he implies that they should be. 
We feel that his enthusiasm is excessive 
and has not been verified by the Califor- 
nia experience. We suspect that part of the 
difference between his results and those of 
the California program is due to the 
greater strictness of parole supervision and 
the employment of tests for drug use in the 
California program. Published and unpub- 
lished reports from the California Depart- 
ment of Corrections parole programs for 
felon addicts tend to confirm our find- 
ings(5, 10). Although in the California 
felon-addict programs the parolees are older 
on the average and the criteria for suspen- 
sion are less stringent than in the civil com- 
mitment program, their one-year success 
Tate is also about 35 percent. We concur 
with Vaillant that in general, compulsory 
Parole supervision will have the effect of 
inducing periods of abstinence in some in- 
dividuals, although in our experience the 
rate is lower than he suggested. 

, But there is an important additional con- 
Sideration he did not discuss—specifically 
the consequences of failure. If a fairly large 
majority succeed for prolonged periods of 
time in such a program, then it would be 
à useful approach. When, however, a ma- 
Jority fail within a year, and the average 
Periods of intermittent incarceration are 
àbout equal to the time spent on parole, we 
Will probably find our patients spending 
about half of a lengthy commitment incar- 
Cerated. It is obvious that a 35 percent 
Success rate after one year and a 16 percent 
Tate after three years in a commitment pro- 
gram has different consequences than an 
*quivalent numerical result would have in 
à voluntary program. 
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The ultimate effect has been to produce 
a system into which a large number of ad- 
dicts is locked, most of the addicts shifting 
between approximately equal periods of in- 
carceration and parole. Although a small 
proportion of the population is removed 
from the system by "succeeding," the ma- 
jority will either remain in the system until 
the termination of commitment or be ex- 
truded from the system following suspen- 
sion in one of several other ways, as by a 
writ of habeas corpus, by being excluded 
as unfit following a new conviction, or by 
death or disappearance. The value of a pro- 
gram such as this should not be viewed 
solely in terms of the number who succeed 
but also in terms of what happens to the 
majority who do not. 

We conclude then, that commitment pro- 
grams for addicts can be considered at this 
time as an interim procedure between a 
totally punitive approach and evolving non- 
punitive approaches to the issues of drug 
dependence, although perhaps they will per- 
sist as an alternative for those who are not 
helped by other programs. Implicit in this 
view is the expectation that altermative ap- 
proaches will be explored and encouraged. 
As new understanding of this problem de- 
velops, it can be hoped that the public and 
its representatives will find less need for 
recourse to “control” and will be more will- 
ing to accept the idea of “treatment” of 
narcotic addiction and of drug dependence 
in general. 


REFERENCES 


1. Aronowitz, D. S.: Civil Commitment of Nar- 
cotic Addicts, Columbia Law Review 67:405- 
429, 1967. 

2. California Department of Corrections, Nar- 
cotics Rehabilitation Advisory Council: Third 
Annual Report. Los Angeles, 1967. 

3, California Department of Justice: California 
Welfare and Institutions Code of the State of 
California Narcotic Act. Section 3000. Sacra- 
mento, 1967, p. 40. 

4. Freedman, A. M.: Drug Addiction: An 
Eclectic View, J.A.M.A. 197:878-882, 1966. 

5. Geis, G.: The East Los Angeles Halfway 
House for Narcotic Addicts. Sacramento: In- 
stitute for the Study of Crime and Delin- 
quency, 1966. 

6. Heffernan, J. J.: Assault on Addiction, West, 
Los Angeles Times Suppl., September 11, 
1966. 


[135] 


824 


7. Jones, M.: Social Psychiatry in the Com- 
munity, in Hospitals, and in Prisons. Spring- 
field, Ill: Charles C Thomas, 1962. 

8. Lindesmith, A. R.: The Addict and the Law. 
Bloomington: Indiana University Press, 1965, 
pp. 290-294. 

9. McGee, R. A.: "New Approaches to Control 
and Treatment of Drug Abuse in California," 
in Wilner, D. M., and Kassebaum, G. G.: 
Narcotics. New York: McGraw-Hill, 1965. 

10. Miller, D; E., Himelson, A. N., and Geis, G.: 

Community's Response to Substance Misuse, 

International Journal of Addictions 2:305- 

311, 1966. 

O'Donnell, J. A.: “The Relapse Rate in 

Narcotic Addiction: A Critique of Follow-up 

Studies,” in Wilner, D. M., and Kassebaum, 


11 


COPIES OF SPECIAL SECTIONS AVAILABLE 


In response to requests from readers, the American Journal of Psychit 

j 2 L c lers, ychiatry 
i making extra copies of its Special Sections available. The cost of this 
pecial Section, Law Reform, will be as follows: 1-10 copies, 50 cents each; 


11-20 copies, 40 cents each; 21 i i 
EEEE tr or more copies, 30 cents each. Special 
Address orders to Publications Services Division, Ameri iatri 

dre: : , Ami Psychiat: 
Association, 1700 Eighteenth Street N.W., Washington, D. C. 20009. Please 
enclose payment with order; checks, money orders, or stamps are acceptable. 


[136] 


12. 


13. 


14. 


15. 


16. 


CIVIL COMMITMENT FOR ADDICTS 


G. G.: Narcotics. New York: McGraw-Hill, 
1965. 
Ross, L: How California Is Licking Drug 
Addiction, Readers Digest, September 1967, 
pp. 138-144. 
Vaillant, G. E.: A Twelve-Year Follow-up of 
New York Narcotic Addicts: I. The Relation 
of Treatment to Outcome, Amer. J. Psychiat. 
122:727-737, 1966. 
Vaillant, G. E., and Rasor, R. W.: The Role 
of Compulsory Supervision in the Treatment 
of Addiction, Fed. Prob. 30:53-59, 1966. 
Wood, R. W.: The Civil Narcotics Program: 
A Five-Year Progress Report, Lincoln Law 
Review 2:116-138, 1967. 
Wood, R. W.: Overview of State and Federal 
Narcotics Programs and Legislation, Hastings 
Law Journal, in press. 


i 
Amer. J. Psychiat. 125: 6, December 1968 1 


825 


EDITOR’S NOTEBOOK 


The Coach, Yes; The Umpire, No. 


1 SOMETIMES LOOKS as if psychiatry promises more than it can de- 
liver, that the gap between promise and performance is too wide. 
This is especially true at the interface between psychiatry and law. 
The defense attorney pleads to have the sexual deviate or the aggres- 
sively antisocial personality turned over to the psychiatrist, not the 
jailer. He has been told that these defendants are patients to be treat- 
ed, not criminals to be scorned. So he turns to us and says: treat him! 
Now and then we present statistics showing that such and such a per- 
centage of alcoholics or compulsive thieves or severe gamblers have 
been cured by deep psychotherapy, reconditioning, or by the pre- 
scription of behavior-modifying drugs. But we don’t assert that our 
batting average, at best, is very high. 

There is a current cry for changes in legal policy and legal proce- 
dure, most of which depend on the theory that there is a psychiatric 
technique of reform. Thus, we hail legislation which outlaws the re- 
petitive arrest of alcoholics or narcotic addicts. If a defendant is 
arrested for rape, rioting, or robbery, we suggest—or at any rate we 
welcome—hospitalization for “therapy.” When such a patient de- 
mands his release on the basis that he is not getting treatment, we re- 
sist by arguing that the entire hospital milieu provides treatment—or 
at least a therapeutic atmosphere. If the court were to suggest (as 
some of them have) that proper treatment would require electro- 
shock therapy or tranquilizing drugs or psychotherapy, we retort that 
no judge can write such a prescription. We are the only ones who can 
do that. 

The use of the mental hospital for law violators may seem like a 
progressive step. But it is impaled on the horns of a dilemma. If we 
treat the disturbed offender the way we treat the psychotic non- 
offender, then, with an open ward and an extended privileges philos- 
ophy, he may walk out through the policy-fixed open door. If we take 
steps to keep him from walking out, we are, instead of converting the 
prison into a hospital, doing just the opposite and converting our 
hospitals into prisons. 

A similar dichotomy has developed around commitment laws. We 
don’t like the “legalistic” flavor of commitment procedures, so we 
suggest reforming the laws so that they will have more of a medical 
and less of a legal tincture. For instance, giving a patient notice that 
he is to be committed is an article of faith among lawyers and civil 
libertarians. But we know of patients who were made more de- 
pressed, more excited, or more paranoid when confronted by witness- 
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es testifying to their mental illness. If we rewrite the commitment 
laws so that no such confrontation is required we may spare the pa- 
tient this kind of embarrassment; but then we deprive him of a legal 
right. If we preserve his constitutional rights, we may injure medical 
and psychiatric care. A patient locked into a ward against his will 
has every right to look to the law to protect his freedom. If we tell 
the judge to go away because this is a medical question, we set up a 
possible tyranny by doctors who make decisions about keeping a 
patient locked up. If we let the court make the final decision (and 
this is, in the last analysis, how it always has to be), then the com- 
mitment procedure, no matter how “medical” at top, becomes legal 
at bottom. 

If we abandon the Magna Carta-based privilege of habeas corpus, 
we threaten the very foundations of the Law with a capital “L.” If 
we retain the privilege, we entrust the disposition of the mental pa- 
tient to the courts. 

Suppose we insist on a psychiatric justification for abortion. If we 
allowed a curettage because the woman is depressed or anxious, we 
put psychiatrists at the doorway to life—since any woman worried 
about her pregnancy can develop anxiety or depression about it. 

The problem is not just giving a psychiatrist a role in law reform 
but rather how to keep the bench, the bar, and the public from be- 
coming disenchanted if we fail to reform juvenile delinquents, cure 
alcoholics, straighten out deviates, and rehabilitate addicts. One 
phase of the problem is this: The psychiatrist may say “Maybe yes; may- 
be no” or that there is something to be said on both sides, or that the 
chances are thus and so. This is a commendable caution in any phase 
of medical science. But the courts must make a decision, The judge 
cannot say: "Maybe the plaintiff is right, but then there is much to be 
said for the defense, too." The court may certainly be wrong. But 
one thing the judge may not be is indecisive. 

By all means, let us play a vigorous role in suggesting reforms in 
the law, We may have Some very sage advice to give. But legal pro- 
cedures and constitutional rights are fashioned in the lawyer's ball 
park. We may be useful Coaches, but we cannot be the umpires. 


HENRY A. Davipson, M.D. 


Alcoholism— The Supreme Court Decision 


OST PSYCHIATRISTS who have followed the dialogue be 
i tween th 
M legal and medical professions co s n f 
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the enormous new demands that would suddenly be placed upon them 
if the decision had been otherwise. 

Justice Thurgood Marshall, who wrote the majority opinion of the 
Supreme Court, observed that physicians disagree as to the nature of 
alcoholism. He suggested that even if buildings, equipment, and 
trained personnel were available there is no assurance that these 
would provide anything more than slightly higher-class jails for in- 
digent and habitual inebriates. While this attitude seems overly 
skeptical or pessimistic, the burden of proof that it is not justified 
lies with the medical profession and its hospitals, clinics, and private 
offices. 

Although persons both within and outside the medical profession 
have reason to be disappointed with the Supreme Court's decision, 
there are numerous hints in the opinions rendered by the various 
justices (especially that it was a 5-4 decision) that the desired 
change only awaits a state of readiness on the part of medical facil- 
ities to care for the vast number of alcoholics. In a sense the medical 
profession has been given extra—but probably limited—time to 
develop adequate treatment methods for alcoholics who have come 
under the jurisdiction of the courts. 

Treatment methods and physical facilities cannot be developed by 
the health professions alone. Money is needed—for buildings, re- 
search, experimental projects, and training programs. Only our legis- 
lators in the states and in the Congress can furnish the required funds. 
But they will need far more convincing evidence of the desirability 
of such programs than they are now being given. Moral as well as 
financial support is needed in order that new pathways may be 
developed toward the management of the alcohol problem. When this 
is done the country will be ready to shift its definition of alcoholism 
from a crime to a medical illness and act in accordance with that 
philosophy. 

Justice Marshall stated that “formulating a constitutional rule 
would reduce, if not eliminate, that fruitful experimentation, and 
freeze the developing productive dialogue between law and psychi- 
atry into a rigid constitutional mold.” It is now up to physicians, 
psychologists, lawyers, legislators, and all other public-spirited citi- 
zens to develop cooperative programs designed to ensure that those 
who suffer from alcoholism may be able to secure treatment adapted 
to their needs. The primary responsibility for organizing such pro- 
grams, and for acquainting legislators with their worth and desir- 
ability, lies with the medical and legal professions. It will not be just 
those who suffer from alcoholism who will benefit from readily 
available scientific and humane treatment when they run afoul of 
society’s restrictions; all of us will be the better for it. 

In the meantime the development and evaluation of a few pilot 
programs designed to see whether and how the medical profession 
can be realistically expected to care effectively for all alcoholics is 
an urgent necessity. 


Dana L. FARNSWORTH, M.D. 
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1968 Anniversaries 
1568 


Oar DIED IN Basel. Born in the same city in 1507, Johann 

Herbst studied classics and soon Latinized his name ( according 
to the custom of the time) into Oporinus. After teaching Latin for a 
few years, in 1527 he became secretary to Paracelsus, who had re- 
cently been appointed town physician and lecturer at the university. 
Because of the latter’s difficult personality, his innovating system of 
teaching in German rather than Latin, and the death of his main sup- 
porter Froben (the famous printer), Paracelsus was openly ostracized 
and in 1528 escaped to Colmar in Alsace. Years later, in 1555, ina 
letter to Johann Weyer, Oporinus drew the traditional picture of 
Paracelsus as a charlatan, a drunken braggart, and a blasphemer. In 
1533 Oporinus was appointed professor of Latin and in 1537 profes- 
sor of Greek at the University of Basel. In 1539, he withdrew from 
the university to become a leading German printer of classical and 
scholarly books, such as Greek texts, the works of the Church fathers, 
and works of the Protestant reformers of his own day. Oporinus’ 
fame lies mainly in having published his two-folio editions of Vesalius’ 
Fabrica in 1543 and 1555, which are considered masterpieces of 
bookmaking by any test. It is often overlooked, however, that Opo- 
Tinus published Johann Weyer's De Praestigiis Daemonum in 1563. 
In view of Weyer’s critical attitude toward the Church-supported 
belief in witchcraft, this in itself represented an act of courage, as 
evidenced by the fact that the volume was soon placed in the Index 
Librorum Prohibitorum. Thus, Oporinus has the unique distinction of 
having published the two pioneering works of the founders of modern 
medicine and modern Psychiatry, respectively. 


1668 


Giorgio Baglivi ( 1668-1707) was born in this year. He became an 
Italian Physician of the school of the iatrophysicists, who considered 
all bodily functions as based on physical principles. He was appointed 
by Clement XI to the chair of medical theory in the Collegio della 
Sapienza in Rome, He became especially prominent as a profound 
observer and a pr 


presents the most instructive book. Among his clinical contributions 
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plenty of support to patients; in addition he emphasized the value 
of bathing, proper diet, physical exercise, travel abroad, hunting and 
riding in the country, music, and dancing. 


Hermann Boerhaave was born near Leiden in the Netherlands. 
After studying medicine in that university, he was appointed there to 
the chair of theoretical medicine where he emphasized the value of 
returning to the study of the Hippocratic texts. He soon became the 
most well-known medical teacher and practitioner of his time and, 
later on, an object of. veneration by his pupils and followers. An 
eclectic in theory, he believed that the principal aim of medicine was 
the clinical treatment of the patient, regardless of any preconceived 
notion. Aside from a number of medical works, in his often-reprinted 
Aphorisms (1709) he dealt also with mental diseases. Following the 
Greek tradition, he attributed melancholia to black bile and observed 
that melancholia and mania might be different phases of the same 
disease. In a remarkable aphorism, which anticipated malaria therapy, 
he noted that “when all remedies have been tried in vain, it has some- 
times happened that tertian or quartian agues have cured this disease 
[general paresis]." He died in 1738. 


1768 


Johann Gottfried Langermann, born near Dresden in that year, 
became interested early in mental diseases; in Jena in 1797 he pub- 
lished his doctoral dissertation “On the Method of Recognizing and 
Curing Lasting Mental Diseases." According to some, this was the 
first dissertation on psychiatry to be submitted for a doctorate in 
Germany. In it, he divided mental diseases into functional and 
organic. He stressed the psychological origin of many physical 
diseases, apparently as a result of the influence of Stahl. Langermann 
had a warm and appealing personality. A friend of Fichte, Goethe, 
and Schiller, he also gathered around him a number of young people 
interested in psychiatry. Among tham was Karl Wilhelm Ideler, who 
became one of the leading psychiatrists of the 19th century. Langer- 
mann is known mainly for having founded in Bayreuth the St. George 
Insane Asylum, the first mental hospital in Germany, which he di- 
rected from 1805 to 1810. In his institution, he abolished cruel 
systems of restraint and punishment of mental patients and advo- 
cated a humanitarian approach. He is also considered to have been 
the first in Germany to separate into different quarters “curable” 
from “incurable” patients. Due to the support that he obtained from 
his friend, Reil, Langermann was called to Berlin in 1810 to organize 
the care for the insane and the founding of asylums in Prussia. This 
resulted in the opening of three mental hospitals, one in Berlin in 
1818 (Charité), one in Siegburg in 1825, and one in Leubers, near 
Breslau, in 1830. Langermann died in 1832. 

Karl Adolph von Eschenmayer, born in Wiirttemberg, studied 
medicine in Tübingen and Göttingen and then practiced in Kirchheim 
and Sulza, From 1811 to 1836 he taught philosophy and medicine 
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in Tiibingen. He died in 1852. Of the many works that he wrote, the 
most important remains that on “Animal Magnetism” (1806), where 
scientific observations and occult beliefs are combined in an attempt 
to reach the depth of the psyche. The book deals in detail with 
artificially and naturally induced magnetism and with descriptions 
of the different ways the magnetic action affects the knowledge, 
feeling, and will of the subject. In his later book, “Fundamentals of 
Psychiatry” (1830), Eschenmayer, under the influence of Heinroth, 
dealt particularly with the body-mind relationship. He attributed 
mental diseases to repression of the ego (Ich-Verdriingung). He is 
considered to have been one of the first physicians to teach psychiatry. 


Friedrich Groos, born in Karlsruhe in that year, first studied phi- 
losophy and then medicine. He was soon influenced by the German 
psychiatrist, Werner Nasse, who in later years turned to an organic 
explanation of all mental diseases. In 1814 he became director of the 
asylum at Pforzheim and from 1828 to 1836 served as director of 
the asylum at Heidelberg, where he lectured in psychiatry. He died 
in 1852. Of his various publications, the most important is the “Out- 
line of a Philosophical Foundation for the Doctrine of Mental 
Disease" (1828). In this, he stated that man's behavior is psy- 
chologically determined and that man feels free in automatically fol- 
lowing these determinants. Mental illness was explained as a negation, 
due to inner obstacles, of the full development of man’s nature. 
Psychology was seen as a biological continuum, of which only part is 
conscious. According to some, Groos was a pioneer in the attempt 
to consider psychology as a biological science. 


1868 


Korbinian Brodmann was born in Liggersdorf, Germany. Soon 
after Teceiving his medical degree at Leipzig in 1898, he became 
interested in the study of neurology under the guidance of Oscar 
Vogt and later of Alzheimer. From 1901 to 1910 he worked with 
Vogt at the Neuro-biologisches Institut in Berlin. Because of the 
Opposition of the medical faculty at the University of Berlin, he 
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completed his studies in medicine and then traveled extensively in 
many countries of the world. Upon his return, he published his 
three-volume work “Man in History: Toward the Foundation of a 
Psychological Conception of the World." Eventually, he became pro- 
fessor of ethnology at the University of Berlin and director of the 
folklore museum. In his other works “Comparative Linguistic Studies” 
(1870) and “Ethnological Research” (1871-1873), like the one 
mentioned above, he based his concepts on the observations gathered 
in his travels and he continued the tradition of social psychology, or 
“political psychology,” initiated by Herder and W. Humboldt. Ac- 
cording to Bastian’s views, the historical development of mankind 
does not follow a line or a curve but a spiral. Furthermore, he felt 
the basic principles with which to understand cultures are elementary 
psychological structures related to the religious, legal, and social life 
of all populations, His theory contains the themes later developed 
by Durkheim and Levy-Bruhl. 


August Hoch was born in Switzerland. After obtaining a medical 
degree there, he moved to this country. In 1893 he was appointed 
pathologist at the McLean Hospital in Waverley, Mass., and then 
in 1905 at the Bloomingdale Hospital in White Plains, N.Y. In 
1906 he became chief of the Cornell Medical College Clinic, appar- 
ently the first psychiatric outpatient service in New York City. Like 
his great fellow countryman, Adolf Meyer, he emphasized the im- 
portance of studying personality traits and habits of mind of men- 
tally ill patients prior to the outbreak of their illness, in addition 
to emphasizing the value of autopsies and laboratory tests. In the 
1907 report of Bloomingdale Hospital, he stated that in many cases 
of mental disorders, “a careful psychoanalysis is necessary, not only 
for the purpose of research, but for the diagnosis as well.” In this 
context, psychoanalysis appeared to mean the general study of the 
personality, especially at the premorbid stage, as evidenced by his 
important studies on the psychogenic factors of the paranoid condi- 
tions (1908) and on the so-called “shut-in personality,” namely, the 
personality of patients affected by dementia praecox (1911). In 
1909 he succeeded Meyer as director of the Psychiatric Institute of 
the New York State Hospitals and as professor of psychiatry at 
Cornell University Medical College, positions which he held until 
1917. He continued to be interested in the psychoanalytic explora- 
tion of the personality. In 1913, on the occasion of the opening 
exercises of the Henry Phipps Psychiatric Clinic, he delivered the 
important paper “Personality and Psychosis,” in which he related the 
predisposition of dementia praecox to both constitutional and en- 
vironmental factors. Under his influence, a Guide to the Descriptive 
Study of the Personality became widely adopted in mental hospitals. 
He was among the charter members of the National Committee for ` 
Mental Hygiene, founded on February 19, 1909. He died in 1917. 


Karl Bonhoeffer was born in Württemberg, Germany. Shortly 
after his graduation from the medical school of Tübingen, he became 
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the assistant of Wernicke in Breslau. There, he was particularly 
impressed by the latter's attempt to find a neurological explanation 
for mental disorders, in line with the tradition established by Gries- 
inger. After a short period in Kónigsberg and Munich, he returned 
to Breslau and then to Tübingen, and eventually was appointed di- 
rector of the famous psychiatric and neurological clinic of Charité in 
Berlin. In 1924 he became Kraepelin's successor at the university 
of Munich. He died in 1948. His main contribution to psychiatry 
lies in the classification of psychiatric syndromes into the exogenous, 
due to known pathological causes (alcohol, syphilis, etc.), and the 
endogenous, due to congenital causes. His son, Dietrich Bonhoeffer,. 
killed by the Nazis during the war, is considered one of the greatest 
theologians of our time. 


On April 30th, the Connecticut State Hospital for Insane was 
opened near Middletown, Conn., under the superintendency of Dr. 
A. M. Shew. The original number of 100 patients was progressively 
increased to several thousand. 


John Elliotson died at the age of 77. Born in 1791, he studied 
medicine at Edinburgh and Cambridge, and in 1831 he was appointed 
first professor of the practice of medicine at the new University of 
London. He was instrumental in the opening of the North London or 
University College Hospital in 1834 and was soon considered to be 
one of the ablest physicians in London. A man of strong convictions 
and with an inquisitive mind deeply interested in research, particu- 
larly of the physiology of the nervous system, he helped to found the 
Phrenological Society of London. In 1837 he began to mesmerize 
two adolescent girls suffering from hysteroepileptic attacks. Elliotson 
believed that animal magnetism was a distinct physical force which 
could be transmitted to nonmagnetic bodies, either by a magnetizer 
or by transfer from magnetized bodies. Following a controversy with 
the editor of The Lancet, who had condemned mesmerism, he re- 
Signed from his academic position and continued to hold seances at 
his home. From 1843 to 1855 he published The Zoist: A Journal of 

- Cerebral Physiology and Mesmerism, and Their Applications to 
Human Welfare. This periodical, to whom even Herbert Spencer 
contributed, expressed progressive views for such problems as hous- 
ing, crime, and education. In 1843 Elliotson published a pamphlet 
entitled “Numerous Cases of Surgical Operations Without Pain in 
the Mesmeric State . . . ;" in which a detailed account is given of 
Several cases of various types of surgery on hypnotized patients. 
This method Was tried by many, even in the United States, appar- 
ently with success; it was widely applied in India by the British 
err James Esdaile. Because of the rapid success of ether anes- 
Cn dde Elliotson believed to induce the same state of pain- 
epa 3a Wei og use of hypnosis in surgery lost momen- 
Leonie nube e p in special mesmeric hospitals and 
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d few years. By the time of Elliotson's death, the use of mesmerism 
| in surgery was forgotten, to be resumed again many years later. 


The German physician Magnus Hirschfeld (1868-1935), was 
born. He is considered to be one of the pioneering leaders of sex- 
ology. Among his many works are “Transvestites” (1910), “Inter- 
mediate Sexual States” (1917), “Sexual Pathology” (1917-1922), 
and “Sexology” (1926), some of them in several volumes. More- 
over, he edited the Yearbook of Intermediate Sexual States from 1899 
on, to which, among others, Freud and Forel contributed. Later, he 
founded the World League for Sexual Reform. The leitmotiv of his 
works is that the difference between sexes is but a difference of 
! degrees. He is considered the first to have made use of statistical 
inquiries on a large scale in studying the theme of homosexuality and 
heterosexuality. 


Wilhelm Griesinger died in Berlin. Born in 1817 in Stuttgart, he 
studied in Tübingen and Paris and worked in the mental hospital of 
Winnenthal. In 1843 he became assistant and, in 1854, professor at 
the medical clinic in Tübingen, after two intervals in Kiel, Germany, 
and Cairo, Egypt. In 1860 he was appointed professor of medicine 
at Zürich; he then organized the asylum near the cantonal hospital. 
In 1864 he was called to be professor at Berlin, where he reorganized 
the psychiatric division of the famous hospital Charité. There he 
founded, in 1867, the Archiv für Psychiatrie and, in the same year, 
the Berlin Psychiatric Association. His name is especially remem- 
bered for his “Pathology and Therapy of Mental Diseases," which 
he published in 1845 at the age of 28. This book was translated 
into English by the Sydenham Society of London in 1867 under the 
title Mental Pathology and Therapeutics. Yt became the most widely 
known psychiatric textbook of the second half of the 19th century 
and was used in many medical schools. Undoubtedly, the influence 
that he exercised as a forceful teacher and a skillful administrator in 
the places where he worked (where he also eliminated the practice 
of restraint) contributed to this success. It has been generally held 
that, following the lead of the German psychiatrists Jacobi and 
Friedreich, Griesinger became the staunchest supporter of an organic 
etiology of mental disorders by unequivocally stating that mental 
diseases are diseases of the brain. Indeed, this trend in psychiatry 
prevailed throughout the late 19th and early 20th centuries. In 
light of today's dynamic psychiatry, it is clear, however, that in his 
writings he anticipated the modern emphasis on ego psychology. He 
stated, in fact, that the first stages of the great majority of mental 
diseases consist of emotional disorders, especially when the ego of 
the patient is weak. 


GreoncE Mora, M.D. 
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Causal Factors in Suicidal Attempts by 
Male and Female College Students 


BY GRAHAM B. BLAINE, JR., M.D., AND LIDA R. CARMEN, ACSW 


Case histories of 69 Harvard and Rad- 
cliffe students who attempted suicide were 
surveyed, Variables studied included the 
mode of suicide, precipitating factors, back- 
ground factors which may have contributed, 
and results in terms of treatment and further 
‘education. Relevant factors seem to be con- 
cerned with loss, concern over academic 
work, parental level of education, and 
source of family discipline. 


"m IS A preliminary report on a two- 
phase study currently in progress at 
the Harvard University Health Services, 
sponsored by a grant from the Center for 
Studies of Suicide Prevention at the Nation- 
al Institute of Mental Health. The research 
team consists of a psychiatric social worker, 
two psychiatrists, and a clinical psychologist. 
The first phase is a retrospective survey of 
the psychological and social characteristics 
of students who made suicidal attempts over 
the four academic years 1963 through 1967. 
Hypotheses derived from this survey will be 
tested by means of an in-depth study of all 
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suicidal attempts for a succeeding academic 
year. The present paper reports some of the 
data from the first phase. 


Characteristics of Suicidal Students 


There were 69 suicidal attempts by Har- 
vard and Radcliffe students documented in 
University Health Services records during 
the four academic years from 1963 through 
1967. The broad distribution of these at- 
tempts showed 35 Harvard undergraduate 
attempts (5.7 per 10,000) and 18 Radcliffe 
undergraduate attempts (12.7 per 10,000). 
This ratio of 5.7 male to 12.7 female at- 
tempts nearly duplicates the over-all nation- 
al figures which indicate that approximately 
three times more women than men attempt 
suicide(1). É 

Sixteen graduate students attempted sui- 
cide. They were from the schools of med- 
icine, law, divinity, business, and arts and 
sciences. Nine were men and seven were 
women. This is a rate of 11 per 10,000 
for male graduate students and 55 per 
10,000 for female graduate students. 

In 32 percent of the attempts the method 
used involved cutting. Fifteen of these were 
men students and seven women. An over- 
dose of medication accounted for 55 per- 
cent—23 men and 15 women. This means 
that for the cutters and ingesters the choice 
of method was fairly similar for both sexes. 
Thirty-four percent of the women and 35 
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percent of the men cut themselves, and 60 
percent of the women and 52 percent of the 
men took pills. Four students—all men— 
used other methods. These were inhalation 
of gas, hanging, intravenous injection, and 
gunshot. Eighteen of the students had made 
a prior attempt and four have attempted 
suicide since the study, i.e., between June 
30, 1967, and April 1, 1968. 

The 69 students studied were classified 
according to Calista Leonard’s three suicidal 
personality types(3). These are: 1) the de- 
pendent dissatisfied, 2) the satisfied sym- 
biotic, and 3) the unaccepting. In other 
terms these. personality types might be 
described as first, individuals who had 
premature demands for performance made 
upon their ego strengths; second, highly de- 
pendent persons who had insufficient grat- 
ification in the earliest years and never 
separated themselves from the maternal fig- 
ure; and third, individuals who have been 
treated as used objects. They now treat 
others this way and seemingly cannot live 
either with people or without them. 

Sixty-four of the 69 were easily classified 
in one of these three categories. Three of the 
remaining were clearly psychotic and the 
other two were reacting with guilt to a death 
in which they had been involved. The latter 
were described as having bloodguilt. Of the 
64 subjects categorized, 28 fell into the de- 
pendent dissatisfied category and 18 each in- 
to the satisfied symbiotic and unaccepting 


.groups. Fourteen—one woman and thirteen 


men— were homosexual. 

The subjects will be rated by the Shneid- 
man lethality scale(5). A tentative grouping 
of the subjects into the Shneidman classifica- 
ton indicates that 45 percent were unin- 
tentioned, 20 percent were subintentioned, 
and 30 percent were intentioned. Twice as 
many men as women were found to be in 
the most seriously intended (intentioned) 
group. 

The year in undergraduate college which 
contained the highest number of suicide at- 
tempts showed an interesting variation be- 
tween male and female students. The highest 
incidence for Harvard students was in the 
freshman year and the lowest in the senior 
year, while for the Radcliffe women the 
highest incidences were in the sophomore 
and senior years, the lowest number Occur- 
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ring in the freshman year. The fact that the 
men complained most frequently about 
problems connected with academic work 
while the women found male-female separa- 
tions most stressful may explain this distri- 
bution. Problems with studies tend to come 
immediately whereas love affairs take time 
to develop and the pain of dissolution may 
be postponed until later in the college career. 

Fifty-two percent of the men complained 
of worry over studies, but of these only 39 
percent actually showed a dip in grade av- 
erage. A considerable number apparently 
were unrealistically concerned, which leads 
to the thought that depression possibly dis- 
torted the perception of this segment. Forty- 
six of the total sample of 69 complained of 
depressive symptoms. 

In determining the abuse of drugs as a 
factor, it was found that students chronically 
using a drug such as marihuana or LSD 
comprised 15 percent of the suicide attempt 
group in comparison to an estimated chronic 
usage rate of about four or five percent in 
the college population at large during the 
equivalent period. 


Backgrounds of Suicidal Students 


A comparison of background factors can 
be made between those who attempted sui- 
cide, a random sample of the college popula- 
tion, and a group of successful suicides, all 
of whom were in college or had graduated 
from college. The random undergraduate 
sample used is that studied by Dr. Stanley 
King(2). It consists of 500 undergraduates 
randomly chosen in their freshman year 
from the class of 1964 and 1965 at Harvard 
College. The suicide group is the study done 
by Dr. Ralph Paffenbarger(4) on 225 sui- 
cides committed by Harvard and University 
of Pennsylvania students during college or 
after graduation during the years 1926 
through 1950. These are compared in his 
study with controls randomly selected from 
living graduates from the same college class. 

Clearly the three studies are not directly 
comparable in all respects as both Dr. 
King’s and Dr. Paffenbarger’s are exclusively 
male populations and Dr. Paffenbarger’s 
time span covers a period of years consid- 
erably earlier than the other two studies. 
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TABLE 1 
Family Backgrounds of Students Studied (by Percent) 


HARVARD STUDENT UNIVERSITY HEALTH 


STUDY CONTROL SERVICES RECORDS PAFFENBARGER PAFFENBARGER 
PARENTAL CHARACTERISTICS GROUP ATTEMPT GROUP CONTROL GROUP SUICIDE GROUP 
Father graduated from college 66 50 59 75 
Father has a graduate degree 44 36 40 57 
Mother graduated from college 39 47 31 42 
Parents separated, divorced, or 
one parent dead 13 17 24 38 


Still, there is enough similarity to allow us to 
draw tentative conclusions about differences 
and similarities between suicides, attempted 
suicides, and normal college students. 

Study of table 1 reveals that there is an 
interesting difference in the amount of edu- 
cation completed by the parents of attempted 
and successful suicides. The more educated 
the father, the greater appears to be the 
chance of suicide in his child but the lesser 
the chance of a suicide attempt. When the 
mother has graduated from college, the 
chances of both attempts and suicides in 
her children are increased. 

As might be expected, there are slightly 
more instances of attempts and strikingly 
more suicides in students from families 
where there has been separation, divorce, or 
the death of a parent. Further evidence that 
loss is important in the development of sui- 
cidal intent is found in the fact that 52 per- 
cent of the attempts in our study were by 
students who had suffered past or present 


loss of an intimate person by death or sepa- 
ration. 


In addition to the presence of parents,. 


the nature of the relationships within the 
family structure was found to be significant. 
In the Harvard student study control group 
44 percent of the respondents reported that 
their fathers had been the principal discipli- 
narian while only 26 percent of the study 
group reported this to be true in their 
homes. 


Results of Suicide Attempts 


The consequences of a suicidal attempt 
at our university varied from a brief. stay at 
the college infirmary to long-term hospital- 
ization in a psychiatric hospital. The highest 
number (42 percent) were cared for in the 
infirmary and were able to return to their 
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studies without interruption of their academ- 
ic course. Thirty-seven percent had to be 
hospitalized but three were able to return 
to work without taking a leave of absence. 
Twenty-one percent went home and have 
not yet returned to school. A total of 54 
percent of the study group had to interrupt 
their education. 


Discussion 


The most striking findings in this prelim- 
inary survey of those who attempted suicide 
relate to the large number who have suffered 
loss of some sort and who have concerns 
about studying effectively. Apparently the 
needs to achieve academically and to sustain 
meaningful relationships are more impor- 
tant to the maintenance of equilibrium in 
college students than other factors such as 
extracurricular activities, number of friends, 
athletic prowess, or physical health. The 
college student is at an age when he is still 
in need of support from close relationships 
with others. His demands for reassurance 
are still high and his self-esteem is shaky 
enough so that achievement in the academic 
sphere is of vital importance. His struggle 
for identity makes the loss of respected per- 
sons within or without his peer group trau- 
matic, and often stresses in one or the other 
of these areas, or perhaps in both concur- 
rently, may lead to dramatic and sometimes 
dangerous forms of acting out behavior. 

Early identification of students vulnerable 
to such stresses, and easily available re- 
Sources to counteract the reaction of the 
student to trauma in the areas of study and 
loss, should help prevent this behavior and 
contribute to a lessening of distress to the 
community and time lost from study for the 
Student. The specific background factors 
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which may alert us to students who are par- 
ticularly vulnerable need further exploration. 
Only a few have been touched on so far in 
the early stages of this study. 
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Influences of Cylert Upon Memory Changes with ECT 


BY IVER F. SMALL, M.D., PATRICIA SHARPLEY, M.D., 
AND JOYCE G. SMALL, M.D. 


The authors report a preliminary study of 
the effects of Cylert (an equimolar com- 
pound of pemoline and magnesium hydrox- 
ide) on post-ECT learning and memory. 
The results appear encouraging, but further 
study is needed before the compound's 
clinical value can be proved conclusively. 


pinos. the parent substance of Cy- 
lert has a rather interesting history. It 
Was discovered in 1913 by Traube and 
Ascher, but nothing much was done with it 
until 1956 when Schmidt accidentally dis- 
covered that it was a central nervous system 
stimulant(11, 14). Since then, pemoline 
and Cylert have been widely studied in the 
United States and Europe. The drug has 
been shown to have mild antifatigue, anti- 
depressant, and anticonvulsant properties 
Without addictive potential, “letdown” or re- 
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bound depression, or withdrawal symptoms. 

Recently, this chemical attracted wide at- 
tention when it was reported that Cylert ex- 
erted' a stimulating effect on the formation 
of ribonucleic acid (RNA) in the brain(5). 
Although subsequent research failed to con- 
firm these observations, studies in animals 
have demonstrated that Cylert facilitates the 
acquisition of conditioned avoidance behav- 
ior and the retention of learning following 
electroconvulsive shock(2, 8, 9, 10), Also, 
potentiation of visually evoked responses 
during conditioning and with prolonged 
stimulation have been observed in animals 
treated with this drug(1). Similar experi- 
ments using such substances as caffeine, am- 
phetamines, and inert compounds did not 
show these effects. 

So far, studies of human subjects have 
yielded less impressive results. The non- 
specific antifatigue or stimulant effects of 
Cylert have been demonstrated many times, 


of pemoline (2-imino-5-phenyl-4-oxazolidionone) 
and magnesium hydroxide in equimolar ratios. 
The theoretical content of pemoline (molecular 
weight 176) is 75.3 percent and that of magne- 
sium hydroxide (molecular weight 58) is 24.7 per- 
cent. Aqueous solubility is limited and varies 
with pH and temperature changes. 
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but there is little evidence of improved learn- 
ing or remembering in individuals treated 
with this drug(3, 6, 7, 11, 12, 13). How- 
ever, the late Ewen Cameron reported data 
suggestive of beneficial effects of Cylert up- 
on such functions in patients with degenera- 
tive brain disease involving a moderate de- 
gree of memory impairment(4). 

The objective of the present study was 
to determine whether or not some of these 
more specific effects of Cylert could be dem- 
onstrated in human subjects. Administra- 
tion of this agent during ECT afforded a 
clinical opportunity for study not unlike 
some of the experimental situations used in 
the animal work with this drug. 


Method 


The subjects of this study were 20 adults 
who were newly admitted first entries to a 
psychiatric hospital and who had not pre- 
viously received convulsive treatment. Ten 
subjects were selected to receive Cylert dur- 
ing the course of ECT, whereas ten other 
closely matched patients were not given 
Cylert during ECT. One-to-one matching 
variables were: sex, age within five years, 
psychiatric diagnosis, pretreatment Wechs- 
ler Memory Quotient values within five 
points, as well as numbers of convulsive 
treatments received and duration of the se- 
ries of ECT, 

Prior to convulsive treatment, all patients 
were evaluated by the same psychiatrist, who 
completed a standard psychiatric diagnostic 
interview, diagnostic criterion checklists, the 
IMPS, the Hamilton Rating Scale for De- 
pression, and a general psychiatric rating 
scale. Pretreatment psychological tests in- 
cluded the Shipley-Hartford Scale for mea- 
suring intelligence, the IPAT Anxiety Scale, 
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alternate forms of the Wechsler Memory | 
Scale, and a number of eye-hand coordina- 
tion tests. Patients completed the Lubin Ad- | 
jective Checklist for the self-rating of depres- | 
sion. Also prior to treatment, each patient 
received extensive waking and sleep EEG 
studies with hyperventilation and photic 
stimulation. 

Cylert was prescribed for one of each pa- 
tient pair, given in a 50-mg. oral dose each 
weekday morning, beginning the day of the | 
first ECT. All patients received ECT three — 
times weekly, using routine treatment pro- 
cedures with atropine, barbiturate, and mus- 
cle relaxant drugs prior to convulsions, 
which were induced with a glissando mod- 
ified sine wave AC electrical current applied 
with bitemporal electrode forceps. All treat- 
ments were monitored with stopwatch tim- 
ing of observable phases of seizures and 
immediate recovery periods. In selected 
cases, concurrent EEG, EKG, and EMG 
data were recorded. as well. Nursing ob- 
servations were made during early and late 
recovery periods after each treatment with 
completion of a symptom checklist. 

The psychiatric, psychological, and other 
ratings and waking EEGs were repeated 
24 to 48 hours after the fifth convulsive 
treatment, again the week of termination of 
treatment, and finally 60 to 90 days later. 
Cylert was discontinued after testing in the 
week of termination of treatment. 


Results 


In table 1, some of the characteristics of 
the patients who received Cylert and of those 
who did not are shown. The groups were 
similar in terms of the measured attributes: 

The mean Wechsler Memory Quotient 
values for both groups are shown at each of 


TABLE 1 
Patient Characteristics 


PATIENT SEX 


PSYCHIATRIC DIAGNOSIS 


f EDUCATION SCHIZO- TOTAL ECTS 
ROUP YEARS MALE FEMALE YEARS La. PHRENIA AFFECTIVE — RECEIVED 

Cylert 

treated 

(n = 10) 35, 
Gela 5.6 5 5 121 108 6 4 21 

(n — 10) 346 5 5 13.6 110 6 4 20. 
[150] 
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FIGURE 1 
Serial Subtest Changes 
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a n 
AFTER FIFTH TERMINATION 60 TO 90 DAYS 
AFTER LAST 
TREATMENT 


PRE. 
TREATMENT TREATMENT 


TIMES OF TESTING 


e—— Subjects 
a---- Controls 


the four examination times in figure 1. 
Statistically significantly less memory im- 
pairment was found in the treated patients 
who received Cylert. This was true at the 
time of testing after the fifth convulsive 
treatment, again at termination of treatment, 
and two or three months later when patients 
were reviewed at follow-up. Also shown are 
the mean scores obtained from psychiatric 
evaluations of memory impairment (figure 
2), with these ratings also following similar 
trends. Further breakdown of the data re- 
vealed that Wechsler Memory Scale subtests 
4 (a test of logical memory) and 7 (a word 
association test) contributed most to the 
subject-control differences. 

The kinds of EEG rating scales that were 
used and their longitudinal mean values are 
shown in table 2. No significant differences 
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FIGURE 2 
Serial Changes in Wechsler Memory Quotient and 
Psychiatric Rating 
WECHSLER MEMORY QUOTIENT 


90 


WMQ (mean values) 


*—- Subjects 


0--- Controls 


Clinical Ratings of Memory Deficit (9-point scale) 


i n mn 
24-48 WEEK OF — 60.90 DAYS 
HOURS TERMINATION FOLLOW-UP 
AFTER 

FIFTH C. T. 


IT 
PRE- 


TREATMENT 


WILCOXON MATCHED-PAI 
SIGNED-RANK TEST 


Differences statistically significant 
*ps.02 
**p-.01 


were present between the groups. Likewise, 
other clinical measures, historical and back- 
ground data, medication intake, and out- 
come of treatment were essentially the same 
for subjects and controls as summarized 
in table 3. Timings of tonic, clonic, and 
other components of the induced seizures 
also revealed minimal differences between 
the patients who received Cylert and the 
others. This was confirmed by multiple 
physiological monitoring of some of the con- 
vulsive treatments. Similarly, nursing re- 
cords of symptoms in the immediate and 
delayed recovery periods revealed no essen- 
tial differences. 


TABLE 2 
EEG Ratings of Patients 
TTET EET ECT #5 TERMINATION FOLLOW-UP 
EEG CHARACTERISTICS* GROUPS RATING RATING RATING SALNGS 
Background slowing Subjects 0.3 10 12 5 
(occipital activity 
: of less than 8 cps.) Controls 
aroxysmal activity Subjects We i "i ^ 
(more than twice 
background voltage) Controls 0.6 Is E 
3 0 — none, 1 = occasional, 2 = mild, 3— moderate, 4 — marked, 5 — continuous. 
Sixty to 90 days after last treatment. 
[151] 
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TABLE 3 
Average Values of Serial Clinical Ratings 
NT PRE-ECT ECT #5 TERMINATION FOLLOW-UP 
Were fortes S RATING RATING RATING RATING* 
IMPS Global Subjects 33 31 22 19 
Rating of 
Severity of Controls 40 34 2.6 22 
Illness ** 
Hamilton Rating Scale Subjects 20.0 8.6 6.3 55 
for Depression Controls 16.4 9.1 9.5 RT 
Symptom Rating Subjects 10.6 5.6 4.2 55 
Scale Controls 113 9.0 82 64 
Lubin Adjective Subjects 15.8 92 5.0 6.0 
Checklist 
(self-rating) Controls 10.8 99 9.9 63 
* Sixty to 90 days after last treatment. 
**0 — not mentally ill, 1 = borderline ill, 2 — mildly ill, 3 — moderately ill, 4 — markedly ill, 5 — severely ill, 6— 
extremely ill. 
Discussion chiatry, vol. X. New York: Plenum Press, 


Cylert does seem to have a favorable 
effect on some aspects of learning and re- 
membering after electroshock in humans as 
well as in animals. This study, a preliminary 
report on a small group of ten subjects and 
ten matched controls, has been encouraging. 
However, whether the regular use of this 
substance in conjunction with ECT will 
prove to be clinically valuable requires fur- 
ther testing. 
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Who Should Have a Gun? 
Some Preliminary Psychiatric Thoughts 


BY L. A. ROTENBERG, M.D., AND ROBERT L. SADOFF, M.D. 


Recent events have made concern over gun 
laws increasingly urgent. Psychiatrists may 
be called upon to aid in the preparation of 
legislation and its enforcement through clin- 
ical evaluations and recommendations. The 
authors present a relevant clinical example 
and suggested preliminary, criteria for men- 
tal competence to possess guns. 


OSSESSION OF FIREARMS has become an 

increasingly urgent social issue. With the 
threat of civil disorder, the assassination of 
public figures, and a general atmosphere of 
fear has come an increased demand for the 
control of firearms. Most statutes designed 
to regulate the sale of firearms have some 
provision which bars the sale of weapons to 
the mentally ill and potentially dangerous 
individuals, Thus the Uniform Firearms Act 
of Pennsylvania states(3): “.. . no person 
shall deliver a firearm to any person . . - 
he has reasonable cause to believe is a drug 
addict, an habitual drunkard, or of unsound 
mind." 

While the above statement appears quite 
clear, it raises a number of issues to which 
NS shall address ourselves. First, what con- 
Stitutes a drug addict or an habitual drunk- 
ard? Are these medical or legal definitions, 
and who makes the determination? Also, 
Who determines whether a given potential 
gun buyer is “of unsound mind”? Under 
What conditions may the right to own a gun 
be revoked on psychiatric grounds? Under 
what circumstances can such a right, once 
Tevoked, be restored to an individual who 
has been “of unsound mind”? 


— 
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inst 2, where Dr. Rotenberg is research associate, 
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Literature on competence is of little help 
in this specialized area. Robey outlines 
thoroughly the criteria for competence to 
stand trial(4). The competence of individ- 
uals to conduct their own affairs and com- 
petence in respect to testamentary capacity 
is well covered by other authors(1, 2). 
None of these authors, however, deals spe- 
cifically with the problem of competence to 
possess weapons. 

An example from our clinical experience 
will highlight the issues involved. 


Case Report 


A 33-year-old married plumber requested a 
psychiatric examination to "prove" that he was 
*of sound mind" to have his gun returned to 
him. Six months previously he had been hos- 
pitalized with meningitis and encephalitis, ex- 
hibiting delusions and bizarre behavior. He 
had made a good recovery but was left with a 
right homonomous hemianopia. During his 
convalescence he became mildly depressed 
and began to search for his pistol, which was 
usually kept in his desk in the living room. 
His wife, who was apprehensive about the pa- 
tient’s condition, had hidden the weapon. 
The patient became angered but took no action 
until one month later, when he felt much im- 
proved and resumed working. 

He again requested his gun, but his wife, 
who was still frightened, had taken the gun 
to the police and asked them to hold the 
weapon in safekeeping because she felt her 
husband was “of unsound mind.” (Here the 
wife made the critical diagnostic evaluation.) 
Feeling himself to be “of sound mind,” the 
patient asked the authorities to return his 
property. The police refused and advised the 
patient that he would need psychiatric evidence 
of his “soundness of mind” before they would 
consider returning his gun. 

On examination the patient showed no evi- 
dence of psychosis. He had a long history of 
excessive beer drinking which did not ‘generally 
interfere with his functioning. He admitted to 
“having a bad temper” and a propensity for 
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getting into an occasional fight. Generally we 
felt that he was “of sound mind,” but the 
question remains—was he competent to own 
a gun? 


Criteria for Competence to 
Possess Firearms 


The primary question of competence to 
own a gun may be independent of the 
issue of “soundness of mind.” We propose 
some preliminary empirical criteria for com- 
petence to possess firerams: 

1. Clearly, an individual who suffers from 
an illness of psychotic proportions can be a 
danger both to himself and to the community 
if he is in possession of firearms. It is in- 
teresting to note that state mental hospital 
patients often’ cannot drive automobiles 
while they are inpatients and may not drive 
if they are on certain amounts of medica- 
tion as outpatients. However, no restriction 
is placed on them with respect to possession 
of weapons. 

It is also significant that the criteria for 
competence to have weapons are different 
from criteria for competence in other areas 
of forensic psychiatry; i.e., an individual can 
be psychotic and yet competent with respect 
to his own affairs. However, we feel that 
psychosis is a sufficient criterion to render 
an individual incompetent to own a gun. 

2. An individual who has a history of 
poor impulse control may present a real 
danger to the community and should be pro- 
hibited from owning a gun. Such patients, 
who are well known in psychiatric practice, 
may not appear particularly disturbed and 
like our patient may be of "sound mind." 
A careful history, however, will reveal re- 
peated episodes of aggressive, irrational 
behavior under little provocation. Firearms 
in the possession of such a person clearly 
represent a potential danger to the individ- 
ual, his family, and the community. 

3. Drug addicts should not be competent 
to possess firearms. Experience has shown 
that both alcohol and drugs tend to lift usual 
inhibitions to violence and may stimulate in- 
dividuals to aggressive behavior. Alcoholic 
psychosis and hallucinosis are certainly to 
be considered relevant in the prohibition of 
firearms. Since the recent court decisions 
have placed the addict and the alcoholic in 
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the medical rather than the criminal domain, - 


we feel physicians will be called upon. to 
make an increasing number of administra- 
tive decisions regarding the. restrictions im- 
posed upon these individuals. 


Discussion of Criteria 


A. person free of any of the above con- 
ditions should be competent to buy firearms 
provided he gives an acceptable reason for 
owning a gun. Hunters and other sportsmen 
should not be deprived of their privilege to 
possess weapons. However, certain attach- 
ments such as telescopic sights and auto- 
matic weapons should be prohibited since 
these are not part of the arsenal of the 
legitimate sportsman, and their possession 
implies a presumed intention to use violence. 

It is well known that certain types of 
people become disturbed under the influence 
of threats, such as rumor of impending 
riots or civil disorders. Firearms in the pos- 
session of such people may constitute a grave 
potential danger. Thus an area to be ex- 
plored more thoroughly is this borderline 
segment of the population which buys guns 
out of panic. The question remains whether 
these people should also be prohibited from 
buying guns, if not on psychiatric grounds, 
then on legal or administrative grounds. 

At the present time there are some re- 
strictions to buying a weapon, such as reg- 
istration with the state, fingerprinting and so 
forth, but there is no reasonable method for 
examining everyone who buys a gun. Thus 
a person should be considered “competent” 
until evidence is shown to the contrary. 

A gun owner, having acquired a condition 
coming under one of the above criteria, 
should be given a psychiatric examination 
to determine his competency to retain à 
gun.' On recovery from the condition ren- 
dering him incompetent, an individual 
should be reexamined before his gun is te- 
turned. 

Finally, it should be noted that this is an 
uncharted area in which much research 


1 This examination serves as a consultation tO 
the appropriate legal and administrative authority 
which makes the final determination. 
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needs to be done. The control of dangerous 
and potentially dangerous behavior is pri- 
marily a legal problem, but psychiatrists and 
other behavioral scientists must share in the 
responsibility for the prediction and preven- 
tion of violence. 

Some will no doubt cavil at the involve- 
ment of psychiatrists in this area. Szasz(5) 
has written widely on the dangers of exces- 
sive psychiatric involvement in social issues. 
However we feel that as physicians and in- 
vestigators we have the obligation to share 
with society the benefit of our clinical ex- 
perience and judgment. 
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A Behavioral Approach to the Treatment of Stuttering 


BY JOHN PAUL BRADY, M.D. 


A behavioral analysis of the disorder of 
stuttering is presented. The author outlines 
a program of treatment for severe adult 
stutterers which is based partly on this be- 
havioral analysis and partly on empirical ob- 
servations about means of influencing the 
frequency and severity of stuttering. The 
treatment involves the use of a miniaturized 
electronic metronome which is worn behind 
the ear like the hearing aid it resembles. 


eRe DEGREES OF STUTTERING are 
common in young children. Most of these 
dysfluency problems are short-lived or re- 
spond to traditional speech therapy tech- 
niques(13). When stuttering extends into 
the second decade of life the prognosis is 
not so good. When it persists into the third 
decade and beyond the prognosis is poorer 
still, most cases yielding neither to traditional 
Speech therapy nor to intensive dynamically 
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oriented psychotherapy. When stuttering of 
this chronicity is also severe (e.g., dysflu- 
encies comprising more than 20 percent of 
attempted utterances in most speaking situa- 
tions) it constitutes a major impediment to 
the patient’s social and vocational function- 
ing and consequently is usually associated 
with considerable emotional disturbance and 
maladjustment. 

Recently therapists interested in applying 
principles of learning (learning theory) to 
clinical problems have developed a number 
of promising procedures for the treatment 
of stuttering(5, 6, 11, 12, 14, 15, 17, 19). 
This paper describes such a treatment ap- 
proach. First, a partial behavioral analysis 
of stuttering is described. This requires that 
attention be focused on the antecedent 
events (or situational requirements) which 
occasion stuttering in susceptible persons 
and an examination of the consequences of 
stuttering which might illuminate reinforc- 
ing events important in its maintenance. A 
program is then described for the treatment 
of severe stuttering in adults; it is based part- 
ly on this behavioral analysis and partly on 
some empirical observations about means of 
influencing the frequency and severity of 
stuttering. 
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Behavioral Analysis of Stuttering 

The stutterer seldom has difficulty speak- 
ing when he is alone or in the presence only 
of pet animals or children too young to un- 
derstand language. Stuttering occurs only in 
social situations defined by the presence. of 
one or more persons who can hear and 
evaluate the stutterer's speech. For a severe 
stutterer this may be the presence of any 
other person; for others it may be limited 
to one or more classes of persons or speak- 
ing situations: e.g., speaking to a group, to 
persons in authority, or expressing angry 
feelings. 

In general the probability and severity of 
stuttering in a particular situation depend 
on the amount of tension and anxiety ex- 
perienced by the person as the moment of 
speaking approaches. This in turn depends 
on the past history of stuttering in similar 
situations. Thus if the speaking situation is 
one for which there is a long history of 
severe dysfluency with associated intense 
feelings of frustration, embarrassment, and 
distress, approaching this situation again 
generates such tension and anxiety that se- 
vere stuttering is again likely. 

Indeed many clinicians have stressed that 
much of stuttering behavior, such as hesita- 
tions and blocks in speech and facial grimac- 
ing and tremors, is the direct result of efforts 
to control anticipated stuttering. Thus the 
anticipatory anxiety elicited by speaking 
Situations which have been difficult in the 
past leads to further stuttering in just these 
Situations in a kind of vicious circle of 
anxiety and dysfluency. This self-generative 
aspect of stuttering is recognized by stut- 
terers themselves as well as by therapists 
who work with them. 

Another aspect of the problem is the 
tendency of most stutterers to speak rapidly. 
This tendency is probably one of the factors 
which favors the development of stuttering in 
Some persons. Persons whose verbal and 
other responses tend to be slow and deliber- 
ate rarely stutter. However, the pressure to 
speak rapidly is also in part the result of stut- 
tering. The stutterer is typically guilty and 
embarrassed by the delays in communica- 
tion which result from his faltering speech. 
Hence he tries to make up for “lost time” 
and “get things out” as soon as possible, but 
this effort only aggravates the problem. Thus 
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any means of getting the stutterer to slow 
down his speech usually results in increased 
fluency. dE 

Related to the above is the tendency of | 
stutterers to speak with excessive muscular | 
tension. This is present especially in the 
muscles of phonation but may extend to the — 
facial muscles generally—often producing 
grimacing, lip trembling, and the like—or to 
the whole body. Specific blocks in speech 
are characterized by mounting muscular ten- 
sion and psychological distress. When the 
word or phrase is finally gotten out, the 
tension undergoes an immediate and strik- 
ing reduction, and a pleasant feeling of re- 
lief replaces the emotional distress of the 
previous moment. It can be argued that this 
very rewarding state of affairs reinforces the 
behavior which immediately preceded it, i.e., 
the mounting physical tension emitted by 
the person in an effort to overcome a block 
in speech. Thus the stutterer is frequently 
reinforced for practicing the behavior which 
constitutes a large part of his speech prob- 
lem. 

Working within an operant conditioning 
framework, a number of investigators have 
attempted to reduce the frequency of dys- 
fluency in the speech of stutterers by making 
negative reinforcement (punishment) con- 
tingent upon stuttering. Thus dysfluencies 
have been immediately followed by such 
aversive stimuli as electric shock(7), a loud 
noise(8), or the therapists simply saying 
*wrong" in a forceful manner(14). Under 
certain conditions these procedures can re- 
duce the frequency of stuttering, at least 
while the contingencies are operative. How- 
ever, this procedure alone does not seem 
sufficient to insure prolonged fluency outside 
the treatment situation in most severe stut- 
terers. 

In summary, the disorder called stuttering 
may be viewed as consisting of two com- 
ponents which continuously interact: an ab- 
normal speech pattern (dysfluency) and 
anxiety or tension in a variety of speaking 
situations. In the treatment program de- 
scribed below some of the procedures—the 
Speech habit retraining and the use of met- 
Tonomes—are directed especially at helping 
the patient fashion a more fluent pattern of 
Speech. Other procedures, such as system- 
atic desensitization, are directed especially 
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at reducing the anxiety generated in the pa- 
tient in speaking situations. Stutterers tend 
also to speak in a rapid and tense manner 
and to respond to specific blocks in speech 
with further muscular tension until the 
blocked word is successfully uttered. Re- 
training these habitual response patterns is 
also part of the treatment program. 


Treatment Program 

The program developed for the treatment 
of chronic, severe stuttering in adults consists 
of the three complementary techniques of 
behavior modification given below. An ab- 
breviated treatment program may be suf- 
ficient in some milder or less refractory cases. 


Speech Habit Retraining 

In individual therapy sessions the patient 
is instructed to read from a book in an exag- 
geratedly slow and relaxed manner. For rea- 
sons given earlier, it is especially important 
that the stutterer not attempt to break 
through blocks in speech by increasing mus- 
cular tension until he forces the words out. 
Rather he must respond to blocks by dis- 
continuing the effort to speak, relaxing, and 
then beginning again in a slow, relaxed 
manner. Because of the long history of not 
speaking in this manner, and the anxiety 
associated with speaking situations, chronic 
stutterers find it surprisingly difficult to fol- 
low these simple retraining rules for even 
brief therapy sessions. For this reason the 
therapist is equipped with a manually op- 
erated photographer’s electronic flash gun 
which emits a bright (400 effective candle 
power), brief (1/3000 second) flash through 
a red filter. 

The instant the therapist detects that the 
patient is violating one of the retraining rules 
(speeding up, excessively tensing the muscles 
of phonation, or struggling with a blocked 
word) he flashes the red light. This has two 
Purposes in this situation: 1) It signals to 
the patient in an efficient and rapid way 
that he must “stop, relax, and start again 
from a relaxed base line.” 2) The bright 
light is mildly aversive and functions as a 
Negative reinforcer to modify some of the 
ow behavior which maintains stutter- 

g. 

When the patient has acquired a high de- 
gree of fluency in this situation, he is in- 
structed to gradually speed up his speech to 
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a normal rate (from 150 to 200 words per 
minute). Following this, the same technique 
is applied to the patient’s extemporaneous 
speech with the therapist in which he may 
be assigned a variety of topics to discuss. 
With the aid of a cooperative parent, spouse, 
roommate, or friend, similar retraining ses- 
sions may be conducted outside the thera- 
pist’s office. This retraining procedure alone 
often produces marked improvement in the 
patient’s fluency, at least in situations which 
do not generate great tension and anxiety. 

However, many severe stutterers require 
additional aid in developing a fluent pattern 
of speech. A number of special procedures 
or devices have been used for this pur- 
pose(19). For example Goldiamond(11) 
has studied extensively the effects of de- 
layed auditory feedback (from a tape re- 
corder) on the speech of stutterers. In our 
own studies the procedure which has the 
greatest therapeutic efficacy involves the use 
of metronomes to pace the stutterer’s speech. 


Electronic Metronome 


Most stutterers show an immediate and 
striking increase in fluency if they are in- 
structed to time each syllable of their speech 
with the regular, rhythmic beat of a met- 
ronome. Some of this increased fluency may 
be due to the general slowing of speech pro- 
duced by this procedure and the distraction 
provided by an external auditory stimulus. 
However, studies in this(3) and other lab- 
oratories(9, 10) indicate that these factors 
alone cannot account for the magnitude of 
this effect. 

In the present treatment program the pa- 
tient is first instructed to pace his speech— 
one syllable to each beat—with a desk met- 
ronome of the kind used for piano practice. 
When nearly 100 percent fluency is attained 
with slow speech (60 beats per minute), 
the metronome is gradually and systemat- 
ically speeded up to 100-120 beats per 
minute, which paces speech at a rate in 
the normal range. With practice, speaking 
with the metronome can be made to sound 
quite normal from the standpoint of cadence 
as well as speaking rate (e.g., a single met- 
ronome beat can be used for a short, two- 
syllable word and some beats can be used 
for voluntary pauses in speech). 

When speaking with the desk metronome 
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is well learned, a private electronic met- 
ronome is substituted. This device, shown 
in figure 1, is a solid state metronome built 
into the housing of a small hearing aid of 
the behind-the-ear type. It has two controls; 
the rate can be varied from 80 to 160 beats 
per minute and the loudness varied from 
being just audible to the wearer in a quiet 
room to clearly audible to the wearer in a 
fairly noisy room (100-decibel effective 
peak loudness). A small tube of soft, trans- 
parent plastic conducts the sound pulse 
directly into the external auditory canal. 

The manner in which this device is used 
in the treatment program is crucial to its 
success. At first it simply substitutes for the 
desk metronome in treatment sessions with 
the therapist. It may again be necessary to 
begin with a slow pacing rate and gradually 
increase the rate to the normal range. “Er- 
rors” in speech during this training (e.g., 
struggling with a block in speech) are han- 
dled in the same manner as in the speech 
habit retraining procedure described above. 
When high fluency and confidence are 
gained by the patient in the therapist's office, 
he gradually begins to use the device in 
outside situations. 

It is essential that the patient not go im- 
mediately into difficult speaking situations 
since the habitual anxiety conditioned to 
these situations is apt to interfere with his 
attending to the metronome, and this may 
result in a failure experience. Rather, he 
must gradually and systematically introduce 
the use of the metronome into more and 
more difficult and tension-producing speak- 
ing contexts. In this process the patient must 
attain high fluency and ease of communica- 
tion in each situation before going on to 
the next more difficult one. 

This represents a kind of in vivo desen- 
sitization of anxiety conditioned to speaking 
Situations. If the patient finds that he is 
having unanticipated difficulty speaking in a 
particular situation, he can reduce the met- 
ronome rate and thereby regain higher flu- 
ency by speaking slower. Adjustment of the 
loudness is sometimes necessary, depending 
on the noise level present. In addition, Sys- 
tematically reducing the loudness of the beat 
over a period of weeks or months can be 
utilized as a way of fading out these external 
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FIGURE 1 
Battery-Operated Metronome, Worn as Shown 


cues used by the patient to pace his speech, 
When the metronome can no longer be 
heard it is removed from the ear. Some 
patients report that at this point they find 
it helpful to recall the beat of the met- 
ronome and use these imaginal, internally 
generated cues to pace their speech. 

The length of time it is necessary to wear 
the metronome varies from patient to pa- 
tient. Some patients seem capable of main- 
taining unaided fluency after wearing the 
metronome for a period of weeks. Others 
appear to need periodic retraining with the 
device. It is conceivable that some very 
severe and refractory cases might require 
the metronome indefinitely. In such cases 
this would seem justified, since it could mean 
the difference between being able to effec- 
tively communicate with others with relative 
ease and not being able to do so. Thus it 
may serve the same role that hearing aids of 
eyeglasses do for some persons who are 
functionally deaf or blind without them. 
However, we do not yet have sufficient €x- 
perience to know whether such long-term 
usage is necessary. 


Systematic Desensitization 


Some patients who develop a high degree 
of fluency in the therapist's office and other 
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i w stress” situations, have special diffi- 
“culty in carrying their improved speech into 

‘oh anxiety situations. These patients seem 
quire additional treatment focused on 
anxiety side of the anxiety-dysfluency 
ir le described earlier. A technique well 
suited for this is the procedure, developed 
largely by Wolpe(18), called systematic 
desensitization. This behavior therapy tech- 
nique is applicable to a wide variety of 
neurotic disorders, especially those in which 
the stimulus antecedents of the anxiety 
‘that mediates the neurotic responses can 
be identified. It has been applied with some 
success to stuttering by Browning(5) and 
others, 

A brief description of the behavior ther- 
apy technique as applied to stuttering fol- 
lows. An ordered list or hierarchy of scenes 
involving speaking situations is constructed, 
beginning with a scene’ which provokes min- 
imal anxiety (and stuttering) and ending 
with a scene which generates intense anxiety 
and severe stuttering. Then, while in a deeply 
telaxed state, the patient is instructed to 
vividly imagine the first or least anxiety- 
provoking scene of the hierarchy. The ex- 
pectation is that the patient’s deeply relaxed 
and emotionally tranquil state will counter- 
condition the anxiety usually associated with 
this speaking situation. Then, progressing 
‘systematically up the hierarchy, the anxiety 
associated with the other scenes is also de- 
conditioned. 

Several modifications of the procedure are 
Usually employed in the present treatment 
Program. Rather than merely fantasy speak- 
ing in an imagined situation, the patient 
actually speaks out Joud in a manner ap- 
propriate to the imagined scene. Although 
this interferes somewhat with the state of 
relaxation, much is gained by making the 
Situation more realistic, and carry-over to 
actual speaking occasions outside the ther- 
apist's office is facilitated. 

If the patient is still wearing an electronic 
Metronome outside the therapist's office, a 
second innovation consists of having him 
Use this device during the desensitization 
Sessions, Finally, subanesthetic doses of in- 
travenous methohexital sodium (Brevital) 
May be used to facilitate relaxation and the 
induction of a state of emotional calm dur- 
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ing the desensitization sessions. This adjunc- 
tive use of methohexital has been described 
elsewhere(1, 2) and appears to hasten de- 
sensitization. 


Role of Psychotherapy in the Program 


A number of authors have proposed psy- 
chodynamic formulations of stuttering as a 
defense against anxiety or the expression of 
unconscious conflicts(4, 16). The data to 
support these views come largely from the 
observation that chronic, severe stutterers 
often display a variety of adjustment prob- 
lems and personality disturbances. However, 
it can be argued that these are the result of 
the stutterer’s being burdened with so dis- 
tressing a symptom and severe an impedi- 
ment to interpersonal relationships, rather 
than the cause of the speech disorder. 
I find, as do many other writers, that the 
clinical and experimental evidence favors this 
latter view(19). 

In any case, treatment consisting solely of 
dynamically oriented psychotherapy is usu- 
ally ineffective in the treatment of severe 
adult stutterers. This does not mean that 
general psychotherapeutic measures are un- 
important in the treatment of these patients. 
Stutterers often are passive and retiring in 
social situations, have a poor self-image, 
and show other maladaptive characteristics 
that might be predicted from the nature of 
their speech disorder. Patients usually tend 
to improve in these areas when their stut- 
tering is alleviated; however, this may take 
time. In addition, when a young adult gains 
a fluency he has not enjoyed for more than 
20 years, some problems may arise in deal- 
ing with the new social environment and 
interpersonal challenges that result. The ac- 
quisition of greater fluency may mean the 
loss of secondary gains which have accrued 
to the speech disorder. Problems of these 
kinds often require skillful psychotherapeutic 
handling. 


Results of This Approach 


Stuttering in adults tends to be a chronic, 
recurring disorder. Hence no treatment ap- 
proach or program can be adequately eval- 
uated until a sample of adequate size has 
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been followed for several years after treat- 
ment is completed. The present program is 
young, and only preliminary results can be 
given. To date, various combinations of the 
procedures described in this paper have been 
employed in the treatment of six severe 
adult stutterers. All had previous therapy 
which ranged from three months of articula- 
tion training by a speech therapist to six 
years of intensive psychoanalytic therapy. 
Three have acquired fluency within the nor- 
mal range (unaided by a metronome). The 
follow-up periods on these three are only 
five, ten, and 13 months, however. The 
other three have all shown improvement but 
are still in treatment. 
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Mauve Spot and Schizophrenia 


BY GEORGE L. ELLMAN, PH.D., REESE T. JONES, M.D., AND 
ROBERT C. RYCHERT 


The authors confirm the reports of an Ehr- 
lich-positive mauve-colored spot on chro- 
matograms of urine extracts in certain schizo- 
phrenic patients, and a simplified procedure 
for performing the test is outlined. Although 
the data are consistent with earlier observa- 
tions that certain abnormal materials occur 
with higher incidence in the urine of schizo- 
phrenic patients than in nonschizophrenics, 
experiments using thin layer chromatography 
of these materials suggest that the abnormal 
material may be phenothiazine metabolites. 


KEV and Hoffer and Mahon(2) 
described a mauve-colored spot seen 
after chromatographic separation of ex- 
tracts that appeared with greater frequency 
in the urine of schizophrenics than in non- 
patients and nonschizophrenic psychiatric 
patients. In a group of 104 schizophrenics, 
Hoffer(1) reported 47 percent were positive 
for mauve spot material, whereas only 26 
percent of nonschizophrenic patients and 
five percent of nonpatients showed evidence 
of this material. Hoffer and Osmond(3) 
have defined a disease entity (malvaria) 
based on the presence or absence of the 
mauve spot material in the urine. More re- 
cently, O'Reilly and associates(5) reported 
that 52 percent of schizophrenics had urines 
Positive for this material. 


The authors are with the research department, 
Langley Porter Neuropsychiatric Institute, 401 
Pamassus Ave, San Francisco, Calif. 94122, 
Where Dr. Ellman is chief research biochemist, 
Dr. Jones is staff psychiatrist, and Mr. Rychert 
d research assistant. Dr. Ellman is also lecturer, 
department of biochemistry, University of Cal- 
ifornia Medical Center; and Dr. Jones is assistant 
Professor of psychiatry, University of California 
School of Medicine. 
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The mauve spot material was first noted 
by Irvine when he was studying indoles in 
the urine of schizophrenic patients. Irvine 
used charcoal absorption for the isolation of 
these materials from urines; the compounds 
were eluted, and the solvent evaporated, 
followed by partition of the remaining ma- 
terial between ether-water and acetone- 
water-ether mixtures. (With the exception 
of the direct extraction of urine rather than 
absorption onto charcoal, the procedures of 
Hoffer and Mahon are similar to those of 
Irvine.) 

The ether extracts were dried in a spe- 
cialized way, and the remaining aqueous 
material was extracted with chloroform. The 
material in the chloroform extracts was sub- 
jected to paper chromatographic separation. 
The chromatograms were sprayed with 
dimethylamino-benzaldehyde (Ehrlich's re- 
agent), and a material moving near the sol- 
vent front (Rf 0.85 - 0.90) which had a 
mauve color was considered to be positive. 
Irvine presented some chemical data to de- 
scribe this mauve spot material and stated 
that it consisted of at least three major and 
perhaps two minor components. 


Simplified Procedure 


We have developed a more reliable and 
less time-consuming procedure to obtain the 
mauve spot material. A careful reading of 
Irvine(4) and Hoffer and Mahon's(2) pa- 
pers suggested that the material of interest 
is not easily soluble in ether and is most 
readily extractable from aqueous media by 
chloroform. When we found a positive urine 
using the Hoffer and Mahon technique, we 
extracted this urine by both procedures and 
found that a much stronger positive was ob- 
tained by direct chloroform extraction. We 
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repeated these extractions with identical re- 
sults on eight other positive urine samples. 

Our procedure was to extract urine with 
chloroform, allow the chloroform to evapo- 
rate, take up the residue in a small volume 
of ethanol-acetone, and chromatograph it 
on paper or thin layers of silica gel. The 
materials of interest are very soluble in 
the chromatographic solvent—iso-propanol: 
water: ammonia, 20:2:1—or a modification 
now being used by Hoffer and Mahon(2)— 
iso-propanol: 5 percent aqueous ammonium 
carbonate, 9:1. 

We separated the materials as follows: 
The residue was spotted on Whatman 3MM 
paper, the solvent was evaporated, and a 
few drops of the chromatographic solvent 
were placed slowly in the middle of this 
spot. The “circular” chromatography which 
took place in a few minutes was adequate 
to separate the mauve spot material from 
the residue. After the chromatographic sol- 
vent had dried, the paper was sprayed with 
Ehrlich’s reagent, and the mauve color was 
easily seen. It was possible to detect mauve 
spot material in a urine extract within 40 
minutes after the residue had been prepared. 
These simplified procedures have now been 
used 190 times and when compared with 
the original chromatographic methods, only 
six false positives and six false negatives 
have been observed. 


Findings 


When these procedures were used in our 
hospital, we found a distribution of mauve- 
positive patients similar to that found by 
Hoffer and Mahon. Of 44 recently hospital- 
ized patients diagnosed as schizophrenic, 66 
percent were mauve-positive (table 1). (As- 
sessment of the urine was made without 
knowledge of the diagnosis. ) 

When the mauve-positive extract was ob- 
tained, it was subjected to thin layer chro- 
matography (TLC) on silica gel plates. The 
same solvent was used as on Paper chro- 
matography, and a series of purple, green- 
blue, pink, orange, and yellow spots was 
Observed in these extracts. Occasionally a 
mauve spot was observed. 

In an effort to determine which of the 
many spots seen on TLC corresponded to 
mauve, we extracted a large quantity of a 
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TABLE 1 
Distribution of Mauve Positive Patients 


PATIENT CATEGORY N PERCENT POSITIVE. 
Schizophrenics 44 66 
Other mentally ill 35 9 
Normals 12 8 


mauve-positive urine. This extract was 
streaked across the origin of a paper chro- 
matogram. After chromatography the mauve 
spot material was eluted from the appro- 
priate area of the chromatogram with eth- 
anol. This eluate was subjected to TLC, and 
three principal spots (red-orange) were ob- 
served which had low Rf's. They were also 
the principal components in the original 
chloroform extracts of this urine. 

When this experiment was repeated with 
another mauve-positive urine, a separate 
set of red-blue spots plus one blue-green 
spot was observed. This was a constant 
finding in repeated trials; further repetition 
of such experiments did not reveal other 
patterns; i.e., two distinct spot patterns were 
discerned, one predominantly orange-red 
and the other definitely blue. Examination. 
of 12 patient records by an independent ob- 
Server showed that those patients whose 
urines had orange-red TLC spots were re- 
ceiving chlorpromazine, those with the blue, 
thioridazine. 

Three mauve-positive patients who were 
receiving chlorpromazine were switched to 
thioridazine. The TLC pattern changed 
from orange-red to blue two days after 
the change of medication. The urine tested 
one day following the change produced the 
whole group of red-orange and blue spots. 

Four laboratory personnel who had con- 
sistently mauve-negative urines were each 
given 25 mg. of thioridazine at bedtime. 
Their urines were all mauve-positive on the 
following day, and on TLC the extracts all 
contained the same blue spots observed in 
urine of patients who were taking thiorida- 
zine. 

An examination of the records of the 
mauve-positive patients showed that all had 
received at least one dose of a phenothiazine 
in the seven days prior to testing. After we 
Noticed this, we arranged for a mauve- 
Positive patient taking chlorpromazine to 
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be taken off medication for three weeks. 
The mauve spot material decreased the day 
after the drug was stopped; by the fourth 
day, detection of the material was question- 
able; thereafter the urines were classified as 
negative. Four patients who had been re- 
ceiving moderate doses of a phenothiazine 
for six months or longer but had no mauve 
spot material in their urine were given 50 
mg. of chlorpromazine intramuscularly. This 
sudden increase in the phenothiazine dose 
was associated with transient appearance of 
mauve spot material in their urine. 

Thioridazine and chlorpromazine dis- 
played one blue and two orange-red spots, 
respectively, on TLC plates. These spots 
plus several others were detected on TLC 
of urine extracts; thus some of the material 
found in mauve-positive urines represents 
the original medication. 

It is of interest that O'Reilly and asso- 
ciates(5) observed that 50 percent of cancer 
patients were mauve-positive. One could 
speculate that a number of these patients 
were receiving phenothiazines for the treat- 
ment of nausea or vomiting. Similar con- 
clusions seem likely about the other groups 
studied by these workers, as well as those 
reported by Sohler and associates(6). 


Conclusion 


The high incidence of mauve-positive 
urines in patients receiving phenothiazine, 
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the distinct color patterns on TLC, the dis- 
appearance of the mauve coloration on re- 
moval of the medication all point to the 
likelihood that the mauve spot material 
noted in the urine of many schizophrenics 
is a phenothiazine metabolite. If one care- 
fully examines the case histories given by 
Hoffer(1), one can see that a majority of 
the mauve-positive patients were receiving 
or had recently received phenothiazines. 
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LETTERS TO 


THE EDITOR 


Need for Just Marihuana Laws 


Sır: Dr. Walter Bromberg’s editorial “Mar- 
ihuana—Thirty-Five Years Later" in the 
September issue of the Journal graphically 
illustrates a facet of the current marihuana 
situation—organized medicine’s (and orga- 
nized psychiatry’s) continuing failure to afford 
expected scientific leadership in contemporary 
society. 

Dr. Bromberg blithely suggests that we pro- 
fessionals perpetuate a nervous advisory am- 
bivalence toward problems engendered in 
marihuana use by ignoring the thousands of 
people who are struck down by existing 
vicious and ineffective laws. Iatrogenic dam- 
age to career, to reputation, and to chance 
for growth by these laws probably constitutes 
a more real and pressing danger to mental 
health—a danger far exceeding the acute or 
chronic pharmacological effects of marihuana. 

Dr. Bromberg seems to recognize the cur- 
rent situation as being primarily attitudinal 
rather than pharmacological, yet he cannot 
bring himself to recognize the implications of 
what has happened ecologically—that the in- 
judicious laws that were created out of 
ignorance and hysteria are basic causes of our 
current dilemma, Unfortunately he accepts the 
easy, fashionable dichotomy of “establish- 
ment” versus “left-activists” instead of viewing 
the situation from the Perspective of three 
decades of continuing contamination of our 
social ecology by the pollutants of ignorance 
and fear, with resultant toxic suppressive acts, 

Clearly the task of our profession is to 
educate our patients and the community to the 
possible abuses of marihuana as well as to 
press for social sanctions that are both just 
and consistent with principles of human be- 
havior. If all of us accept Dr. Bromberg’s 
Stance, we may expect another 30 years of 
similar Sociological poisoning in the area of 
social drug use, 

Dr. Bromberg seems to have fallen prey to 
a common fantasy-fear that the use of mari- 
huana will somehow prove so delectable as 
to cause a "hedonistic" dependence, causing 


apathy and indifference to our cultural stan- 
dards—and thus an end to civilization as we 
know it. In traditional contemporary fashion 
the pejorative and archaic term “psychopathic 
tendencies” is affixed to those who choose 
marihuana as an intoxicant. Nothing has 
changed from his writings of the 1930s, where 
this idea was first espoused. 

In the finale of his statement he exhorts 
the oncoming generation to change policies 
“on the basis of clear and present need rather 
than the space-time-body image distortion of 
LSD, marihuana, or banana peel.” One can 
hope that there will be enough of the aging 
chronic alcohol enthusiasts around who have 
not developed the well-known organic brain 
syndromes and related psychopathologies who 
will be able to reshape the laws. 


Top H. Mikuriya, M.D. 
San Francisco, Calif. 


Dr. Bromberg Replies 


Sir: Dr. Mikuriya’s comment on my recent 
editorial “Marihuana—Thirty-Five Years La- 
ter” raises issues, more political and sociological 
than psychiatric, which deserve—if not an an- 
swer—at least a commentary. 

Apparently Dr. Mikuriya takes me to task 
for not pressing for social sanctions, for 
perpetuating “a nervous advisory ambivalence 
towards problems [of marihuana]” engen- 
dered by “vicious and ineffective laws,” and 
for clinging to my writings of the 1930s. One 
further criticism, which I feel is specifically 
Sociopolitical, is that “injudicious laws” are 
the bases of our current dilemma. 

To take the last first, I must say that I 
believe in the democratic process, no matter 
how awkward and archaic it may be. I agree 
that a sentence of 30 years or even of one 
year for marihuana possession—especially 
without any attempt at treatment—is ridicu- 
lously excessive, although I cannot say the 
same for heroin and its sale, Also, I agree 
with Dr. Mikuriya that hysteria may underlie 
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the opinions of some official bodies, including 

sislatures; but there are nonhysterical psy- 
chiatrists with considerable experience who 
agree that restrictive laws concerning mari- 
wana should be retained. I further admit that 
laws do lag behind public attitudes, but laws 

a codification of the feelings and beliefs 
of all peoples concerned. A doctor is not a 
legislator per se even in health matters; he is 
an advisor and counselor, and in some courts 
he maintains no higher ranking than a lay 
advisor. 

‘However, if Dr. Mikuriya feels that exces- 
sive or prolonged usage of marihuana is due 
to “vicious laws” and not to individual tastes 
or hedonistic (i.e., psychic) dependence, then 
I feel he is forcing a causal relation beyond 
logic. Marihuana, or any drug save heroin, 
does not "cause" hedonistic dependence; rath- 
er, it is an agent for such a type of addiction. 

Lastly, 35 years have not changed the 
Clinical facts. The oncoming generation and 
the present generation of psychiatrists have 
every right to change the laws as they see fit. 
I was merely pleading that they should be fit 
to see the world they want to construct. 


WALTER BROMBERG, M.D. 
Mt. Kisco, N. Y. 


Lithium Carbonate Therapy 


, SIR: “Cactus Syndrome" is a local term 
‘Used to describe a woman patient who is 
hostile, difficult, uncooperative, and who re- 
jects all efforts at communication. If she re- 
sponds at all, she is usually paranoid and 
Sarcastic. Her extreme hostility is usually di- 
Tected toward all persons with whom she 
Comes in contact. 

1 We used lithium carbonate therapy, accord- 
ing to the routines of Drs. George Schlagen- 
hauf, Joseph Tupin, and Robert B. White(2) 
and of Dr. William Brauer(1) with four 
Cases: two paranoid schizophrenics, one elderly 
Tecurrent manic, and one young brain-damaged 
Patient. No patient has left the hospital, but 
the manic and brain-damaged patients are able 
tO cooperate with nursing care programs. The 
two paranoid schizophrenics have become po- 
ate and socially acceptable and have returned 
to Productive clerical assignments in hospital 


| Lithium carbonate therapy has proven very 
o in improving social behavior in dif- 
‘Acult hostile patients. 


The references are: 
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2. Schlagenhauf, G., Tupin, J., and White, R. B.: 
The Use of Lithium Carbonate in the Treat- 
ment of Manic Psychoses, Amer. J. Psychiat. 
123:201-207, 1966. 


BURTON P. GRIMES, M.D. 
RoBERT F. Lone, Ph.D. 
St. Peter, Minn. 


Unfavorable View of the New 
Diagnostic Nomenclature 


Sir: I concur with Dr. Walter Lewin's im- 
plied pejorative view of the American Psy- 
chiatric Association's new diagnostic nomen- 
clature and with his call for our colleagues' 
expressions of views concerning it (September 
Letters to the Editor). For my part, I deem the 
new nomenclature at best regrettable, at worst 
ludicrous, and I am appalled that so many 
authorities’ devotion to the labor of devising 
an improved psychiatric nosology should pro- 
duce such a mélange of dynamically and de- 
scriptively meaningless and superficial pseudo- 
categories. Whatever the faults of the older 
classification may have been, the new nomen- 
clature multiplies and extends them. I am 
frankly at a loss to comprehend how the latter 
was delivered. Perhaps the mother was an aged 
primigravida. 

The new nomenclature is most definitely a 
step backward in the at times. vexing quest for 
nosological clarity in psychiatry. If, as Dr. 
Lewin suggests, a prospective employer might 
balk at hiring a person with the diagnosis of 
personality disorder, explosive type, one might 
alter the diagnosis to personality disorder, im- 
plosive type, a category for individuals who 
evidently scatter their aggression intrapsychi- 
cally. 


DoNALD B. RINsLEY, M.D. 
Topeka, Kans. 


A Correction 


In the October 1968 issue, the article titled 
“Positive Spiking: A Double-Blind Control 
Study on Its Significance in Behavior Dis- 
orders, Both Diagnostically and Therapeutical- 
ly,” by Cornelius Boelhouwer, M.D., Charles 
E. Henry, Ph.D., and Bernard C. Glueck, Jr., 
M.D., contains an error in the references. 
Reference 7, listed on page 481 and cited on 
page 474, paragraph 2, should read “Hughes, 
J. R., Means, E. D., and Stell, B. S.: A Con- 
trolled Study on the Behavior Disorders Asso- 
ciated with the Positive Spike Phenomenon, 
Electroenceph. Clin. Neurophysiol. 18:349- 
353, 1965.” 

The authors regret the error. 
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Inentrry: YourH AND Crisis. By Erik H. Erik- 
son. New York: W. W. Norton & Co., 
1968, 329 pp., $6.95. 


This volume is vintage Erikson. It is a re- 
combination in book form of 15 essays that 
were originally published between 1950 and 
1967. For the minority of readers to whom 
Erikson is largely just a name, the book devel- 
ops many of his ideas systematically and elo- 
quently. His celebrated style continues to re- 
mind us that even in our age of jargon, good 
writing can still flourish: “Only as a dependent 
does man develop conscience, that dependence 
on himself which makes him, in turn, depend- 
able; and only when thoroughly dependable 
with regard to a number of fundamental values 
can he become independent” (p. 75). 

The more sophisticated reader may want to 
linger over some of the complexities lurking 
beneath this limpid surface. He may also wish 
to skim over paragraphs that repeat Erikson’s 
earlier statements. Finally, he may find un- 
evenness in these pages (which the author him- 
self acknowledges), put together as they are in 
a kind of patchwork, 

However, the volume still does us a service: 
It provides an important sample from the 
evolving thought of a creative thinker, By no 
accident has Erikson devoted so much of his 
recent energy to studies of such intellectual 
leaders as Luther, Gandhi, and Freud. He is 
one such himself. Testimony, if needed, is 
furnished by the recent issue of Daedalus, 
"Philosophers and Kings: Studies in Leader- 
Ship" (vol. 97, summer 1968), a symposium 
devoted to relationships between psychodynam- 
ic and historical processes; the proceedings 
are unmistakably dominated by Erikson. 

Erikson's "generativity," if you like, poses 
problems. The term which is the cornerstone 
of this volume and of much of his own think- 
ing, "Identity," is an illustration of these prob- 
lems. By intent it is never clearly defined. One 
could put forward a minor paradox: How can 
a man write so much about something, yet be 
unable to say what he is writing about? But 
the paradox is more penetrable than most. Its 
answer lies in the fact that Erikson knows 
enough about identity to see a central problem, 
highly germane to behavior, but one which 
cannot be casually placed in a contemporary 
conceptual pigeonhole. 
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At times, true enough, terminological con- 
fusion results. The author says that the con- 
tinuity of self-representation must “be ascribed 
to the work of the ego” (p. 209). A little later 
he remarks, “the selves are mostly precon- 
scious, which means they can become con- 
scious when the ‘I’ makes them so and insofar 
as the ego agrees to it” (p. 218). Such a tangle 
of concepts, explained by other, reified con- 
cepts, may disturb (we could say “ryle”) the 
hard-headed philosophic reader. But Erikson is 
not a professional logician. If he were he 
would be more akin to the later Wittgenstein 
than to Gilbert Ryle. He is interested in ex- 
ploring the multiple meanings of terms as they 
are used, in mapping out a domain of impor- 
tance, After all, each of us does gain identity 
or identities, threads which somehow unify 
our lives. Erikson explores the relevant pro- 
cesses, their what, and some of their how 
and why. 

Specifically, he gives three definitions of 
identity: 


So far I have tried out the term identity 
almost deliberately—I like to think—in 
many different connotations. At one time it 
seemed to refer to a conscious sense of 
individual uniqueness, at another, to an 
unconscious striving for a continuity of ex- 
perience, and at a third, as a solidarity with 
a group's ideals. In some respects the term 
appeared to be colloquial and naive, a 
mere manner of speaking, while in others 
it was related to existing concepts in psy- 
choanalysis and sociology (p. 208). 


Maintaining awareness of these multiple 
frames of reference, Erikson cultivates con- 
notations within all of them. In particular his 
Clinical sense develops the notion of "negative 
identity," which shares the same complexity 
as its parent term. It refers to a hidden trigger 
which mobilizes efforts at denial or counter- 
assertion, but it also refers to what emerges 
and finds partial expression in behavior (P. 
175). Another clinical facet is provided by the 
idea of "identity resistance," the fear of loss 
Of something precious and unique, which is 
crucial for certain patients. The last three 
Chapters are devoted to youth, womanhood, 
and racial problems and give particularly 


meaningful elaborations of the clinical concept 
of identity. $ 


Amer. J. Psychiat. 125: 6, December 1968 


BOOK REVIEWS 


In other words, Erikson is guided by the 
phenomenology of what is present and clinical- 
ly pertinent. He is aware of the limits of 
prevalent psychodynamic theory, particularly 
that of classic psychoanalysis; but he does not 
turn on it with the intent to destroy its crucial 
insights, Rather, he insists on the need for 
supplementation. He points to the inadequacy 
of a formulation in terms of energy alone: 


While it was a step of inestimable import 
when Freud applied concepts of physical 
energy to psychology, the exclusive em- 
phasis on the theoretical model by which 
instinctual energy is transferred, displaced, 
and transformed, in analogy to the preserva- 
tion of energy in a closed system, no longer 
suffices to help us to manage the data which 
we observe when looking at man in his 
historical and cultural setting (p. 50). 


He stresses, then, the need for an auxiliary 
theory of social transaction. Addressing him- 
self to Hartmann, Kris, and Loewenstein he 
says: 


Central problems of ego development— 
which are, indeed, “accessible only to an 
analytic investigation"—demand that the 
psychoanalyst’s awareness of cultural differ- 
ence go well beyond that “common sense” 
which the three authors seem to find suffi- 
cient in this particular area of observation, 
while they would assuredly urge a more 
E em common sense in other areas (p. 


He further points to some of the sources of 
Tesistance among psychoanalysts to seeing the 
Importance of the social dimension—resistance 
Boing back historically at least as far as Jung. 
Finally, he points to some of the ways in 
Which the link to a cultural model can be 
conceptualized, reminding us that Freud said 
in “An Outline of Psychoanalysis" (1), ". - - 
What is operating in the super ego is not only 
the personal qualities of these parents but also 
everything that produced a determining effect 
Upon them themselves, the tastes and standards 
Of the social class in which they live and the 
Characteristics and traditions of the race from 
Which they spring (p. 47).” 

In the future we will need a more coherent, 
far-reaching theory of the relationship of so- 
Cial-historical processes to the lasting inner 
images that have a sign function, regulating 
a ebb and flow of drive and emotion; we 

‘ill need, too, better conceptualization of the 
lerarchical, layered organization of these 
Socially rooted inner “structures.” Such an 
volution of thought would seem essential 
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for the core of psychoanalysis to be preserved 
and to be combined with independent findings 
from both biology and sociology. If and when 
such a synthesis comes about, it will be due 
in no small part to the trailblazing of Erik 
Erikson. 


The reference is: 


1. Freud, S.: “An Outline of Psychoanalysis” 
(1940), in The Complete Psychological Works 
of Sigmund Freud, vol. 23. London: Hogarth 
Press, 1964. 


PETER H. Knapp, M.D. 
Boston, Mass. 


HkALTH INSURANCE For MENTAL ILLNESS. By 
Patricia L. Scheidemandel, Charles K. 
Kanno, and Raymond M. Glasscote. Wash- 
ington, D. C.: the Joint Information Service 
of the American Psychiatric Association 
and the National Association for Mental 
Health, 1968, 89 pp., $2.50 (paper). 


The phenomenal growth and development 
of health insurance in the United States since 
1940 is directly related to the explosive devel- 
opment of new medical knowledge and tech- 
niques, the revolutionary changes in the 
methods and patterns of delivery of medical 
care, and the rocketing costs of these health 
services. Psychiatry and mental health ser- 
vices were specifically excluded from most of 
the early health insurance plans, largely be- 
cause of the prevailing notion that psychiatric 
illnesses are chronic and incurable and because 
the great majority of patients with psychiatric 
diagnoses were treated in public institutions 
at public expense. 

In the late 1940s the American Psychiatric 
Association became interested in the feasibility 
of health insurance coverage of psychiatric 
illness; it has been increasingly active ever 
since. In 1962 the Joint Information Service, 
a cooperative effort of APA and the National 
Association for Mental Health, published 
Insurance Coverage of Mental Illness by Mrs. 
Evelyn S. Myers, which was the first attempt 
to bring together the facts about this subject 
in the United States. It remains a classic. 

However, experiments, changes, and expan- 
sions of care have occurred with such rapidity 
in the last five years that last year's facts are 
no longer relevant to today's demands. 

This new volume by Patricia Scheidemandel, 
Charles Kanno, and Raymond Glasscote (chief 
of the JIS) is of great importance to everyone 
in the mental health field with any responsibili- 
ty for planning new projects for mental illness. 
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The new collection of data from representative 
sources reflects national trends. The tabula- 
tions, statistical evaluation, and validation 
have been done with great care. 

The authors' presentation of the many facets 
of the complicated structure of health insur- 
ance in the United States is as specifically and 
clearly stated as is possible in a brief publi- 
cation. 

Most people are not aware of the various 
forms of health insurance in this country. The 
tax-free "Blue Plans,” the commercial plans 
(they have expanded most rapidly in the last 
five years), the union plans, the employer 
plans, government plans, major medical plans, 
community independent plans, and new ex- 
perimental plans are all touched upon in this 
volume. One wishes there were space for 
more editorial discussion of the weaknesses, 
strengths, problems, and relative efficiency of 
the various insurance plans. 

It is astonishing that health insurance car- 
tiers are so cautiously reluctant to release 
current information on their actuarial ex- 
perience. This is true even of the quasi-govern- 
mental Blue Plans. While one realizes the value 
of competition, it is clear that the health of 
the nation depends in part on careful planning 
of comprehensive insurance programs that are 
relevant to the public's needs; and we must 
have valid, current data for such planning. 

I think it is important to point out that this 
new survey makes clear the great contributions 
that NIMH and APA have made in en- 
couraging and sponsoring experimental pat- 
terns of delivery and payment for mental 
health services, Not all the experiments have 
been successful, but the courage of the leader- 
ship in sponsoring them is unique in medicine. 
From this growing knowledge will come bet- 
ter and more useful service, 

This brief (89 pages), concise, and informa- 
tive volume is essential reading to anyone 
concerned with comprehensive community 
mental health services. 


JOHN M. Corton, M.D. 
New York, N. Y. 


Brack Race. By William 
and Price M. Cobbs, 
Basic Books, 


H. Grier, M.D. 
M.D. New York: 
1968, 213 pp., $5.95. 


I don’t know how many Negro psychiatrists 
now practice in America, but I do not imagine 
that the number is large, People who are very 
poor, who have been barred from all sorts of 
activities. and opportunities, and who for a 
long time have been denied even their citizen- 
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ship—their most elementary social and politica] 
rights—may well develop every conceivable 
kind of fear and worry; but they are not 
likely to attend college, apply to medical 
School, and persist through all those years of 
postgraduate psychiatric training. Years ago in 
the South I heard the whole thing sum- 
marized this way by a rural teacher: "We 
need the nerve doctors all right, but they 
have other things on their minds than us, 
most of them; and we don't have our own, you 
know. Maybe someday we'll see a few of 
them." 

She then told me how hard it was for people 
such as her to be understood by someone such 
as me, no matter how strong my interest was. 
I could only tell her that we had to try and 
that someday she would perhaps meet a Negro 
psychiatrist (the year was 1962, and the 
word "black" was then an epithet) or read his 
analysis of the awful predicaments and di- 
lemmas she insisted on letting me know about. 
And now, in 1968, not one but two black 
psychiatrists have written a book that I know 
will mean a great deal to her and to many 
thousands like her—but I hope also to many 
thousands like me. 

To Drs. Grier and Cobbs “black rage" is 
not something psychopathological but the in- 
evitable result of the oppression, exile, and 
extreme hardship that black Americans have 
known since they were first brought here as 
Slaves. In other words, the reader is not sup- 
Plied with a series of handy psychiatric labels 
to comprehend what is, in fact, both a histori- 
cal tradition and a special set of social and 
economic circumstances—which, in turn, af- 
fect the minds of millions of black children, 
€ven at the "level" of the unconscious. 


As Senator Fred Harris says in the fore- » 


word: "This book is grim." It will not let us 
forget what is called "the shadow of the past." 
It will not let us forget what "life" has been 
and still is like for a black woman who has 
grown up in the Mississippi Delta, in Lowndes 
County, Ala., or on Chicago's South Side. It 
Will not pass over the black man's fate with- 
out spelling the whole thing out: the shocking- 
ly high unemployment rate; the laws that 
actually encourage husbands to leave wives so 
that their children can be fed; the experience 
of hatred, Scorn, rebuff, and isolation—some 
Of it dramatic and particularly outrageous, 
some of it the gradual grind of a million 
hurts, a million indignities, a million assaults 
on the self-respect of men, women, and chil- 
dren who are American citizens, 

If all that is known, it bears Tepeating these 
days. Particularly we in Psychiatry ought to 
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hear it again from these two articulate, sensi- 
ble, strong-minded but not hysterical black 
doctors. For one thing, they never forget 
that black problems are human problems, 
worse than those that most of us face but not 
special and distinct beyond all (white, red, 
yellow) comprehension. For another thing, 
the entire thrust of this book is in the medical 
tradition: toward understanding and healing 
rather than shrill polemics—which these days 
clearly emerge from a number of quarters. 

Drs. Grier and Cobbs show how black 
people have learned to be suspicious, guarded, 
fearful, doubtful, hateful, and in general 
thoroughly uncertain and troubled human be- 
ings. As a result, they live every day with a 
state of mind, a mood, and a kind of sensi- 
bility that the rest of us are likely to consider 
“sick” or “marginal.” Yet we are also re- 
minded how much strength, resiliency, 
shrewdness, and guile all that suffering has 
produced—in people whom writers (Faulkner, 
Ralph Ellison) have all along known to be— 
and have portrayed as being—“on the ropes” 
but far from “knocked out.” 

Such an emphasis—outspoken about pain 
and injury but unwilling to forget man’s re- 
demptive, reparative efforts—comes as no 
small achievement for these two psychiatrists, 
who no doubt have had quite a time dealing 
with the blind spots and the stubborn parochi- 
alism that can afflict psychiatric theorists, like 
everyone else. 


RonBERT Cotes, M.D. 
Cambridge, Mass. 


Reapincs mw Law AND PsvcmuTRY. Edited by 
Richard C. Allen, LL.M., Elyce Z. Ferster, 
LL.B. and Jesse G. Rubin, M.D. Balti- 
ORA Hopkins Press, 1968, 519 pp., 


Medical schools, law schools, and graduate 
training programs offer few in-depth courses 
in forensic psychiatry. One reason for the 
Poverty of this training is the lack of a suitable 
text, Here, now, is a book which will come 
10 the rescue of teachers in both disciplines, 
Which will be a usable reference text for 
àWyers and psychiatrists (or would be, if it 
ad an index), and which provides questions 
Or some wonderful and long discussions of 
Many aspects of this field. 
even AY of us have learned to distrust the un- 
Venness of anthologies. When you compile 
ed by a dozen different authors, you are 

*ly to end up with a goulash instead of a 
Parfait. Here, however, the editors have skill- 
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fully tapestried the separate items and have 
written concise introductory notes to each 
section of the book, tying them neatly to- 
gether. 

Here, too, is a stimulating text for attorneys 
who want to learn more about psychiatry and 
psychology; for graduate students, residents, 
and fellows in these subjects, it provides an 
opportunity to discover that the law, after all, 
is not an ass and does know what it is doing 
with its concern about due process. 

One of the major threats to sound education 
in any field is the popularity of the digest, the 
outline, the compendium. A once-over-lightly 
treatment does indeed spare the reader from 
examining the details. But it binds him to one 
author’s view and gives information about 
the what of things at the cost of explaining 
the why. The editors have avoided this by 
offering us actual case reports, original essays 
(some written for this book, others reprinted 
from other sources), thoughtful obiter dicta, 
and verbatim copies of statutes, reports, and 
recommendations of committees and com- 
missions in addition to excerpts from the 
testimony in landmark cases—all woven to- 
gether to make a rich fabric. 

Lawyers are accustomed to reading original 
documents. I suppose every lawyer has actual- 
ly read (at least once) the beautifully crafted 
opinion of Chief Justice Marshall in McCul- 
lough v. Maryland (1819). But how many 
neurologists have read James Parkinson’s An 
Essay on the Shaking Palsy(3)? Or, to come to 
the point—out of thousands of psychiatrists 
who refer (usually unfavorably) to the 
M’Naghten rule [8 Eng. Rep. 718 (1843)], only 
a handful have actually read Chief Justice 
Tindal's famous charge to the House of Lords 
in that case. Well, here's your chance to read 
it (it isn't long). The book even includes 
excerpts from Isaac Ray's Treatise on the 
Medical Jurisprudence of Insanity(4), which 
we all praise but which practically none of us 
has ever read. 

The book opens with an explanation of the 
scope of the various practitioners in the mental 
health field. It discusses dynamic versus or- 
ganic views, touches on the lawyer's problem 
(and the criminal's problem) with psychia- 
trists, and offers the attorney a sophisticated 
but jargon-free image of American psychiatry 
today. Dr. Rubin has an interesting chapter 
on how to evaluate a psychiatric evaluation. 
Whitehorn’s famous guide to psychiatric in- 
terviewing(5) (published in 1944 but still 
one of the best) is reprinted in full. The place 
of the psychiatrist and the psychologist in a 
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legal setting is presented in a three-dimension- 
al view. Our own APA's brief in the unhappy 
Jenkins case [Jenkins v. United States (1962)] 
is detailed. 

The readings touch on matters of guard- 
ianship, traumatic neurosis, mental hospital- 
ization, criminal responsibility, abortions, 
confidentiality of communications between psy- 
chiatrists and patients, and preparation of 
psychiatric reports. It is well documented with 
medical, legal, psychological, and psychiatric 
citations. One of its unusual features is a se- 
ries of “questions for discussion” at the end of 
each section. 

Our APA Psychiatric Glossary(1) is printed 
as an appendix to the book. Also, this work 
is so up to date that it uses the second (1968) 
edition of our APA Diagnostic and Statistical 
Manual(2), thus putting it ahead of many 
Practitioners and hospitals who have not yet 
made the conversion to DSM-II. Even without 
an index, this book is an extraordinary weav- 
ing together of interesting, authoritative, and 
thought-stimulating material. 


The references are: 


1. American Psychiatric Association: A Psychiat- 
iram 2nd ed. Washington, D. C., 

2. American Psychiatric Association: Diagnostic 
and Statistical Manual of Mental Disorders, 
2nd ed. Washington, D. C., 1968. 

3. Parkinson, J.: An Essay on the Shaking Palsy 
(1817), facsimile ed. Chicago: American 
Medical Association, 1923. 

4. Ray, L: A Treatise on the Medical Jurispru- 
dence of Insanity (1838), Overholser, W., ed. 
Cambridge, Mass.: Belknap Press (Harvard 
University Press), 1962. 

5. Whitehorn, J. C.: Guide to Interviewing and 


Clinical Personality Study, Arch. Ne - 
chiat, 52: 197-202, 1944, RET 


HENRY A, Davinson, M.D, 
Cedar Grove, N. J. 


THRESHOLDS oF INITIATION, By Joseph L. 
Henderson, M.D. Middletown, Conn.: Wes- 


leyan University Press, 1967 2 
$7.95. hen oe 


The purpose of this yolume is to Provide a 
thoroughly documented survey of the role of 
initiatory rites in contributing to the psycho- 
pathology of patients seen in individual therapy 
in a certain psychoanalytic setting. In this 
restricted sense the book fulfills its mission. It 
underlines the broad Spectrum of literature 
that has emphasized or touched upon this 
particular aspect of this particular frame of 
reference. 
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The frame of reference is that of Carl G, 
Jung, one of the great innovators in the main. 
stream of psychopathological understanding 
and psychodynamic thinking. Whether some 
of his later essays were more peripheral than 
central remains a matter of current controver- 
sy that can be resolved only by the perspective 
of history. 

Dr. Henderson’s study plummets through 
the mythological-historical and socio-anthropo- 
logical data to the associations and dreams of 
contemporary patients. The resolution of their 
conflicts is viewed in relation to their insights 
into their ambivalence at the thresholds of . 
initiation. 

In order to sustain the impact of the au- 
thor’s message, a quotation from the summary 
of chapter 3, “The Uninitiated,” is pertinent: 


On the basis of previous studies, we may 
make a preliminary postulate that the earli- 
est development of ego-consciousness pro- 
ceeds in accordance with an archetypal 
trickster cycle. At the lower level of this 
cycle we find a state of infantile depen- 
dence; at the upper level we find a puer 
aeternus figure combining infantile power 
or pleasure-loving traits with an attitude of 
nobility or heroism. In normal development 
the trickster cycle is superseded by a hero 
cycle in which an archetypal father-figure 
seems to replace the original mother-figure 
or world of matriarchal consciousness. Both 
trickster cycle and hero cycle are in turn 
superseded or transformed by the appear- 
ance of the initiation archetype, which 
appears to put an end to the self-perpetuat- 
ing tendency of these two cycles. There 
remains, however, an internal connection 
or overlapping between the trickster cycle ~ 
and the hero cycle which the experience of 
initiation has to bridge so that elements 
of the two cycles may be transformed either 
into a psychosocial modality or into a quest 
for individual identity. Some of our material 
for this study derives from the experiences 
of modern people and some from a com- 
parative study of initiation ceremonies in 
history or among alien cultures. We ap- 
Proach the subject of initiation with the 
belief that analytic therapy today can il- , 
luminate. many puzzling aspects of initiation 
in other cultures and times, and in turn be 


illuminated by the knowledge derived from 
them. 


In the contexts noted, Dr. Henderson’s 
volume is Certainly well documented. How- ; 
ever, there is relevance in raising the issue of | 
the limited perspective view of initiation as the 


Amer. J. Psychiat. 125: 6, December 1968 


BOOK REVIEWS 


core dynamic. Rank attempted to extrapolate 
the dynamics of all human. difficulties from 
the fact of birth trauma and its associated 
anxiety. Adler felt that organ inferiority, or 
what we might call ego inferiority, generated 
the problems in his patients. Even Freud postu- 
lated the entire pleasure economy and the 
economy of assertiveness in terms of sexuality 
and aggressiveness. Others have taken relative- 
ly unifaceted views of human behavior. 

Much has been learned from these con- 
tributors, and more will be learned as we 
study their writings in the future. Dr. Hender- 
son, in the ambience of Jung, has added to 
this array of insights. 

Recently a new era of search and self- 
determination has evolved, manifested by dem- 
onstrations by students and minority groups, 
by sexual emancipation and drug experimenta- 
tion, by a new awareness of social and politi- 
cal consciousness, and in other ways as well. 
Each of these represents a kind of metamor- 
phosis. We look forward to Dr. Henderson’s 
interpretation of them in terms of his frame- 
work—an exciting and challenging task. 


JAMES P. CATTELL, M.D. 
New York, N. Y. 


Tae Neuroses. By Henry P. Laughlin, M.D. 
Washington, D. C.: Butterworth, 1967, 
1076 pp., $25. 


| "This volume is the successor to Dr. Laugh- 
lins The Neuroses in Clinical Practice, first 
published in 1956(1). 

There is an extensive presentation of the 
Classical neurotic conditions and discussion of 
many related topics as well. Each chapter be- 
gins with an outline of content and ends with a 
Summary, selected references and bibliogra- 
Phy, and a set of review questions. Illustrative 
ase material is used throughout. All terms 
and concepts used are carefully explained; a 
sizable glossary appears in the appendix. 

The author goes to great lengths to identify 
Specific concepts, laws, theories, principles, 
and rules which he refers to in abbreviated 
form thereafter. The discussions of treatment 
Presented in each chapter do not stand alone 
nt in varying degrees are interdependent on 

t is said about treatment in other chapters. 
Thus, in order for the reader to fully grasp 
€ author's basic concepts of understanding 
and treating neuroses, he must read this large 
book from start to finish with sustained con- 
centration, 
„_ Dr. Laughlin advocates the use of relatively 
ìg-term individual intensive psychotherapy 
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wherever feasible, with the twin goals of in- 
sight and basic personality change foremost 
in the pursuit of durable improvement. While 
many readers would not disagree with this 
position, there is a growing concern that the 
actual outcome statistics for this form of 
treatment are meager and inconclusive. Fur- 
thermore, there are a great number of neurotic 
people for whom, for a variety of reasons, this 
approach is not feasible. Such factors as the 
lack of qualified therapists, lack of financial 
resources, and resistance to this form of treat- 
ment contribute to the seeking by large num- 
bers of neurotic people of other forms of 
treatment or of their remaining untreated. It 
would have been useful if the author had pre- 
sented further perspectives on the potentialities 
of brief psychotherapy, drug therapy, group 
therapy, and family therapy as applied to neu- 
rotic disorders. 

Dr. Laughlin prefers to use some terms not 
in common use, such as “hygeiaphrontis” for 
“hypochondriasis” and “prisoner processing” 
for “brainwashing.” 

One chapter is devoted to soterial reactions 
—conditions in which an external object be- 
comes a neurotic object-source of comfort 
and security. Soterial reactions are considered 
the converse of phobias. The author estimates 
that six to eight percent of clinical cases of 
neurosis fall into this category. 

The section on military reactions covers 
much of the knowledge and insights gained in 
World War II, but little mention is made of 
the evaluation of military psychiatry from the 
Korean and Viet Nam conflicts to the present. 

This book is a useful reference for those who 
wish to learn about or review basic concepts 
of adult neurotic disorders and their long- 
term psychotherapeutic treatment. 


The reference is: 


1. Laughlin, H. P.: The Neuroses in Clinical 
Practice. Philadelphia: W. B. Saunders Co., 
1956. 


DoNALD W. HAMMERSLEY, M.D. 
Washington, D. C. 


NORWEGIAN CONCENTRATION CAMP Survivors. 
Edited by Axel Strgm, M.D. New York: 
Humanities Press, 1968, 186 pp., $9. 


Early in 1957 the Norwegian Association 
for the War Disabled brought to medical at- 
tention the disturbing fact that a consider- 
able amount of social and occupational dis- 
ability was occurring among political prisoners 
who had survived German imprisonment 
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during the period 1940-1945. In the usual 
sequence of events the ex-prisoners, most of 
them previously stable individuals of working 
or lower middle-class origin, returned to 
their families and to work shortly after libera- 
tion. But after periods ranging from a few 
months to several years, there appeared sig- 
nificant reductions in their capacity to work 
and to meet the social requirements of ordinary 
life. This condition frequently became more 
severe as time went on. 

An intensive investigation of these individ- 
uals was undertaken, including psychological 
testing, psychiatric and neurologic examina- 
tions, spinal fluid examinations, electroenceph- 
alography, and pneumoencephalography. The 
study resulted in the current volume, which 
reports the findings in 227 former prisoners 
studied 12 to 18 years after the war. As a 
group they were found to suffer from a gen- 
eral deterioration in health including pre- 
mature aging and frequent illness, and in al- 
most all cases they exhibited the symptoms of 
the KZ syndrome which, as defined by the 
authors, includes intellectual impairment in the 
form of failing memory and ability to concen- 
trate together with affective and emotional dis- 
turbances, particularly the triad of anxiety, 
sleep disturbances, and nightmares. 

The major conclusion was that the vast 
majority of these ex-political prisoners suffered 
from an organic Psychosyndrome due to chron- 
ic encephalopathy along with distinctive af- 
fective, emotional, and mood disturbances, It 
Was decided that in 92 percent of the cases 
there was a direct connection between the pa- 
tient’s condition at the time of examination 
and his traumatic wartime experiences—in the 
form of head injuries, malnutrition, infections, 
and severe psychological stresses incurred in 
prisons and concentration camps. In most cases 
significant disability was found, and a generous 
upgrading of pension Payments was recom- 
mended along with some efforts at rehabilita- 
tion which were not very successful. 

This is a worthwhile if somewhat limited 
contribution to the expanding literature on 
the effects of the Nazi persecution on its 
victims. Its value lies in the meticulous thor- 
oughness with which the examinations and 
evaluations were made; however, it is also clear 
that these Norwegian €X-prisoners constituted 
a small, special group differing significantly 
from the far more numerous European Jewish 

survivors in whom organic factors are much 
less important and whose symptomatology 
—the result of extreme and unique Psycho- 
logical stresses—also includes and emphasizes 
features not found in the former group, such 
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as obsessive rumination over the past, more 
severe and persistent depressive reactions, 
and survivor guilt. 
i 
PauL CHoporr, M.D, 
Washington, D.C. | 


ACTUALITES SUR LES THERAPEUTIQUES Psy. 
CHIATRIQUES ET LES RECHERCHES PsycHo- 
PHARMACOLOGIQUES, vol. 3 of Annales de 
Thérapeutique Psychiatrique. By Henri 
Baruk and Jacques Launay. Paris: Presses 1 
Universitaires de France, 1967, 350 pp, | 
fr. 40. j 


This is the third volume of a series of books | 
(collections of papers by various authors on | 
various subjects) published under the aegis of | 
the Société de Tours. The first two volumes 
were published in 1962 and 1965. 

This volume does not pretend to reflect the 
whole French psychiatric scene. The impor- 
tant group of L'Évolution Psychiatrique and 
the psychoanalytic schools are not represented 
in this selection, which discloses a predomi- 
nately organicist orientation. 

The book is divided into six parts. The first | 
part, “General Studies,” is quite eclectic and | 
pluralistic in character. In addition to papers 
by French authors, it contains works of Ameri- 
can, Greek, Italian, and Polish contributors. 
Several articles on the “mental image” fail to 
give an adequate account of the psychody- 
namic relevance of this psychological con- 
struct. í 
An interesting paper by Schuhl offers a 
scholarly account of how music was used as a 
form of therapy in ancient Greece and China. 
This paper is followed by another equally 
interesting one by Marchais which describes | 
the application of musicotherapy to a 20-year- | 
old schizophrenic woman who made an ap- | 
Parent recovery in six months, Also included 
in the first part is an article by the American 
Walther Riese which is an excellent survey of 
the history of the moral treatment of mental 
disease. 

Part 2 deals with problems of methodology | 
in the field of psychopharmacology. Several 
Papers discuss the chemotherapy of depres- 
sions. Of particular interest for American 
Teaders is an article by Marchais, who reports 
the observations he made while visiting psy- 
chiatric research centers in the United States: 
He concludes by praising the good “material” 
Organization of the Americans, their liberal 
attitudes toward patients, the importance they 
give to Sociotherapy, and, most of all, the en- 
thusiasm and the energy which the American 
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colleagues display toward basic research. How- 
ever, he has some reservations about Ameri- 
can methodology and the adoption of a 
mixture of Kraepelinian and psychoanalytic 
concepts. 

Part 3, devoted to animal psychopathology, 
is quite an unusual feat. In a very interesting 
paper by Brion we learn that some horses 
suffer from a spontaneous immobility quite 
similar to human catatonia. In another article 
Blin discloses that infanticide and cannibalism 
are quite common, normal occurrences in the 
animal kingdom but are manifestations of 
pathology among mammals. 

Part 5 consists of numerous papers on psy- 
chopharmacology. Part 6 deals with changes 
in the French law pertaining to psychiatric 
matters. 

Every psychiatrist familiar with the French 
language will find in this collection at least 
some papers which are worth reading and 
studying. 


SiLvANo ARIETI, M.D. 
New York, N. Y. 


PsvcHoLocrcAL Aspects or PHYSICAL SYMP- 
ToMs. By Samuel Silverman, M.D. New 
York: Appleton-Century-Crofts (Meredith 
Corp.), 1968, 437 pp., $15. 


Dr. Silverman has added to the literature 
another study of the relationship between 
Psychologic factors and physical symptoms, 
in hopes that it will increase the physician's 
awareness of the presence of emotional factors 
In every illness. He also has tried to approach 
à clinical psychiatric study in a scientific way. 
Too often we in psychiatry have an important 
Message to pass on to our colleagues in other 
Specialties but fail to impress them because of a 
lack of the scientific approach. 

Part 1, in addition to outlining the goals 
9f the study, gives an overview of our under- 
Standing to date of psychosomatic illness. Al- 
though it is brief, this part of the text gives the 
t der—regardless of his previous knowledge in 

!5 area—enough of an understanding of 
Psychosomatic illness that he can understand 
the object of the study and the interpretation 
T E results. In an attempt to keep the study 
aS objective as possible, the author used a 
wedification of the associative anamnesis inter- 
tew technique which was first developed by 
ach in 1939. This approach reduces 
p neous stimuli to a minimum and permits 

Conscious material to be verbalized. 
art 2 summarizes the case histories of 45 


Tandomly selected young men, aged 30 or 31, 
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who were admitted to the medical service of a 
general hospital. In addition to describing each 
patient's chief presenting symptom and includ- 
ing the basic anamnestic excerpts, the -author 
gives his psychodynamic impressions, the his- 
tory of the medical course in the hospital, 
and specific comments about each case. Al- 
though I do not necessarily agree with the 
author's psychodynamic impressions in some 
of the cases, I do think that he has made an 
honest attempt to understand the underlying 
dynamic issues. However, at times he has 
attempted to clarify the medical problem at 
hand with psychiatric interpretations based 
more on psychiatric theories than on knowl- 
edge of the particular patient's emotional prob- 
lems. In this way Dr. Silverman has fallen 
into the trap that has caught many other 
psychiatrists as well. 

Part 3, which includes results, theoretical 
implications, and some pertinent clinical ob- 
servations, is presented clearly and to the 
point. However, the absence of a control 
group makes some of the results questionable. 
For example, stress factors were found to be 
present in all the subjects. Without a control 
group, this can mean no more than stress 
occurs in the life of everyone; therefore, it 
may not be necessarily an etiologic factor in 
a given patient's illness. 

With our increasing awareness of the role 
of emotional factors in the production of 
somatic symptoms, studies such as this are 
refreshing and helpful. Psychiatrists reading 
this text can learn a great deal about the 
Scientific approach to the study of emotional 
illness, and all physicians can understand 
better the close relationship between emotional 
factors and somatic symptoms. 


Loran F. PILLING, M.D. 
Rochester, Minn. 


CONTEMPORARY Issues IN DEVELOPMENTAL 
PsvcHoLocy. Edited by Norman S. Endler, 
Lawrence R. Boulter, and Harry Osser. 
New York: Holt, Rinehart and Winston, 
1968, 662 pp., $9.95. 


A book of "readings," as they are called, 
is made up of papers and chapters that have 
appeared elsewhere earlier and are brought 
together for practical reasons, for scholarly 
purposes, or both. The convenience of a single 
volume which gathers treatises, experiments, 
and observations on a given theme—originally 
widely scattered throughout the haystack of 
our literature—is appreciated by student, 
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teacher, and librarian alike. An equally com- 
pelling reason for making collections of this 
kind is to present a sort of printed debate, 
to set forth together in place and time differing 
views on a topic so that they may be read and 
judged in fair comparison. 

The prime value of this book on con- 
temporary issues in developmental psychology 
lies in the latter sense of a “printed debate.” 
These recent papers (all have appeared since 
1955; most, since 1961) ably capture the 
issues of the day in the psychology of develop- 
ment, especially in its recent emphasis on 
experiment and a comparative approach to the 
mystery of psychological growth to adulthood. 

The selections are well chosen. The reader 
moves easily from the definition of issues and 
description of method and theory through 50 
additional papers, individually contributed but 

. grouped under natural subject headings. Added 
references are given both by the editors and 
contributors for those readers who wish a guide 
to further study, Although intended for stu- 
dents of child psychology or developmental 
psychology, the book may be read with profit 
by psychiatrists or, indeed, by all who have 
an interest in tracing the development of 
behavior characteristics of the human adult. 

This reader found the editors’ comment 
on "how to use this book" at the beginning 

- of the book and again at the introduction of 
new subject areas reminiscent of the instruc- 
tions that appear at the front of every foreign 
language grammar book and about as helpful, 
What has been done here is far more useful 
than what has been said about it. The psychia- 
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trist reader is certain to find data relevant to 
his interests and observations that cannot ap. 
pear in the course of clinical practice. A wealth 
of information is presented on “critical peri- 
ods” and “imprinting” in birds and puppies 
experimental manipulation of conditions ‘ti 
influence the development of the affectional 
system of monkeys; the perception of obj 
orientation among human infants; speech. 
syntactical acquisition by the very youn 
differences in reaction to early physical ma- 
turity in different (national) cultures; and a 
host of other details on the development of 
behavioral configurations in children or the 
infrahuman young. 

The book is handsomely printed and is 
well indexed to aid reading and research. 
Turning about the familiar axis of what (in 
behavior) is inherited and what is acquired— 
and more importantly, what are the results of 
the interaction of these joint forces—the pa- 
pers bound in this convenient single volume 
can bring the psychiatrist reader abreast of 
the newer experimental approaches to the 
problems of understanding the development 
of adult human behavior. Issues they remain, - 
not fixed answers to the eternal questions; 
The ingenuity and relevance of approach 
shown in these contributions and the care with 
which all observations are reported augur well, 
however, for the amassing of more systematic 
and dependable knowledge on psychological 
growth to maturity. 


H. E. Kine, PH.D. 
Pittsburgh, Pa. 
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Expermentan Stupy AND Resuxts, vol. 1 of 
Psychosomatic Specificity. Edited by Franz 
Alexander, M.D., Thomas M. French, 
M.D., and George H. Pollock, M.D. Chica- 
go: University of Chicago Press, 1968, 
258 pp., $7.50. 


Women AFTER TREATMENT. By Shirley S. 
Angrist, Ph.D., Mark Lefton, Ph.D., Simon 
Dinitz, Ph.D., and Benjamin Pasamanick, 
M.D. New York: Appleton-Century-Crofts 
(Meredith Corp.), 1968, 324 pp., $7. i 


Amer. J. Psychiat. 125: 6, December 1968. 


A Prace CALLED SATURDAY. By Mary Astor. 
New York: Delacorte Press, 1968, 239 
pp. $5.95. 


DrrrERENTIAL Use or SociaL Manpower, By 
Robert L. Barker and Thomas L. Briggs. 
New York: National Association of Social 
Workers, 1968, 270 pp., $5. 
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State University Press, 1968, 233 pp. 
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By Rudolph Binion. Princeton, N. J.: 
Princeton University Press, 1968, 575 pp., 
$15. 


MARRIAGE AND PERSONAL DEVELOPMENT. By 
“Rubin Blanck and Gertrude Blanck. New 
York: Columbia University Press, 1968, 
188 pp, $6, 


Tur DAWN or AUSTRALIAN PSYCHIATRY. By 
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asian Medical Publishing Co., 1968, 219 
Ppp- no price listed. 
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CnaNociNG THE FAMILY. By Warren M. Brodey, 
M.D. New York: Clarkson N. Potter, 1968, 
160 pp., $6. 


CASEBOOK or A CRIME PSYCHIATRIST. By James 
A. Brussel, M.D. New York: Bernard Geis 
Associates, 1968, 212 pp., $5.95. 
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. CniLpnEN's ALLOWANCES AND THE ECONOMIC 
- -. — WELFARE OF CHILDREN. Edited by Eveline 
M. Burns. New York: Citizens’ Commit- 
tee for Children of New York, 1968, 195 
PP. $2 (paper). 


DEATH AND CONTEMPORARY MAN: Tue Crisis 
-OF TERMINAL ILuness. By Carl G., Carlozzi. 
Grand Rapids, Mich.: William B. Eerd- 
mans Publishing Co., 1968, 79 pp. $1.45 
(paper). 


UNDERSTANDING ALCOHOLISM. Compiled and 
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Sons, 1968, 250 Pp., $6.95. 
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$10.50. 
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York: Hoeber Medical 
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DiscrLiNE. By Rudolf. Dreikurs, M.D, 
and Loren Gray, Ph.D, Néw York: Mere- 


dith Press, 1968, 207 pp.; $4:95. " 

L'AMANTE ANGLAISE. By "Marguerite Dura : 
trans. by Barbara Bray. New York: ‘Gron 
Press, 1968, 122 pp., $3.95... 


Von DEN GEISTESKRANKHEITEN. By Jean E. D 
Esquirol, edited by E. H. Ackerknech 
Bern, Switzerland: Verlag Hans Huber, 
1968, 152 pp., Fr./DM 12 (paper). 
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Emerging Concepts of Mental Illness and Models of 
Treatment: The Medical Point of View 


BY ROY R. GRINKER, SR., M.D. 


In debates about the medical model vs. 
other models in the treatment of mental 
disorders, the proponents on each side often 
disregard the fact that the biopsychosocial 
field cannot be fractured into separate parts. 
Since no one individual can encompass this 
entire field of knowledge, this author be- 
lieves, what is needed is genuine multidis- 
ciplinary collaboration rather than a “par- 
celing off” of professional territories. The 
goal of the mental health disciplines should 
be evolutionary experimentation, with all 
members cooperatively involved in the pro- 
cesses of allocated individual as well as 
overlapping functions. 


N ACCEPTING an invitation to participate 
XL in this discussion I emphatically re- 
jected the role of a debater. In my opinion 
the conflicting views of two professional dis- 
Ciplines, or perhaps we may call them two 
Sciences, can never be resolved by debates, 
Which in the recent past have engendered 
more heat than light(1, 5, 11, 13, 15). In- 
Stead, I propose a serious discussion about 
Our agreements, disagreements, and misun- 
derstandings in the hope that some compro- 
mises may be reached. 

Perhaps it would be better to say that 
Clearer recognition may develop that we are 
discussing two professions in the process of 


i Read at the 124th annual meeting of the Amer- 
13-17. Mohiatric Association, Boston, Mass., May 
3 Dr. Grinker is director, Institute for Psycho- 
“matic and Psychiatric Research and Training of 
ad ghal Reese Hospital and Medical Center; his 
60611 is 910 N. Lake Shore Dr., Chicago, Ill. 
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rapid evolutionary changes, moving partly 
toward and partly away from each other 
but inevitably tied together by mutual con- 
cern with problems of human mentation and 
behavior. Since some of our objectives are 
nearly or actually identical, how do we get 
along with each other? 

Two elements of this problem need little 
discussion. The first, payment for services, 
I believe has been resolved by national 
agencies, insurance companies, and the 
private sector. No one should deny the right 
of a professional to receive just and equita- 
ble remuneration for services rendered. 

Second is the problem of prestige and 
status in accordance with functional posi- 
tions. The clinical psychologist is called 
“doctor” in every position except perhaps 
in his own university. He is an absolutely 
essential and respected staff member in our 
state and Veterans Administration mental 
hospitals and clinics. Finally, on the mod- 
ern bandwagon of community mental health 
centers, he is just as frequently the director 
as is a professional of any other discipline 
since not one of them has all the knowl- 
edge and skills necessary to administer com- 
munity resources or to carry out so-called 
social engineering. I view the “top dog” con- 
flict as argued by both psychiatrists and psy- 
chologists to be nonprofessional and un- 
worthy of people who aspire to teach others 
adjustment to realities, compromise, and ra- 
tional behavior(1, 6). 


The Medical Model 


It has been stated frequently that psychi- 
atrists operate within a medical model inas- 
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much as they treat patients, and the words 
“treat” and “patients” belong to the realm 
of medicine. Albee(1) argues with Szasz 
(18) that mental illness is a myth; it is 
not a disease and therefore physicians are 
not necessary. This seems to be only seman- 
tic gymnastics. Instead of disease, the argu- 
ment continues, there is only faulty educa- 
tion which should and can be corrected by 
reeducation, a task for which psychologists 
are eminently fitted. 

I would agree that all of psychotherapy 
has a strong reeducational element, but it 
must include methods oriented toward mak- 
ing the subject capable of learning in depth: 
that is, the education must be more than 
cognitively directed. These two concepts 
of “helping,” education versus education- 
plus, are certainly susceptible to scientific 
study and require no acceptance on faith. 
Actually there is a sense of closure in the 

* term education, as if we knew what to teach. 
Treatment is a more open and flexible con- 
cept, yet there is at present no hard evidence 
that any form of psychotherapy versus any 
other form or versus none is curative or 
ameliorative. 

All forms of psychotherapy (even those in 
i which the psychological aspects are not ad- 
mitted or are denied, including drug therapy) 
on the one hand, and psychoanalysis on the 
other, utilize behavioral and learning theory 
and methods. None is objective since all 
operate through personal relations or, in our 
terminology, some clements of transference, 

The essential question, however, is what 
the term “medical model” means, and I con- 
fess to some confusion about it. Does it 
mean treatment by a doctor of medicine? 
Does it mean treatment by drugs in whole 
or part? Does it mean that what is treated 
is called a disease—a term literally meaning 
dis-ease? I care not whether we change the 
term disease, because of fees, position under 
um or whatever, to disturbance; it is 
still the same euphemistic a 
the indefinable( 17. See in 

In understanding an unhappy, 
individual who is seeking help, 
communication, understanding, and then 
interpretation—or supportive, educational 
or directive techniques—are appropriately 
utilized. With full sanction these are em- 
ployed in varying depths or degrees of inten- 
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sity by middle-aged housewives, pastors, 
nurses, social workers, and psychologists as 
well as by psychiatrists. It is therefore clear 
that of all therapies psychotherapy is the 
least medical. The problem rests on the fact 
that the persons enumerated above utilize, 
with varying degrees of skill, the same gen- 
eral method of treatment for all conditions, 

The truly medical model is one in which 
psychotherapy is only a part. The total field 
in terms of therapy includes differential di- 
agnosis involving consideration of organic 
brain disease and other somatic afflictions; 
diagnosis of specific nosological categories 
about which something of the natural history 
and prognosis is known; the choice of ther- 
apeutic environment such as home, clinic, 
or hospital; the choice of therapy such as 
drugs, shock, and psychotherapy; orientation 
toward individuals, groups, and families; 
and such choices as behavioral therapy or 
psychoanalysis, etc. 

Indeed, psychiatry as a whole constitutes 
an expanded field that can be envisaged 
best as a system(8) without sacrificing any 
of its parts: “Whether we view categories 
of mental illness or mental health, or for 
that matter, any living process, each con- 
Stitutes a large field containing a large num- 
ber of variables, the permutations of which 
enable us to observe combinations and re- 
combinations that determine types or sub- 
categories”(10). 

In defining kennetic inquiry, Bentley(2) 
Stated, “this is a name proposed for orga- 


nized investigation with the problem of .. 


knowing and knowns, where this is so con- 
ducted that the full range of subject mat- 
ters—all the knowings and the knowns— 
form a common field." Shands(16) pointed 
Out that if mental illness is a disorder of 
knowing, then a theory of learning should 
be integrated with empirical observations, 
and that knowing develops from primary 
body contact and physiological satisfactions 
and requires continuous participation of mo- 
tor and sensory components. This viewpoint 
is indeed the prototype of unified theory, 
sometimes called psychosomatic. 

Behavior and mentation cannot be sep- 
arated and, as Kaufman(11) has clearly 
Stated, from another aspect the biopsycho- 
Social field cannot be fractured into the so 
cial or medical Since no one person can 
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encompass all of the kennetic field, some 
disciplines have established “parcels” by 
“squatters’ rights” instead of multidisciplin- 
ary cooperation. 

Albee’s suggestion(1) that psychologists 
withdraw from psychiatric institutions and 
profess psychology in their own centers is a 
dangerous goal for psychology. Where it 
has been tried in client counseling centers, 
disastrous results have accrued to staff and 
clients, An overview of the entire field will 
be lost and the traditional medical methods 
of research will be abandoned. This includes 
the study of pathology in order to under- 
stand health better. The overlapping of psy- 
chology and psychiatry is clearly exempli- 
fied in that the former contributes greatly 
to the field of psychopathology and the latter 
to the study of normality or health(14). 

Education, or nurture, will be fractured 
from the nature-nurture system as a rever- 
sion to an obsolete dichotomy. There will 
be estrangement from the real problems of 
life as seen in the psychiatric clinic and a 
reversion to that dominated by projects 
suitable for Ph.D. theses. The universities, 
having fatmed out their students to psychi- 
atric centers as an admission of their own 
failures in clinical training, will have to as- 
sume a responsibility which for now at least 
Seems unfeasible. 

The greatest danger as I see it has been 
before our eyes for several decades in anoth- 
er isolated discipline, that of psychoanaly- 
Sis(7). Isolated, utilizing its own language, 
developing a closed system, and specializing 
in a single therapeutic technique, psycho- 
analysis has organized itself into a self- 
destructive posture. Some analysts have 
€scaped into departments of psychiatry 
Where they have learned and contributed 
Much that is applicable to the problems of 
the larger field. No profession can endure 
for long on the basis of a therapeutic meth- 
Od, even if it be called education. 

When a psychology center becomes iso- 
lated from the main body of psychiatry 

ere is a tendency to utilize monolithic ap- 
Proaches, making the therapist appear as the 
Sole or most important element of what 
Should be a therapeutic transaction. Con- 
Comitantly, diagnosis is depreciated and be- 
Comes irrelevant. 
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In a sense many contemporary psychia- 
trists have been working upstream against 
the forces opposing concepts of syndromes 
and accurate diagnostic criteria. The unpop- 
ularity of diagnosis and knowledge of the 
life history of describable entities is a re- 
action against the “disease” concept in psy- 
chiatry and the overemphasis on individual 
dynamic processes. Yet the pendulum has 
swung too far away in the direction of con- 
cern only with “the problem" of a specific 
patient (or client). In truth there can be no 
science without classification and no sound 
classification without modifying the repeti- 
tive old observations and descriptions. Psy- 
chiatry and psychology need to take a fresh 
look at modern theories of ego functions in 
process and new methods of description, 
rating, and statistical analysis( 10) . 

Let us be absolutely clear when we talk 
about psychotherapy that we are not dis- 
cussing psychiatry, within which the former 
is only a small technical part. Psychiatry as 
a branch of medicine is heavily dependent on 
the basic, the behavioral, and the social sci- 
ences. For this field, which encompasses all 
of life, a broad education is necessary. Efforts 
to provide it are often woefully inadequate 
in our universities, but also in our medical 
schools and psychiatric training centers. 
Training in techniques that can be learned 
by rote or by imitation during the processes 
of supervision does not furnish either true 
understanding of the totality of the field or 
the ability to create and contribute to prog- 
ress and to teach others. These require some 
degree of knowledge of the total biopsycho- 
social field(7). To this academic psychology 
has contributed and will continue to do so. 
In isolation, however, clinical psychology can 
only lose the roles which it laboriously and 
slowly acquired. 


Historical Perspectives 


Some of the statements made today by 
leading psychologists have a peculiar sound: 
*Psychology should not lay its eggs in oth- 
er birds nests.” “Psychologists have been 
brainwashed into using the values and lan- 
guages of their masters." This is a far cry 
from the 1920s, when psychologists com- 
peted vigorously for positions in psychiatric 
clinics. 
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At that time they were mostly people with 
master’s degrees employed as technicians. We 
ordered IQ tests or Rorschach tests and 
read written reports without much commu- 
nication. In the 1940s Ph.D. clinical psy- 
chologists began to replace the technicians 
because they needed the kind of training the 
universities could not offer. They felt them- 
selves to be part of the psychiatric team and 
participated in service, teaching, and re- 
search. 

As their service orientation lessened they 
became our consultants. We explained our 
puzzling cases to them and discussed their 
test results. They formed independent auton- 
omous sections in the departments of psy- 
chiatry and had their own teachers and 
Separate as well as mixed courses, seminars, 
and conferences. 

Their research usually began by following 
the pattern of their Ph.D. theses, which were 
usually insignificant problems devoid of con- 
tact with important clinical questions, unless 
they were adequately directed by working 
clinicians. They then also prospered as mem- 
bers of interdisciplinary research teams. 

In the 1950s psychologists pushed for 
therapeutic training and experience and with 
exceptions were successful: I have not found 
in my Supervisory work that individual 
Psychologists are deficient in concern for 
patients in spite of lack of formal training 
in medical ethics. In fact they are more 
careful not to do harm than are many psy- 
chiatric residents, They asked for and thrived 
under Psychiatric supervisors and recognized 
the limited goals of psychotherapy. Because 
of their scientific training they were some- 
what rigid and less intuitive than psychi- 
atrists, who to the contrary were too loose 
and credulous. I doubt whether many psy- 
chology fellows, if not exhorted to rebel 
would state that their training is inadequate 
and want to return to the university, 

Another discipline also shifted its major 
tasks to psychotherapy. The Psychiatric so- 
cial Workers are now "psychosocial thera- 
pists." After World War II we needed them 
as therapists and took many of them out of 
casework. Gradually they learned the whole 

range of psychotherapies, but they did not 
develop pressures to detach themselves into 
independent centers. When they work in in- 
dependent. social agencies, they always co- 
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operate with a staff of working psychiatric 
consultants. We may be their ego ideals but 
never their masters. Without revolution or 
conflict, social workers have evolved into a 
comfortable position within the psychiatric 
field. 

As I wrote in discussing the current di- 
lemma of the psychiatric social worker, “con- 
trary advice from academic teachers of so- 
cial work theory and practical chiefs of 
psychiatric social services . . . resulted in 
a victory for the latter" (9). This resulted in a 
transposition into collaborative psychother- 


apy. 
Cleavages 


As Chein(4) pointed out, the scientists 
in psychology form the “in” group. They use 
scientific methods, conduct themselves as 
scientists, and use appropriate language. 
They experiment, use quantitative analysis, 
favor prediction based on hypothetical in- 
ductive methods, and are in general reduc- 
tionistic. Yet I believe that their research is 
restricted unless they have contact with psy- 
chiatry in order to attack meaningful re- 
search problems with appropriate techniques. 

On the other hand, the “outs,” or practi- 
tioners, who treat patients or “clients,” ac- 
cording to Chein, are empirical, nonstatis- 
tical, use probabilistic statements with free 
terminology, and are intuitive. Yet they are 
depreciated by the leaders of the field of 
Psychology, more than by psychiatrists, as 
deviants who should go back to the univer- 
sity. Others, like Dunnette(6), plead for 
more eclecticism and less pretense. That 
Practitioners among clinical psychologists 
want to treat patients exclusively and tend 
to reject their research training makes one 
wonder what is wrong with their academic 
models, 

My own experience in a psychiatric in- 
stitute with staff psychologists and postdoc- 
toral psychology fellows reveals a wide di- 
versity of interests. Although each seems to 
have his favorite area of interest, there exists 
à climate of eclecticism conducive to healthy 
collaboration in research, teaching, diagnosis, 
and treatment. It is true that specific and 
Specialized activities are pursued by psy- 
chologists carefully selected for this purpose. 
In the field the working psychologists are 
only moderately interested in and often resis- 
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tant to the clarion call of their leaders to 
withdraw from general psychiatry into an 
isolated discipline of therapeutic reeducation. 

For the good of all concerned there should 
be a moratorium on debates, conflicts, and 
exhortation by armchair psychologists as 
well as parochial psychiatrists, since nothing 
new has been added for some time and the 
discussions are redundant, as I can attest 
from surveying the literature. Albee is cor- 
rect when he writes, “Back to the drawing 
board." I would add, “Back to work.” 

In truth we need working psychologists 
as Viable therapists in our large mental hos- 
pitals, and the profession of psychology 
needs these many positions for the economic 
security of members of the American Psy- 
chological Association. On the other hand, 
in our private hospitals, our institutes, and 
in our medical school departments of psychi- 
atry the need for psychological services has 
sharply decreased as we have observed the 
evolution in their diagnostic skills replacing 
the supposedly exact or deeper penetrating 
instruments. As psychologists have learned 
that these instruments constitute the frame- 
work for diagnostic interviews we have de- 
Veloped more reliance on our own psychi- 
atric skills. Nevertheless we will always need 
the Psychologist in our multidisciplinary re- 
Search teams and as colleagues in teaching. 


The Solutions 


I believe that the solution to what has be- 
Come an endless and sometimes bitter ver- 
bal controversy, with threats and lawsuits, is 
Not revolutionary change but rather evolu- 
tionary experimentation. All of the mental 
health disciplines—psychiatrists, psycholo- 
gists, social workers, and nurses—should be 
cooperatively involved in the processes of 
allocated individual as well as overlapping 
functions. The 1964 position statements of 
both the American Psychiatric Association 
and the American Psychological Association 
include the mutual recognition of compe- 
tence.and genuine collaboration. These words 
have real meaning and in no way can be 

ed as depreciatory. The alternative is 

to follow the plan proposed by Kubie(12), 

er, and Charney(3) of developing a 

Rew discipline with a special degree under 
University auspices. 
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Both models should be studied scientif- 
ically. Collaborations between psychology 
and psychiatry as well as between psychi- 
atry and medicine require study, not ex- 
plosive disruption. Under any circumstances, 
standards must be maintained and regulatory 
devices set up in practice for psychology and 
psychiatry because practitioners of both pro- 
fessions, isolated from hospitals and clinics 
in office practice, are hidden from profes- 
sional scrutiny and are equally open to 
criticism. 
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Emerging Concepts of Mental Illness and Models of 
Treatment: The Psychological Point of View 


BY GEORGE W. ALBEE, PH.D. 


This author reviews the evidence for the 
"sickness" model of mental illness and finds 
it to be inconclusive. Psychiatry, he argues, 
in insisting on its prerogatives of primary pa- 
tient responsibility and control of treatment 
facilities, bases its justification either on rare 
and uncertain genetic and metabolic condi- 
tions or on the common chronic organic 
conditions it characteristically neglects; the 
typical person in psychiatric treatment is 
suffering from neither. The alternative pre- 
sented here is a Social-developmental model, 
which would emphasize the nurturance of 
Strength rather than the search for and 
excision of weakness, 


| id PREPARING this presentation I had to 

choose between either: 1) developing a 
psychological model for disturbed behavior 
and then spelling out its implications for 
intervention and prevention or 2) discussing 
the shortcomings of the Sickness model in 
order to provide a logical groundwork for 
the subsequent development of alternative 
models. I chose the second alternative be- 
cause I have spent more time thinking about 
this'problem and also because I do not think 
the alternative to the sickness model is likely 
to be a psychological model! Indeed I be- 
lieve the new approach will be social- 
educational, and it is more likely to develop 
out of the fields of special education or social 
work than out of Psychology. 


What Is the *Sickness Model”? 


This explanation of disturbed behavior, 


y pead a the 124th annual meeting of the Amer- 
ican Psychiatric Association, Bosto; , Mass. 
13-17, 1968. SEM 
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briefly stated, holds that “mental illness is an 
illness like any other." The very fact that 
strenuous efforts, made for a century and 
more, have achieved only limited acceptance 
of this slogan suggests that it is not entirely 
creditable. 

Attempts to explain the origins of neurotic 
and psychotic behavior, addiction to alcohol, 
juvenile delinquency, mental deficiency, and 
even such peripheral problems as marital 
maladjustment and school learning difficul- 
ties as sicknesses inside the person make 
them discontinuous with normal behavior. 
The sickness model suggests that these con- 
ditions are among a number of separate, 
discrete mental illnesses, each with a sepa- 
Tate cause, prognosis, and potential treat- 
ment. We have seen this theme in some of 
what Dr. Grinker had to say. 

The sickness model further suggests that 
the treatment of these “illnesses” is properly 
the function of a physician specially trained 
in their diagnosis and in known methods 
of intervention. While other professionals 
may play various useful roles, they will be 
ancillary to the physician, who is charged 
with the clinical responsibility for the wel- 
fare of the “patient” (who must be “treated” 
in a hospital or clinic or in the physician’s 
Private office). Even the so-called person- 
ality disturbances, and all the agonies de- 
tiving from a dehumanized and hostile 
environment, are diagnosed as various 
kinds of sicknesses or intrapersonal illnesses. 

This model, which occupies the center of 
our clinical stage, places the identification of 
forces in the individual before consideration 
of the hostile and damaging forces in his 
world; it demands that we try to fix him, 
treat his disease (as we do other diseases), 
and then send him back to the continuing 
horrors of his world. Realistically, it causes 
Us to treat only the small number comprising 
those who believe in our cures or even 
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worse the much smaller number for whom 
our cures may work, thereby causing us to 
neglect all those people with problems we 
do not understand because they do not fit 
our model, and those people who cannot 
participate in, nor accept, our verbal inter- 
vention methods. 

The origins of this explanation of emo- 
tional disturbance, like the origins of most 
human myth systems, are overdetermined 
and complex. Sarbin suggests that the la- 
bel “illness” was first used by Teresa of 
Avila in the 16th century to describe emo- 
tionally disturbed people; it served as a 
useful metaphor to protect disturbed nuns 
(those who exhibited symptoms of hysteria) 
from the Inquisition. “If a person's conduct 
could be accounted for by such natural 
causes, it was to be regarded not as evil, 
but comas enfermas, ‘as if sick’” (10, p. 
448). 

Werry(14), a research psychiatrist at 
the University of Illinois, recently called 
the disease model "the great operating de- 
lusion of psychiatry." Elsewhere Werry(15) 
Says "The debate . . . between the pro- 
ponents of the disease model and those who 
believe that emotional and behavioral diffi- 
culties belong in the moral sphere was long 
and acrimonious but, as you must be aware, 
PSychiatry in the past hundred years, has 
achieved a substantial victory in this con- 
tested field...” (p. 4). 

The end of moral treatment of the insane 
in America seems to have coincided, in the 
middle half of the 19th century, with the 
beginning of the enormous wave of foreign 
immigration into the United States. Most 
of the Yankee physicians, who had been 
able to extend a kind of Quaker fellowship 
to the insane, found themselves unable to 
deal with the "foreign insane paupers" who 
had inundated the retreats, jails, and alms- 
houses in the latter part of the 19th century. 

It was John P. Gray, superintendent of 
Utica State Hospital and editor of the 
American Journal of Insanity, who, in the 
late 19th century, became the chief advocate 
of the position that mental patients were 
really physically ill with a brain disease. 

Tay is often awarded the distinction of 
eing the most influential medical spokes- 
man for the rejection of a moral approach 
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to insanity (with its reliance on compassion, 
reason, kindness, and human interaction) 
and advancing instead the argument that 
the insane were victims of some unknown 
brain disease. 

One of the primary arguments used by 
contemporary psychiatry to support its basic 
responsibility for the treatment of mental 
conditions holds that there are underlying 
organic defects, in most cases still undis- 
covered, producing the disturbed behavior. 
Starting from this uncertain platform, psy- 
chiatry advances the conclusion that med- 
ical training, most of which has not been 
used since the internship, somehow provides 
unique qualifications to treat these sick- 
nesses. 

The gossamer web of logic is not strong 
enough to hold the weight of this whole 
proposition, and many contemporary psy- 
chiatrists have rejected this argument. In 
the first place, there is little substantial 
evidence supporting the hypothesis of an 
underlying organic defect in most function- 
al mental disorders. Second, the medical 
training of most psychiatrists was obtained 
years in the past and is not especially rel- 
evant to their therapeutic activities. In oth- 
er situations, where the stakes are different, 
most psychiatrists have refused to practice 
medicine in any traditional sense. (Most 
psychiatrists are excused from volunteer 
duty at community health clinics and from 
emergency room duty in the military ser- 
vice.) 

Third, when a real organic cause is dis- 
covered to be the significant underlying 
factor in the production of disturbed be- 
havior (as has been the case in a few 
genuine mental diseases), then the treatment 
of these conditions is removed from the psy- 
chiatric field. 

As Zubin points out: 

As soon as a mental disorder is traced to some 
organic cause, however, it ceases to belong to 
the psychiatric fold and is handed over to 
internal medicine or neurology as was the case 
with general paresis, pellagra with psychosis, 
and will probably be the case with phenylpyru- 
vic oligophrenia. Only diseases of unknown 
origin tend to remain in the psychiatric do- 
main(18, p. 2). 

Barbara Wooton(16) has made a search- 
ing examination of the interaction between 
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social and cultural forces and mental dis- 
orders. It will be clear to most thoughtful 
persons who examine her approach that 
“mental illness” is not “a disease like 
any other.” She has spelled out certain cru- 
cial and fundamental differences between 
mental disorders and true diseases. She 
points out, quite correctly, that 


. anti-social behavior is the precipitating 
factor that leads to mental treatment. But 
at the same time the fact of the illness is itself 
inferred from this behavior: indeed it is al- 
most true to say that the illness is the behavior 
for which it is also the excuse. But any 
disease, the morbidity of which is established 
only by the social failure that it involves, 
must rank as fundamentally different from those 
with which the symptoms are independent of 
social norms(17). 


In one of her examples Wooton reminds 
us that we diagnose a mental disease when 
we observe an individual disregarding the 
property rights of others, as for example, the 
adolescent who steals cars, the middle-aged 
suburban housewife who shoplifts, or the 
hippie who picks flowers from the city parks, 
refusing in the process to keep off the grass. 
Without this observable behavior we would 
not suspect the existence of an underlying 
"mental disease." So the identification of 
this "disease" depends on the violation of 
social laws which uphold the sanctity of in- 
dividual or of public ownership. In a society 
where possessions were held in common such 
diseases could not exist! 

The point of all this is that the social dis- 
approval of the social consequences of be- 
havior usually identifies the underlying “dis- 
ease.” In the absence of these interactions 
the disease would not exist. 


What Evidence 


Model? Supports the Sickness 


There is precious little evidence to sup- 
port a discontinuity (sickness) model, At 
the center of the continuity-discontinuity 
argument stands the mystery condition (or 
conditions) of schizophrenia. There just 
must: be a biological explanation! While the 
argument will not be entirely won or lost 
here, still the causation of schizophrenia is 
under constant debate, and support for a 
disease or defect explanation is being sought 
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most vigorously in the blood, sweat, and 
tears (as well as all the other fluids) of the 
schizophrenic. 

Recently an entire volume (some 500 
pages) of the Annals of the New York Acad- 
emy of Sciences was devoted to “Some Bio- 
logical Aspects of Schizophrenic Behav- 
ior’(11). Even this elaborate production 
could not obscure the fact that no clear-cut 
phenotypical defect has yet been found 
which even comes close to providing a key 
to a possible molecular basis for this condi- 
tion. All sorts of profound-sounding state- 
ments were made which, on careful examina- 
tion, turn out to be meaningless. For exam- 
ple: 


It has become quite evident that neuropathol- 
ogy and its allied sciences are assuming a pro- 
gressively important role in the study and un- 
derstanding of mental disorders. Thus far, the 
morphologic, histochemical, and cytobiophys- 
ical observations in brain biopsies and topec- 
tomies appeared to be of a pleomorphic char- 
acter and non-specific or rather of heterogenic 
patterns. Therefore one must look forward to 
future research investigations(p. 481). 


This .polysyllabic nonsense says: "We 
haven't found anything yet, and we're still 
looking." 

Occasionally someone finds a biological 
measure which does differentiate schizo- 
phrenics from controls, but as anyone knows 
who has followed this literature for the past 
20 years, artifacts (like vitamin C deficiency 
or too much caffeine) have a way of con- 
founding the significance of the differences 
found. 

The discovery that chronic back-ward 
schizophrenics have smaller hearts than con- 
trols matched for age and sex would hardly 
prove that small hearts cause schizophrenia. 
Rather, a more parsimonious explanation in 
terms of lack of exercise would undoubtedly 
be suggested. But repeatedly the finding of 
some blood factor which differentiates back- 
ward schizophrenics from normals has been 
hailed as the long-sought key to the mystery 
of schizophrenia. 

Seymour Kety(8), in an honest and 
Straightforward review of biochemical the- 
ories of schizophrenia, refers to “a present 
consensus that a pathological lesion charac- 
teristic of schizophrenia or any of its sub- 
groups remains to be demonstrated" (p. 409). 
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He reviews the errors, the subjective biases, 
and the confounding effects of unsuspected 
or uncontrolled variables that have led to 
premature “discoveries.” He concludes that 
of all the new reports of toxic materials in 
the blood of schizophrenics “there has been 
no extensive substantiation of any of them” 
(p. 418). He continues: “Many of the cur- 
rent hypotheses concerning the schizophre- 
nia complex are original and attractive even 
though, up to this time, evidence directly 
implicating any one of them in the disease 
itself is hardly compelling" (p. 426). 

Tf there is no convincing evidence that 
schizophrenia is an identifiable disease, there 
is far less scientific support for a sickness 
model explanation of all of the less extreme 
forms of human deviation, yet the American 
Psychiatric Association keeps issuing posi- 
tion statements claiming responsibility for 
Such conditions as mental retardation, ju- 
venile delinquency, and alcoholism. The 
trouble is that the sickness model demands 
a kind of intervention that is terribly ex- 
pensive and a kind of highly trained inter- 
Vener who is not widely available. Even- 
tually, I predict, the needs of society will be 
better served! 

If the organic approach could be demon- 
Strated to be valid our society would be 
justified in demanding an enormous increase 
in the number of medical and paramedical 
professionals prepared to take their places 
in the battle against “mental illness." But 
the organic approach has not been found to 

Convincingly valid, and alternative models 
Seem to hold at least as much promise for 
helping many more disturbed people. Fur- 
ther, the supply of physicians (and there- 
fore psychiatrists) in proportion to the 
oo has been declining for many 
years and probably will continue to de- 
dine(1). d / 

7. Still another subtle but powerful force 

lending Support to the sickness model of 
k mental disorder has been the steady increase 
é ü the use of the psychotropic drugs that 
_ ave become the common approach to many 
emotional conditions. Persuasive advertise- 
“Ments, beamed at psychiatrists in the psy- 
tric journals by the drug companies, 
emphasizing the value of drug therapy. 
tug therapy has been hailed by the great 
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popular medical journals—Time, Life, 
Look! 

With hundreds of thousands of daily drug 
users in the public hospitals, plus millions 
more seeking tranquility or at least relief 
from intense anxiety, the psychotropic drugs 
have become a fantastic growth industry. 
Understandably any threat to the sickness 
model is a threat to the drug salesmen. What 
is good for General Napoleon is good for 
United Chemical! 

By using drugs for the poor in the state 
hospitals we can get by with practically 
no professional personnel in these tax-sup- 
ported settings. (In over one-third of our 
state hospitals practically no psychiatric 
time is available, and two-thirds of our 
2,000 psychiatric clinics do not have a 
single full-time psychiatrist on the staff[1]). 
Eighty percent of psychiatric practice is pri- 
vate office practice with a suburban upper- 
middle class clientele. 

Jules Henry(5) says: “State hospitals to- 
day seem to exhale from their antique bricks 
and dark labyrinths the miasmas of mis- 
understanding, prejudice, callousness, and 
hate whose origins lie deep in our history. 
Who knows what happens in the pit, where 
their voices do not come up to us?” (p. 48). 

The point of all of this argument should 
not be lost. Psychiatry, in insisting on its 
prerogatives of primary patient responsibility 
and control of treatment institutions and 
intervention efforts of all sorts, bases its 
argument either on rare and uncertain 
genetic and metabolic conditions or on those 
common chronic organic mental conditions 
which it characteristically neglects. Most of 
psychiatric practice is private, most of it 
is suburban, and most hospital psychiatry is 
practiced in general hospitals. None of the 
organic mental conditions is the central con- 
cern of current psychiatric treatment. 

A great majority of the people whom psy- 
chiatrists treat are not suffering from genetic, 
metabolic, and arteriosclerotic conditions, or 
from alcoholic delirium, or from central ner- 
vous system malfunction. If psychiatrists were 
to devote their primary attention to these 
kinds of cases there would be little need 
for today’s debate about models. Repeatedly, 
surveys show that the most common psychi- 
atric patient in 1968 is a college-educated, 
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white, upper-middle class, non-Catholic fe- 
male between 30 and 40. She has none of 
the usual organic mental diseases. 

Recently psychiatrist David J. Vail(13) 
commented on the unhappy fact that psychi- 
atry has not been able to produce a meaning- 
ful definition of mental illness. He argues 
that 


A recent booklet on insurance published by 
the American Psychiatric Association, for ex- 
ample, defines mental disorder essentially as 
those items listed in the official manual on 
nomenclature, in other words, a mental dis- 
order exists when a ruling group of psychia- 
trists say that it is what it is. Worse yet, psy- 
chiatrists cannot agree among each other. 


There are many beautiful examples of the 
contortions that must be performed to de- 
fine mental disorder as sickness. In the recent 
booklet Vail refers to, the following curious 
statement appears: “Illness (which includes 
mental disorders) is any symptom or syn- 
drome the American medical profession at 
the present time generally accepts as evi- 
dence of disease or disorder"(2). Doesn't 
that sound like Alice in Wonderland? 

Not only do mental disorders include con- 
ditions which "interfere with current func- 
tioning," but also those which, while not 
affecting in any way current functioning 
"carry with them the threat of future dis- 
ability^(2). In other words, with this model 
an individual may be diagnosed as having a 
mental disorder although he is functioning 
adequately as a member of society if, in the 
judgment of a psychiatrist, potential exists 
for future disturbance. Frankly, this is a 
frightening notion to those who adhere to 
the principle that a man is innocent until 
proven guilty and that no one can be con- 


victed for the possible commission of some 
future criminal act. 


What Is the Alternative? 


I have been arguing for the past several 
years that the sickness model explanation 
of the origins of disturbed behavior will have 
to be replaced with a social-developmental 
explanation before our society will get off 
its inertia and begin to do some construc- 
tive things about large-scale intervention and 
prevention of human misery. The inter- 
vention will emphasize the nurturance of 
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strength rather than the search for and ex- 
cision of weakness, and the prevention wi 
take the form of social engineering 
strengthen the family. d 
I fully expect many psychiatrists to agree 
with this approach because it is my ex- 
perience that many thoughtful leaders in 
American psychiatry are saying the same 
thing. Don Jackson(6) pointed out that: 


Each year data are collected that provide 
strong evidence for the fact that mental dis- 
orders, including schizophrenia, arise out of 
disturbed personal relationships. Each year we 
seem to rediscover this fact, splicing out the 
rest of the year with dreams of glory about the; 
bio-chemical cause of schizophrenia, and the 
new happy pills. 


Psychiatrist Robert Coles(4) said re- 
cently: “With respect to what can legit- 
imately be called psychiatric disorders, I am 
not at all convinced that anything new will 
be discovered to ‘cure’ them. I am not even 
sure that we ought to call them ‘diseases’.”” 
Coles goes on to ask the question that every 
"mental health" worker should be forced to 
answer: 


What pills will ever dissolve the anxiety and 
fear that go with life itself? What will psychi- 
atry ever know that it does not know now 
about the damage done by thoughtless, cruel 
parents to vulnerable children? What further 
“frontiers” do we really have to conquer, when — 
it comes to such subjects as despair, brutality, 
envy? 5 


After completing his dramatic survey of 
Boston's mental health resources (which ex- 
ceed the resources of any city in the world 
and yet largely neglect those in greatest 
need), William Ryan(9) made a proposal 
so audacious, so revolutionary, so shocking 
in its implications that in another age he 
would have been tried for heresy and boiled 
in oil. He suggested that Boston’s mental 
health establishment forego any further bud- 
Betary increases because their services were 
having no significantly beneficial effect on 
the public most in need of them and that — 
the money saved be put into improved wel- 
fare services. (Dr. Ryan recently moved to — 
Connecticut!) But Ryan is right, Casework, 
group work, and counseling by clergymen - 
are reaching more of the citizens of Boston | 
than are psychiatric facilities. 
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The psychoanalyst should be in the van- 
guard, together with the social worker and 
the learning theorist, in advocating the 
abandonment of the sickness model and 
arguing for its replacement with a social- 
developmental model. Certainly the most 
fundamental contribution of Freud was his 
discovery of the continuity between the nor- 
mal and the abnormal. In discussing Dar- 
win and Freud, Jerome Bruner pointed out 
that the Victorians, reeling from Darwin’s 
discovery of a perfectly lawful continuity be- 
tween man and the rest of the animal king- 
dom, were dealt a second and more terrifying 
blow by Freud’s discovery of the continuity 
between the sane and the insane. Bruner(3) 
speaks of the 


. . . lawful continuity between man and the 
animal kingdom, between dreams and unrea- 
son on one side and waking rationality on the 
other, between madness and sanity, between 
consciousness and unconsciousness; between 
the mind of the child and the adult mind, be- 
tween primitive and civilized man—each of 
these has been a cherished discontinuity pre- 
served in doctrinal canons. 


Freud forced the abandonment of these 
cherished discontinuities. 

Why, in the face of this central message 
of Freud’s life work, does the latter-day psy- 
choanalyst continue to pay homage to the 
Sickness model? Primarily, I think, because 
of the historical accident which has re- 
quired the psychoanalyst in the United States 
to be trained first as a physician. I look for- 
ward to the day when the psychoanalysts, 
Perhaps in continuing self-analysis, will join 
forces with Freud and the rest of us who be- 
lieve the evidence supports a continuity mod- 
el, a model which holds that it is established 
that the same mechanisms are operating in 
adaptive and maladaptive human behavior, 
and will help lead the scientific assault on 
those who seek to preserve and defend the 
Sickness model. 


What Would Be Different If We 
Changed Models? 


I have not yet really dealt with the con- 
Sequences that would follow from changing 
models. Very briefly, I hold that: 1) the 
nature of the model determines 2) the nature 


Amer. J, Psychiat. 125: 7, January 1969 


875 


of the institutions we develop for interven- 
tion and prevention, which in turn dictates 
3) the kind of manpower we use to deliver 
care. With a social-developmental model our 
state hospitals and public clinics would 
be replaced by social intervention centers, 
largely staffed by people at the bachelor's 
level—more like special education teachers 
and social welfare workers, potentially avail- 
able in vastly greater supply than psychol- 
ogists and psychiatrists. For prevention, peo- 
ple like ourselves would be needed as 
teachers, researchers, and especially as rad- 
ical social activists proselytizing for changes 
in our society to make it more supportive, 
less dehumanized. 

The massive deterioration of the fabric of 
society and its institutions results in a com- 
plex tangle of pathology. The pathology 
includes especially the destruction of the 
emotional integrity of the family. Let me 
emphasize here something that you already 
know very well. Many significant research 
breakthroughs have already been made. 
Many of the discoveries are already in. We 
know, for example, that the emotional cli- 
mate which surrounds the infant and young 
child is of critical importance in determining 
his future—including the kind, the severity, 
and perhaps even the biological concomi- 
tants of his later disturbance. 

Such knowledge is dangerous. We usually 
shut our eyes to its implications. We go on 
trying to fix up damaged adults in one-to- 
one relationships when a more proper pro- 
fessional function would be to spend a con- 
siderable portion of our energies trying to 
fix up our society in ways that will increase 
the strength and stability of the family, there- 
by affecting positively the mental health of 
generations to come. It is not possible here 
to further elaborate upon prevention except 
to say that I believe, because of the nature 
of the human animal, it must take the form 
of strengthening the institution of the family. 

I believe that history may judge President 
Johnson to have been one of the most com- 
plicated of American presidents. But his 
speech at Howard University's commence- 
ment will be judged among the half-dozen 
great landmarks in the history of our society. 
In it the President called for a massive attack 
on the central problem of our time. He said: 


[47] 


876 


The family is the cornerstone of our society. 
More than any other force it shapes the at- 
titudes, the hopes, the ambitions, and the 
values of the child. When the family col- 
lapses it is the children that are usually dam- 
aged. When it happens on a massive scale the 
community itself is crippled. 

So, unless we work to strengthen the family, 
to create conditions under which most parents 
will stay together—all the rest: schools and 
playgrounds, public assistance and private con- 
cern, will never be enough to cut completely 
the circle of despair and deprivation(7). 


Unhappily Johnson's Great Society pro- 
gram, which began with such hope and 
promise, got sidetracked by our unfortunate 
involvement in Viet Nam. Eventually, let 
us pray, we will get back to a rational con- 
cern with dealing with our important prob- 
lems—people who suffer. 

William Ryan(9) has put it plainly: 


If the assumption is accepted that all behavior 
disorder and all emotional disturbance are the 
general province of the psychiatrist and the 
Other mental health professionals, obviously 
the province remains unoccupied. At present 
only a beachhead has been established. Fur- 
ther, in view of the scarcity of mental health 
professionals, which will continue for many 
years to come, it is unlikely that the beachhead 
Will be extended in any dramatic manner(p.46). 


Edward Stainbrook, chairman of the de- 


partment of psychiatry at the University of 
Southern California, says: 


Many of the impairments due to poor social 
learning and to inadequate development don’t 
have to be defined as illness, and they don’t 
have to be treated by medical doctors, . |. I 
think we need a new kind of institution, too 


. ». Where people could learn, or relearn, social 
and occupational skills(12). 


I am convinced that once Societ i 
that disturbed behavior reflects the Apa 
social-developmental learning in pathological 
social environments (rather than intraper- 
sonal sickness), the institutions that will be 
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developed for intervention will be social 
educational in nature. i 
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The Converging Paths of Behavior Therapy 
and Psychotherapy 


BY R. BRUCE SLOANE, M.D. 


Three disparate | psychotherapeutic ap- 
proaches—psychoanalytical, behavioral, and 
Rogerian—are shown to have more like- 
nesses than differences. The relationship be- 
tween patient and therapist and the conver- 
sational content are common. Techniques 
such as interpretation, counterconditioning 
(reciprocal inhibition), and the use or with- 
holding of reward work in similar ways, 
despite different labels and rationales. Dic- 
tionary constructs of the past have done 
little to bridge differing theoretical assump- 
tions; this has served to obscure understand- 
ing of common modalities. 


M oru like the elephant, tends 
to be difficult to define but easily recog- 
nized by all. However, despite this easy recog- 
nition its characteristics are to a greater or 
lesser extent shaped by the eye of the be- 
holder. Moreover, as Gottschalk and Auer- 
bach(17) have said: "Everyone knows 
What psychotherapy is. But it is easier to 
Write a plausible convincing book explain- 
ing the subject and the method than to 
Prove a single assertion about it with any 
degree of scientific rigor." 

Psychotherapy clearly aims to bring about 
Change in the way a person thinks and acts. 
Despite such a narrow goal the arena is 
large and filled with a diversity of approach 
ànd theory. Common to many of these ap- 
Proaches, however, are clinical skills en- 
Compassing case history taking, assessment 
and diagnosis, interviewing, and—depend- 


ac 
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ing on the particular technique—a greater 
or lesser amount of therapist skill. 

Three disparate models, psychoanalytical, 
behavioral, and Rogerian, illustrate the 
range of methods. 

Schlessinger and associates(36) stress two 
major factors in the psychoanalytic ap- 
proach: 


1) The existence of unconscious mental 
processes that need to be elucidated in order 
to understand the symptoms, and 

2) The fact that the analyst and the patient 
influence each other in the course of this 
effort to understand. 


They add that 


the essential contribution of the analyst is in- 
terpretation, a succinct statement pointing 
out the components and origins of the patient’s 
conflicts and their hidden connections. . . . The 
function of this interaction is to produce 
insight, that is, to make conscious with affect 
the dynamic conflicts between the various struc- 
tures of the mind . . . to deepen the under- 
standing of the genetic roots of these conflicts. 
. .. Energy bound up in the defensive pro- 
cesses which maintain repression is freed and 
feelings that were repressed seek conscious ex- 
pression as the adult ego struggles to make 
them acceptable and useful. 


In contrast, one group of behavior ther- 
apists(11, 48) regards neurotic symptoms 
as learned (or conditioned) habits of re- 
action mediated by anxiety. The stimuli or 
cues to which anxiety is conditioned vary 
from patient to patient as a function of 
past experience. The maladaptive be- 
havior of the patient that is termed the 
neurosis represents efforts to reduce anxiety 
by escape, avoidance, or other means. The 
therapy is then directed to the unlearning of 
the maladaptive behavior, in particular by 
counterconditioning techniques. Responses 
such as relaxing or aggressive or sexual ones 
that are antagonistic and therefore inhibitory 
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to anxiety, are systematically evoked in the 
presence of anxiety-producing thoughts (or 
“stimuli” ). This “reciprocal inhibition" grad- 
ually weakens the bond between these stimuli 
and the anxiety. Thus expression of ego alien 
feelings is permitted, encouraged, or even 
instigated by the therapist and “extinguishes” 
the anxiety that is aroused by the usual realis- 
tic or imagined hostile reception. 

A somewhat different approach of the 
operant conditioners(12, 23, 39) involves 
the use of reward. Their approach rests 
heavily on techniques of operant condi- 
tioning, on the use of “reinforcement” to 
control and shape behavior, and on the no- 
tion that symptoms, like all other behaviors, 
are maintained by their effects. By varying 
the contingency of the reward—e.g., the pa- 
tient must respond in certain specified ways 
to the behavior of another individual in 
order to produce the reward—adaptive in- 
terpersonal behaviors can be developed as 
well(3). 

Yet a third approach is that of Carl 
Rogers and his school(32). They suggest 
that it is not the special professional knowl- 
edge of the therapist, his intellectual con- 
ception of his therapy (his “school of 
thought”), nor his techniques that are im- 
portant. Rather, it is his personal attitudes 
in the relationship: in particular his empathy, 
his regard, and his liking for the patient. 
These in turn elicit traits from the patient of 
Which his depth of “self-exploration” is the 
most crucial, 

These various schools of psychotherapy 
would seem to have a number of items in 
common: 1) the relationship between the 
patient and therapist; 2) a conversational 
content; and 3) techniques such as inter- 
pretation, counterconditioning, reward, and 
so on. 

However, these processes and their un- 
derlying assumptions need to be examined 
in a variety of contexts. The first is that of 
the bias brought to Psychotherapy by its 
participants, especially the therapist. 


The Controlling Situation f 
Psychotherapy i 


Good psychotherapy, Masserman has 
said, is about as nondirective as good sur- 
gery(26). The psychotherapist usually has 
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clear ideas about how he would like his pa- 
tient to behave. Such expectations may be 
couched in terms of self-actualization, 
greater maturity, less neurosis, insight, and 
so on. They may be more implicit than ex- 
plicit but are certainly well formulated in 
his mind. : 

Rosenthal(34) has demonstrated the ef- 
fect of examiner bias in obtaining desired 
results with animals as well as with human 
subjects. In humans his studies have shown 
that verbal conditioning may be an ante- 
cedent of biasing. He has also shown, how- 
ever, that biasing is already in evidence at 
the beginning of a study before conditioning 
can, in fact, take place. He concluded that 
this bias was mediated in the brief pre-data 
gathering interaction during which the ex- 
aminer greets, sets, and instructs the subject. 

Goldstein(16) has illustrated the multi- 
faceted influence of the mutual expectancies 
of therapist and patient. Frank(13) has 
pointed to the cultural factor contributing 
to favorable patient expectancy. There is an 
increasing acceptance in the United States 
that emotional illness is best treated by psy- 
chotherapy. It is also probable that, at this 
time, middle- and upper-class patients ex- 
pect such psychotherapy to be psychoana- 
lytically oriented. 

Orne(29) has suggested: 


the subject’s performance in an experiment 
might almost be conceptualized as problem 
solving behavior; that is, at some level he 
Sees it as his task to ascertain the true pur- 
Pose of the experiment and respond in a man- 
ner that will support the hypothesis being 
tested. Viewed in this light, the totality of cues 
that convey an experimental hypothesis to the 
Subject become significant determinants of the 
subject’s behavior. 


Krasner(21) has illustrated the similar- 
ities of how the expectancies of either a pa- 
tient or an experimental subject become in- 
tertwined with those of the therapist of 
experimenter. In this way the simple "de- 
sire to please" of the one becomes facilitated 
or inhibited by the goals of the other. 

Frank(13) had added that in psychother- 
apy the patient's spontaneous behavior is 
his speech; the therapist reinforces certain 
verbalizations by cues of approval which 
may be as subtle as a fleeting change of 
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ession or as obvious as an elaborate 
interpretation. In this way the therapist not 
only transmits desired verbal behavior but 
also some of his own expectations. If, for 
example, he expects the patient to get better 
soon the patient obediently responds(37). 
Moreover, Chance(7) found that the ex- 
pectations regarding the role of the patient 
were very personal and characteristic to 
each clinician. 

In the light of these considerations it 
seems likely that psychotherapy is domi- 
nated by the beliefs of the therapist and that 
its outcome is mediated by the success 
with which he can get his patient to share 
them, 


The Relationship 


The importance of the relationship be- 
tween therapist and patient is stressed in all 
schools of psychotherapy, although it may 
be dignified by different titles and dealt with 
in different ways. 


The Patient 


Th formal psychoanalysis it is expected 
that the patient will have feelings about the 
therapist that are derived in part from his 
Previous formative emotional experiences. 
Such “transference” may be interpreted and 
forms an important technical part of the 
therapy, 

In behavior therapy such feelings are 
Made use of to facilitate instigation or re- 
iprocal inhibition. Wolpe(49) illustrates 
how €ncouragement of assertion in a female 
Patient was difficult even though “it had 
early become emotionally important to her 
to please the therapist.” Crisp(8) has used 
Measures of the transference to illustrate 
the Progress of behavior therapy. 

Rogerian therapy it is probable that 
the patient’s willingness to cooperate with 
je treatment and indulge in "self-explora- 
tion” in part determines its success. Thus 
although in Rogerian and behavior therapy 
- Interpretation" of such feelings is not made, 

Y remain important in the process. 

Strupp (45 ), in fact, has suggested that the 

dents willingness to behave in a depen- 

“nt, child-like relationship to the parental 
authority of the therapist may be a fulcrum 

ON Which the success of treatment rests. Cer- 


s 
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tainly such qualities make it easier for the 
therapist to like the patient and to exert 
his best efforts on his behalf. 


The Therapist 


Many studies of the process of psycho- 
therapy have concentrated on the thera- 
pist’s activity, emphasizing his personal char- 
acteristics(9, 22, 44, 45). The concept 
of the therapist as a "standard therapeutic 
instrument" has been replaced by an ap- 
preciation of his idiosyncrasies. There seems 
to be a general but as yet unconfirmed be- 
lief that the more experienced the therapist 
is and the more closely he resembles the 
"good" therapist, the better the results he 
will achieve. 

The attributes of such a “good” therapist, 
who possesses understanding, empathy, flex- 
ibility, and a respect for the dignity and in- 
tegrity of the patient, have seldom been 
subjected to systematic study(18). Certainly 
the need for experience has been questioned 
by Poser(30). Truax(47), whose work is 
derived from Rogers, has been particularly 
concerned with qualities such as genuineness, 
unconditional positive regard, and accurate 
empathy in the therapist and their effect on 
“depth of self-exploration” in the patient 
and the outcome of treatment. His findings 
indicate that where there is a lack of these 
qualities therapeutic outcome is poor. 

Similarly in behavior therapy “the patient 
enjoys the nonjudgmental acceptance of a 
person whom he perceives as possessing 
the necessary skills and desires to be of 
service”(50). 

Common to all these approaches seems 
to be the warmth, tolerance, and acceptance 
of the therapist, which encourage relaxa- 
tion in the patient(5). In psychoanalysis the 
frequency of interviews, the recumbent posi- 
tion, and the use of dreams all foster regres- 
sion; in this setting the patient can talk 
about the sources of his anxiety and learn 
to associate them with security(38). This 
process bears a strong resemblance to the 
technique of counterconditioning described 
by Wolpe and Lazarus(50) as “reciprocal 
inhibition.” If the response inhibitory to 
anxiety can be made to occur in the presence 
of an anxiety-evoking stimulus it will 
weaken the bond between the stimulus and 
the anxiety. In systematic desensitization the 
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patient is invited to think of the least anxiety- 
provoking situation in the presence of deep 
relaxation, Although such relaxation is 
taught more directly than that occurring in 
psychotherapy, the end results may be the 
same. A reassuring comment in psychother- 
apy may inhibit a fear and diminish auto- 
nomic response in a very similar way. 

Quite different kinds of reinforcement 
techniques were evolved by Skinner(40), 
who viewed speech as a “verbal behavior” 
that follows the same degree of lawfulness 
as other behavior. This verbal behavior, 
which can be manipulated, is the crucial 
element in an interpersonal influencing situa- 
tion such as psychotherapy. Skinner’s view— 
that such verbal behavior is reinforced only 
through the mediation of another person— 
illustrates the importance of the social 
situation. Thus, a reinforcer as a rewarding 
act or stimulus cannot be separated from 
the person administering the reinforcement. 
As Krasner(20) says, this recognizes the 
obvious fact that some people are more ef- 
fective behavior modifiers than others. 
Sapolsky(35) showed that there were dif- 
ferential effects in reinforcement that were 
dependent on the level of attractiveness of 
the examiner. 

Psychotherapists of whatever persuasion 
use both positive and negative reinforce- 
ments in a variety of ways, slowly shaping 
the verbal behavior of their patients. How- 
ever, this technique is used more directly 
by behavior therapists to remove and replace 
undesirable habits. Ayllon and Michael(2) 
have used social reinforcement to modify the 
behavior of mental hospital patients toward 
greater socialization such as knitting, playing 
the piano, sweeping, singing, and “normal” 
talk, going to the dining room, and self- 
feeding. Ferster and DeMyer(12) have used 
reinforcements such as food and candy to 
change the performance of autistic children. 

In this context it is very probable that 
the special properties of the therapist. 
heightened by his patient’s regard, will deter- 
mine his effectiveness as a reinforcer. 

Bandura(4) points out that although a 
certain amount of learning takes place 
through direct training and reward, a good 
deal of a person’s behavioral repertoire may 
be acquired through imitation of what he 

observes in others. Affection and reward in- 
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crease the secondary reinforcing properties 
of the model and thus predispose the imita- 
tor to pattern his behavior after the reward- 
ing person. Also, models of high prestige 
are more effective than those of low pres- 
tige. 

As Bandura says, during the course of 
psychotherapy the patient is exposed to many 
incidental cues involving the therapist’s val- 
ues, attitudes, and patterns of behavior, 
They are “incidental” only because they are 
usually considered secondary or irrelevant to 
the task of solving the patient’s problems, 
Nevertheless, some of the changes observed 
in the patient’s behavior may result not so 
much from the intentional interaction be- 
tween the patient and the therapist but rather 
from the active learning by the patient of 
the therapist’s attitudes and values, which 
the therapist never directly attempts to trans- 
mit. 

Such modeling is probably similar to the 
mental sets imposed by the therapist. Rosen- 


thal(33) found that in spite of the usual , 


precautions taken by therapists to avoid 
imposing their values on their clients, the 
patients who were judged as showing the 
greatest improvement changed their moral 
values (in the areas of sex, aggression, and 
authority) in the direction of the values of 
their therapists, whereas patients who were 
unimproved became less like their therapists 
in values. 


Conversational Content 


The role of psychotherapy, regardless of the 
therapist’s theoretical leanings, is to eliminate 
the anxiety and . . . to accomplish this goal, all 
therapists use the devices of conversing with a 
patient about his anxiety and the situations 
calling it forth . . . (38). 


Common to all therapies is this pre 
Occupation with the patient's anxieties, 
whether they be his guilt, his inadequacies, 
or his omissions. The therapist is interested 
in both present and past events that lead to 
such feelings; emphasis is more on feelings 
than facts. As Shoben(38) points out: 


Even therapists like Rogers who . . . disclaims 
any interest in personal history . . . hardly pre- 
vent their patients discussing past experience? 
- - . In a preliminary trial by the writer using 
material collected from twelve sessions Wi! 
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one case the greater part of a typical anamnes- 
tic form could be filled out from the transcrip- 
tions of the recordings. ; 


It is probable, however, that earlier mem- 
ories may be looked for more vigorously in 
psychoanalytic therapy and its derivatives. 
These may then be interpreted in the light 
of current behavior. However, this might be 
regarded as more a quantitative than a quali- 
tative difference, and there remains a com- 
mon denominator of content. 

Conversely, although behavioral therapists 
depart from the springboard of eliciting 
anxiety to construct the hierarchies of a 
deconditioning technique, it is likely that 
they utilize many of the clinical skills of the 
more eclectic therapists. Breger(6) com- 
ments that a variety of activities occurs dur- 
ing behavioral treatment. These include dis- 
cussions, explanation of techniques and of 
the unadaptiveness of anxiety and symptoms, 
hypnosis, relaxation, “nondirective cathar- 
tic discussions,” and “obtaining an under- 
Standing of the patient’s personality and 
background.” In a similar way, Kanfer(19) 
Points to a series of treatments by desensi- 
tization or conditioning techniques whose 
deceiving similarities are belied by the di- 
Versity of the individual protocol. 


Techniques 


Because of so many likenesses it may well 
be that the chief divergence in the therapies 
lies in the specific techniques engaged in. 


Miterpretation to Produce Insight 


Psychotherapeutic insight occurs when 
È patient comes to recognize some of the 
Previously unconscious roots of his attitudes, 
beliefs, feelings, conflicts, or behavior. This 
Process is very similar to that described by 
Carly Gestalt psychologists, who considered 
lat it was a large factor in human problem 
Solving. In this process the numerous ele- 
ments of a problem (or life situation) are 
Suddenly (through some type of “closure”) 
Perceived to have a new meaning that has 
Sonsequences previously unrecognized. 
Brady(5) has suggested that insight can 
48 well conceptualized within the frame- 
k of learning as can psychoanalysis. 
5 a neurotic difficulty can be viewed as 
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an inappropriate emotional reaction due in 
part to stimulus generalization. The acquisi- 
tion and extinction of conditioned emotional 
responses in humans are facilitated by being 
able to discriminate the conditions under 
which aversive stimulation occurs and has 
occurred in the past (awareness of stimulus 
contingencies). This insight allows the pa- 
tient to discriminate between past and pres- 
ent experience and to decrease conditioned 
emotional responses. Such changed re- 
sponses on the part of the patient may in 
turn elicit different responses from others in 
life. These may be more rewarding to the 
patient and therefore tend to maintain the 
process of improvement. 

In a similar manner, Brady suggests that 
if intense anxiety is diminished, discrimina- 
tory behavior may be improved. Finally, 
he posits that a strong positive emotional re- 
sponse, which may follow some insights, is 
in itself inhibitory to the anxiety aroused 
by the material being considered. Thus ex- 
tinction of an aversive conditioned emotion- 
al response is facilitated by the positive emo- 
tional reaction that often follows the ac- 
quisition of insight. This, he suggests, may be 
part of the basis for the greater efficacy of 
"emotional" rather than "intellectual" in- 
sight. 

However, it seems likely that insight is 
initially more idiosyncratic to the therapist 
than to the patient. Marmor(25) comments: 


But what is insight? To a Freudian it means 
one thing, to a Jungian another, and to a Rank- 
ian, a Horneyite, an Adlerian or a Sullivanian, 
still another. Each school gives its own par- 
ticular brand of insight. Whose are the cor- 
rect insights?, The fact is that patients treated 
by analysts of all these schools may not only 
respond favorably, but also believe strongly in 
the insights which they have been given. . . . 
Thus each theory tends to be self-validating. 
. . . What the analyst shows interest in, the 
kinds of questions he asks, the kind of data he 
chooses to react to or to ignore, and the inter- 
pretations he makes, all exert a subtle but 
significant suggestive impact upon the patient 
to bring forth certain kinds of data in pref- 
erence to others. . . . What we call insight is 
essentially the conceptual framework by means 
of which a therapist establishes, or attempts 
to establish, a logical relationship between 
events, feelings, or experiences that seem un- 
related in the mind of the patient. In terms of 
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the analyst’s objectives, insights constitute the 
rationale by which the patient is persuaded to 
accept the model of more “mature” or “healthy” 
behavior which analysts of all schools, im- 
plicitly or explicitly, hold out to him. 


Adams and associates(1) have shown 
that psychoanalytically derived interpretive 
statements can be used as verbal reinforcers 
to raise the frequency of a selected re- 
sponse class. In a later study Noblin and 
associates(28) demonstrated that even if the 
content of the interpretation were unrelated 
to the subject statement that it followed, it 
could act as reinforcer. Thus there is little 
to suggest that the relevance of interpreta- 
tion is a central factor in modifying verbal 
behavior in a verbal conditioning situation. 

In this light, insight tends to be merely 
the new “language” taught to the patient 
by the therapist. Nevertheless, it may still 
set the stage for a willingness by the patient 
to look at things differently and perhaps to 
behave differently. In this way it may break 
the circular and self-perpetuating habits of 
neurosis. 


Counterconditioning 


Although it is probable that countercondi- 
tioning is an important cause of the diminu- 
tion of anxiety in the comforting presence of 
any therapist, it is possible that greater ef- 
ficiency and technical virtuosity in accom- 
plishing this may lie in the hands of the be- 
havior therapist. 

In addition to reciprocal inhibition tech- 
niques, aversive stimuli—particularly in 
sexual perversions and childhood autism(24, 
31)—have given encouraging results and 
extend the therapeutic armamentarium. 


Extinction 


Many conventional forms of psychother- 
apy probably rely heavily on extinction 
effects, although the therapist may not 
label them as such. Thus permissiveness 
or the “non-punishing audience” of Skin- 
ner(39) is considered by many to be a 
necessary condition for therapeutic change. 
It is expected that when a patient expresses 
thoughts or feelings that provoke anxiety 
or guilt, and the therapist does not disap- 
prove, criticize, or withdraw interest, the 
fear or guilt will gradually be weakened or 
extinguished. These extinction effects are 
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believed to generalize the inhibited thoughts 
to verbal and physical behavior as well(10), 
In this way aversive stimuli generated by 
the patient's own behavior are gradually re- 
duced and become less likely to arouse 
emotion. 

However, extinction is likely to be less 
effective and more time-consuming than 
counterconditioning. Certainly the relatively 
long intervals between the interviews of 
orthodox psychotherapy would not facilitate 
such a procedure. 


Reward and Punishment 


As Bandura(4) points out, most theories , 
of psychotherapy are based on the assump- 
tion that the patient has a repertoire of pre- 
viously learned positive habits available to 
him, but these adaptive patterns are in- 
hibited or blocked by the competing re- 
sponses motivated by anxiety or guilt. The 
role of therapy is to reduce the severity of the 
internal inhibitory control, thus allowing the 
healthy patterns of behavior to emerge. Such 
a rationale may well apply to oversocialized 
neurotic patients but can scarcely be ex 
pected to apply to undersocialized extro- 
verted ones, whose behavior reflects failure 
of the socialization process. 

In fact it is probable that individuals 
learn differently; not all patients respond 
equally to reinforcements such as praise of 
censure. Sloane and associates(41) demon- 
strated that when some patients are given 
the positive verbal reinforcement “good,” 
some responded and some did not. In gen- 
eral, the extroverted character-disordered 
persons responded; the anxious introverted 
did not. The distinction may lie in the pet 
ceived meaning of the situation, but individ- 
ual differences in learning may be equally 
important. 

In another study(42) Sloane and asso" 
ciates found: that extroverted behavior-dis* 
ordered persons showed less autonomic Ye 
sponse to the “anxiety” of another person 
than introverted anxious ones and norm? 
controls. Such an ability to intuit or "emp? 
thize" another person's feelings may > 
important in identification and the learning 
derived from this. It is likely that similat 
traits may distinguish one therapist from 
another and, as Truax suggests, determin’ | 
his effectiveness as a healer. 


— 
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]t would seem that there are more sim- 
ilarities than dissimilarities among various 
psychotherapeutic approaches. The relation- 
ship and dialogue of the therapy are perhaps 
closer than their protagonists believe or de- 
scribe. It is likely that the more the therapist 
believes in the correctness of his views, the 
better his results(14) will be. An enduring 
although false belief system might prove a 
powerful medicine. 

In practice, some of the techniques of be- 
havior therapy may ultimately be found 
more effective than those of orthodox psy- 
chotherapy. If, indeed, many of the changes 
in all forms of treatment are based on an 
unwitting application of learning principles, 
the necessary conditions for this to occur 
may be better designed by intent than by 
accident. 

Much neurotic behavior seems to serve a 
variety of social purposes that dwarf the 
symptoms and are compatible with a theory 
of central mediators. However, such a theory 
is equally explained by one of central “cog- 
nitive maps"(27, 46) as by a psychoanalytic 
one, Thus the *unconscious" may be viewed 
Within the concept of neurotic conflict and 
defense “long chains of reinforcers,” or 
strategies or programs acquired in learning 
the game of life. As Breger(6) has said, 
“unawareness” of the mediating strategies 
of behavior is more likely to be the rule 
than the exception. He uses the analogy of 
language in which the child can speak per- 
fectly but is unable to give a description of 
the grammatical rules that govern the under- 
Standing and production of his language. 

A valid criticism of the mathematical 
Model, cognitive “image,” or verbal learning 
approaches is their failure to demonstrate 

Ow behavior may be manipulated. How- 
ever, this may merely be a result of the diffi- 
culty of designing suitable experiments to 
lest these theories, rather than their incor- 
Téctness or implausibility. Nevertheless, the 
elegant parsimony and empirical justification 
9f the stimulus response model commends it. 

There are some common problems that 
remain to all forms of therapy. In particular, 
the link between the verbal behavior of the 
therapeutic session and the social behavior 
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of real life remains obscure. Behaviorists 
such as Goldiamond and associates(15) 
have been active in trying to ensure that 
this process does in fact take place by carry- 
ing the therapy into the environment itself. 

Similarly, the removal of overlearned pat- 
terns of behavior and the acquisition of new 
ones, although they may occur in the ther- 
apeutic situation, need to be applied to real- 
ity(25). These social aspects of the working 
through process may proceed inefficiently or 
aberrantly and may require structuring. Ste- 
venson(43) has advocated “direct instiga- 
tional" planning of the daily life during 
psychotherapy. Certainly the technical as- 
pects of converting ameliorative intrapsy- 
chic change into ameliorative social change 
deserve greater study than they have been 
afforded in the past. Moreover, the range of 
effective reinforcing stimuli such as praise 
and censure, and the effect of these on the 
variables of personality, remain both unstud- 
ied and of crucial importance, regardless of 
the therapeutic endeavor engaged in. 


Summary 


Despite apparent diversities there are 
common threads to all psychotherapies, in- 
cluding the behavioral ones. 

The judgmental clinical skills of interview- 
ing and assessment are necessary to all 
therapists. Therapists also share a belief in 
the efficacy of their own procedure that pros- 
elytizes, arouses hope, and improves the 
prognosis. 

All treatments involve a relationship be- 
tween the therapist and the patient—a dia- 
logue and a number of techniques which 
differ from “interpretation” to “countercon- 
ditioning.” It is chiefly in these technical 
aspects that the therapies differ, but they may, 
at a practical level, approach the same goal 
by a somewhat different pathway. "Insight" 
may be as well conceptualized within the 
framework of learning theory as of psycho- 
analysis. An ability to discriminate the con- 
ditions under which anxiety has occurred in 
the past is likely to lead to a decrease of 
conditioned emotional responses in the pres- 
ent and future. Moreover, some construe 
"insight" as an idiosyncratic rationale by 
which the patient is persuaded to accept the 
treatment goals of the therapist. Despite 
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growing experimental evidence, the impor- 
tance of the expectancies induced in the 
patient by the therapist have been under- 
estimated. 3 

All therapists tend to eschew scientific 
rigor when they are faced with clinical de- 
mands. Few practise exactly what they 
preach. Explanation, exhortation, and instiga- 
tion are undoubtedly used in varying degrees 
in all psychotherapies, although they may be 
dignified by different titles. 

Clearly the greatest barrier to the integra- 
tion of present-day therapies lies in their 
differing theoretical assumptions. The “dic- 
tionary constructs” of the past have done 
little to alleviate these idiological distinctions. 
Perhaps the empirical research of today may 
provide the forum out of which may come 
the psychotherapy of tomorrow. 
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The Psychodynamics of Chronic Inebriation: 
Observations of Alcoholics During the Process of 
Drinking in an Experimental Group Setting 


BY JOHN S. TAMERIN, M.D., AND JACK H. MENDELSON, M.D. 


Four male volunteer alcoholic subjects were 
studied prior to, during, and following a pe- 
riod of experimentally induced intoxication. 
The anxiety reduction model was found in- 
adequate to explain their motivation for al- 
cohol use. Euphoria was manifest only 
during the initial phase of intoxication; pro- 
longed drinking was characterized by pro- 
gressive depression, guilt, and psychic pain. 
However, termination of a drinking episode 
appeared to be associated with states of 
physical discomfort rather than with specific 
psychological determinants. 
A CONSIDERABLE LITERATURE exists de- 
scribing various aspects of the per- 
sonality(31), behavior, psychodynamics(6, 
13, 17), and social interaction(22) of 
chronic alcoholics. Most of this material has 
been derived from an assessment of alco- 
holics during intervals of Sobriety. Virtually 
no studies have. described what happens be- 
fore, during, and after a period of intoxica- 
tion. This focus on the alcoholic rather than 
on the process of drinking has resulted from 
the fact that the basis of most previous 
studies in the field of alcoholism has been 
the psychotherapeutic treatment of individ- 
ual alcoholics essentially during periods of 
Sobriety. Observations of alcoholics made 
in the treatment situation have resulted in 
such valuable theoretical contributions as 


those of Fenichel(9), Rado(25, 26), Sim- 
mel(29), and Knight(15, 16). 


Read at the 124th annual meeting of the 
American Psychiatric Associati 5 ü 
May 13-17, 1968. on» Boston- Mass, 

The authors are with the National Insti 
Mental Health, 5454 Wisconsin Ave., Chey ies 
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and Dr. Mendelson is chief, National Center for 
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On the other hand, the paucity of experi- 
mental work in the area of alcoholism has” 
long been apparent. Jellinek(14) called at} 
tention to this fact in 1940 when he com } 
mented: “In view of the psychiatric interest 
in the effects of alcohol on personality and} 
emotions, experimentation in this field) | 
should be highly desirable, yet it is surprise 
ing how little attention these areas had re 
ceived from experimental psychologists." 

Twenty-two years later Diethelm and. 
Barr(7) indicated that little research had 
been done in the interim in this area; in 
fact, their research represented the first at- 
tempt to study the effects of experimentally | 
induced intoxication in alcoholic subjects. 
In the past five years four additional stud- 
ies(8, 18, 19, 20) have appeared in thet 
literature concerning the effects of experi- | 
mental intoxication on the personality and 
behavior of alcoholics. 

Three of these studies(18, 19, 20) have 
been done by Mendelson and co-workers. 
This work was initiated in Boston in 1962. 
It is now being continued in the intramural” 
research facilities of the National Center for” 
the Prevention and Control of Alcoholism 
at Saint Elizabeths Hospital in Washington, 
D. C. These studies have attempted to exo 
amine a number of the psychophysiological 
concomitants associated with long-term ine- 
briation in alcoholic subjects during a pe 
riod of confinement on a metabolic ward. 

Mendelson's initial study(20) of 10 al 
coholic subjects during an experimental | 
drinking period of 24 days revealed that, I] ~ 
contrast to prevailing notions, anxiety and 
depression were not reduced but in fact in: | 
creased progressively with increasing amounts | 
of alcohol consumed. Furthermore, subjects 
did not tend to behave as social isolates, as 
had been previously observed by various 
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authors(22), but actually engaged in con- 
vivial interactions while intoxicated. 

A second study from this group(18), 
comparing four alcoholics and four non- 
alcoholics over a four-day period of experi- 
mentally induced intoxication, noted that the 
alcoholics in contrast to the nonalcoholics 
anticipated great transformations in their 
relationships and feelings during intoxica- 
tion. Particularly, they expected to become 
more masculine, more sociable, and less 
anxious. During intoxication the alcoholics 
in fact believed that these expectations were 
fulfilled. They felt themselves to be more 
potent; objectively, they may have improved 
their performance in certain activities, which 
supported the findings of a prior study by 
Talland(30). These findings suggested that 
rather than impairing ego functioning, in 
certain instances, intoxication may diminish 
the ego diffuseness noted in these men during 
sobriety and enhance their ego integration. 
Associated with this enhanced ego integra- 
tion the authors noted an increased interest 
in the environment and improved socializa- 
tion, 

The third and most recent paper from 
this group(19) studied 21 volunteers during 
seven days of free access drinking and re- 
ported: 1) as in Mendelson’s initial paper, 
anxiety and depression were noted to in- 
crease rather than decrease with intoxica- 
tion; 2) in no case was drinking stopped 
voluntarily as a result of these unpleasant 
changes in mood; 3) new emotions not ob- 
served during sobriety, notably hostility and 
guilt, were observed during intoxication; 4) 
during intoxication, a marked lability of 
affect was noted; 5) as previously observed, 
there was little tendency toward social isola- 
tion among the men except at the peak level 
of intoxication; and 6) during drinking, an 
increase in infantile demands and complaints 
was noted. 

_The aim of this study was to continue the 
direct observation of alcoholics during a sus- 
tained period of experimental intoxication 
In order to further study the effects of intox- 
ication on behavior, affect, and interaction, 
and to attempt to understand these observ- 
able phenomena within the context of psycho- 
dynamic structural theory. In addition, spe- 
cific attention was paid to observing those 
factors which seemed most relevant to the 
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initiation, perpetuation, and termination of 
drinking episodes. 


Procedure 


Subjects 


Four male subjects between the ages of 
37 and 46 were selected from the inpatient 
service of Saint Elizabeths Hospital. Three 
of the subjects were white, and one was 
Negro. All of the subjects had histories of 
chronic alcoholism ranging from 20 to 29 
years. Their recent daily consumption of al- 
cohol had varied from a pint to a fifth of 
whiskey a day, primarily the latter. Three of 
the subjects had experienced delirium tre- 
mens following the cessation of drinking. All 
of the men were in good physical health at 
the time of the study, with no evidence of 
liver, cardiovascular, or neurological illness; 
there was no evidence of organic mental 
impairment or underlying psychosis. 

All of the occupational histories revealed 
a pattern of sporadic employment at semi- 
skilled or nonskilled jobs. Intellectual testing 
revealed three of the men to be in the nor- 
mal and one in the dull normal range of 
intelligence. None of the men had a history 
of drug addiction. None was taking any med- 
ication at the time of admission to the study. 
Two of the subjects were divorced and two 
were married. All of the men expressed feel- 
ings that their drinking patterns were detri- 
mental and that they wanted to modify them. 
All subjects entered and remained in the 
study voluntarily. All felt that participation 
in this research study would enable them to 
learn more about themselves, particularly 
what they were like during the process of 
drinking. 


Experimental Design 


During the study, subjects were restricted 
to a closed research unit for approximately 
ten weeks. In addition to the procedures 
described below, a variety of metabolic as- 
sessments were carried out during this study; 
these data will be reported elsewhere. The 
study consisted of a two-week observation 
period, a three-week period of programmed 
alcohol administration, a ten-day withdrawal 
period, a three-week period of free-access 
drinking, and a final ten-day withdrawal 
period prior to discharge. 
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During the initial period of observation, 
baseline physical, metabolic, and psycho- 
logical assessments were made. A bromsul- 
phalein test (BSP) was done on admission 
and was repeated after the first phase of 
drinking and again after the completion of 
all drinking. The men were placed on a 
2,000-calorie diet with vitamin supplementa- 
tion; daily recordings were made of caloric 
intake, weight, vital signs, sleep patterns, 
and general behavioral patterns. These as- 
sessments continued throughout the study. 
Breathalyzer(4) determinations were ob- 
tained three times a day at 8 a.m., 4 p.m., 
and 12 midnight and continued through- 
out the study. The accuracy of this instru- 
ment was tested by comparison of readings 
with blood alcohol levels obtained three 
times per week and determined by the en- 
zymatic method of Bucher and Redetzki(5). 


Programmed Alcohol Administration 


During the programmed phase of drink- 
ing, the staff administered alcohol every 
four hours in gradually increasing amounts, 
which reached a maximum level by the 
fourth day. The initial dose was 0.5 cc. of 
43 percent (86 proof) beverage alcohol 
(bourbon) per kilogram of body weight 
every four hours day and night. This was 
increased each day by 0.5 cc./kg. every 
four hours so that by the fourth day each 
man was receiving 2 cc. of bourbon/kg. 
every four hours, or between 26 and 32 OZ. 
per day, depending on his body weight. The 
daily dosage was maintained at this level 
for a period of 14 days and was then with- 
drawn over four days in a Stepwise fashion, 
reversing the procedure by which it had ini- 
tially been raised to maintenance levels. 
All consumption of alcohol was then Stopped 
for ten days during which time liver func- 
tion was reassessed, 


Free-Access Drinking 


When drinking was reinstituted it was 
provided not by nursing personnel but by 
an alcohol dispensing machine. At 8 a.m. 
each day the men were given 33 chips with 
which they might purchase alcohol from the 
machine. The instrument was calibrated to 
deliver precisely 30 cc. (one ounce) of al- 
cohol for each chip inserted. The men were 
Biven unlimited access to the machine day 
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or night for a period of 21 days. The purpose 
of using the machine rather than staff mem- 
bers for dispensing alcohol was to permit 
drinking to occur as freely as possible with- 
out overt or covert interference from staff 
members, which might tend to influence the 
pattern of drinking. (For a more detailed 


explanation of the theoretical basis for this | 


approach, see Mendelson and Mello[21]), 
However, in order not to force alcohol 


consumption in this restricted ward environ- ` 


ment, subjects were offered the opportunity 
to exchange unused chips for cigarettes at a 
conversion rate of five chips per pack of cig- 
arettes. These were given to the men at the 
termination of the study. It should also be 
mentioned that if the men did not use all of 
the 33 chips in one day, they were free to 
use the remainder on subsequent days. 


Withdrawal of Alcohol 


The machine was turned off at 8 a.m. 
on the 21st day. No further drinking was 
permitted after this. The men were free to 
taper their drinking before cessation, but 
this decision was left entirely up to them with 
the knowledge that under no circumstances 
would any further drinking be permitted 
after 8 a.m. of the 21st day. Following the 
total cessation of drinking, the men were 
asked to remain in the study for a mini- 
mum of ten days prior to discharge. Liver 
function was reassessed at this time in ad- 
dition to a repetition of all the laboratory 
tests done on admission. At the conclusion 
of the ten-day withdrawal period, the two 
married men chose to go home. The other 
two men remained on the unit and became 
involved in a work release program arranged 
through the vocational rehabilitation de- 
partment of the hospital. 


Psychiatric Assessments 


Throughout the entire study the men were 
interviewed daily by the ward physician. 
Most of the interviewing and observations 
took place in daily group meetings which 
lasted from one to two hours. Individual 
Meetings were also held frequently, particu- 
larly when subjects were heavily intoxi- 
cated. Efforts were made not to influence 
the subjects’ drinking behavior. The meetings 
Were nondirective and essentially explot- 
atory, aimed primarily at eliciting feelings 
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and attitudes during all phases of the 
study. Verbatim notes were taken at times. 
An attempt was made in these meetings to 
focus on thought content, affect, behavior, 
and group interaction. 

Concomitantly, an attempt was made to 
understand observable phenomena within 
the context of psychodynamic theory where 
this seemed possible, as in observing changes 
in impulse expression, patterns of defense, 
characterological styles, and self-regulatory 
mechanisms. During the free-access phase 
of drinking, a particular attempt was made 
to study patterns of alcohol consumatory 
behavior and its regulation, and, in this 
context, to observe those factors which 
seemed to be related to the initiation, per- 
petuation, and termination of drinking epi- 
sodes. 


Results 


Intoxication and Euphoria: Expectations, 
Observations, and Recall 


A questionnaire administered to each 
subject and numerous interviews before the 
initiation of drinking focused on past ex- 
periences during intoxication and anticipa- 
tion of the drinking experience to come. 
Responses revealed a striking similarity of 
expectation among the four men. Uniformly 
the men expected to be more relaxed, more 
Comfortable, and less depressed once drink- 
ing had begun. This was vividly expressed 
as: “Alcohol gives me that rosy glow. It 
Settles me down and warms me up. My 
troubles are eased. My anxiety is drained 
Off, It releases me. It makes the world look 

ighter, sweeter, and more complete.” 

This shared perception appeared to be re- 
lated to the affectively barren lives of all 
these men and to prior experiences of intox- 
lation which had facilitated adjustment to 
the Vicissitudes of life. There appeared to be 
ttle in their lives besides drinking which 

se men enjoyed; hence, the anticipated 
füphorogenic effect of alcohol was highly 
Valued. Intoxication was seen as a haven 

‘om the pains of sober existence. One sub- 

remarked, “I’m not relaxed until Pm 
Completely drunk. At this stage, nothing can 
Ouch me. I put a shell around me. Nothing 
you could say or do would bother me." 

Ommon to all the men was a depreciated 
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self-image, chronic anxiety and depression, 
feelings of hopelessness, and inability to 
cope with life’s problems. 

In contrast to this somber reality was the 
general expectation of freedom and relief 
during a period of intoxication. The men 
recalled experiencing the physiological con- 
sequences of prolonged inebriation such as 
tremors, GI distress, and delirium tremens 
in some instances, but they affectively de- 
nied their significance. One subject remarked 
philosophically: “Sickness will come and you 
have to expect it. But like a woman having 
a baby, you forget the pain.” 

Once drinking had been initiated, the ini- 
tial effect was uniformly experienced as 
pleasurable. Subjects felt more relaxed, 
less inhibited, and generally elated. However, 
after this initial phase of pleasure, the sub- 
sequent experience was frequently painful as 
drinking persisted over a period of days 
and weeks. Often the men experienced the 
return of depressing memories from the 
past which, during sobriety, had either 
been repressed or defensively kept out of 
immediate awareness. One subject remarked: 
“Things keep coming into my mind from 
the past, things I thought I'd forgotten. The 
memories have been coming more often and 
they are stronger. I’m getting weaker and 
it’s harder to push the thoughts back; al- 
cohol really shows you your own sadness.” 

Subjects were often filled with remorse 
and self-depreciation, which was heightened 
by the guilt they felt for having reinitiated 
drinking in the -first place. Guilt associated 
with drinking was strikingly apparent even 
in our research study, which sanctioned and 
encouraged drinking in contrast to the more 
prohibitive situation outside the hospital 
where drinking might be strongly criticized 
or punished by parents, wives, employers, 
or law enforcement officials. This suggested 
that a considerable amount of internalized 
guilt associated with drinking existed in these 
men quite independent of the attitude toward 
drinking of those in their immediate envi- 
ronment. This was expressed as: “I’m 
ashamed of others seeing all this weakness 
in me,” or “I’m ashamed that I have to 
drink to have this pleasure.” 

Many painful affects were enhanced or 
precipitated by intoxication, extreme emo- 
tional lability was apparent, and flooding of 
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affect with repeated and protracted crying 
spells was noted. This appeared in some in- 
stances to represent delayed mourning reac- 
tions for parents who had died many years 
before. In essence, we observed that rather 
than remitting, depression often tended to 
deepen during intoxication, sometimes with 
the emergence of suicidal ideation. 

All of these painful affects which had 
emerged during the period of intoxication 
disappeared abruptly following the cessation 
of drinking and were no longer observable 
at any time during the ten days preceding 
discharge. But these painful experiences, 
which had occurred during intoxication, 
tended to be either forgotten or only vaguely 
recalled even shortly after the termination of 
drinking. A particularly striking example of 
this apparent “blackout” was observed in a 
subject who developed such pronounced 
suicidal ideation while intoxicated that sui- 
cidal precautions were expected to be man- 
datory for a period of time following the 
conclusion of the study. When the drinking 
was terminated, however, there was no fur- 
ther mention of these suicidal feelings. In- 
stead, there was a complete change in his 
mood and virtually no recall of the events 
of the traumatic period of intoxication. What 
he recalled instead was a feeling that while 
he had been drunk, he “was in a world at 
peace by himself where nothing could touch 
him and where nothing had bothered him.” 


Level of Intoxication and Drinking Patterns 


In comparing the state of intoxication and 
blood alcohol levels of the two drinking 
phases of the study, it was observed that the 
degree of intoxication was related more sig- 
nificantly to the pattern of drinking than to 
the total quantity of alcohol consumed in a 
day. Under circumstances of free-choice 
drinking the men consumed approximately 
the same amount of alcohol in a day as they 
had during the programmed phase, once 
maintenance levels had been reached. 

However, they drank larger amounts of 
alcohol in shorter periods of time rather 
than spacing their drinking around the clock 
in measured and equivalent doses, which 
was a feature of programmed drinking. Con- 
sequently, the blood alcohol levels were 

strikingly higher, and all of the phenomena 
observed and experienced when alcohol was 
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administered in scheduled doses were greatly 
intensified when the men were able to deter- 
mine when and how much they would drink, 


Intoxication and Aggression 


One of the reasons many alcoholics 
give for drinking is to heighten their sense 
of masculinity—to be more aggressive, or 
as one subject commented: “It helps me to 
be more the man I am.” During the periods 
of intoxication the men were in fact more 
assertive in direct and appropriate ways. In 
this sense they were indeed correct in their 
expectation. It was noted that once the 
drinking had begun, previously inhibited 
and constricted men were able to openly ex- 
press disapproval and hostility in group 
meetings whereas they had remained polite, 
distant, and bored during the group meet- 
ings while sober. Group interaction became 
more intense, discussion was more heated 
and seemed less superficial and more gen- 
uine, and, until the men reached high levels 
of intoxication (250-300 mg./100 ml.), 
the group meetings proved more interesting 
and more satisfying for all participants in- 
cluding the staff. Similarly, the men were 
able to show more directness and appropriate 
assertiveness in speaking with the ward phy- 
sician. Whereas during sobriety they had 
tended to be polite, subservient, and dis- 
tant, they now became direct, informal, and 
familiar. 

All of these changes seemed particularly 
important experiences for this group of gen- 
erally passive, inhibited men who histor- 
ically and by direct observation, during pe- 
tiods of sobriety were repeatedly noted to 
have difficulty in expressing the aggressive 
aspect of their personalities. One subject ex- 
pressed this passivity as: “I feel empty— 
like a leaf just going along. If there isn't 
somebody behind me to push me, I stop.” 
When sober, all of these men had a striking 
inability to say “no” to anyone; associated 
with chronic feelings of depression and self- 
depreciation was the overwhelming desire t0 
be approved of by everyone around them. 
Characteristically, their problems with han- 
dling anger when sober had led to buck pass- 
ing, silence, avoidance, rationalization, 2” 
Teaction formations in situations when they 
had been hurt or angered. 
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While intoxication permitted a healthy dis- 
play of appropriate assertiveness, other ag- 
gressive behavior which emerged during 
the period of intoxication represented not 
masculine assertiveness but easy irrita- 
bility, childish demandingness, and provoca- 
tive “hypermasculine” contentiousness. In 
all these areas a poor capacity to delay, 
modify, or utilize aggressiveness in an adap- 
tive or constructive manner was evident. A 
particularly striking example of uncontrolled 
hostility was observed in one man in whom 
an intense sadomasochistic conflict with his 
father was reactivated during intoxication 
and repetitively acted out with the other 
men on the study. 

What appeared to be of greater psycho- 
dynamic significance than simply the emer- 
gence of more aggressive behavior during 
intoxication was the fact that much of the 
hostile, “hypermasculine” behavior, partic- 
ularly in its exaggerated forms, appeared 
Not to be related to an enhanced sense of 
masculine assertiveness but represented a de- 
fense against passive, homosexual wishes 
Which came closer to awareness with in- 
ebriation and had to be defended against 
more strenuously. 

On the surface, homosexual interest 
Was strongly denied. Instead, what was ob- 
Served was contempt for homosexuality 
and remarks of competitive and truculent 
potency—for instance: “When my dick 
Starts to crave unnatural sex I'll cut it off” 
and “I don't think you are a man. Id like 
to bust your ass.” While homosexual wishes 
Were being strenuously defended against by 
Pseudomasculine provocativeness, these im- 
Pulses were being gratified in other subtle 
Ways. These will be considered in more de- 
tail When the relation of sexuality and intoxi- 
Cation is discussed. 

Finally, some of the pseudomasculine, pro- 
Vocative behavior seemed primarily geared 
lo stimulate a hostile retaliatory response 
and thereby achieve for the instigator his 
Underlying aim of a passive, sexualized sur- 
Tender, This pattern was particularly evident 
M one subject who appeared to derive great 
Pleasure from provoking the other men into 
attacking him. When this happened, he in- 
Variably would get a big smile on his face, 
seming to enjoy the process. His intellectual 
Tationalization for this behavior: “I see men 
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as machines and I want to get under them” 
tended to reveal his underlying motivations. 


Intoxication and Sexuality 


During states of intoxication there was a 
marked increase in sexual feelings and ac- 
tivities in direct and derivative forms. The 
most generic manifestation of this increased 
sexual interest was a marked increase in the 
capacity for closeness and tenderness with 
members of either sex. With the onset of 
intoxication a striking upsurge of loving 
feelings emerged from behind the defensive 
reaction formations and distancing counter 
phobic maneuvers which characterized the 
personalities of these men when they were 
sober. One man poignantly expressed the 
change in these words: “When I’m sober I 
have to be the lion, the sergeant. I have to 
be on top. When I don’t have alcohol in 
me, I’m hardhearted as hell. Under the in- 
fluence I can get so close to you we are like 
blood brothers. Maybe I want that feeling 
deep down. Maybe I want that feeling and 
I can’t get it.” At the core of this intense de- 
sire for closeness, which could be expressed 
only during intoxication, was the regressive 
wish for intimacy with a nurturant figure. 

There was a notable increase in hetero- 
sexual interest during intoxication. Though 
the surface manifestations of this at times 
appeared to be sexually provocative, the es- 
sential concern of the men seemed to be 
more with issues of tactile closeness as in 
putting their heads in the nurses’ laps or of 
being fed by the nurses than with any geni- 
tal sexual desires. The predominant sexual 
activity, however, was homosexual in form. 
This homosexuality was never expressed di- 
rectly. It usually emerged in thinly disguised 
playful or pseudoaltruistic activities between 
the men. In the context of jovial playfulness, 
such activities as jumping in and out of each 
others’ beds, touching and tickling each oth- 
er, and pranks such as putting an egg in 
another man’s bed could be easily ratio- 
nalized. 

Pseudoaltruistic activities provided an 
even more suitable vehicle for acting out 
these impulses under the guise of being help- 
ful. One subject put his arms around anoth- 
er who appeared particularly upset. He 
caressed the man’s neck, holding him tender- 
ly and affectionately like a mother with a 
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troubled child. Then he stroked the man’s 
neck and arms, wiped his nose, and sup- 
ported his head while the other man fell 
asleep in his arms. Another striking example 
of this maternal, homosexual behavior oc- 
curred when one subject washed out another's 
clothes and dirty underwear, commenting 
subsequently: “I felt sorry for him. I loved 
him. Sober I would have felt that he had 
started them, let him finish them. I’ve never 
been free to do the things I wanted to do. 
There was always a block. I could never 
make myself wash another man’s socks or 
drawers.” 


Intoxication, Characterologic Behavior, and 
Superego Activity 


Evaluation and observation preceding and 
following drinking in this small sample in- 
dicated a high degree of compulsive, per- 
fectionistic, unnecessarily rigid and restric- 
tive behavior and attitudes. These men 
demonstrated a constant need to straighten 
tables and pictures, empty ashtrays, and 
mop the floors when they were sober. In 
addition, they were often dissatisfied with 
their occupational therapy projects, though 
staff members generally felt the results were 
more than satisfactory. Accompanying this 
compulsive behavior was a rigid inability 
to relax or regress under normal circum- 
stances in the absence of an intoxicating 
agent. This was expressed as: “I’m too ser- 
ious, but I feel ridiculous and childish when 
I try to feel gay. I feel like I’m making a 
monkey out of myself,” 

The reasons expressed for drinking re- 
flected an intense conflict in these men with 
issues of submission, control, conformity, and 
responsibility, with resultant fantasies dur- 
ing intoxication of rebellion, avoidance, and 
withdrawal. One man expressed his motiva- 
tion to drink as: “I like to stop facing reality. 
The world stops and I don't worry about 
nothing. All your life you are pushed. When 
Im drinking Im happier than I've ever 
been in my life. I don't have to do anything 
I don't want to.” Alcohol was thus seen as 
the agent of freedom for these psychologically 
enslaved men. This was demonstrated by 
another subjects remarks: “I’ve been sup- 

pressed all my life—just like I've had a foot 
pressed on my windpipe. When I drink there 
is almost a complete freedom." 
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What emerged with the onset of drinking 
was greatly increased instinctual freedom 
and expression. Immediate relaxation was 
apparent and accompanying the mood 
change was the beginning of social regres- 
sion. This pattern progressed to the point 
where the men were uniformly unshaven, un- 
kempt, and sloppy. Often they did not wear 
shoes. They did not shower and did not 
change their pants for weeks at a time. They 
frequently spilled food on themselves, 
whereas during sobriety thay all had taken 
marked pride in their neatness and had 
repeatedly ironed their clothes. In other 
areas of interpersonal relations during in- 
toxication this rebellious regression was 
noted in the upsurge of hostile negativism 
in several men whose behavior. during sobri- 
ety was marked by cooperative compliance. 


Intoxication, Ego Defense, and Affect 


During intoxication, marked changes in 
psychic defenses were apparent. A marked 
diminution of repression with the emergence 
of much new material in areas of both con- 
tent and affect was noted. The striking mod- 
ification of characteristic reaction forma- 
tions has already been described. With the 
upsurge of drives and the weakening of 
usual defensive patterns, new attempts were 
made to cope with ego alien material. The 
result of this process was either increased 
instinctual expression in direct and deriva- 
tive forms with marked regression, as already 
noted, or attempts to organize new defen- 
sive patterns which were often desperate 
and primitive. With the withering away of 
reaction formations, a defensive regression 
was apparent, with frequent utilization of 
denial and fluid projective and introjective 
mechanisms. Finally, in some instances these 
defenses did not work and intense panic of 
hopeless depression emerged. 

This deterioration of defenses under the 
influence of intoxication with the eventual 
emergence of suicidal ideation is strikingly 
illustrated by one subject who said to anoth- 
er: “You'd be dead if I get angry. I’m goin? 
to kill you. You aren't the man you want f? 
be. When are you going to start being ? 
man? You have five children, but are you ? 
man? Are they yours?” Eventually these Pi” 
jective defenses no longer worked and SUF 
cidal thoughts broke through. Initially thes? 
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were also projected as: “Why do you want 
to live? Have you ever looked in the mir- 
ror? You see garbage, you're a nothing.” 
Finally, all defenses broke down and the 
subject remarked: “This is the real me. I 
turned into a monster when I started drink- 
ing. I’m not fit to associate with other peo- 
ple. They're human, I’m not. Pd be better 
off dead.” 

As defenses broke down, subjects were 
often flooded with affects of depression 
and extreme anxiety which at times reached 
panic proportions. These feelings could be 
controlled temporarily only by drinking 
more. When the immediate effect of the al- 
cohol wore off, however, the painful feelings 
would return with greater intensity. At oth- 
er times this increased anxiety was mani- 
fested in multiple somatic complaints for 
which no organic basis could be found, such 
as diffuse aches and pains, multiple head- 
aches, shortness of breath, and migratory 
neuralgias. 

The feeling of depression and the expres- 
sion of this affect appeared to be one of 
the hallmarks of the alcoholic’s experience 
during intoxication. There was a great deal 
of mutual support for catharsis and the ex- 
pression of sadness and tears among the 
men. This was reflected in comments such 
as: "Two minutes of crying is as good as 
two ounces of alcohol" or "Get it out of 
your system." A striking breakthrough of 
Sad feeling was noted in all of the men. 

One aspect of this was the apparent ab- 
Teaction and reexperiencing by the men of 
deeply defended against positive feelings to- 
Ward primary objects in their lives who had 
died. This could be observed in remarks 
like: “I miss mother and I miss daddy 
(both dead). When I’m sober I don't miss 
anybody, but when I’m drinking I get down 
to the nitty gritty.” In another subject, who 
Usually repressed the positive side of his 
ambivalence toward his father, these posi- 
tive feelings were reactivated and expressed 
as: "Ive always cursed my father but I 
miss him now. I want to put my arms 
around his neck and be buddy buddy.” At 
Other times, depression gave away to mania 
in this multipotential state and the men be- 
came giddy and playful. 
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Social Patterns and Intoxication 


Notable shifts in social patterns were ob- 
served during intoxication. There was a 
marked change in the style of interaction, 
which became more aggressive, more open, 
more affectionate, more humorous, and 
more interesting. Interactions became var- 
ied and multipotential rather than restricted 
and limited as they had been. The group 
meetings were felt by both the subjects 
and staff to be more satisfying, more mean- 
ingful, and more interesting. This was usu- 
ally true up to the point of extreme intoxica- 
tion (250-300 mg./100 ml. and over) 
when massive regression, rambling incoher- 
ence, or sleepfulness were noted. During 
intoxication, one subject who had spent 
most of his time alone when sober began 
to crave companionship and even slept in 
the day room. Before the initiation of drink- 
ing he had been rather distant toward the 
staff. Once the drinking began he seemed to 
long for someone to talk to and would 
talk with almost anyone who would listen to 
his problems and his expressions of loneli- 
ness. It appeared that for this subject the 
desire to be close to people, which he could 
do only when intoxicated, was one of the 
major determinants of his drinking. It is of 
interest that he expressed more positive feel- 
ings toward himself when intoxicated than 
when he was sober, seeing himself as more 
real and more loving. 

In striking contrast was another subject, 
previously sociable when sober, who re- 
treated to his own room in shame and an- 
guish when intoxicated to carry on the busi- 
ness of his own self-destruction where he 
"wouldn't bother anybody." Like the sub- 
ject who became more sociable, this man 
felt that intoxication brought out "the real 
me," but in this case he hated the person 
who emerged because the predominant af- 
fect which appeared in him was murderous 
rage rather than love. 

We further noted that drinking tended to 
foster a kind of instant intimacy with intense 
feelings of closeness, sharing, and mutual 
identification in three of the men. With the 
return to sobriety, however, the relationships 
in the group returned to the formal distance 
observed before the start of drinking. Though 
the men had lived together under intense 
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and traumatic circumstances for more than 
two months, there was no real sense of 
either group cohesion or meaningful person- 
al friendship and there was no impression 
that any of the men would see each other 
after the termination of the study, despite 
the intense closeness experienced during the 
period of intoxication. 


Factors Associated with Initiating 
and Perpetuating Drinking 


Observations made on this group of sub- 
jects suggested that they all initially drank 
for the same reason—to achieve a euphoric 
feeling. There was uniform agreement 
among the men that they were drinking for 
“the rosy glow"—that state of maximum 
comfort and relaxation when “all troubles 
are eased and the world looks bright and 
sweet.” It is of some interest in this regard 
that while outside of the hospital the men 
often hoped to ameliorate a state of tension 
or depression associated with a frustrating 
life experience, in the hospital they were usu- 
ally quite comfortable before drinking be- 
gan. Here their aim was often not to reduce 
pain but to gain greater pleasure or not to 
miss an experience anticipated as pleasur- 
able. This was stated by one subject as: “I 
know I shouldn't drink, but I feel like I'm 
gonna miss something if I don’t drink with 
the boys. Something is going on, like there 
is a party down the street. They’re going to 
have something that I don’t have.” 

Having achieved “the rosy glow,” the 
men then attempted to titrate subsequent 
drinking in order to sustain this feeling. 
Its perpetuation became the major focus of 
all activities. Hence, with Tegard to eating, 
one subject remarked: “I don’t want to eat. 
I feel so good and I’m afraid if I eat I 
might blow this good feeling; Pd like to 
stay mellow like this all the time." However 
the problem that confronted the men was 
that after the initial pleasurable experience 
started to fade, a complex series of feelings 
began to emerge. These feelings were fre- 
quently painful. This pain appeared to be a 
result of the return of previously repressed 
experiences and affects from the past, the 
weakening of ego defenses in the face of 

more intense anxiety-provoking impulses, 
and guilt about having reinitiated drinking 
in the first place. This intense psychic pain 
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led to more drinking which, in fact, | 
diminish the painful feelings temporari 
Thus, the drinking process continued, 
then became apparent that subjects were 
longer drinking primarily for the re 
they had initiated the process but were mi 
drinking to diminish this new pain spe 
ically precipitated by the process itself. 
Finally, probably the most significant. 
son for the continuation of drinking 
the fear of experiencing the symptoms ol 
withdrawal. One subject expressed this as; 
“Its no longer fun. I take a drink but 
not what I want to do. But when I sti 
shaking inside, I’ve got to have that drink) 
If I knew I wouldn't get the shakes, T 
would stop." This feeling was also reflected 
in the programmed phase of drinking by one 
subject who said: “I have nothing on mj 


and start shaking waiting for it." This 
sorbing concern with avoiding the symptoi 
of withdrawal had been an equally pot 


hospital. One subject remarked: “The two 
hours alcoholics worry about most are 1 
a.m. and 9 p.m., when the liquor store 
opens and when it closes." Often they disc 
cussed the intense anxiety associated with 
running out of money and having to con 
front withdrawal symptoms. $ 

In conclusion, our findings would suggest 
that while subjects initiated drinking 10 
achieve pleasure, its perpetuation was as 
sociated more with attempts to avoid the} 
pain specifically precipitated by the pro- 
cess itself. 4 


Factors Associated with 
Termination of Drinking 


Alcoholics frequently say that they termi- 
nate drinking episodes for psychological 
reasons such as increasing self-contempt oF | 
intense guilt. They make remarks like; “1 
began to hate myself,” or “I saw I'd made 
a big mistake again and I wanted to | 
everything cleaned up." On our study, how 
ever, psychological factors were not foun 
to terminate drinking episodes. Rather th 
diminishing or terminating drinking, psychic 
pain appeared to stimulate further dri 
to turn the pain off. What did seem 
diminish or terminate a drinking episo 
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ifested by intense gastrointestinal discom- 
fort, nausea, and vomiting. However, this 
usually tended to stop drinking only for a 
matter of hours or a day. The actual process 
of drinking was never terminated for more 
than 24 hours in any of the men during 
the phase of free-choice drinking. 


Discussion 


Alcoholic intoxication has been primarily 
conceptualized as a process of repetitively 
removing unpleasant affects by means of 
the pharmacologic effects of the agent. Con- 
sequently the tension reduction model has 
been the hypothesis most frequently offered 
to explain addictive drinking patterns. Re- 
cent observations by Mendelson(20), Mc- 
Guire(18), and McNamee(19) that depres- 
sion and anxiety increase rather than dimin- 
ish with prolonged ethanol intake have led 
them to question the validity of this hy- 
pothesis. 

The findings of this study suggest that 
anticipated tension reduction or pleasure 
enhancement is a significant motivating fac- 
tor in the initiation of a drinking episode. 
Uniformly the initial effects of intoxication 
were experienced as pleasurable; significant- 
ly, subsequent complicating features which 
appeared were invariably “forgotten.” How- 
ever, as the drinking progressed we also 
noted the emergence of intense psychic pain, 
Not present initially. We felt that this pain 
might be best understood as a combination 
of: 1) the return of painful, previously re- 
Pressed experiences and affects; 2) guilt as- 
Sociated with yielding to the ego alien im- 
Pulse to initiate and perpetuate drinking; 
3) the upsurge of anxiety-provoking im- 
pulses in conjunction with the weakening 
of previous defensive patterns, and 4) the 
Tepeated emergence of physiological and 
Psychological symptoms associated with in- 
Cipient withdrawal. 

_ All of the above played a significant role 
in the perpetuation of the drinking process 
and have not been adequately studied or 
commented on in the past. This important 
Omission in the literature may be a result of 
the fact that the focus of concern in studying 
alcoholism has always been on the initia- 
tion of drinking from a state of sobriety 
rather than on studying the drinking process 
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itself. Similarly, because of an absence of 
experimental observations, termination of 
drinking episodes has been poorly under- 
stood. Our findings suggest that termination 
rarely occurs for psychological reasons. 
In fact, as previously noted by Mc- 
Namee(19), psychic pain tends to increase 
rather than to diminish drinking. This find- 
ing would suggest why attempts to terminate 
drinking episodes by family members who 
try to stimulate guilt feelings or self-recrim- 
ination in the already miserable alcoholic 
are so likely to be ineffective. Our observa- 
tions suggest that any attempt to terminate 
a drinking episode once it has been initiated 
will be more likely to be effective if it is 
aimed at preventing or attenuating the with- 
drawal symptoms than if it focuses primarily 
on any of the purely psychological issues. 

Since Freud(10) drew attention to the 
fact that alcohol tends to undo repressions 
and sublimations unleashing man’s more 
primitive instincts, psychoanalysts have fo- 
cused on a variety of sexual(1) and aggres- 
sive manifestations believed to be precipi- 
tated by states of intoxication. Particular 
attention in the literature has been focused 
on the dynamic significance of homosexual- 
ity(27) and on the oral, erotic, pregenital 
features sometimes masked by pseudogeni- 
tality(2). Our findings lend support to both 
of these hypotheses. 

Similarly, increased aggressiveness during 
intoxication has been noted in the past(16). 
This was also observed in our study. Two 
aspects of the aggression observed during 
intoxication should be noted. First, the in- 
creased assertiveness represented a marked 
adaptive change for this group of passive, 
constricted men. When intoxicated they be- 
came less inhibited and distant and more 
spontaneous, direct, and comfortable. This 
change was observed in personal and group 
interaction, group meetings, and in relations 
with staff and authority figures on the unit. 

Second, as Knight(15, 16) has pointed 
out, the defensive quality of the hypermas- 
culine aggressiveness was particularly strik- 
ing in our study and could in certain in- 
stances be demonstrated to represent a 
means of coping with passive, homosexual 
wishes. Finally, this study demonstrated that 
the changes in sexual and aggressive ex- 
pression were specifically related to states 
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of intoxication and completely disappeared 
with the return of sobriety. What was also 
impressive psychodynamically was the fact 
that a partial or at times total amnesia de- 
veloped during subsequent sobriety for these 
experiences which clearly had represented 
ego alien forms of instinctual expression. At- 
tention in the past has been drawn to the 
psychodynamic significance of these amnesic 
or dissociative experiences following periods 
of intoxication(8). Our findings support the 
validity of this point of view. 

All authors who have studied experimental 
intoxication(7, 8, 18, 19, 20) have called 
attention to the increased range of affective 
expression associated with inebriation. This 
was also observed in our study and was in 
marked contrast to the limited expression of 
feelings observed during sobriety. Many af- 
fects were precipitated or enhanced by in- 
toxication. Three which seem to be of par- 
ticular importance and which have received 
limited attention in the past should be empha- 
sized, 

First, experiences of genuine grief and 
mourning for lost parents were frequently 
observed. During sobriety, memories and 
feelings toward parents tended to focus on 
the negative side of the ambivalence and 
primary objects were recalled as depriving or 
punitive. Many of these parents were dead 
and mourning had rarely if ever occurred. 
It was only under the effect of inebriation 
that positive feelings could emerge, lonely 
longings and tearfulness could appear, and 
the previously repressed, positive side of the 
ambivalence could be experienced and ex- 
pressed. With the return to sobriety, how- 
ever, the more characteristic negative feel- 
ings reappeared. 

Second, drinking has been primarily con- 
ceived of as a process by which depressed 
feelings might be removed pharmacological- 
ly(13). Conversely, the fact that rather than 
remitting, depression might deepen during 
intoxication and that suicidal ideation might 
emerge has been insufficiently appreciated. 
One study(23) calls attention to the fact 
that between 80 and 90 percent of alcoholics 
ina sample population of 50 attempted or 
committed suicide while intoxicated. In gen- 

eral, however, the fact that prolonged intoxi- 
cation can be associated with an increase 
rather than a diminution in depressed and 
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suicidal feelings has been inadequately stud- 
ied. 

Third, though intoxication has long been 
felt to increase unrestrained antisocial and re- 
gressed behavior, relatively few authors(18) 
have drawn attention to the ego integrative 
effects of intoxication, particularly with re- 
gard to increasing the person’s capacity for 
warmth or intimacy. This phenomenon 
should not be underestimated in its impor- 
tance for these affectively starved men. It 
bears significantly on the issue of whether 
intoxication represents regression from a de- 
fensive position characterized by conformity 
and control, with associated interpersonal 
distance and affective limitations, or whether 
it represents progression to a state of varied 
affects, empathic potential, and mutual con- 
cern which, however, exit in a matrix of 
emotional lability and considerable antisocial 
potential. 

Regarding characterologic patterns, the 
primary psychodynamic focus has always 
been on oral pathology and conflict with a . 
resultant emphasis on pleasure in the bottle, 
enjoyment in feeling satiated followed by 
somnolence, and such personal characteris- 
tics as narcissism, intolerance of frustration, 
demand for immediate satisfactions, and 
emotional lability(3). Two papers(11, 24) 
have been found that deal specifically with 
the relation of alcoholism and obsessive com- 
pulsive illness, but these are in the distinct 
minority. 

Our findings would suggest that more at- 
tention should be paid to the obsessive com- 
pulsive issues and conflicts in the dynamics 
of alcoholics, even in this lower socioeco- 
nomic group of alcoholic patients. As has 
already been noted, we observed in these 
men during sobriety a high degree of com- 
pulsive, perfectionistic, rigid, and restrictive 
behavior with a marked inability for normal 
regression, difficulty with expressing feelings 
and striking interpersonal distance. During 
intoxication, we observed a complete revel 
sal of these patterns with resultant deteriora- 
tion of personal habits and hygiene, massive 
regression, affective availability, and experi- 
ences of intimacy. Furthermore, the intense 
conflict over submission, control, and C09- 
formity, handled passively during sobriefh . 
Was actively manifested as rebellion 2% | 
negativism during states of intoxication. Al | 
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of these observations would suggest the im- 
portance of obsessive compulsive issues in 
the psychodynamics and behavior of the 
chronic alcoholic. 

Simmel(28) is credited with the remark 
that the superego is that part of the person- 
ality soluble in alcohol. Our observations 
support this hypothesis. Sweeping changes 
in superego function and activity occurred 
during intoxication and were reflected in 
changes in character and behavior. In this 
regard we noted deterioration and disorga- 
nization of personal habits and hygiene, re- 
peated use of profanity, rebelliousness, and 
negativism. On the other hand, as already 
noted, alcohol tended to minimize the effects 
of characteristic punitive superego function- 
ing, permitting the intoxicated alcoholic in- 
creased acceptance of his own appropriate 
sexual and aggressive feelings, less inhibition 
in the expression of warm feelings, and 
greater general feelings of self-acceptance. 

Marked changes in ego functioning were 
also noted. Most affected were those func- 
tions theoretically explained as being formed 
on the basis of developmental conflicts (e.g., 
defense, reality testing, object relations, and 
drive neutralization), whereas, with the ex- 
ception of memory, most of the ego func- 
tions described as autonomous by Hart- 
mann(12) (e.g., thought, motor control, 
attention, and perception) were less influ- 
enced by inebriation. Defensive regression 
was marked with diminution of repression 
and reaction formation patterns and emer- 
gence of fluid projective, introjective mech- 
anisms. Furthermore, defensive operations 
became sporadic and weakened and often 
tended to break down with flooding of anx- 
lety or depression. 

Regarding the effect of intoxication on 
Social patterns, our observations suggest 
that the effects are often idiosyncratic and 
Cannot be easily predicted. We feel that no 
Specific statement can be made as to pre- 
cisely what will happen to a group of men 
Once they start to drink except that marked 
Changes can be expected. The task of pre- 
dicting patterns of social interaction during 
intoxication is particularly difficult because 
the men themselves are generally so un- 
ware of how they actually behave when 
intoxicated and are often poor predictors 
of how they will act once they start drinking. 
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As a general statement, however, we can 
say that during intoxication we have ob- 
served intense transient hostility and equally 
intense and transient mutuality among the 
men. These intense affects had not been ob- 
served during sobriety. With the termination 
of drinking, predictable interpersonal super- 
ficiality and distance returned in the inter- 
actions among all the men. 

It should be reemphasized that in this 
study we have utilized a research model in 
which we have attempted to simulate an 
actual drinking situation for a group of 
alcoholics. We permitted them to drink an 
average of a quart of bourbon a day for 21 
days. This is somewhat analogous to their 
storing up liquor for a prolonged spree, a 
phenomenon frequently observed clinically. 
Certainly considerable differences exist be- 
tween this setting and the actual life situation 
of these men as they drink in their natural 
habitat. Furthermore, because of the small 
sample population, the observations which 
have been presented and discussed are by 
no means assumed to be valid for all alco- 
holics during states of intoxication. 

However, the research setting has permit- 
ted us to make detailed observations and re- 
cordings before, during, and after the drink- 
ing episode and thus enabled us not only to 
make certain general statements about alco- 
holics’ personalities and motivations but to 
study the actual process of intoxication 
while it is happening. We feel that by study- 
ing the drinking process in this manner, 
prior impressions and hypotheses regarding 
the psychodynamics of alcoholism can be 
better tested and reevaluated. 


Summary 


Four male volunteer alcoholic subjects 
were studied prior to, during, and following 
a period of experimentally induced intoxica- 
tion. The anxiety reduction model often uti- 
lized to explain initiation and perpetuation 
of episodic drinking was found inadequate 
to explain motivation for alcohol use by 
the alcoholic. Euphoria and elation were 
manifest only during the initial phases of 
intoxication. Prolonged drinking was charac- 
terized by progressive depression, guilt, and 
psychic pain. These unpleasant affects, how- 
ever, were poorly recalled by the alcoholics 
following cessation of drinking. 
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The degree of inebriation appeared to be 
more closely related to patterns of alcohol 
ingestion than to the total volume of alco- 
hol consumed. Compulsive and constricted 
behavioral patterns, which were present 
during sobriety, changed markedly during 
intoxication with increased verbalization, 
varied expression of feelings, increased in- 
teraction and frequent behavioral regression. 
During inebriation, psychic defenses ap- 
peared weakened with significant reduction 
of repression and reaction formation. 

Although drinking was frequently ini- 
tiated to induce states of pleasure and feel- 
ings of euphoria, perpetuation of drinking 
was more closely related to the subjects’ 
attempts to cope with psychic pain and de- 
pression precipitated by the drinking pro- 
cess. Termination of drinking episodes ap- 
peared to be associated with states of 
physical discomfort rather than specific 
psychological determinants. 
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DISCUSSION 


RoBERT A. Moore, M.D. (San Diego, 
Calif.),—An easy temptation would be to di- 
minish the significance of this paper since only 
four alcoholic patients comprise the sample. 
However, anecdotal observations with the sci- 
entific attitude of these observers is the neces- 
sary basis for more rigorous and definitive 
studies. 

When we first see an alcoholic for treatment, 
he is recovering from his drinking. He is sick, 
ashamed, disheveled, unwanted, and perhaps 
suffering from potentially life-threatening phys- 
ical complications. Maybe he comes from a 
jail “drunk tank" or has just made a fool of 
himself in public or has been the cause of a 
serious auto accident or has just been disowned 
by his family, friends, and employer. Being 
appalled by so much human misery purposely 
sought, we find it difficult to comprehend why 

person would be so foolish as to ever re- 
turn to drinking. So we join the chorus of 
lecturers, since obviously he must not compre- 
hend the facts. 

But what are the facts as they appear to the 
alcoholic? This study tells us in such an insight- 
ful and empathic way that it should be re- 
quired reading for every perplexed person who 
has tried to fathom the reasons an alcoholic 
falls off the wagon. This would include the 
Professional helper and also the judge, spouse, 
hospital administrator, and even the general 
Public. While such understanding should not 
lead to condoning the alcoholic's drinking, it 
Might reduce the rage and rejection that stand 
in the way of establishing proper facilities for 
alcoholics, 

The intriguing thing that appears in this 
study is that the alcoholic drinks for good, 
Not bad reasons, We have been aware of this 
before but tended to think of the good rea- 
ns being merely the prevention of bad 
clings such as anxiety, guilt, depression, and 
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loneliness, etc. But perhaps it is more impor- 
tant that the early stage of intoxication is good 
in the sense that the fuller potential to be a 
human being emerges, with love and aggression, 
closeness, altruism, and brightness replacing the 
drabness of sobriety. While sobriety may not 
be drab to most of us, it is to this group with 
their obsessive characters so well described, 
their living potential hidden under reaction 
formation and ego constriction. The similarity 
to the reasons for using hallucinogens and 
“mind expanders” is apparent. Unfortunately, 
in this group it always turns out to be a “bad 
trip.” 

Since the memory of the “bad trip” is so 
defective, the value of the “kick in the seat,” 
“let them suffer” school of therapy seems in- 
adequate, although we must admit it helps its 
perpetrators get rid of their jealous rage. This 
study suggests that a more humanly loving ap- 
proach is indicated that would include trying 
to block the continuation of the spree before 
the deepening depression and fear of with- 
drawal make the drinker afraid to stop. This 
is a very good argument for general hospitals 
offering immediate help of a kind nature to 
the drunk before the damage he does to him- 
self and others progresses further. 

One other thought occurs to me. Tradition- 
ally we have not wanted the alcoholic patient 
to come for individual or group psychother- 
apy intoxicated. Even Alcoholics Anonymous 
has this attitude. Yet this study suggests we may 
be passing up an opportunity to see more of 
the inner needs and feelings of the patient. Per- 
haps we are afraid that more will appear than 
we as therapists can handle. We may find the 
sober, obsequious patient less of a challenge. 

Our great problem in teaching about alcohol 
and alcoholism has been our preoccupation 
with all that is bad. If this were the whole 
story, we would not have to concern ourselves 
with alcoholism—it would not exist. If we are 
to educate the community about alcohol and 
know how to intervene in an alcoholic life, we 
must comprehend the value of alcohol, al- 
though not forgetting the heartache it causes. 

The authors are to be congratulated on this 
unorthodox study. We hope it will lead to con- 
firmatory studies so that these findings can be 
widely known and believed. 
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Problems of Diagnosis and the Definition of Comparable 
Groups: A Neglected Issue in Drug Research with Children 


BY BARBARA FISH, 


A review of the literature on child psycho- 
pharmacology reveals that many studies ig- 
nored differences in diagnosis, severity of 
illness, age, and IQ, which affect the re- 
sponse to treatment. Hyperactivity was often 
treated as if it represented a uniform 
group rather than a symptom which oc- 
curs with mild to severe disorders. Although 
reliable criteria may be lacking for the diag- 
nosis of childhood disorders, the author 
recommends operational definitions to com- 
pare results and apply the findings in clinical 
practice. 


A’ THIS POINT in medical history every- 
one would agree that to compare two 
treatments one must test them in the same 
condition. No one would compare the effects 
of two analgesics, or an analgesic and 
placebo, on pain, without knowing whether 
the patients had arthritis, malignancy, or a 
postoperative condition. The evaluation of 
treatments for pain now includes much more 
subtle aspects of the patients’ initial 
state(3). 

In adult psychopharmacology it is accept- 
ed practice to compare treatments in groups 
of patients that are as homogeneous as 
possible with regard to diagnosis, chronicity, 
age, and sex(6, 33). Psychopharmacology 
research with adults has proceeded to highly 
Sophisticated analyses of prognostic and 
predictive factors(33, 44). 
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It should be unnecessary to repeat such 
elementary propositions for child psycho- 
pharmacology. Yet, in a review of the litera- 
ture of the last decade on child psy | 
chopharmacology(17), the author found | 
remarkably little recognition of the need to 
account for critical differences in patient 
populations which affect the response to 
therapy. The vast majority of drug studies 
in children have consisted of very hetero- 
geneous populations and samples that were 
too small for random assignment to distrib- 
ute the variability equally among the 
treatment groups. Only rarely has a relative- 
ly homogeneous population been selected 
for study(19). More often than not, no 
allowance was made for differences m 
diagnosis, severity of illness, age, sex, and 
IQ, which were as important in determining 
Outcome as the difference in treatments 

Following the 1958 conference on child 
research in psychopharmacology(21), there 
was increasing recognition of the need fot 
controlled studies of drugs in children, a 
though in general the methodology lagged 
behind that of adult psychopharmacology 
(17). 

This report will focus only on the special 
problems of defining comparable treatment 
groups of children—problems which have 
not been resolved even by the most sophisti- 
cated investigators. Tables 1, 2, and 3 i 
clude the best examples of controlled studies 
of psychotropic drugs in disturbed children 
studies in which the methods were reporte 
clearly enough to analyze. Needless to $3} 
the comments apply with even greater rele- 
vance to the less well controlled studies 
which were analyzed in another report(17): 

Diagnostic categories embody basic di 
ferences in natural history that affect th? 
Tesponse to treatment. It is therefore buc 
tial to match treatment groups for diagnos" 
in studying children, just as it is with adul 
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Studies Controlled for Diagnosis, by Type, and Studies Not Controlled 


TYPE OF CONTROL 


CONTROLLED FOR DIAGNOSIS OR SEVERITY 


STUDY 


NOT CONTROLLED, EXCEPT BY 
RANDOM ASSIGNMENT 


Homogeneous sample: 


Results analyzed 
by diagnosis: 


Matched for severity: 


Crossover design: 


Matched for IQ: 


Crossover design: 


Results analyzed 
by diagnosis: 
Crossover design: 


INPATIENT STUDIES 
Fish and associates, 1966(19) 
Freedman and associates, 1955(23) 


Fish and Shapiro, 1965(18) 
Alderton and Hoddinott, 1964(1) 
Lucas and associates, 1965(35) 


STUDIES OF MENTAL RETARDATES 


Hunter and Stephenson, 1963(28) 
LaVeck and associates, 1960(32) 
Lombard and associates, 1955(34) 
Rosenblum and associates, 1958(41) 
Rosenblum and associates, 1960(40) 
McConnell and associates, 1964(36) 
OUTPATIENT STUDIES 
Cytryn and associates, 1960(10) 
Eisenberg and associates, 1961(11) 
Conners and associates, 1967(8) 
Kugel and Alexander, 1963(30) 
Poussaint and Ditman, 1965(38) 
Poussaint and associates, 1966(39) 


Garfield and associates, 1962(24) 
Harman and Winn, 1966(27) 


Cutler and associates, 1940(9) 


Conners and Eisenberg, 1963(7) 
Eisenberg and associates, 1963(12) 
Freed and associates, 1959(22) 
Gleser and associates, 1965(26) 
Molling and associates, 1962(37) 
Werry and associates, 1966(43) 


Yet it is in this critical area that studies of 
children lag most conspicuously (see table 
1). In most of the better-controlled inpa- 
tient studies the distribution of disorders 
treated has been listed, but only Freedman 
(23) analyzed the results according to 
diagnostic groups. 

None of these investigators matched 
heterogeneous patient groups for diagnosis, 
although two avoided the problem by cross- 
Over designs(1, 35). Of all of these studies, 
only Fish and associates matched patients 
for the severity of illness(18, 19), and only 
One of the latter studies used a relatively 
homogeneous group(19). In most of the 
better-controlled studies of mentally retard- 
ed children the investigators list the number 
of patients with chronic brain syndromes or 
pilepsy, but they do not match for these 
actors except indirectly, by matching for 
Severe retardation. 

Outpatient studies of children show an 
pou total disregard for diagnosis, except 
Or the first two studies of the series done by 
eee and his co-workers(10, 11) and 
he early nonblind study(13). Only the 

*r analyzed the data according to the 
Severity of illness within diagnostic groups. 

ew authors noted that they excluded 
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children with psychosis, mental retardation, 
and gross brain damage or epilepsy, but 
the large and very heterogeneous groups 
remaining were completely unidentified as 
to diagnosis or severity, except that some 
samples were characterized as “delinquent” 
or “hyperactive.” 

One might conclude from this that diag- 
nosis is an unimportant variable in children, 
yet the available evidence indicates that 
diagnosis affects outcome in children as 
much as it does in adults. Freedman and 
associates and Fish found that diphenhydra- 
mine (Benadryl), which acts as a mild 
tranquilizer in children, was more effective 
in children with behavior disorders than in 
those with organic brain syndromes or 
schizophrenia, whereas the phenothiazines 
were effective for severely disturbed chil- 
dren in all groups(13, 23). 

Even within severely disturbed inpatient 
groups, children with relatively less severe 
disorders showed significantly greater im- 
provement with placebo(18, 19). One rea- 
son that Garfield and associates found only 
“small differences” between the effects of 
chlorpromazine and placebo in a very care- 
ful inpatient study(24) may have been the 
relatively high incidence of children with 
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less severe diagnoses in his placebo group. 
(The ratio of adjustment plus psychoneurot- 
ic reactions to schizophrenia plus psycho- 
sis with chronic brain syndrome was two 
to one in the chlorpromazine group, com- 
pared with eight to one in the placebo 
group.) 

In their first two studies Eisenberg and 
his co-workers demonstrated that children 
diagnosed as psychoneurotic responded 
maximally to very brief psychotherapy 
whether or not drugs were added to the 
regime, whereas children described as “hy- 
perkinetic" responded minimally to all 
treatments, with some tendency toward 
greater improvement with perphenazine in 
the second study(10, 11). In spite of this 
finding, Eisenberg did not specify diagnoses 
in his subsequent studies(7, 8, 12, 37). 


Hyperactivity: A Symptom, 
Not a Diagnosis 


The lack of any diagnostic description 
makes it virtually impossible to interpret 
most of the outpatient studies of children, 
much less to apply the findings to other 
groups. A confusing and contradictory liter- 
ature has arisen on the effectiveness of minor 
stimulants in children because hyperactive 
children with a wide variety of diagnoses 
and degrees of severity are often considered 
as if they were a uniform group(16). 

Hyperactivity, impulsivity, and a short 
attention span occur normally in the infant 
and young preschool child(25), just as 
gross vocal and motor excitement is the 
young child's natural mode of expression 
for exuberance, anger, or unhappiness. Bet- 
ter organized behavior, with more sustained 
and focused patterns of attention and great- 
er ability to inhibit and control motor and 
affective discharge, depend on the develop- 
ing integrative capacity of the child's cen- 
tral nervous system and the organizing ex- 
peeti to which the child is exposed(4, 

Generally a school-age child in our mid- 
dle-class society learns to control his motor 
impulses and to channel his distress and 
excitement into acceptable social outlets. 
If preschool behavior patterns persist after 
the age of seven years, the child is usually 

considered somewhat immature. After ten 
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years of age, such immature patterns are 
considered much more definitely patho. 
logical. 

In any case, hyperactivity is a nonspecific 
symptom in children. It may appear in a 
child with a mild adjustment reaction or in 
one with severe brain damage or schizo. 
phrenia, or it may accompany any distur- 
bance of intermediate severity. The under- 
lying diagnosis of a hyperactive child must 
be determined, just as one must diagnose 
adults who manifest depression or anxiety, 
Whether a hyperactive child reacts to 
placebo and attention alone, or improves 
with a mild drug like amphetamine or di- 
phenhydramine (Benadryl), or responds 
only to a major neuroleptic will depend on 
his age, the maturity and intactness of his 
central nervous system, and the severity and 
nature of his psychopathology(13, 15, 16, 
18, 23). 


= 


Minimal Brain Dysfunction 


Hyperactivity is certainly not synonymous 
with a diagnosis of organic brain syndrome. 
Changing the terminology from “hyperactive 
syndrome” to “minimal brain dysfunction” 
shifts attention from an overly simplistic 
term to the importance of multiple develop- 
mental dysfunctions. However, the mor 
comprehensive term does not provide any 
greater specificity for matching treatment 
groups. If minimal brain dysfunction, Of 
any of its many synonyms, is used as if it 
were a single entity without specifying 
diagnosis, the term is as vague and over 
inclusive as the nondiagnostic terms “emo 
tional disorder" and "atypical child" used 
by earlier generations. 

The delineation of a child's profile of 
functioning at all levels of development— 
social, emotional, motor, perceptual, and 
intellectual—is an essential part of the di- 
agnostic process and a prerequisite for 
designing a comprehensive treatment pr 
gram. Certain patterns of development? 
dysfunction may be associated with particu: 
lar clinical syndromes. A development? | 
Profile should be added to a standard diag 
nosis, but it does not replace the character" | 
Zation of personality organization in more 
classical diagnostic terms, as is sometimes + 
implied(5). 
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For example, a child with a reading dis- 
ability which requires specific perceptual 
retraining may have a minor or a major 
personality disorder. He may be essentially 
normal in other respects, with mild feelings 
of inadequacy secondary to his learning 
problems which subside when he learns to 
read, However, he may also have a more 
severe personality disorder or even schizo- 
phrenia, or he may have gross manifesta- 
tions of a chronic brain syndrome in addi- 
tion to the perceptual-motor dysfunctions 
that accompany his reading disability. 

Any such additional personality or neuro- 
logic disorders require additional evalua- 
tion, diagnosis, and treatment. They com- 
pletely alter the child’s response to remedial 
reading(42) and his response to pharmaco- 
therapy and other measures. A scientific 
study of treatment, whether of remedial 
reading, drug therapy, or psychotherapy, 
must at least take into account these major 
differences in prognosis which are reflected 
in a general way in psychiatric diagnoses. 


Problems in Defining Comparable 
Diagnostic Groups 


There can be little progress in the evalua- 
tion of treatments until there are some more 
Benerally accepted criteria for diagnosing 
Children. Research on children is plagued 
by the difficulty of applying the standard 
diagnostic terms for adults to the more 
Undifferentiated and changing states in chil- 
dren. Currently there is little agreement ex- 
cept in diagnosing the most severe cases of 
childhood schizophrenia and organic brain 
disorders(31), and there is utter chaos in 
diagnosing all the milder disorders. The 
younger the child, the more undifferentiated 
all reactions tend to appear, and the more 
difficult it is to apply the standard termi- 
nology. Children's disorders are seen while 
Personality is still developing and still very 
“pendent upon the family and social en- 
Mronment. But the current APA nomen- 
Clature makes no provision for the vast 
majority of children's disorders which lie 

tween the transient adjustment reactions 
On the one hand and the more crystallized 
Personality disorders and neurotic reactions 
9n the other(2). The proposed addition of 
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a category for children's behavior disorders 
would help to fill this gap.! 

The manifestations of psychiatric distur- 
bance in young children are very different 
from those of adults, making the adult 
nomenclature even more difficult to apply. 
The clinical picture of any of the major 
diagnostic groups changes according to the 
child's age. The young child has less capac- 
ity for inhibiting his feelings and motor im- 
pulses and for expressing his thoughts and 
desires in words. Psychiatric disorders are’ 
more likely to be expressed directly in al- 
tered behavior and interaction with others 
and are less likely to be expressed in in- 
hibition, introspection, and complex inter- 
nalized symbolic and defensive maneuvers. 
Furthermore, many types of psychiatric 
disorders in children may be accompanied 
by deviations in development, since the 
functioning of the growing organism is much 
more vulnerable than the more crystallized 
functioning of mature individuals. 

As a result, different children's centers 
have developed their own conventions for 
applying the standard nomenclature and, 
even when their patient populations have a 
similar composition, the reported incidence 
of standard diagnoses varies tremendously, 
apparently according to the optimism or 
pessimism of the staff(31). 


The Use of Descriptive Criteria 
for Diagnostic Terms 


Since there is so little agreement on psy- 
chiatric diagnoses of children, it is neces- 
sary to establish descriptive criteria for the 
classical diagnostic categories which can 
be used reliably by different observers. In 
general, within a diagnostic category, those 
children with more severe impairments in 
functioning require more potent drugs and 
respond the least to educational and milieu 
therapies. The more severe unchanging 
deficits in function appear to have the same 
prognostic significance in children as long 
duration and chronicity in adults(13, 15, 


1 Ed. Note: The revised edition of the Diagnos- 
tic and Statistical Manual of Mental Disorders 
(DSM-II), which includes a new section on be- 
havioral disorders of childhood and adolescence, 
became official after this paper was written. 
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19, 20). It is therefore essential to define 
subgroups within the standard diagnostic 
categories which have comparable prog- 
noses in order to match treatment groups. 

For these reasons, we developed a clinical 
typology which is closely related to the APA 
nomenclature but which divides the entire 
spectrum of children’s disorders into four 
groups according to their adaptive patterns 
on psychiatric examination(18). Each 
group spans the range from mild to severe 
pathology. So that they may be used reliably 
by different observers, the categories are 
translated into descriptive statements of 
typical behaviors on psychiatric examina- 
tion. 

At the most severe end of this spectrum 
are children of type I (“autistic-disjunc- 
tive”), who are autistic and severely im- 
paired, with psychotic and fragmented 
functioning. At the opposite extreme are 
children of types III ("anxious-neurotic") 
and IV ("sociopathic-paranoid"), with rel- 
atively intact personality organization. The 
children of type II (“immature-labile”) lie 
between these two extremes. They are char- 
acterized more by their inadequate and 
labile behavior than by any crystallized 
autistic, neurotic, or paranoid functioning, 

Within each type the children are rated 
for mild, moderate, or severe (or psychotic) 
disturbance, and parallels can then be 
drawn to the standard nomenclature (e.g., 
table 1 of reference 18). Psychotic children 
may be classified in the severe range of any 
of the four types. Children in a normal 
pediatric population and those with mild 
adjustment reactions and mild personality 
and neurotic trait disorders can be classified 
in the mild range of types III or IV, whereas 
children with more severe neurotic and per- 
sonality disorders, including those with or- 
ganic brain syndromes, readily fit into the 
various grades of mild to moderate pathol- 
ogy of types II, IIT, and IV. 

In an initial Study we found that children 
of types I and II did not Tespond to place- 
bo. Acute improvements in th hil- 
dren were more speci ga 

€ pecifically dependent on 
the effectiveness of the drugs being studied 
whereas improvements in children of types 
II and IV were more dependent on en- 
vironmental factors in treatment(18). 

When this typology was presented at the 
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American Academy of Child Psychiatry and 
at the APA research meeting on “Diagnosi 
in Child Psychiatry," the child psychiatrist 
present agreed that the descriptions wer 
representative and useful for comparing 
populations in different centers, even though 
they still disagreed as to the cutoff points 
for specific APA diagnoses(29). We are 
therefore hopeful that this typology wil 
prove useful for comparing the results of 
treatment in various centers, as well as for 
matching treatment groups in controlled 
studies. 

For drug studies in a very special popula- 
tion of psychotic and borderline children 
two to five years of age, we found it’ 
necessary to further classify children of 
types I and II. Subgroups based on degrees 
of language and adaptive impairment were 
defined in terms of behavior that can be 
elicited on a single psychiatric examination. 
This classification discriminated patients 
with high and low probabilities of succes 
with drugs and other treatments, and it also 
appeared to be an indicator of long-term 
prognosis( 20) . 


Other Factors In Establishing 
Comparable Treatment Groups 


Although the type and severity of psycho- 
pathology are the major determinants of the 
response to treatment, other variables mus! 
be accounted for in comparing treatment 
groups. Ee". 

Difference in age is even more critical in 
children than it is in adult patients. The 
younger the child, the more rapid is the 
normal rate of growth, and the greater I$ the 
variation introduced by difference in age. 
bit of behavior may be normal at one #8 
and abnormal one year later. The vehat 
of younger children is more variable 2 
also more prone to change with tres 
Prepuberty children respond different!) 
from adolescents and adults to various dTvs 
(13, 16) and should be studied separat? , 
even in preliminary explorations of 2 m 
drug, in order to obtain any useful inform? | 
tion regarding dosage and effects. " 

Although most of the early uncontro " 
Studies made no distinction among © E! 
dren of varying ages, almost all of the 7 


3 ithe! 
cent, better-controlled studies have ith’ 
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TABLE 2 


Studies Controlled for Age, by Type, and Studies Not Controlled 


CONTROLLED FOR AGE (ABOVE OR BELOW 12 YEARS) 


TYPE OF CONTROL STUDY 


NOT CONTROLLED, EXCEPT BY 
RANDOM ASSIGNMENT 


INPATIENT STUDIES 


Homogeneous sample: 
Matched for age: 


Freedman and associates, 1955(23) 
Fish and Shapiro, 1965(18) 


Harman and Winn, 1966(27) 


Fish and associates, 1966(19) 
Garfield and associates, 1962(24) 


Crossover design: 


Alderton and Hoddinott, 1964(1) 


Lucas and associates, 1965(35) 
STUDIES OF MENTAL RETARDATES 


Matched for age: 


Cutler and associates, 1940(9) 


LaVeck and associates, 1960(32) 

Lombard and associates, 1955(34) 
Rosenblum and associates, 1958(41) 
Rosenblum and associates, 1960(40) 


Crossover design: 


Hunter and Stephenson, 1963(28) 


McConnell and associates, 1964(36) 
OUTPATIENT STUDIES 


Homogeneous sample: 
Matched for age: 
Crossover design: 


Gleser and associates, 1965(26) 
Freed and associates, 1959(22) 
Conners and associates, 1967(8) 
Kugel and Alexander, 1963(30) 
Poussaint and Ditman, 1965(38) 
Poussaint and associates, 1966(39) 


Conners and Eisenberg, 1963(7) 
Cytryn and associates, 1960(10) 
Eisenberg and associates, 1961(11) 
Eisenberg and associates, 1963(12) 
Molling and associates, 1962(37) 
Werry and associates, 1966(43) 


Studied adolescents separately from pre- 
puberty children or have controlled for 
age (see table 2). 

Even within the prepuberty period there 
are particular ages when critical biological 
and psychological changes occur, and these 
May be important in certain studies. The 
responses to certain drugs change after the 
age of ten(13), and it has been widely noted 
that psychiatric manifestations also change 
after this age(15). We therefore consider 
len years as another critical dividing line 
and match our school-age groups according- 
ly. After age seven many functions normally 
become more organized and stable. Since 
the significance of many behaviors differs in 
Preschool and school-age children(15), 
their Iesponses to treatment must also be 
Considered separately. In studying autistic 
Preschool children, we matched children 
above and below three-and-one-half years 
9f age(19), since the prognosis for delayed 
CM presumably worsens with increasing 
_ Sex differences may affect the manifesta- 
tions and severity of psychopathology in 
children and adolescents, just as in adults. 
n prepuberty children the incidence of 


E J. Psychiat. 125: 7, January 1969 


psychiatric disturbances and of many bio- 
logic handicaps is two to five times higher 
in boys than in girls. In contrast to many of 
the earlier studies, most of the recent, bet- 
ter-controlled studies have used homo- 
geneous groups (usually boys) or have con- 
trolled for this variable (see table 3). 

Measures of intelligence are more sensi- 
tive indicators of disorders in children than 
they are in adults, since the functioning of 
the growing child is more readily affected by 
biological or environmental insults(15). 
The need to control for IQ is most apparent 
in studying mentally retarded children. Pa- 
tients with IQs below 50 are more likely to 
have chronic brain syndromes, to be less 
responsive to milieu and educational thera- 
pies, and to require more potent medication 
when compared with less impaired retar- 
dates. 

Most of the better-controlled drug studies 
in mentally retarded children have matched 
treatment groups for IQ (see table 1). In 
some instances, when the groups were not 
homogeneous for IQ and drug effects were 
variable, it would have been more informa- 
tive if the relationship between IQ and drug 
or placebo response had been analyzed, in 
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TABLE 3 


Studies Controlled for Sex, by Type, and Studies Not Controlled 


TYPE OF CONTROL 


CONTROLLED FOR SEX 
* STUDY 


NOT CONTROLLED, EXCEPT BY 
RANDOM ASSIGNMENT 


Homogeneous sample: 
Matched: 
Crossover design: 


Matched: 


Crossover design: 


Homogeneous sample: 


Crossover design: 


.INPATIENT STUDIES 
Alderton and Hoddinott, 1964(1) 
Fish and Shapiro, 1965(18) 
Fish and associates, 1966(19) 
Garfield and associates, 1962(24) 
Lucas and associates, 1965(35) 


STUDIES OF MENTAL RETARDATES 


Cutler and associates, 1940(9) 
LaVeck and associates, 1960(32) 
Lombard and associates, 1955(34) 
Rosenblum and associates, 1958(41) 
Rosenblum and associates, 1960(40) 
Hunter and Stephenson, 1963(28) 
McConnell and associates, 1964(36) 
OUTPATIENT STUDIES 
Eisenberg and associates, 1963(12) 
Freed and associates, 1959(22) 
Gleser and associates, 1965(26) 
Molling and associates, 1962(37) 
Conners and associates, 1967(8) 
Kugel and Alexander, 1963(30) 
Poussaint and Ditman, 1965(38) 
Poussaint and associates, 1966(39) 


Freedman and associates, 1955(23) 
Harman and Winn, 1966(27) 


Conners and Eisenberg, 1963(7) 
Cytryn and associates, 1960(10) 
Eisenberg and associates, 1961(11) 
Werry and associates, 1966(43) 


order to determine whether it is the severely 
impaired children who are less responsive 
to treatment, particularly with mild medica- 
tion(36). 

In children with less impaired intellectual 
functioning, careful investigators matched 
treatment groups for IQ when the questions 
included possible effects on learning ability 
(7) or academic performance(22). More 
recent work indicates that the outcome of 
children with reading disability depends not 
only on IO but also on the number of years 
of reading retardation and on the severity 
of specific perceptual deficits prior to treat- 
ment(42). Ideally, these factors should also 
be controlled for in studying treatments in 
these children, 

IQ may be related indirectly to the re- 
Sponsiveness to treatment in other disorders 
also, although few studies have been ana- 
lyzed for this variable. In a Study of upper- 
and middle-class children, lower IQ in 
schizophrenic children was associated with 
more severe pathology and a need for more 
potent drugs(13). In this study, the chil- 
dren with severe behavior disorders had 
average IOs but showed an increased in- 


178) 
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cidence of “scatter” on the Wechsler In- 
telligence Scale for Children and more 
frequent perceptual disturbances and read- 


ing disabilities compared to children with - 


mild behavior disorders. The significance of 
language impairment for the immediate re- 
sponse to treatment and for the later out- 
come of young schizophrenic children was 
confirmed in two later studies(19, 20). 

In children from lower socioeconomic 
groups, lower IQ may reflect not only 
Severe psychopathology but also the im 


creased incidence of prenatal and paranatal | 


insults and less optimal family and educa- 
tional experiences in these groups. Depend- 
ing on the admixture of milder, reactive 
disorders and of severe psychopathology ! 
a given sample, the children with a lower 
IO may show a somewhat greater response 
to drugs(7), or there may be little relation" 
Ship between IQ alone and response t0 
treatment(18). In any case, it would j 
useful if more information were accumulate 
in this important area. 

Once studies have been controlled S 
diagnosis, age, sex, and IO, addition? 
factors may be found which also modify 1l 
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response to treatment. Specific symptom 
clusters and other measures of severity, 
socioeconomic background, and family at- 
titudes toward treatment are only a few 
examples of the variables which must 
eventually be studied. 


Conclusion 


The common tendency to ignore diagno- 
sis, severity of illness, age, sex, and IQ as 
important variables which define the pre- 
treatment state limits the usefulness of most 
psychopharmacologic studies of children. 
Many factors in the history of child psychia- 
try have contributed to this lag in method- 
ology(17). 

In addition, the variability and lack of 
differentiation which characterize growing 
organisms make it difficult to apply the 
classical diagnostic terms to children. Yet 
if all attempts at diagnosis are abandoned 
simply because the current terminology is 
unsatisfactory, no scientific study of treat- 
ments will be possible. Descriptive criteria, 
such as those used by the author, can es- 
tablish common reference points which are 
Telated to diagnosis and severity until more 
generally accepted criteria for the diagnosis 
of children’s disorders are developed. 

The relevant aspects of the initial pre- 
treatment state must be clearly defined in 
Operational terms and must be accounted 
for in the design of any experiment. Without 
Such definitions and controls, the most 
Statistically significant and sophisticated re- 
search findings are impossible to apply, since 
One cannot generalize from a given study 
which children will change with which 
drugs, 
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Hysterical Psychosis: Clarification of the Concept 


BY STEVEN J. HIRSCH, M.D., AND MARC H. HOLLENDER, M.D. 


Rather than being the end product of a sin- 
gle process, hysterical psychosis may result 
from three different processes. To sharpen 
the focus on this often elusive entity, the 
authors discuss the three processes—cul- 
turally sanctioned behavior, appropriation 
of psychotic behavior, and true psychosis— 
and consider their relationship to each other 
and to the clinical categories of conversion 
reaction and hysterical personality. 


N A PREVIOUS article(6), we defined hys- 

terical psychosis descriptively in the fol- 
lowing manner: It is a state marked by a 
sudden and dramatic onset, temporally re- 
lated to a profoundly upsetting event or 
circumstance. Its clinical manifestations in- 
clude hallucinations, delusions, depersonal- 
ization, and grossly unusual behavior. 
Thought disorders, when they occur, are 
usually sharply circumscribed and very tran- 
sient. Affectivity, if altered, is changed 
in the direction of volatility and not flat- 
ness. The acute episode seldom lasts longer 
than one to three weeks, and the eruption 
is sealed off so that there is practically no 
Tesidue. The disorder is encountered most 
often in persons referred to as hysterical 
Characters or hysterical personalities. 

In our previous article, we assumed that 
the clinical picture described above was the 
end product of a single process. More re- 
cently we have come to the conclusion that 
it can result from three different processes. 
To sharpen the focus, we will discuss the 
three processes which are responsible for 
the somewhat elusive entity, hysterical psy- 
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chosis, and then consider their relationship 
to each other. 


The First Type: Culturally Sanctioned 
Behavior 


The pattern of behavior described above 
may be provided for and sanctioned, or at 
least tolerated, by a particular culture. In 
fact how, when, and where this form of ex- 
pression may occur and what the response to 
it will be is prescribed. It is evident that a 
phenomenon which to the outside observer 
appears to be psychotic represents good 
reality testing in a particular sociocultural 
context and expands rather than limits the 
person's field of action by dramatizing his 
difficulties, preventing open conflict with oth- 
ers, securing aid and support, and perhaps 
even averting psychotic disorganization. Var- 
ious examples, labeled with exotic names, 
have been presented in the anthropological 
and psychiatric literature. 

Several problems immediately become 
evident in perusing cross-cultural studies. 
Among them are the matters of conscious 
versus unconscious determination of ob- 
served behavior, cultural prescription of be- 
havior patterns, and utilization of new cop- 
ing mechanisms versus manifestations of ego 
disruption. 


Anthropological Perspectives 


Langness(7) vividly described a “form of 
temporary insanity” which he referred to 
as “Hysterical Psychosis in the New Guinea 
Highlands: A Bena Bena Example.” We will 
utilize his study to convey the flavor of “hys- 
terical psychosis” in a society less complex 
than our own and to highlight problems en- 
countered in using cross-cultural examples 
for broadening our understanding of clinical 
phenomena. ; 

Negi negi, encountered among the natives 
of the Bena Bena tribe living in the high- 
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lands of New Guinea, occurs exclusively in 
males, usually between the ages of 22 and 
32, has its onset at night, lasts three to 24 
hours, and is associated with the recent death 
of a person who was a member of the same 
subclan. The Bena, in whom the fear of 
ghosts is ubiquitous, important, and very 
genuine, believe that the person affected is 
the victim of a malevolent ghost. Accord- 
ingly, no stigma is attached to the episode, 
there is no public censure, and the occasion 
is soon forgotten. 

One man described his attack of negi negi 
in the following manner: 


I was walking along the path by the cemetery. 
I saw the ghost of Mumugefa’s wife (recently 
deceased) standing there. It told me, “All the 
others are having a meeting. Why aren’t you 
at the meeting? Come let you and me go to the 
meeting together.” I told it, “No! No! I don't 
want to walk around together with you!” I 
was frightened! Then the wind came up and 
hit my ears. The ghost got into my big toe and 
I was negi negi. 

Several aspects of the situation are readily 
understandable in terms of the Bena social 
system, which places considerable pressure 
on young men. For them to become true 
adults and men with a name, they must 
have completed the final initiation, married, 
and discharged indebtedness incurred in ob- 
taining a wife or wives and resulting from 
various culturally decreed obligations. Be- 
coming a true adult (oropavoyave) and a 
man with a name is an exceedingly difficult 
process, involving renunciation of many 
childhood pleasures and replacement of 
them with adult obligations which are diffi- 
cult and sometimes unpleasant. 

In the instance cited by Langness, the 
man was resentful because his desires were 
being thwarted by his clansmen and his 
wives. Yet there was no manner in which he 
could express his anger and resentment di- 
rectly because aggression toward clansmen 
Was expressly and strongly forbidden. The 
only outlet provided and implicitly sanctioned 
was an attack of negi negi. 

Such an outburst can then be likened 
to acting a part—playing a role— which 
Served to discharge the Person's aggression 
and sent a méssage to others dramatizing 


his personal predicament. It expressed un- 


consciously the following ideas which he was 
[82] 
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unable to state in words: “Do not expect so 
much of me. If I have an outburst, dis- 
charging feelings including those of anger, it 
is not my doing: it is the ghost that is re 
sponsible.” Considered in this light, negi 
negi is a conversion symptom, but it is not 
truly psychotic. As playacting, conforming 
to a prescribed pattern, even if unconscious. 
ly produced, it is a pseudopsychosis. 

The matter would rest here if no evidence 
could be adduced for ego disruption, but 
such is not the case. Langness stated: “It is 
my contention that some young men . . . are 
constitutionally less able to bear these cul- 
tural pressures and have psychotic epi- 


sodes before finally making the necessary « 


adjustment to adult life. . . .” In speaking of 
the person who had the attack he witnessed, 
Langness commented: “The pressure, ten- 
sion, excitement and stress triggered by the 
death of Mumugefa’s wife and the associated 
fear of ghosts were too much for him to cope 
with. All of the repressed hostility erupted, 
temporarily interfering with his capacity for 
reality-testing." 

In this description, it was strongly sug 
gested that the ego became overwhelmed. 
Specifically, the overwhelming resulted from 
cultural pressures brought to bear on young 
men. The aggression which erupted was 
directed toward the ingroup, the source of 
the pressures. Yet the overwhelming was not 
complete since the behavior, bizarre as it 
seemed, followed the pattern prescribed by 
the culture. 

Attacks of “wild man" behavior, occur- 
ring in the Gururumba of the eastern high- 
lands of New Guinea and described by New- 
man(10), are similar to those described by 
Langness in the Bena Bena. Once again 
they occur exclusively in men and only be 
tween the ages of 25 to 35. According t0 
Newman, *... men in this category are sub- 
ject to unique kinds of social pressure. . « « 
He also stated: 


It is the circumstances connected with D 
establishment of a family and increased y 
ticipation in adult male life that produce t 


Social pressure related to wild man behavior. | 


A PEOR ic 
These circumstances are primarily economi 


and fall into four major categories: (a) he I 


z S: e 
press of economic obligations incurred at M 
time of betrothal and after marriage, (b) n: 
instability of the marriage situation with ! 
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consequent economic complications, (c) in- 
yolvement in group-coordinated enterprises, 
(d) the importance of successful economic 
manipulation for acquiring personal prestige 
and power. 


Newman’s viewpoint concerning the 
cause of the attacks is clearly expressed in 
the following statement: 


If one accepts the notion that the violent ac- 
tivity of a wild man is an institutionalized 
means for the reduction of tension, and if one 
accepts the situation discussed above as pro- 
ductive of tensions, then the occurrence of wild 
man behavior among young men in this sit- 
uation becomes explicable. The wild man pat- 
tern can be viewed as a positively sanctioned 
role in which the individual can actively 
relieve tensions induced by commonly recur- 
ring social pressures. 


The outcome of wild man behavior is a re- 
duction in demands made on the “victim” 
without loss of social support. Newman him- 
self asked why only some men reacted to 
pressures by becoming wild men. Situation- 
al factors, he suggested, might be the an- 
swer, in that fortuitous circumstances might 
create greater pressures for some men than 
for others. He added: “But it may also be 
that some men do not have the kind of per- 
Sonality that can withstand pressures as 
well as others." 

Apparently the Gururumba can distin- 
Buish between unconscious and consciously 
determined attacks of wild man behavior. 
Newman stated: “The fact that a person can 
be accused of faking a wild man perfor- 
mance clearly indicates that a judgment of 
legitimacy is made by the community." 

Rodrigue(11) described a disorder in the 

uli linguistic group in Papua, which was 
characterized by a generalized shaking of the 
body, disordered mental perceptions, and 
abnormal behavior. It affected single and 
married men and women under 30 years of 
age, coming on at gatherings where the 
meeting of unfriendly groups or individuals 
Created a state of tension. The author sug- 
Sested that the cause of the disorder lies in 

* sociocultural background of the people. 
He Concluded: “They (the Huli) are highly 
Süggestible individuals whose behavior is in 

S situation an acute hysterical psychotic 
Teactional state... .” 

Considerable knowledge of the social and 
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cultural context in which a phenomenon is 
observed is essential. For example: Do 
ghosts, spirits, or witches readily serve as 
relatively unambivalently sanctioned ob- 
jects on whom aggressive impulses can be 
projected or displaced? Are beliefs in magic 
socially shared? Does the society stress in- 
dividuation and differentiation or is the de- 
veloping person firmly set “in a social matrix 
of reciprocal rights, obligations, and expecta- 
tions?” Is the cultural mythology well en- 
trenched and generally accepted, or is the 
society in a period of transition, turmoil, 
and rapid social change? 

Thus far a framework for the transcultural 
comparative analysis of “culture-bound dis- 
orders” has not emerged. While they may 
represent, as suggested by Wittkower(13), 
“culture-determined variants of known psy- 
chiatric disorders?” rather than “unique 
culture-specific phenomena,” the final word 
has not been said. The terminological and 
contextual confusion clouding this field 
must await, for its resolution, detailed and 
precise clinical studies firmly grounded in 
the cultural setting and carried out by in- 
vestigators prepared to cross disciplinary 
frontiers. Only then, for example, will it 
be possible to place into a meaningful theo- 
retical context such currently enigmatic 
comments as that of an astute northern In- 
dian villager who observed that a particular 
person “formerly was possessed by a ghost 
. . . but now she is mad” (3). 


The Second Type: Appropriation of 
Psychotic Behavior 


In our culture, the clinical picture we 
have described may represent a conversion 
process taking the form of psychotic symp- 
toms and behavior. It is an expression 
similar in most respects to the body lan- 
guage (or pantomime) of common conver- 
sion symptoms (e.g., paralysis of a limb or 
aphonia). The psychotic manifestations 
should be differentiated from a true psychosis 
in that a reinforcement rather than a disrup- 
tion of repression is involved. Clinically, this 
distinction may be difficult to make, but it is 
of the greatest prognostic and therapeutic 
salience. 

When the conversion process involves 
areas of mental functioning which are more 
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complex than the partial, fragmented sym- 
bolic representations referred to as conver- 
Sion symptoms, it is, in fact, a form of dis- 
sociative reaction. The latter, according to 
the APA diagnostic manual(1), was for- 
merly “classified as a type of ‘conversion 
hysteria.’ " In the manual it was also noted 
that "diffuse dissociation seen in some cases 
may occasionally appear psychotic." In the 
present context, the concept of dissociation 
adds nothing which cannot be conveyed by 
the concept of conversion, and the two 
words can be used interchangeably in the 
preceding quotation. 

The “appropriation of psychotic behav- 
ior” is a variant of “culturally sanctioned 
behavior.” In both, the role assumed is de- 
signed to communicate information which, 
for various reasons, cannot be expressed 
directly and to evoke a particular response 
from others. Both are probably partly con- 
scious and partly unconscious. The distin- 
guishing feature of the behavior observed in 
our culture is that it simulates a psychosis. 
Masserman(8) stated that “the diagnosis 
of hysterical psychosis is applied to a reac- 
tion occasionally seen in severely neurotic 
and avidly suggestible persons who more or 
less consciously identify with some psychotic 
person whom they have seen, or in others 
who for various reasons wish to act out their 
own concepts of psychotic behavior as de- 
rived from hearsay or reading." 

That these are not genuine psychotic 
phenomena is suggested by the observation 
that the patients, far from being out of con- 
tact with reality, are intent on establishing 
contact, however circuitous the means they 
adopt to accomplish this. It is important to 
them that others be aware that they are in 
the throes of a unique and Strange psycho- 
logical’ experience, particularly certain sig- 
nificant others with whom interaction has 
been temporarily blocked or threatened. 


Clinical Examples 


x The following case report is representa- 
tive of the process we are discussing. 


Case 1. The patient, a 19-year-old 
was hospitalized following e eT "B 
aspirin tablets and 16 propoxyphene hydrochlo- 
ride (Darvon) capsules. For several days prior 
to this, she had felt strange and things around 
her seemed unreal. She walked about as though 
[84] 
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in a daze (she likened this feeling to the Way 
she had felt while on heavy doses of pro- 
chlorperazine [Compazine] ) or in a dream, 
During this period, she experienced auditory 
and olfactory hallucinations. She thought she 
heard her husband calling her from the bath 
room, telling her to “come in here." The olfac- 


tory hallucinations were usually of rubbing al | 


cohol and, in contrast to the somewhat 
frightening auditory hallucinations, they made 
her feel better. 

The patient was born and raised in a large 
northern industrial city. Her father, an alco- 
holic and a narcotics addict, had been sent 
to a state mental institution. The patient left 
home at the age of 15 to live with her present 


“common-law husband,” after reporting one , 


of her mother's paramours to the police for 
breaking her mother's arm. 

On admission to the hospital, the patient 
was eight months pregnant. Prior to ingesting 
the medication, she had argued with her “hus: 
band," which was not unusual, and he had 
laughed in her face, which was unusual. At 
about the same time she had again been told 
by the physician at the prenatal clinic that her 
abdominal pain was "imaginary." This pain 
had begun during her second pregnancy, soon 
after her husband accused her of infidelity. 
During her third pregnancy she experienced 
pain almost from the beginning. She was cer- 
tain that the baby she was carrying was nol 
her husband's and was relatively sure that he 
knew this too. The pain became most severe 
when she was upset and felt that she would 
like the pregnancy to be over. It soon became 
clear that the pain was identical to her labor 
pains. 


This case report is especially instructive 
inasmuch as it dramatically illustrates hoW 
the same patient, faced at different times by 
Stressful and threatening situations, may 
utilize variants of the conversion process m 
her largely unconscious attempt to influ- 
ence her interpersonal environment. 

Greenberg(5) recently described a 22 
year-old married woman who, after watch- 
ing a television drama depicting “an acute 
Psychotic episode" in a chronic imposte 
suddenly became mute and immobile. With- 
in a few therapy sessions she regained het 
speech and composure and subsequently 
confirmed the therapist’s interpretations ° 
a connection between her symptoms 4M 
her perhaps largely unconscious efforts n 
force her passive, ungiving husband to take 
care of her. 
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Emanuel(2) described a syndrome of 
bizarre behavior resembling a psychosis in 
Indian troops serving overseas. He referred 
to it as a hysterical pseudo-dementia. From 
the description given, it would seem to be 
another example of the appropriation of 
psychotic behavior. 


The Third Type: True Psychosis 


The third phenomenon is characterized by 
disruption and breakdown of the ego bound- 
aries. It was mainly this state to which we 
referred in our previous article(6). As we 
pointed out, our formulation was essentially 
consonant with Freud's as expressed in his 
second article on the neuropsychoses, written 
in 1896(4). He suggested that a failure in 
repression, in response to a current stress, 
may be the basis of psychotic behavior in 
that it: 1) permits the eruption of material 
wholly or partially out of awareness and 2) 
modifies the ego function concerned with 
evaluating reality. 

The proneness of the hysterical person- 
ality or character to become psychotic can 
be understood in terms of the cognitive and 
perceptual properties of the “hysterical 
Syle"(12). A psychological organization 
characterized by “impressionistic, relatively 
immediate, and global” cognition and by a 
“too-quick and insufficient organization, re- 
finement, and integration of mental con- 
tents" under certain circumstances is par- 
ticularly vulnerable to ego disruption. While 
ordinarily this type of adaptation facilitates 
the maintenance of good reality testing, un- 
der extraordinary circumstances it may 
Collapse. Then, since there is relatively lit- 
tle in the way of underlying integration, the 
Tesult is a full-blown, but transitory, psy- 
chotic disorganization. 


Clinical Example 


, Case 2. The patient, a 47-year-old widow, 
lived with her son, a 20-year-old unmarried 
College student. Two incidents seemingly pre- 
Clpitated her decompensation. The first was 
er SOn's contemplated marriage to a woman 
Whom he had dated for a year, and the second 
Was the marriage two weeks previously of the 
man whom she had been dating. 
Es had known: this man for three years, 
io after two years he had proposed marriage 
her. She had turned him down, requesting 
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that they continue their relationship as before. 
He proposed again several months later, stating 
that if she did not accept him he would marry 
someone else. Again she turned him down. His 
marriage to another woman proved extremely 
upsetting to her. She became anxious and de- 
pressed and thought of suicide. Shortly there- 
after she experienced an altered state of 
consciousness marked by fears that she might 
have killed someone. These fears were ex- 
pressed in a disturbed and disorganized man- 
ner. Remission of the symptoms was rapid. 

During the course of subsequent treatment, 
the patient described occasional episodes sim- 
ilar to the one just recounted. She also pre- 
sented a striking description of how she re- 
pressed unpleasant, frightening occurrences, 
of how she had long felt a need to please 
others and to show them only the side she 
thought they would prefer to see, and how she 
was unable to share unpleasant thoughts and 
feelings with anyone. 

Psychological testing confirmed this inter- 
pretation of the patient's strivings to see inter- 
personal relationships in benign terms and her 
inability to sustain this view. As a result she 
tended to be frightened, depressed, and over- 
whelmed by hostile and morbid feelings. Her 
hysterical character trends and especially her 
repressive orientation usually stood her in 
good stead, but her basic weakness of integra- 
tion and her immaturities predisposed her to 
periodic psychotic breakthroughs under con- 
ditions of stress. 


Two additional clinical examples are pro- 
vided by McKegney(9). He stated: 


Two women were admitted to the psychiatric 
wards of a general hospital with the similar 
complaint of auditory hallucinations of sudden 
and recent onset, without other prominent 
symptomatology. Each patient underwent 
complete physical and routine laboratory ex- 
aminations, an extensive anamnesis and individ- 
ual psychological testing. They were closely 
observed over a 2- to 3-week hospitalization. 
Both patients were initially diagnosed as being 
“schizophrenic.” However, certain facets of 
the clinical picture, life history and hospital 
course of each seemed clearly to differentiate 
them from other patients with a more classical 
“schizophrenia.” At the time of follow-up, 24 
years and 8 months . . . there had been no 
return of hallucinations and the patients were 
maintaining productive levels of adaptation. 


Both patients were "clearly diagnosed as 
being hysterical characters." No evidence of 
schizophrenia was found on psychological 
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testing; repression was a major defense. 
Auditory hallucinations, which were expe- 
rienced following acute emotional stress, 
disappeared within three days of hospitaliza- 
tion in one instance and five days in the 
other. The author contended that these au- 
ditory hallucinations were conversion symp- 
toms. We believe that they were due to an 
ego disruption and as such were typical 
symptoms of hysterical psychosis. 


Discussion 


Our manner of organizing the obsery- 
able phenomena should help dispel some of 
the theoretical confusion which, in recent 
years, has grown up around a group of 
venerable clinical categories. As is well 
known, in the official diagnostic and statis- 
tical manual the term “hysteria” has been 
deleted and replaced by two defense mech- 
anisms—dissociative and conversion reac- 
tion—derived from the study of hysteria 
itself. Similarly, the term “hysterical person- 
ality” has officially fallen by the wayside, 
although it has received increasing recogni- 
tion as a distinct entity in the literature. 
We can thus far only hint at a possible way 
out of this clinical and theoretical maze, but 
we would suggest that it offers a rich field 
for further inquiry. 

Some problems arise from a continuing 
tendency to fuse (and thereby confuse) en- 
tities which in fact belong on separate theo- 
retical planes: namely, a mental process 
(e.g, conversion) and a personality con- 
figuration (e.g., the hysterical personality). 
This seemingly elementary distinction has 
too often been blurred or overlooked in 
considerations of hysteria. Bringing it clear- 
ly into focus enables us to recognize that 
the conversion mechanism itself may have 
broader application than has generally been 
accorded it. It is such a broader application 
that we have in mind in Proposing the sec- 
ond (and in some cases the first) pattern we 
have described. In these instances, psy- 
chotic symptoms and behavior, instead of 


[86] 


HYSTERICAL PSYCHOSIS 


somatic symptoms, are appropriated by the 
conversion process. 

No leap of the imagination is required to 
recognize that our third pattern, the true 
psychosis, is in no sense related to the con- 
version process. In it, no compromise forma- 
tion is involved. Rather, it is related to hys- 
terical character formation and represents 
the collapse of this style of functioning and 
its usually effective coping mechanisms, 
with resulting psychotic disorganization. Fur- 
ther study is needed to clarify the relation- 
ship of this process to a more malignant 
disorder like schizophrenia. 


Summary n 


We have described three possible patterns 
which produce the clinical picture referred 
to as hysterical psychosis. 

The first, if at least partly unconscious, 
may be hysterical but probably is not psy- 
chotic. It is a culturally sanctioned form of 
coping behavior consistent with, and not à 
distortion of, reality. To state it in other 
words, the behavior which appears to be à 
severe distortion of reality to an outside or 
uninitiated observer is really consistent with 
the prevailing cultural belief system. 

The second pattern involves an uncon- 
scious simulation of the patient’s picture of 
a psychosis, an appropriation of psychotic 
behavioral phenomena, and as such is in 
fact a conversion process. It is a drama 
tization, unconsciously motivated, of tht 
Psychotic role. The mechanism involved is 
essentially the same as that used in the 
Pantomime presentation of the more con- 
ventional conversion process, such as the . 
paralysis of a limb. Under the pressure of Í 
conflict, regression occurs in certain Cif- 
cumscribed areas of ego function, but the 
ego structure remains basically intact. 

The third pattern represents a true p9- | 
chosis, a failure of coping mechanisms and 
an overwhelming of the ego leading to tem- 
porary disruption. The resiliency of the e£? 
that permits its breakdown probably also | 
accounts for its ability to rapidly reconst- 
tute. The crucial issue of distinguishing Ve- 
tween this pattern and the previous 0€ 
Tests on intensive study of the individual P^ + 
tient in his own cultural context. 
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Changes in Fertility Rates of Schizophrenic Patients 
in New York State 


BY L. ERLENMEYER-KIMLING, PH.D., 


SUSAN NICOL, M.A., 


JOHN D. RAINER, M.D., AND W. EDWARDS DEMING, PH.D. 


Two cohorts of patients admitted to New 
York state hospitals in 1934-36 and in 
1954-56 with the diagnosis of schizophrenia 
were compared to assess possible changes 
in marital and reproductive rates during 
the 20-year period. The authors found that 
patients of both sexes and all age groups in 
the later cohort showed increases in marital 
and reproductive rates in comparison with 
those in the earlier cohort. They attribute 
this trend to decreased length of hospital 
stay as well as more flexible social attitudes 
toward former patients and discuss its im- 
plications for population genetics and com- 
munity problems. 


dq LENGTH OF hospital stay for men- 
tally ill patients has been significantly 
shortened during recent years as a result of 
advances in medical technology, increasing 
liberalization of hospital administrative pol- 
icies, and growing interest in the legal rights 
and welfare of the mentally ill. Longer peri- 
ods of residence in the community, coupled 
with more flexible social attitudes toward 
the released patient, may be altering the 
marital and reproductive patterns of per- 
sons afflicted with behavioral disorders. 


Based on a paper read at the Third Interna. 
tional Congress of Human Geneti icagc T 
senda tics, Chicago, Ill., 

The authors are with the department i 
genetics, New York State Psychiatric (ger 
W. 168th St, New York, N. Y. 10032, where D; 
Erlenmeyer-Kimling is senior research scientist, 
Miss Nicol is assistant research Scientist, Dr. 
Rainer is acting chief of psychiatric. research and 
p pening is statistical consultant. : 

is work was supported by Public 3 
vice grant MH-03532 from the Nae er 
of Mental Health and by a grant from the Scottish 
Rite Committee on Research in Schizophrenia. 
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Changes in reproductivity 1 in categories of | 
mental disease that are known to be genet- 
ically influenced have, in turn, potential im- 
plications for both behavior and population 
genetics. ( 

Increases in the reproductivity of affected 
persons may present themselves as either 
a) differential gains in comparison with 
reproductivity of the general population or 
b) maintenance of relative standing while 
the birth rate of the general population is 
rising. In the first case, it is apparent that 
even a small gain in differential fertility 
could reduce a previously existing selective 
disadvantage. In the second case, the ef- 
fects of reproductive trends that merely pre- 
Serve a constant relationship between the 
birth rates of mentally ill persons and the 
population at large may be less obvious. 
Nevertheless, an absolute increase in the 
number of children born to disturbed par- 
ents may have an immediate impact upon 
social institutions as well as important, al- 
beit indirect, consequences for behavioral 
evolution. 

For several reasons, schizophrenia is the 
most interesting of the psychoses which may 
be undergoing reproductive changes in re- 
sponse to changes in hospitalization patterns. 
First, the role of genetic factors in the predis- | 
position to schizophrenia is well recognized, 
despite the fact that the precise hereditary 
mechanisms are not yet fully understood. 
Second, schizophrenia, with an estimated €x- 
pectancy in the population of about one per- 
cent, is one of the most common of the 
mental diseases. Third, schizophrenia has 
been associated heretofore with low repro- 


lIn this paper, the terms reproductivity and 
fertility are used interchangeably and refer 
reproductive performance (child per person), 
to population replacement rate or biological ca 
ity to reproduce? 


not 
pac 
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ductive rates in comparison with the general 
population (6, 10, 12) and indeed has shown 
lower reproductivity than have most other 
diagnostic categories(8, 15, 16). Finally, the 
decreasing duration of hospital residence for 
schizophrenia is especially likely to expand 
opportunities for marriage and conception 
in a condition such as schizophrenia, which 
frequently requires admission well before 
completion of the reproductive period. 

The above considerations prompted the 
present study, in which comparative data 
were collected on marital and reproductive 
rates, as well as on hospitalization patterns, 


for two large samples of schizophrenic pa- + 


tients admitted to New York state hospitals. 
One sample was drawn from admissions in 
1934-36, i.e., before the introduction of cur- 
rent active treatment methods, and the sec- 
ond sample was drawn from admissions in 
1954-56, after such methods had come into 
prominence. Prehospitalization data were 
obtained for all cases, and posthospitalization 
histories were traced for a subsample of 
cases, 

Preliminary and interim reports(4, 5, 7) 
have shown some of the basic marriage and 
fertility trends up to the time of admission, 
with projections beyond that point. In this 
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paper we consider certain aspects of the final 
data on patients whose histories were fol- 
lowed for several years beyond admission. 
More detailed analyses of the data presented 
here, as well as additional categories of in- 
formation on the subjects, will appear in 
future publications. 


Methodology 


Under the design of the study, samples 
were drawn from all patients admitted to 11 
New York state hospitals for the mentally 
ill during: 1) the calendar years 1934, 1935, 
and 1936 and 2) the calendar years 1954, 
1955, and 1956. The procedure of selection 
and expansion followed well-known prin- 
ciples of sampling(3, chap. 15). The sam- 
pling unit was a consecutive hospital num- 
ber in Brooklyn, Central Islip, Gowanda, 
Hudson River, Kings Park, Manhattan, 
Rochester, Rockland, St. Lawrence, and 
Utica state hospitals and in the New York 
State Psychiatric Institute. 

The sizes of the samples are shown in ta- 
ble 1. To ensure comparability of diagnostic 
criteria for both survey periods, acceptance 
of index cases for the present study was 
not based on hospital diagnoses but rather 


TABLE 1 
Sizes of Samples by Survey Period 
BOTH 
DESCRIPTION OF CASES PERIODS 1934-36 1954-56 
l Admissions drawn into the samples 9,790 5,479 4,311 
2 Diagnosis not schizophrenic 6,453 3,557 2,896 
3 Diagnosis schizophrenic (index cases) 3,337 1,922 1,415 
White 2,949 1774 1,175 
5 — Nonwhite 388 148 240 
6 Diagnosis schizophrenic, white (line 4) 2,949 1,774 1,175 
7 Not designated for follow-up 705 398 307 
8 Admission data obtained 669 373 296 
3 Absolute loss 36 25 11 
10 Designated for follow-up 2,244 1,376 868 
11 Followed successfully 1,899 1,118 781 
2 Admission data only 252 184 68 
13 Absolute loss 93 74 19 
14 Admission data obtained 3,167 1,812 1,355 
15 White 2,820 1,675 1,145 
16 Nonwhite 347 137 210 
17 Absolute loss 170 110 60 
18 White 129 99 30 
19 Nonwhite 41 1 30 
20 Followed Successfully (line 11) 1,899 1,118 781 
2l Survived through standard evaluation interval 1,681 976 705 
[89] 
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on a review by staff psychiatrists of the clin- 
ical records of all patients in the samples. 
Criteria used in making a diagnosis of 
schizophrenia were based on a combination 
of affective, behavioral, and intellectual dis- 
turbances of a psychotic intensity. The cri- 
teria included as well a history of disintegra- 
tion of a previously organized personality 
and the presence either of secondary symp- 
toms (of a hebephrenic, catatonic, or para- 
noid type) or of regression and deteriora- 
tion. In essence, the diagnoses followed a 
conservative application of the criteria in 
the 1952 edition of the APA Diagnostic 
and Statistical Manual—Mental — Disor- 
ders(1). 

This procedure yielded a total of 3,337 
schizophrenic index cases (table 1).? It may 
be noted that the ratios of patients diag- 
nosed as schizophrenic to the total number 
of patients screened was about the same for 
both periods. This fact, together with the 
uniformity of the diagnostic standards, 
would seem to indicate the clinical similarity 
of the two samples of schizophrenic index 
cases, 

The plan for this investigation was to 
collect data on the index cases in two 
phases. In the first phase, preadmission his- 
tories were to be obtained on all index cases 
from hospital records. Data available from 
records included demographic variables, 
family histories, clinical information, mari- 
tal and reproductive histories, duration of 
survey admission, and notations of deaths 
in hospital. Such data were successfully 
gathered for 3,167 index cases. Neither hos- 
pital records nor subsequent follow-up at- 
tempts yielded adequate information on the 
remaining 170 cases (called “absolute loss” 
in table 1). 

The second phase furnished the basis for 
this paper. It was designed to provide post- 
admission data and a longitudinal follow- 
up of the index cases. In order to hold the 
work load within bounds, with statistical 
validity, the initial samples of index cases 
were randomly reduced by approximately 


2 The total number of cases was previousl 
Te- 
ported as 3,354. Seventeen cases have since Wei 
omitted because they were nonresidents of New 


York state at the time of admission. 
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one-third. Nonwhite patients were not in- 
cluded among the cases designated for fol. 
low-up. 

The procedures carried out on the re- 
maining patients included: a) tracing all 


| 


hospitalizations subsequent to survey admis- ' 


sion, whether the later admissions occurred 
in New York state or in other states; b) 
locating the residences of discharged patients 
and of relatives of hospitalized patients; c) 
contacting the patient or close relatives by 
means of mailed questionnaires and direct 
interviews in order to verify the personal, 
marital, and reproductive information on 
the index cases and to complete the family 
histories; and d) searching for possible hos- 
pitalizations of the parents, siblings, spouses, 
or adult children whose histories suggested 
mental disorder. 

In this procedure, a case was regarded 
as successfully followed if full information 
was obtained up to the time of death or to 
the end of the reproductive period (esti- 
mated as age 45 for women, age 50 for 
men) or if the time of last information fell 
within the period of the present study 
(1961-65). Serious efforts were made in the 
field work to reduce nonresponse, and the 
degree of success may be worth noting. The 
proportion of patients successfully followed 
for both periods combined was 85 percent 
(1,899 of 2,244). For the earlier sample 
(1934-36) it was 81 percent (1,118 of 
1,376), even though when field work com- 


menced the last known address for some | 


cases was 25 years out of date. For the later 
sample (1954-56) the success rate was 90 
percent (781 of 868). 

The mean year of last information (final 
evaluation) for the cases followed was 1956 
in the early sample and 1962 in the later 
sample. The final evaluation point varied, 
however, for individual cases, especially 
those from the 1934-36 sample. To estab- 
lish a standard reference point, life histories 
were also evaluated as of December 31, 
1941, for cases from the early sample that 
had been followed through that date. Simi- 
larly, a standard point was set for cases 
from the later sample followed through De 
cember 31, 1961. A five- to eight-year peri 
od from date of admission was thus avail 
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able for detailed analysis. To preserve a 
cohort of index cases actually followed 
throughout the interval, patients with final 
evaluation prior to the standard reference 
date were excluded from the analysis. The 
218 cases thus excluded had either died be- 
fore the standard reference date or received 
final evaluation status because they were 
past the reproductive age at last information. 

Table 1 shows a summary of the number 
of cases drawn, designated for follow-up, 
successfully followed, and surviving to date 
of standard evaluation. 

It should be noted here that the figures in 
table 1 represent actual numbers of index 
cases in the samples, but that henceforth all 
figures in tables are weighted. (Excep- 
tions occur only in table 3, where the actual 
numbers in the samples are needed for statis- 


3In a previous report, a standard interval of 
five to seven years was used for a portion of the 
Cases, It has since been possible to extend evalua- 
toi throughout the years 1941 and 1961, respec- 
ively. 
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tical calculations). The weight for any case 
was the inverse of its probability of selection. 
This probability is the initial probability of 
selection of a consecutive hospital number, 
reduced to half if a case had two admissions 
during the three-year period of selection (or 
reduced to a third for three admissions), and 
reduced further because not all of the eligible 
cases were designated for follow-up. 


Results 


Previous reports on this study dealt with 
incomplete and unweighted data(4, 5, 7). 
Unweighted analyses of data up to survey 
admission for the final total of 2,820 white 
index cases give figures almost identical to 
those presented in the earlier report. The 
weighted data reduce slightly the differences 
between the two samples but confirm the 
major trends noted earlier. 

Data up to survey admission, either 
weighted or unweighted, show no apparent 
differences between the 1,899 cases that 


TABLE 2 
Marriage and Fertility Data for All Index Cases Followed Beyond Admission, by Sex 
(Based on Weighted Samples) 


AT 1ST AT SURVEY AT FINAL 
AT ONSET ADMISSION ADMISSION EVALUATION* 
CHARACTERISTIC 1934-36 1954.56 1934-36 1954-56 1934-36 1954-56 1934-36 1954-56 
Male patients 4533 4457 4,533 4,457 4,533 4,457 4533 4457 
Number of children 1577 1,806 1867 2536 2,0046 2,988 2,40 3671 
Children per patient 04 04 04 0.6 04 07 0.6 0.8 
Children per marriage 17 15 19 1.6 19 1.6 18 17 
Children per fertile marriage 27 23 2.6 22 2.6 22 2.6 2.3 
Proportion of patients 
ever married (percent) 200 269 218 35.9 242 406 327 484 
Proportion of marriages 
childless (percent) 346 351 26.7 265 28.7 241 290 — 254 
Proportion of patients with 
Children (percent) 130 174 160 264 17.3 308 232 361 
Female patients 4679 4468 4,679 4468 4679 4468 4679 4468 
Number of children 3574 3,29 4047 4253 4,380 4,915 5,080 5,420 
Children per patient 08 08 09 10 09 1l 11 UO 
Children per marriage 17 15 T2818 T8545 .518 18 19 
Children per fertile marriage 25 22 26 24 21: 5402,5 27/26 
Proportion of patients 
ever married (percent) 456 498 508 541 531 600 588 63.8 
portion of marriages 
Childless (percent) 338 294 348 271 342 261 314 261 
Toportion of patients with 
children (percent) 302 351 332 394 350 444 403 472 
* Mean Year of final evaluation is 1956 for the 1934-36 group and 1962 for the 1954-56 group. 
[91] 
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were followed beyond admission and the 
921 cases that were not followed. The cases 
followed may thus be considered to give an 
adequate picture of the over-all group up 
to the time of admission as well as a detailed 
study of the postadmission period. 

Table 2 summarizes marital and repro- 
ductive data at a series of reference points 
in the life histories of the cases followed. 
The reference points examined here are: 
onset of the disease (estimated time at which 
psychotic symptoms were first detectable); 
first admission to a mental hospital; survey 
admission in 1934-36 or 1954-56 (which 
may or may not be the first admission); 
and final evaluation, as previously defined. 
The term “married” refers to persons who 
had ever been married at the given refer- 
ence point. The number of children is com- 
puted on the basis of legitimate live births. 

Comparison of results for the two periods 
at the various reference points in table 2 
displays changes in the structure of marriage 
and fertility patterns. At each point, the 
1954-56 cases of each sex showed, in con- 
trast to the 1934-36 sample: a) a greater 
proportion of married persons; b) a de- 
creased proportion of childless marriages 
(except for males at onset); c) a corres- 
ponding rise in the proportion of all per- 
sons, male and female, who had produced 
at least one child. Total reproductive rates, 
represented as children per person, were also 
higher for the 1954-56 cases at all refer- 
ence points, with the exception of onset. 

The increment in total reproductive rates, 
however, did not reflect a rise in mean fam- 
ily size. Indeed, it was accomplished despite 
slight decreases in the number of children 
born to fertile married persons as well as to 
married persons generally. Hence, the ad- 
ditional number of children born to schizo- 
phrenic patients in the later survey period 
was distributed across a larger number of 
family units. 

Regarding the comparison between the 
two groups at the time of final evaluation, it 
may be observed that the 1934-36 cases 
had been followed for an average of 21 years 
from survey admission to final evaluation. 
at which time only 8.1 percent were alive 
and within the reproductive period. The 
1954-56 cases were followed only for an 
average of seven years to final evaluation, 
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at which time 57.3 percent of them were 
alive and within the reproductive period, 
Nevertheless, in spite of this handicap, the 
later cases, male and female, showed at 
final evaluation fewer persons childless 
and more children per person. 
Characteristics that influence the marital 
and reproductive trends may be evaluated 
by comparing the two groups prior to first 
admission and for equal periods of time 
following survey admission. Analysis of the 
changes that took place during the interval 
between onset and first admission (figure 
1) illustrates differences between the two 
samples prior to hospitalization. Approxi- 


mately the same proportion of single females | 


in both samples (9.6 percent and 8.6 per 
cent in the earlier and later samples re- 
spectively) contracted new marriages be- 
tween onset and first admission. Although 
the proportion of new marriages that re- 
sulted in childbirth was essentially the same 


FIGURE 1 

Changes in Marital Status and Fertility Between Onset 
and First Admission for the Cases Followed in the Two 
Samples (Each of the percentages designating the amount 
of change, as shown in the arrows, was computed by 
using the subclass at onset as a base. 
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for the two samples of women, the propor- 
tion of women in the 1954-56 sample al- 
ready married at onset had a considerably 
higher rate of conception between onset and 
first admission. Males of the 1954-56 sam- 
ple, on the other hand, experienced sub- 
stantially greater gains in both marriage 
and fertility over the males of the 1934-36 
sample. 

In the analysis of the information gath- 
ered on patients after the survey admission, 
the standard evaluation interval previously 
described is of key importance. This interval 
provides an equivalent length of time beyond 
admission for a cohort of cases in each 
sample. Age-specific comparisons of the 
two cohorts with respect to the hospitaliza- 
tion history during the standard five- to 
eight-year interval show a definite decrease 
in the amount of continuous hospitalization 
and in the total duration of hospitalization 
from the earlier to the later period. The dif- 
ference in duration is in the same direction 
in all age groups (15-24, 25-34, 35-44, and 
45 or over) of both sexes, and calculations 
based on methods described by Deming(2, 
P. 62; 3, chap. 14) give consistently high 
t values. (The t values and methods of cal- 
culation will appear in a monograph to be 
Published on this study and may be ob- 
fained from the authors upon request.) 

Because the procedure was a probability 
Sample, it may be asserted that were the 
Whole procedure repeated with a new sam- 
ple drawn from the same hospitals for the 
Same periods, screened and followed dur- 
ing the same standard intervals with the 
Same care and definitions that were used in 
this study, the change in the average num- 
ber of years of hospitalization per patient 
between the two periods would be close to 

€ results given in table 3. 

The difference between the cohorts is es- 
Pecially marked for the cases that were at 
the peak of the reproductive period (ie., 
ages 25-44) at the time of admission. It is 
Roteworthy that the 1954-56 females, of 

l ages combined, spent an average of 2.89 
Years in the hospital, contrasted with 4.68 
Years for the 1934-36 females. In other 
words, women of the 1954-56 cohort were 
Istitutionalized for about 44 percent of the 

taradmission interval, while women in the 

mer cohort lost 72 percent of the time in 
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this way. Similar findings are noted for the 
males, with 49 percent and 72 percent 
(1954-56 and 1934-36 cases, respectively) 
of the standard interval being absorbed by 
hospitalization. 

In table 3 the age-specific reproductive 
rates for the standard evaluation interval 
give evidence of the effects of the changes 
in patterns of hospitalization. Age group by 
age group, for both sexes, the number of 
children born per person during the interval 
was greater for the later cohort. The only 
exception occurs in the age group 45 or 
over. For the interval as a whole (column 
3), the birth rates among the 1954-56 fe- 
males more than doubled in comparison 
with those among the 1934-36 females; 
birth rates among the 1954-56 males tripled 
in comparison with those among the males 
in the earlier cohort and indeed ran closely 
parallel to the reproductive rates of females 
during the interval. 

The increase applies not only to the in- 
terval as a whole but to fertility data based 
on years spent outside the hospital (last 
column of table 3). It is clear, therefore, 
that the difference in years spent outside 
the hospital was not the sole source of varia- 
tion between the two samples with respect 
to fertility. The data for the child-per- 
person rate per nonhospitalized year sug- 
gest that the cases of 1954-56 made better 
use of their opportunities. For example, if 
the 1954-56 females, aged 15-24 at ad- 
mission, had spent as few years out of the 
hospital during the standard interval as did 
the 1934-36 females of the same age, their 
birth rate for the entire interval would have 
been .250 x 2.75/4.03 = 0.171 children per 
woman, which would still have surpassed 
the rate of 0.099 children per woman ob- 
served for the earlier cases. 

Similar calculations may be made for the 
age groups 25-34 and 35-44, as well as for 
the males. It must accordingly be assumed 
that other factors in addition to increased 
opportunity played a role in raising the 
postadmission fertility of the 1954-56 group, 
just as other factors must have been re- 
sponsible for the differences between the 
samples that occurred prior to admission. 


Differential Fertility 
Whatever the contributing factors, the 
193] 


CHANGES IN FERTILITY RATES OF SCHIZOPHRENIC PA’ 


922 
TABLE 3 
Age-Specific Rates of Fertility for Both Cohorts 
Over the Standard Evaluation Interval, by Sex 
NUMBER OF 
eee eed ESOS MEAN NUMBER CHILDREN. 
INDEX BORN DURING PERSON OF YEARS PERSON 
CASES INTERVAL DURING OUT OF 
AGE (WEIGHTED) (WEIGHTED) INTERVAL HOSPITAL OF HOSPIT) 
Males 1934-36 
All ages 3,963 151 .038 177 
15-24 1,010 55 054 2.56 
25-34 1,543 71 046 1.52 
35-44 965 17 .018 1.64 
45 or 
over 445 8 .018 1.15 
Males 1954-56 
All ages 4,037 510 .126 3.30 
1524 826 183 222 3.45 
25-34 1,412 249 176 3.62 
35-44 1,033 78 076 3.72 
45 or 
over 766 0 0 1.97 
Females 1934-36 
All ages 4,042 213 053 1.82 
15-24 845 84 099 2.75 
25-34 1,284 109 .085 2.08 
35-44 1,113 9 .008 1.52 
45 or 
over 800 1 .014 0.83 
Females 1954-56 
All ages 4,023 480 119 3.65 
1524 581 ! 145 250 4.03 
2534 1,100 278 253 4.00 
3544 1472 57 .039 3.84 
45 or 
we x) D 0 2.62 


marriage and fertility patterns of schizo- 
phrenic patients admitted in the mid-1950s 
had undergone significant changes in com- 
parison with those of affected persons ad- 
mitted in earlier years. More marriages were 
being contracted and more children were 
being born. 

For an evaluation of differential fertility, 
it would have been desirable to use, as a 
yardstick, data on cohorts of the general 
white population of the state of New York. 
The only available fertility statistics for New 
York state, however, are census tables on 
children ever born for 1940 and 1960. 
These tables neither pertain to the precise 
years under study nor fill the need for co- 
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who is chief of the Natality Statist 


hort data followed across the standard eval 
uation intervals. [ 

Cohort fertility data covering the ye 
of the present study have been compiled 4 
published by Whelpton and Campbell: 
birth cohorts of United States women(19 
Unpublished data, in the format of | 
tables referred to, but limited to cohort! 
native white women in the United S 
were made available for the compa 
purposes of this study by Dr. Camp 


4 The table is extended to the cohort of 195t 
table 19 in section 1, volume 1, of Vital Statts 
of the United States(18). 
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Branch, National Center for Health Statis- 
tics. 

It should be mentioned that a comparison 
of fertility statistics for New York state and 
United States women at the census points 
of 1940 and 1960 reveals lower reproduc- 
tive rates for the former in all age groups, 
although the shapes of the age-specific curves 
are the same. Had data on cohorts of New 
York state women been available, therefore, 
relative fertility ratios (as described below) 
would probably have been higher than those 
calculated on the basis of the United States 
cohorts. 

Table 4 presents data on the reproductive 
performance of schizophrenic women and 
of the cohorts of white women in the United 
States, at the beginning and at the end of 
the standard evaluation interval. Fertility 
of the schizophrenic women refers to the 
number of children ever born per woman at 
survey admission (1934-36 or 1954-56) 
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and at the end of the years 1941 and 1961, 
by age of the women at survey admission. 
For cohorts in the general population, sim- 
ilar reproductive measures are shown for 
the years 1935 and 1955, corresponding to 
the midpoints of survey admission periods, 
and again for the same groups of women 
as of the end of 1941 and 1961. 

Data pertaining to the survey admission 
years show that schizophrenic women in 
both periods had lower reproductive rates 
than women of the same age groups in the 
general population. The differential between 
the schizophrenic and general population 
cohorts was, however, substantially less in 
the later than in the earlier period, as may 
be seen by comparing the relative fertility 
ratios in column 4 of table 4. The increases 
in relative fertility hold for every age group, 
and the consistency of the pattern outweighs 
the fact that, for any one age group by itself, 
the gain might be considered small in rela- 


TABLE 4 
Age-Specific Rates of Fertility for Both Cohorts 
of Schizophrenic Women at Admission and at Time of Standard Evaluation: 
Comparison with Cohorts of Native White U. S. Women* 


AT SURVEY ADMISSION 


AT TIME OF STANDARD EVALUATION 


RELATIVE RELATIVE 
FERTILITY FERTILITY 
RATIO, STANDARD RATIO, STANDARD 
SCHIZO- ERROR SCHIZO- ERROR 
SCHIZO- PHRENIC OF SCHIZO- PHRENIC OF 
AGE PHRENIC. V. S. TO U. S. RATIO AGE PHRENIC V. S. TO U. S. RATIO 
A. Earlier sample 
15.19 0 0.040 22-26 0.090 0.723 12 08 
2024 0.183 0.454 40 12 27-31 0.286 1.300 22 05 
25.29 0.526 1.149 46 09 32-36 0.660 1.790 37 07 
30.34 0.572 1.795 32 07 37-41 0.596 2.193 27 06 
3539 1487 2.306 65 08 42-46 1.502 2.503 60 07 
40-44 1.428 2.690 53 10 4751 1.428 2.730 52 10 
15.34 0.383 0.811 4 06 22-41 0.474 1.461 32 04 
15-44 0.754 1.298 58 05 22-51 0.816 1.789 46 04 
B. Later sample 
15-19 0.086 0.075 115 85 22-26 0.457 1.407 33 13 
20-24 0.402 0.789 51 31 27-31 0.562 2.323 24 bi 
2529 1.004 1.642 61 13 32-36 1.345 2.637 51 10 
30-34 0.757 2.126 36 08 37-41 0.934 2.668 35 07 
3539 1712 2.278 75 10 42-46 1.741 2.494 70 10 
40-44 1.394 2224 63 10 4751 1.446 2.264 64 10 
1534 0.663 1.212 55 08 22-41 0.914 2.282 40 06 
Ba 1.090 1.563 J0 06 2251 1.242 2.315 54 05 


enlisted data for the U. S. were kuy supplied for use in this study by Dr. Arthur A. Campbell, now with the Public 


lealth Service, Washington. 
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tion to the standard errors. (The calcula- 
tion of the standard errors of the ratios will 
appear in a monograph in preparation and 
may be obtained from the authors upon re- 
quest.) 

Not surprisingly, reproductive rates for 
schizophrenic women of both cohorts failed 
to keep pace with those for the general 
population during the years following sur- 
vey admission. Schizophrenic women of the 
later cohort aged 15-44 averaged only 20 
percent as many births within the years 
1955-1961 as the general population (i.e., 
the relative fertility ratio was 0.20 for the 
interval). The earlier cohort did even more 
poorly in relation to the general population 
of its time, with only 13 percent as many 
births within the interval 1935-1941. By the 
end of the standard evaluation intervals, 
therefore, the relative fertility ratios for all 
age groups in both schizophrenic cohorts 
were lower than at the time of admission. 

Since the later group maintained higher 
relative ratios over the evaluation interval, 
it may seem paradoxical that the differences 
between the ratios for the two cohorts at 
the end of the intervals (column 9, table 4) 
were not wider than at the beginning (col- 
umn 4). The explanation hinges upon the 
fertility trends taking place in the general 
population during the two periods under 
study. Reproductive rates for the later co- 
hort of U. S. women rose sharply over the 
interval in contrast to those of the earlier 
U. S. cohort. So did the reproductive rates 
of the later cohort of schizophrenic women 
compared with those of the earlier group. 

f Considered proportionately, the increase 
in the interval fertility from the earlier to 
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the later cohort was greater for the schizo- 
phrenic women than for the U. S. women 
(table 5). In absolute magnitude, however, 
it was smaller for the schizophrenic women, 
so that the concurrent gain in relative fer- 
tility is masked in the values obtained for 
the end of the standard evaluation interval, 
The observation remains, however, that the 
relative fertility rates for schizophrenic 
women of the later cohort surpassed those 
of the earlier cohort, age group by ag 
group, at survey admission, throughout the 
standard evaluation intervals, and at the end | 
of the postadmission years. 


New trends are appearing in the mar- 
riage and reproductive patterns of schizo- 
phrenic patients. The increase in marriage 
rate is substantial, as is the rise in the over- 
all reproductive rate and in the number df 
schizophrenic individuals attaining parent- 
hood. Most important, the contrast between 
the reproductive rates of schizophrenic 
women and women in the general popula- 
tion is less prominent for the 1954-56 sam- 
ple than for the 1934-36 group or than fot 
samples studied previously(6, 10, 12, 15, 
16). Although the relative gain in fertility 
observed for the 1954-56 index cases is not | 
large, it is consistent, as shown in the age 
specific data of table 4, and represents ? 
real decline in the selective disadvantage 
that had earlier been associated with schizo 
phrenia. ` 

It is evident that the observed trends derive 
from several sources, although the quantita- 
tive contributions of each cannot be separat 


| 
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TABLE 5 
Comparison of Reproductive Performance During the Standard Evaluation Intervals 
Between the Two Schizophrenic and the Two U. S. Cohorts of Women, Aged 15-44 


REPRODUCTIVE RATES 


PROPORTIONATE INCREASE 
BETWEEN COHORTS 


A 
COHORT OVER THE INTERVAL BETWEEN comers E (PERCENT) 

U. S. cohort 

1935 0.491 

1955 0752 0261 E 
Schizophrenic 

1934-36 0.062 

1954.56 ie 0.090 zt 
[96] 
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ed. A dominant factor, as initially hypothe- 
sized, is the altered hospitalization pattern 
resulting from a combination of medical and 
sociological advances. The additional years 
of community life made available to mental 
patients through constriction of hospital resi- 
dence constitute added years of opportunity 
for marriage and reproductivity—and, as has 
been shown, the schizophrenic patients of the 

1954-56 cohort enjoyed a significantly larger 
block of “opportunity” during the postadmis- 
sion period. As we have also shown, how- 
ever, patients in the 1954-56 cohort had 
higher birth rates per year of “opportunity” 
(ie, per nonhospitalized year during the 
standard evaluation interval). The over-all 
gain in fertility is not entirely explained, 
therefore, by the abbreviation of hospital 
stay and the concomitant lengthening of 
opportunity. 

Two main factors are probably responsi- 
ble for the greater utilization of opportunity 
in the later period; both relate to improve- 
ments in conditions confronting the patient 
upon release from the hospital. The first is 
the extension into the community of drug 
therapies, psychiatric care, and other ser- 
vices; the same developments that have 
changed the hospitalization pattern also 
help, for limited periods of time, to sustain 
the discharged patient at home. 

The second factor is the prevailing social 
climate. Recent years have seen a broaden- 
ing in the understanding of mental illness, 
à relaxation of barriers against the former 
patient, and a general increase in permissive- 
Ness toward refractory behavior in marginal- 
ly adjusted individuals. Consideration has 
been given to a third possibility: namely, 
that the phenothiazines may have a bio- 
logical effect upon the fertility of treated 
Women(17). Since the male index cases 
fved larger reproductive gains than the 
emales, it is unlikely that drug side effects 
Contributed significantly to the trend report- 
ed here. The hypothesis, nevertheless, re- 
Mains of interest for further investigation. 
s Should be mentioned that fertility dif- 
56 Nees between the 1934-36 and the 1954- 
E RON of index cases cannot be attribut- 
M differences in the composition of the 
aie with respect to social charac- 
TOWER Such as religion, occupation, or 

àtion—all of which are known to be 
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important factors in differential fertility. In- 
deed, changes in the composition of the 
samples were such that lower fertility rates 
per opportunity year might have been ex- 
pected for the later group. In counterbal- 
ance, of course, the schizophrenic patients 
of the 1950s were probably influenced by 
the same factors that shaped the general 
population trend toward higher marriage 
and birth rates during that period. 

It may be assumed that schizophrenic in- 
dividuals have been as potentially responsive 
to vogues in family style as their healthier 
peers. The main point is that they are now 
perhaps better equipped to follow the popu- 
lar model. The 1954-56 sample of patients 
followed in this investigation was only at 
the threshold of a new era in psychiatric 
care and social responsibility, so that great- 
er changes in reproductive patterns might 
be forecast for subsequent groups of pa- 
tients. 

Implicit in the fertility gains relative to 
the general population is a small but im- 
portant shift in the structure of the popula- 
tion gene pool. The increases in reproduc- 
tive fitness are, of course, not expected to 
lead to an abrupt rise in the incidence of 
schizophrenia within a few generations. 
Without certainty regarding the genetic and 
current population parameters of the disease 
(e.g., number of loci involved, allelic fre- 
quencies, mutation rates, other aspects of 
fitness), it is not even possible to estimate 
the number of generations required for an 
appreciable rise in incidence. What can be 
foreseen with accuracy is the gradual ac- 
cumulation of alleles that would have pre- 
viously been eliminated through counter- 
selection, the gradual dispersion of such 
alleles throughout larger segments of the 
population, and an eventual increase in the 
proportion of persons who are affected. 

Long-range consequences for the popula- 
tion may be viewed in at least two ways. 
One suggests that the mutational load to be 
carried as a result of relaxation of selection 
against a large number of physical and 
mental conditions can only be dysgenic(13, 
14). Accordingly, the accelerated replace- 
ment of genes associated with schizophrenia 
could be considered' as contributing a sig- 
nificant share to the genetic deterioration 
of the species. 
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A more optimistic outlook is based on a 
promise of future advances that may be ca- 
pable of circumventing entirely the unwanted 
phenotypic effects of the various disorders— 
schizophrenia among others—or, even bet- 
ter, of realizing genotypic “cures” through 
corrections of flaws in the genetic code. It 
would be hoped also that such steps might 
be accomplished at moderate costs to society 
and at little inconvenience to the individuals 
involved. 

Optimism regarding the long-range fu- 
ture, however, must be tempered with cau- 
tion about the immediate future. The prob- 
lem is to pass from the current stage of 
knowledge to the more advanced one prom- 
ised in the course of developing technology 
without being deflected along the way. Cur- 
rently, the costs of genetic disorders con- 
tinue to be heavy, both at the individual and 
at the broader social levels. For schizo- 
phrenia, treatment—although obviously of 
greater benefit than previously—still repre- 
sents a stopgap measure. Recurring periods 
of confusion, general behavioral disability, 
and severe emotional distress remain the 
prospect of most patients. 

One of the more immediate effects of the 
increase in rates of reproduction among 
schizophrenic patients may be to inflate 
the burden on community resources as well 
as to add to the human costs, The birth of a 
child may act to aggravate the illness in the 
schizophrenic parent. The result may be a 
return to the hospital or at least renewed 
need for extensive outpatient support. The 
cost to the community, however, involves 
not only the patient's problems but often 
those of the entire family unit, which may 
require financial aid, social Services, and 
psychiatric consultations. 

Full costs are barely recognized. It has 
long been known, for example, that the risk 
of schizophrenia for the offspring of affected 
parents is high(10, 11), and recent data(9) 
indicate that the risk is not lessened merely 
by removing the children from the parental 
influence at an early age. Aside from Schizo- 
phrenia, moreover, a number of lesser be- 
havioral deviations and inadequacies, socio- 
pathic tendencies, etc., appear to be more 
common among the children of schizophren- 
ic parents than among children of non- 
schizophrenic parents. Whether these are, 
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strictly speaking, the effects of genes that 
show variable expressivity or of a polygenig 
loading that falls short of a threshold suf. 
ficient for overt manifestation of schizo. 
phrenia, whether they are actually unrec- 
ognized cases of schizophrenia, or whether 
they are chiefly the reflections of early en- 
vironmental chaos upon genotypically soun 
individuals is not yet clear. The salient point 
is that a substantial proportion of the chil- 
dren do not display satisfactory mental 
health as adults. 

In the short run, therefore, a continue 
increase in the reproductive rates of schizo- 
phrenic patients may be reflected in a spiral 
of social costs of various kinds. How much 
of an increase in behavioral pathology can 
be absorbed without damaging the genera 
well-being of a population remains question- 
able. Theoretically, at least, it is possible 
that a drift away from behavioral stability 
could take place over several generations, 
The course of behavioral evolution is toward 
change, and changes in social institutions are 
not undesirable in themselves. Nevertheless, 
it is difficult to imagine circumstances in 
which the symptoms of schizophrenia or its 
associated conditions could be advantageous 
in directing the course of social progress. 

The course of social progress over the 
immediate future is precisely what must be 
ensured if human populations intend 10 
strive toward the longer range goals of safe- 
guarding the genetic heritage. Along with 
the best efforts to improve treatment and 
life prospects for the individual patient, 
therefore, go other inescapable responsibil- 
ities. These are to make available to pa 
tients and their families, first, genetic coun- 
seling and, secondly, programs of child 
guidance, with the hope of slowing dow! 
the rate of increase of mental illness until 
such time as the condition can be prevente 
from phenotypic expression. 


Summary and Conclusions 


Marital and reproductive rates of WO 
samples of schizophrenic patients, admitted 
to New York state hospitals in 1934-3 
and in 1954-56, were compared for the 
purpose of assessing changes related to the 
introduction of modern treatment and COM 
munity care methods. Patients of both sex 
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and of all age groups in the 1954-56 period 
showed increases in marital rates (i.e., num- 
ber of family units formed), in fertile mar- 
riages, and in over-all reproductive rates, 
compared to 1934-36 patients. The increases 
evident at admission continued to hold at 
the end of a five- to eight-year standard 
evaluation interval following admission. 

The relative fertility ratios of schizophre- 
nic women, compared to women in the gen- 
eral population, were higher for the 1954-56 
group both at admission and at the end of 
the standard evaluation interval. The abso- 
lute and relative fertility gains shown by the 
1954-56 group were attributed partly to the 
reduction in duration of hospitalization, with 
a corresponding increase in opportunity for 
marriage and reproductivity, and partly to 
greater utilization of opportunity during out- 
of-hospital time. Possible reasons for the 
greater utilization of opportunity are con- 
sidered. 

The reproductive trends are discussed in 
the context of their long- and short-range 
implications for population genetics, behav- 
ioral evolution, and community problems. 
The need in the immediate future for re- 
sponsible genetic counseling, family guid- 
ance, and child care is emphasized. 
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Spouses Under Stress: Group Meetings with Spouses of 
Patients on Hemodialysis 


BY PHILIP W. SHAMBAUGH, M.D., 


A psychiatrist met regularly for eight 
months with a small group of spouses of 
patients on hemodialysis, some of whom 
dialyzed their marital partners themselves. 
The group progressed from an initial state 
of panic and denial to one of more open- 
ness and interaction among members. The 
most striking accomplishment of the group 
was the spouses’ progressively increasing 
sense of emotional separateness from their 
partners as they lessened their reliance on 
denial. At the same time, the role of the 
psychiatrist progressed from omnipotent 


leader to peer. 
0x THE PAST 25 years a number of 
investigators have described the emo- 
tional reactions of individuals subjected to 
Severe external stress(12, 21). A promi- 
nent feature is the clear emergence of primi- 
tive fantasies and defenses which are usually 
obscured in the well functioning personality 
by mature complexities of character struc- 
ture. Small groups under stress similarly re- 
veal the deeper forces underlying individual 
and group behavior. However, we have 
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been able to find only two studies of 
psychodynamics of groups under stre 
6). Both deal with groups of service 
under combat conditions, but neither tr 
such a group from beginning to end or 
relates the regressive defenses of the m 
bers with the dynamics of the group i 

We have studied a group under extr 
stress which has topical interest. It was coi 
posed of spouses of patients whose 
depended on long-term hemodialysis. 
of the spouses had their stress compoi 
by actually being the operators of th 
tificial kidney machine. 


Background 


Long-term, maintenance hemodia 
is a recent development. Only since 
has it been possible to prolong the lives 
patients who formerly died of chronic 
failure. However, dialysis and its re 
treatment, renal transplantation, are 
tently available to only a small minority 
those patients who are medically su 
able(14). In an effort to reduce the 
mendous outlay of money, hospital sj 
and professional time required for dial 
the artificial kidney machine has 
moved out of the hospital and into the 
tients home(5). Training the p 
spouse to operaté the kidney machine 
seemed a way to reduce the expense fui 
but has proved to be such a severe S! 
that some spouses have not been abl 
continue dialyzing(18). In order to € 
the supportive value of regular group m 
ings, a psychiatrist met with a group | 
spouses. 

Our study was undertaken at a 
where hemodialysis was preliminary 
eventual renal transplantation. The 
phrologists selected the spouses who W 
operate the kidney machines at home; ! 


Amer. J. Psychiat. 125: 7. Januar) 


PHILIP W. SHAMBAUGH AND STANLEY S. KANTER 


period of training averaged ten weeks. 
Nurses dialyzed the other patients, either at 
home or in the hospital. The spouse used 
the twin-coil artificial kidney, which has the 
advantage of requiring a relatively short 
time for dialysis: five or six hours two or 
three times a week. The spouse was trained 
to connect his marital partner’s bloodstream 
to the machine via in-dwelling cannulae in 
a superficial artery and adjacent vein which 
were connected between dialyses (the 
“shunt”). Serious malfunctions of the dialyz- 
ing apparatus were rare, but when they oc- 
curred they could be fatal within minutes(5). 


The Group, the Goal, 
and the Technique 


The group met for eight months and in- 
cluded six spouses, three of whom operated 
the kidney machine (table 1). Six other 
spouses, in addition to the parents of an 
adolescent boy on dialysis (M-5 and F-9), 
attended the meetings for short periods of 
time (table 2). Most were from the middle 
socioeconomic class. Only one spouse, M-4, 
had ever consulted a psychiatrist. The 
meetings lasted an hour and a quarter and 
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were held weekly. All sessions were tape- 
recorded and later transcribed; for several 
months there was a human recorder as 
well. We interviewed ‘all spouses except 
M-4 from six months to a year and a half 
after their group experience, 

At the beginning the nephrologists and 
the leader approached the spouses, ex- 
plained that the meetings were intended to 
be investigative and supportive of their op- 
eration of the machine and adjustment 
to the disease but not psychotherapeutic, 
and encouraged them to attend. In accor- 
dance with this goal, the leader allowed 
the members to discuss whatever they 
wished and took a sympathetic, interested, 
and realistic role. He always commented on 
their defensive reactions in terms of general 
human responses to stress and never in- 
terpreted their manifestations of dependence 
or hostility. His major effort was to help the 
members find a mutually endurable common 
ground between denial and despair. 


General Formulation 
Underlying the behavior we observed in 


the group were certain dynamic struggles 
which all the spouses shared(18). They had 


TABLE 1 
Characteristics of Members of the Group 
CASE (SEX) AGE (YEARS) PERSONALITY TYPE MONTHS ATTENDED OPERATED MACHINE 
M 27 Compulsive 13 Yes 
M2 44 “Depressive” 8 Yes 
M3 63 Passive dependent 6 No 
H 31 “Hysteric” 4 Yes 
F2 37 “Hysteric” 2 No 
F3 41 Passive dependent 1 No 
TABLE 2 
Characteristics of Others Who Attended Meetings 
CASE (SEX) AGE (YEARS) PERSONALITY TYPE MONTHS ATTENDED OPERATED MACHINE 
[4 32 Compulsive 2 Before meetings 
M4 40 Passive dependent 1 No 
ij 29 “Borderline” 1 After meetings 
i3 30 “Borderline” 1 Discontinued before 
meetings 
i 38 Compulsive 2 After meetings 
ke 35 “Hysteric” 2 After meetings 
2m 53 Compulsive 1 No 
t3 54 Compulsive 1 No 
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to cope with many stresses including their 
marital partners’ severe medical complica- 
tions, possible death, and regressive behav- 
ior. In response to these unhappy changes 
they reacted with intense feelings of depriva- 
tion and primitive urges toward psycholog- 
ical closeness to their partners and with 
enormous hostility, often giving rise to in- 
tense guilt. Those who operated the arti- 
ficial kidney machine had their infantile 
fantasies confirmed in reality, for now their 
partners were linked to their machines and 
could be destroyed. In response to their 
anxiety, depression, and guilt, both the 
spouses who operated the machine and 
those who did not might resort to primitive 
defenses—particularly massive denial, which 
was often supported by blind faith in renal 
transplantation. This defense was particu- 
larly difficult for the operators to maintain, 
for they were most directly exposed to their 
partners' precarious state. 

In the course of the group experience 
each member developed enough psycholog- 
ical separation from his partner to recognize 
the changed relationships and to begin to 
Brieve. Yet he was continually impeded by 
Tegressive urges toward infantile closeness 
and by guilt related to his rage at being de- 
prived and restricted by the burdens of his 
partner's illness. At the same time, denial 
and guilt comprised an important part of 
his motivation to operate the machine. 

The members unconsciously perceived the 
leader as a parental authority, either ide- 
alized and supportive (a common ego ideal) 
or prohibiting and sadistic (a superego fig- 
ure). On the basis of their shared concep- 
tion of the leader they became identified 
with one another and coalesced as a 
group(3, 13). As the group progressed, the 
members’ views of the leader changed from 
the primitive ones of ego ideal and superego 
toward that of a peer as they shared the 
internalization of mature ideals and norms. 
Thus our group depicted a complex matura- 
tional process common to small groups(19). 
We have analyzed the reactions of the in- 

dividual members and the forces underlying 
the structure of the group at each stage, 
cognizant of the limitations of our data(17). 
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SPOUSES UNDER STRES 
Initial Experience 


The group started with five member, 
three of whom were just beginning to op- 
erate the kidney machine. Although he was 
compulsive, M-1 had a limited tolerance for 
anxiety and depression. For example, when 


his wife had first fallen ill he had projected | 


his anxious fears of loss of control onto the 
hospital. M-2 was guilty, pessimistic, and 
chronically depressed. M-3 had been deeply 
depressed by his wife's illness and had re- 
treated to a lonely life of heavy drinking. 
F-1 had endeavored to learn as much as 
she could about dialysis and had welcomed 
the opportunity to help her husband by oper- 
ating the machine. F-4 had warded off depres- 
sion for a long time by hard-driving activity 
and works of charity. Although her husband 
had successfully undergone transplantation à 
year before, she had joined the group to 
help the others. 

At first the spouses were terrified that 
their machines would break down and bring 
about their partners’ deaths. These fears re- 
ceded after a few weeks when they dis- 
covered that serious malfunctions were rare 
and that they could master the technique 
of dialysis. The discussion then ranged 
widely and impersonally over the lore of 
dialysis and transplantation. F-4 had much 
to add, and the other members often com- 
plimented her in idealized terms. Initially 
the spouses likened the patients to infants, 
but later most seldom mentioned them of 
acknowledged the illness. Rather, they dem- 
onstrated their extreme emotional closeness 
to their partners; for example, they spoke of 
them as “we” rather than calling them by 
name, 

Each member supported his denial and 
maintained his superiority to the others "T 
the group by imagining that he had ? 
special method of mastery. One member h 
a particular technique in operating the m4 
chine; another, a unique insurance policy 
and a third, extensive medical knowledge. 
In contrast to the others, one husband wa 
able to speak intellectually about his wiles 
illness; he made the other members & 
tremely anxious and angry by his pessimis" 
tic comparisons of renal disease to cance! 
and his vivid, macabre imagery, such as his 
Teferences to a new dialysis machine hous? 
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in a wooden box with brass handles on 
the sides. 

Instead of airing their concerns about 
the illness, the members expressed their 
feelings that various authorities were ill-using 
them either out of indifference or malice; 
for example, they thought the doctors were 
not interested in their plight and were using 
them as guinea pigs or experimental dogs. 
They decided that their problem was their 
tremendous financial drain and that only 
massive government subsidization could 
come to the rescue. 

Clearly the members’ initial anxiety was 
enormous and their regression severe. At 
first they projected their fears of loss of con- 
trol of their hostility onto the machine. Sub- 
sequently, most denied all feelings about 
their marital partners. This denial screened 
from full consciousness fearful sadistic fan- 
tasies; for example, much later M-5, the 
father of the adolescent boy on dialysis, 
gave as an example of what people want to 
deny the case of a mother who used a razor 
on some teen-age boys who were trying to 
steal her purse. One spouse, however, ad- 
mitted these fantasies to full consciousness 
but denied their emotional relevance. At the 
same time the members were unconsciously 
identifying with their partners and were pro- 
jecting their own depriving urges toward 
them onto various figures who became ob- 
Jects for displacement of their rage. 

At this stage the members’ displacement 
of their primitive perceptions of the leader 
to other group members and to outside au- 
thorities was a frequent mechanism. One 
member would be focused on as an ideal 
and a good provider for children, and an- 
other as the sadistic bearer of ill tidings 
about their partners’ illness. Authority fig- 
ures were reviled both for failing to ful- 
fill the members’ primitive wishes for sup- 
Port and for persecuting them. Meanwhile, 
i members were only superficially iden- 
fied with one another, for each main- 
tained his private denial, his individualized, 
Magical method of coping, and his isolating 
B “chological closeness to his marital part- 
re In fact, the spouses’ most powerful 
NL to joining the meetings were their 
ey to face the horrible facts and 
ont sn that the group meetings physically 

em away from the patients. 
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Formation of the Group 


As their panic abated the members began 
to speak more openly about their partners’ 
illness. They questioned whether the pa- 
tients realized how sick they were, and 
every week they discussed the latest med- 
ical complications. All accused the physi- 
cian of not telling them how ill their part- 
ners were. The discussion took an ominous 
turn when the members felt that the nephrol- 
ogists made arbitrary decisions about whom 
to save, although they eventually concluded 
that everyone who was medically suitable 
was dialyzed. 

Gradually they realized that they would 
be able to meet their expenses without out- 
side help and that, in fact, money was only 
one aspect of their problem. However, F-4 
felt she had to do something to help 
the others and held a large barbecue as a 
charitable benefit. At the same time she 
was angrily proclaiming that with her hus- 
band’s transplantation she no longer shared 
the problems of the others. The other mem- 
bers, however, were becoming increasingly 
open both in their criticisms of one another 
and in their manifestations of devotion. 

After two months the group faced its 
first crisis when F-4 announced her with- 
drawal. At once the other members also con- 
sidered leaving. The leader responded by 
urging them to vent their hostility in the 
meetings rather than have it erupt at home 
and to press onward toward the goal of suc- 
cessful operation. Thereupon they furiously 
attacked various rulers as legalizing murder. 
One member suddenly asked the leader if 
the recorder were his slave. Yet they con- 
cluded the harangue by praising the gov- 
ernments of states threatened by famine that 
had arranged for everyone to go hungry 
but for no one to starve. 

This stage was marked by the members 
reducing their denial, interacting more open- 
ly with one another, and reaching a tolerable 
accommodation with the leader. Despite 
their increased openness about the disease, 
the members ascribed their denial to the 
patients and maintained that the physicians 
had withheld the facts, thus avoiding a full 
confrontation with their own denial. None- 
theless, they could increasingly give up their 
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reliance on individualized magic as the com- 
munication and support made it possible 
for them to identify with one another. As 
one member put it, they acquired “a sense 
of adversity against the group rather than 
adversity against the individual.” 

As the spouses began to realize they were 
managing both emotionally and financially, 
they progressively replaced their unrealistic 
demands for massive financial support and 
their sense of having been mistreated with 
less extravagant complaints about the phy- 
Sicians. They reached an endurable though 
beggarly accommodation with the leader 
and coalesced about him. But only after 
the group had concluded could the mem- 
bers admit that earlier they had been ter- 
rified that the leader would retaliate by re- 
moving their partners from the program and 
condemning them to death. 

In retrospect, F-4's withdrawal was part- 
ly the result of erroneous selection for, in 
fact, with her husband having undergone 
transplantation, she no longer had dialysis 
in common with the other members. Yet 
she could no more modify her compulsive 
need to give to others than she could adjust 
to the group. In respect to the other mem- 
bers, she played the role of a primitive nur- 
turer (regressive ego ideal). 


Optimism and Partial Separation 


The members of the group then became 
optimistic and certain that they could save 
their partners’ lives. One member an- 
nounced: "It's a big problem, but you can 
beat it. All that’s needed is a relative 
who'll put out the effort.” Indeed, they fan- 
tastically imagined that the group discus- 
sions were resolving all the problems of 
the world. They were strong in their opti- 
mism and could empathize with their part- 
ners’ medical complications and try to under- 
stand what they assumed to be their 
emotional conflicts, 

They described the shunts as the patients’ 
umbilical cords and found it understandable 
that the patients might rip them out and 
commit suicide to escape their dependence 
on the machine or on their spouses. Yet at 

the same time one husband admitted that 
he felt as though he were tied to his wife’s 
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artificial kidney machine by a rope, The ' 
members conceptualized the patients’ not 
facing the facts of their illness as denial 
and criticized magazine articles and tel. | 
vision programs for what they considered to 
be their unrealistic and rosy portrayal of © 
dialysis. Often they sympathized with the 
pain of the patients’ shunt revisions; one 
member was terrified that he himself would 
dislodge it. 

During this stage the members spoke of 
authority figures in less ambivalent terms 
than before. For example, they felt that the 
local cardinal was no longer completely ; 
dictatorial; yet they sometimes called phy- 
sicians their idols or “miracle men.” They 
also began to refer to the leader directly— 
sometimes critically, other times warmly— 
as “their psychiatrist.” 

Inevitably their solicitude about the pa 
tients’ complications led the members back 
again and again to the prognosis. Reality 
took its toll, optimism vanished, and the 
group panicked. Again, the leader urged 
them on toward the goal with freedom to 
scapegoat him. This phase was shortly con- 
cluded when F-1’s husband died and she 
withdrew from the group. 

This stage of the group was marked by 
the members’ omnipotent optimism and 
partial emotional separation from their 
partners. Now active in their efforts a 
mastery, they defended their illusion of 
omnipotent success by denying their owl 
dependence, suicidal impulses, denial, and 
hostility, and by using as repositories fof 
these reactions(20) the patients themselves 
and the physicians who operated upon the 
shunts. Sometimes the defensive nature of 
their projections became obvious, as when 
one spouse felt tied to his wife's machine 
and another was fearful that he himself | 
would pull out the shunt. At the same fime 
the spouses were developing perspective 
about their partners for, in fact, the patients 
were dependent on them and the physicians 
did have to revise the shunts. Althous 
there was increasing maturity in their CO" 
ception of the leader, with ability p 
praise or attack him directly, he was S 
viewed as omnipotent, though now benef 
cent and an object for identification. | 


Amer. J. Psychiat. 125: 7, January “7 


—— owe 


= 
—— 


PHILIP W. SHAMBAUGH AND STANLEY S. KANTER 


Final Stage 


"After the death of F-1’s husband, the 
remaining members of the group recalled 
their similarities to her and partially regress- 
ed to the sadistic fantasies and primitive 
defenses characteristic of the earlier stages 
of the group. Yet they admitted for the first 
time that they were preparing for their own 
partners’ deaths and formulated a person's 
motivation for having a relative dialyzed as 
a means of assuaging his guilt about letting 
him die or of trying to arrange continuation 
together eternally. Shortly afterward, one 
member announced that his wife was losing 
hope and had requested transplantation, 
another suddenly went on vacation, and the 
third began to drink heavily. Although the 
members recalled cases of people killing the 
physicians who had saved them from sui- 
cide, they were able to reunite behind the 
leader, whom they compared to George 
Washington commanding his beleaguered 
troops. 

F-2 and F-3 then joined the group. The 
husband of one of them had always 
Shielded her from concerns beyond her 
housework and care of their children. He 
Was due to undergo his second transplanta- 
tion shortly, and she was certain that his 
"strong, rugged body" would carry him 
through safely again. The other’s initial de- 
pression had lifted as she had become un- 
Shakably convinced that her husband would 
Successfully undergo transplantation and 
as their relationship had deteriorated to 
arguing about his overeating. 

‘The introduction of the new members 
evoked from the other members of the 
Broup frequent expressions of hostility to- 
Ward one another and the leader. When one 
Of the new members became angry about 
her husband's berating her about his diet, 

tWo operators averred that their wives 
Could not do the same or they would kill 
them by shutting off the machine; they even 
Speculated that a person might uncon- 
sciously make a lethal mistake in operation 
it he Wanted to stop the expenses of his 
Wife's illness badly enough. After the meet- 
: ene husband apparently pulled out his 
Wife's shunt while cleaning it. 
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Group Interaction 


A month after the new members joined, 
the group coalesced again by discussing the 
decision it felt the patients had to make— 
whether or not to keep on living—and by 
genially criticizing the leader for his lack 
of omnipotent, curative powers. Talk then 
turned for the first time to the prerequisites 
for a happy family. One member explained 
that it was necessary that parents instill in 
their children the need for helping one an- 
other. A new member added that the older 
children could teach the younger ones. 

Subsequently the members endeavored to 
face their changed marital relationships. All 
agreed that their partners had become short- 
tempered, self-centered, unreasonable, and 
demanding—quite different from the people 
they had married. Sometimes they sadly 
hoped that their partners would change back 
to their original personalities after renal 
transplantation. Some spouses thought of 
leaving their partners, and one admitted 
that he was home as little as possible. Sever- 
al found themselves continually angered by 
the burden of operating the machine and 
caring for the patients, which intensified 
their guilt. One operator was too guilty to 
let anyone else dialyze his wife, and the 
other could trust no one but himself to do it 
safely. Yet they were thankful that the pa- 
tients had not simply died and felt that a 
spouse should stay close to his partner dur- 
ing dialysis and should operate the machine 
if there was no alternative. 

During the period of this discussion the 
two operators' dialyzing apparatus catas- 
trophically broke down, though both patients 
survived. One operator became furious at 
soldiers who supposedly murder defenseless 
women and children. When he regained his 
composure, he told the group how concerned 
he was to have been relieved when his wife 
had seemed to be dying. The other operator 
sympathized with him; his wife's death would 
have made him independent again, and he 
could have pursued his career unfettered. 

During this stage the members rarely re- 
ferred to authorities but instead agreed on 
the necessity for maintaining law and order 
in society and for helping others involved 
in dialysis. 
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The two new members left the group 
when their husbands successfully underwent 
transplantation; at the beginning of the 
seventh month M-3’s wife died, and he then 
left the group. Only M-1 and M-2 remained. 

They dissected in enormous detail the 
methods their relatives used to deny the prob- 
ability of their partners’ deaths. Though 
one commented that a physician can tell a 
person increasingly bad news about a rel- 
ative’s fatal illness and “develop him right 
down to his death,” they concluded that 
even if their wives had little chance of 
surviving, they were doing their best, might 
yet succeed, and could never be criticized 
later. Now they genuinely called the leader 
their friend, and when two new members 
passed through the group they worked in 
partnership with him to support the new- 
comers in their anxiety. One of them ex- 
plained to a new member, “Every person 
who performs dialysis helps the next one, 
who can stand on your shoulders and pro- 
gress.” 

After the 32nd meeting M-2’s wife sud- 
denly died, terminating the group. 


Comment 


The beginning of the final stage of the 
group was devoted to adjusting to the loss 
of F-1 and then to assimilating F-2 and F- 
3 into the group. Although there was a 
partial regression after the death of F-1’s 
husband, the members bore the loss together 
and emerged strengthened. They admitted 
for the first time that they were beginning 
to grieve for their partners and no longer 
consciously assigned omnipotence to the 
leader. The group's discussion of the dread- 
ful prognosis was the milestone that had to 
be Passed to assimilate the new members 
just as before it had initiated the coalescence 
of the group. Then, for the first time, the 
members compared the Broup to a family. 

Subsequently the spouses perceived more 
clearly than ever the change in their relation- 
ships to their partners as they tried to work 
on the mourning involved. On the other 
hand, they partially avoided the pain by 
removing themselves from home and by 
turning their loving ties into rebellious 
hostility, which in turn gave rise to intense 

guilt. Also, their hostility tended to Separate 
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them from their partners and to rekindle 
their urges toward primitive closeness, 
which for the operators were realized by 
their performance of dialysis. 

The members’ relationship to authorities 
had changed. They were concerned with 
their own ideals and guilt and not, as earlier, 
with regressive projections; by comparing 
their guilt fantasies they gained some re- 
lief. 

With the death of M-3’s wife there was 
again a partial regression. Yet, although 
they expected the worst, neither of the re- 


~ 


maining members gave up trying to affect , 


the future. Now they were identified with 


the leader on a relatively equal basis and - 


had internalized the group’s ideals and 
norms. M-2 and M-3 were not overwhelmed 
by depression, guilt, and hostility after their 
wives died, and all three men offered to 
help other spouses of dialysis patients. Lat- 
er, one tried to will his body to help hu- 
manity. 


Later Meetings 


We continued to meet with the spouses 
for an additional five months, and five new 
members sporadically joined. During the 
span of the meetings only M-1 was operat- 
ing the machine. As had happened early 
in the first group, the discussions were 
relatively impersonal. The members all re- 
lied on individualized denial and magical 
styles of coping and never firmly identified 


with one another. M-1 continued to attend í 


although he had retreated to a sardonic, 
intellectual acceptance of his wife's prob- 
able death. Although he had little faith in 
the leader’s powers and felt that emotional 
involvement with the new members would 
only lead to further loss and pain, he was 
willing to support them in a factual way: 

All of the new members shared the ut 
verbalized fantasy that nonattendancé 
would lead to their partners’ removal from 
the program. Just at the point when they 
were beginning to vent their hostility and 
to discuss the patients’ prognosis, one som 
anms husband underwent transplantation, 
and two other members began operating t° 
kidney machine alone. All three withdrew 
and the group disbanded. 
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Discussion 


Our study has practical as well as the- 
oretical implications. Hemodialysis in the 
home has given rise to much hope(14). 
However, both this report and our earlier 
one(18) point out the serious psychological 
implications of training the spouse to dialyze 
his marital partner. The stress is enormous. 
There is a clear potential for serious regres- 
sion and disastrous loss of control. There- 
fore, we feel that the spouse should operate 
the artificial kidney machine only if he has 
passed careful psychiatric screening and is 
provided with appropriate emotional sup- 
port. Group discussions are one possibility, 
our supportive, noninterpretive technique 
proved effective, although it was very de- 
manding on the leader and difficult to sus- 
tain. If psychiatric screening and support 
are not feasible, we feel the spouse should 
not undertake the responsibility for the 
dialysis procedure. Scribner(16) has ad- 
Vocated training the patient first, using the 
spouse merely as an assistant when needed; 
he felt this virtually eliminated many of the 
emotional problems we have described. 

A review of the literature indicates that 
this group is a paradigm of the unconscious 
lorces inherent in group structure and pro- 
cess which are obscured in therapy and 
training groups by the members' more so- 
phisticated defenses. The over-all develop- 
mental sequence was that of the usual small 
group. This sequence was recently examined 
by Tuckman(19), who divided it into four 
Stages resembling ours. A number of au- 
thors(1, 2, 3, 8, 15) have pointed to the re- 
Bression inherent in joining a group. The 
dynamics of the first two stages of the group 
are similar to those Mann(9, 10) has de- 
scribed as involving the resolution of intra- 
Soup hostilities, while the third stage cor- 
Tesponds to Bion’s(2) pairing group in 
Which the relationships tend to be dyadic 
and Optimism reigns. Alexander(1) has ex- 
Plained that an individual on becoming a 
member of a group reverses the childhood 
|a Of superego formation. Scheid- 
nger(15) has referred to the members’ 
fo identification with the leader en route 
Ke internalization of group ideals and 

Ims. Kaplan and Roman(7) have de- 
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scribed the development of a therapy group 
in which the changing role of the leader is 
similar to that in ours. The individual’s 
early denial of the painful relevance of the 
other members by means of private fan- 
tasies has been described by Semrad and 
associates( 17). 

The most striking accomplishment of the 
group was the members’ progressively in- 
creasing sense of emotional separateness 
from their partners as they lessened their 
reliance on denial. This sequence clearly 
illustrates Modell’s thesis(11) that the ex- 
tent of denial is quantitatively linked td the 
degree of lack of separateness from objects. 
Yet to the end, denial and guilt remained 
powerful motives for continued perfor- 
mance. 
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Studies of the Diagnostic Process: The Influence of Symptom 
Perception, Past Experience, and Ethnic Background on 
Diagnostic Decisions 


BY MARTIN M. KATZ, PH.D., JONATHAN O. COLE, 


M.D., 


AND HENRI A. LOWERY, M.S. 


To investigate the conceptual base and the 
factors influencing the process and current 
practice of psychiatric diagnosis, the authors 
designed six studies. Clinicians were asked 
to view a film of a patient interview, rate the 
patient on a standard set of symptom rating 
scales, assign a diagnosis, and answer some 
questions about their backgrounds and spe- 
cific approach to the diagnostic decision 
about the case. The results suggest that 
disagreements among clinicians may be due 
to actual differences in their perceptions of 
certain kinds of pathology rather than to 
semantic preference. Suggestions are of- 
fered for methodological and technical im- 
provements in future research in this area. 


HERE HAS BEEN a steadily increasing ac- 
4 cumulation of evidence in the psychiat- 
tic and psychological literature that is criti- 
cal of the current system of psychiatric 
diagnosis, The evidence would seem to in- 
dicate that the system is unreliable(2), that 
the criteria for classification and discrimina- 
tion among diagnostic categories are unclear 
and ambiguous(15), and that the cate- 
gories themselves are nonspecific, ie. a 
given category can include several types of 
Patients who are very different in their pat- 
terns of symptoms and behavior(7). 
i reviewing this evidence, it is important, 
a ever, from the standpoint of assessing 
€ validity of the traditional diagnostic sys- 
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tem, to distinguish critical results that bear 
on the soundness of its conceptual base from 
those that relate to its practical applicability. 
The current nomenclature suffers from a 
number of technical defects, but much of the 
theory and clinical experience from which 
it stems may be sound. In seeking, there- 
fore, to provide a framework for the de- 
velopment of more adequate classification 
schemes or needed remedies for the old 
system(6), it is important to reexamine the 
traditional scheme to determine where some 
of the fundamental difficulties lie in its con- 
ception or application. 

A focal question of interest is whether 
disagreements among clinicians are a func- 
tion of differences in their actual percep- 
tions of the patient or are simply a matter 
of their assigning different designations to 
patients on whose symptoms and behavior 
they are in agreement. The latter is an issue 
of clarity of definition or of communication; 
it reflects a set of problems which can pre- 
sumably be resolved through discussion and 
through increased precision of terms. 

Differences among clinicians in their per- 
ception of symptoms and behavior, however, 
represent a more serious difficulty. Such 
differences mean that there is disagreement 
with regard to the basic elements that go 
into diagnosis—a complication that simple 
refinement of the descriptive language will 
not rectify. It may mean that, with regard 
to the crucial elements that enter into dis- 
tinctions among diagnostic categories, there 
are basic discrepancies in the perception 
of their presence or absence, or their inten- 
sity, by various clinicians. If discrepancies 
in perception do occur, then questions can 
be raised as to their sources. 

The research reported here is part of a 
series of studies designed to investigate the 
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conceptual base and the factors that in- 
fluence the process and current practice of 
psychiatric diagnosis. The primary problem 
at issue is whether clinicians who disagree 
on the diagnosis of a case also disagree on 
the pattern of symptoms or on the specific 
behaviors or affects they perceive or judge 
to be present in the patient. The methodo- 
logic approach developed to investigate this 
problem then made it possible to examine 
the influence on diagnostic decisions of cer- 
tain factors in the background of clinicians. 

In a preliminary study, national back- 
ground, specifically American or British, 
was investigated as an influence in selec- 
tion of diagnosis and in the perception of 
symptomatology. The results of this study 
and two others having to do with the ex- 
periential backgrounds of clinicians will be 
reported. 


Study 1 


The first of these studies has been report- 
ed elsewhere(6), but the results will be 
summarized here. The study examined cer- 
tain of the difficulties underlying current 
conceptions of paranoid schizophrenia. Al- 
though similar in method to the succeeding 
studies, its aims were quite different. It in- 
volved the showing of several psychiatric 
interviews on closed circuit television to a 
large sample of experienced clinicians, The 
study was carried out at the New York State 
Psychiatric Institute with a group of 25 
psychiatrists and psychologists from the Na- 
tional Institute of Mental Health collabora- 
tive study of drugs in schizophrenia(11). 

A prime aim was to investigate the in- 
terrater reliability of a set of psychiatric 
symptom scales in a standard interview sit- 
uation, i.e, where all raters were viewing 
the same patients at the same time. In the 
course of the study the authors also had the 
clinicians “diagnose” each case. 

We found, as might be expected, that the 
extent of agreement on the diagnosis of a 
given case varied from unanimous or. al- 
most unanimous accord for certain of the 
cases, through disagreement about the par- 
ticular subcategory on other Cases, to very 

sharp disagreement about the major diag- 
nosis on apparently borderline cases. After 
separating the three cases on which the 
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clinicians were agreed, we noted that th” 
patients had all been diagnosed as “schizo. 
phrenia, paranoid type," but that the pa. 
terns of symptoms and behavior maniféste 
by these three patients were distinct. Thy 
patients appeared to be three very differen 
personalities with very different symptom. 

tologies—a “manic, hostile agitated par. | 
noid,” a "withdrawn, fearful" type, and; 
"relatively disorganized, excited hostile" type, 

Aside from indicating that the category ` 
“paranoid schizophrenia" was quite nor 
specific with regard to symptom pattern, 
the study also raised some questions about 
the conceptual base of current diagnostic 
practice. For example, although it was clear 
from the ratings that all three of these pa 
tients were seen to have “paranoid” fe 
tures, it was not clear as to why they wer 
all diagnosed as schizophrenic. There ate 
several possible explanations: 

1. Overt symptoms and behavior have 
little or nothing to do with determining the 
“schizophrenic” diagnosis. 

2. Sheer amount of pathology determines 
whether a patient will or will not be diag 
nosed as “psychotic” or “schizophrenic’— 
the particular kind of symptomatology is les 
relevant to this decision. , 

3. Some "quality" associated with schizo 
phrenia exists, which underlies the manifest 
content of symptomatology and which il 
three patients apparently had in common 
a quality that is not measured by the par 
ticular symptom scales used in this study. 
Although the nature of this quality has been . 
partially described by Riimke(12) and others 
it has not been articulated or communicat 
very clearly and, consequently, cannot 
expected to be dealt with very adequately i 
by the type of standard symptom scale cut 
rently in use in clinical research. i 

Our inability to resolve such issues Id | 
to the development of a series of SM 
studies that were designed to explore the | 
bases of diagnostic decisions in more 0 ’ 
tail. These studies used procedures simila 
to the initial investigations but, in order | 
throw the issue into somewhat bolder reli? 
the focus was on sampling psychiatric cx 
in which diagnostic disagreements of vari" \ 


an 

lSymptom patterns were based on the "^ 
ratings of the sample of clinicians. | 
y 198 
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types among clinicians could be expected 
(especially with regard to schizophrenia). 

To determine the factors that influence 
whether clinicians will diagnose a given case 
as schizophrenia rather than as neurosis or 
personality disorder, the succeeding studies 
focused on the issue of whether clinicians 
who disagree on diagnosis actually differ 
in their perception of symptoms or justify 
their diagnoses on different bases—and, if 
$0, whether certain of the sources of these 
disagreements in diagnosis can be identified. 


Study 2 


The patients who were filmed for this 
and the subsequent studies are quite dif- 
ferent in age, background, and personality. 
In studies 2 and 3 the diagnosis of schizo- 
phrenia was at issue. The sample of clini- 
cians in study 2 consisted of 44 experienced 
psychiatrists who were attending committee 
Meetings of the American Psychiatric As- 
Sociation in Washington, D. C. All clini- 
cians whose data are included in the studies 
had had at least two years of psychiatric 
experience. 

The length of experience of the psy- 
chiatrists in this study ranged from 2.5 to 
40 years, with a mean of 17.6. Of the 44, 15 
had had predominantly hospital experience, 
12, outpatient or private practice, and 17 
had had equal amounts of both types of ex- 
perience, 


Method 


The experimental procedure was the same 
for all of the succeeding studies reported in 
this paper. The group of clinicians was in- 
formed that they would be viewing a 25- to 

Ü-minute film of an interview with a psy- 
chiatric patient and that following the film 
they would be asked to: 1) rate the pa- 
tient on a standard set of symptom rating 
Scales (the Inpatient Multidimensional Psy- 
chiatric Scale[10] and the Glueck-Scho- 
fitld-Meeh] Q Sort[3])?; 2) indicate a di- 
Agnosis from the standard list of diagnoses 
Provided by the American Psychiatric As- 
Sociation's Diagnostic and Statistical Man- 


E 


2Th 
„e results from the Q sort data are not cov- 
fed in this report, S8 
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ual—Mental Disorders(1); and 3) answer 
some questions about their background and 
experience and their specific approach to 
diagnosis in the particular case. 

The patient in this filmed interview was 
40 years of age and had been given a hos- 
pital diagnosis of pseudoneurotic schizo- 
phrenia. He was interviewed in accord with 
the Mental Status Schedule, a standardized, 
traditionally oriented mental status inter- 
view(13). The diagnosis is obviously a con- 
troversial one and it was expected (on the 
basis of previous experience with the 
NIMH-PSC collaborative study clinician 
sample) that, when the clinicians were con- 
fined to using the standard diagnostic no- 
menclature without knowledge of the hospital 
diagnosis, there might be marked disagree- 
ment among a new sample of clinicians as 
to the primary diagnosis. 


Results 


The distribution of diagnoses is presented 
in table 1. It can be seen that there is 
marked disagreement concerning the major 
diagnosis, with 15 of the 17 clinicians who 
diagnosed the case as psychosis using the 


TABLE 1 
The Distribution of Diagnoses Made in Study 2 hy 44 
Clinicians 


CATEGORY NUMBER 


Psychotic disorders 
Psychotic depressive reaction 1 
Schizophrenic reaction 15 

Paranoid 
Acute undifferentiated 
Chronic undifferentiated 
Schizo-affective 
Unspecified 
Total 

Psychoneurotic disorders 
Anxiety reaction 4 
Phobic reaction 12 
Obsessive-compulsive reaction 
Depressive reaction 
Total 23 

Personality disorders 
Personality pattern disturbance, 

paranoid personality 1 
Personality trait disturbance 
passive-aggressive 
Total 
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schizophrenic category. In order to deter- 
mine whether the types and patterns of 
symptomatology perceived by clinicians 
who differ on the major diagnosis are also 
discrete, two groups of clinicians were sep- 
arated, The mean symptom ratings for the 
group who diagnosed “schizophrenia” and 
those for the group who diagnosed “psy- 
choneurosis” were computed and are pre- 
sented in profile form in figure 1.* 

The two profiles are obviously highly 
similar in shape, which indicates that the 
two groups of clinicians did not differ in the 
pattern of symptomatology which they per- 
ceived on the IMPS, i.e., the peaks, low 
points, and relationships among symptom 
factors within a profile are very much the 
same for the two groups. Further, the mean 
levels of the two profiles were not found to 
differ significantly, indicating that the two 
groups did not see different “levels of symp- 
tomatology” or severity. The difference is 
quite graphic, however, between the mean 
rating of the two groups on the factor of 
retardation and apathy and the somewhat 
smaller but significant difference demon- 
strated on paranoid projection. 

A number of other IMPS items and fac- 
tors were compared for the two groups, 
based on the expected sources of disagree- 
ment between clinicians who would diag- 
nose the case as psychosis and those who 
would call it neurosis. Of 13 t test com- 
parisons of this type, the following three 
were significant at the .01 level in the ex- 
pected direction: the factor retardation and 
apathy; the item insight (shows a lack of 
insight regarding himself or an inability to 
Tecognize that he has problems); and the 
item delusions (presence of delusional be- 
liefs or convictions: e.g., has ideas of per- 
secution, ideas of sinfulness). The factor 
paranoid projection unexpectedly distin- 
guished the two groups at the .05 level, It 
should be noted that neither of the above 


# Only those clinicians who completed all of 
dun Dem due were RS in this analysis 
0! who diagnosed schizophreni: 
one who diagnosed neurosis). Se a 
interpreting the level of the rofile h 
"general severity" should be deum Some Dat 
cautiously, since it implies that all of the symp- 
tom areas are equally important in a clinician's 
judgment of over-all severity. 
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FIGURE 1 
Mean Symptom Profiles of the Patient in Study 24 
Viewed by Two Groups of Clinicians Who Differed p 
Diagnosis 
Diagnosis 
y Schizophrenia amma (N=14) 


Neurosis X——---X (N=21) 


EXC PAR INP — PCP MTR HOS RID GRN CNP 


Factors: Inpatient Multidimensional Psychiatric Scale 


EXC—excitement 

PAR—paranoid projection 
INP—anxious intropunitiveness 
PCP—perceptual distortion 
MTR—motor disturbance 
HOS—hostile belligerence 
RTD—retardation and apathy 
GRN—grandiose expansiveness 
CNP—conceptual disorganization 


factor. ; 

The two groups, the clinicians who judged 
the patient to be schizophrenic and the group 
who judged him to be neurotic, did not differ 
in the general pattern perceived nor did they 
differ with regard to the general level of symp 
tomatology observed. They did, howevtl 
differ significantly in their ratings of certam 
symptom areas which, from the : 


items is included in the paranoid z 


of distinguishing between neurosis 3 
schizophrenia, are crucial for diagnosis. h 
this particular case, it is a major 8 i 
quality—the factor retardation and apati 
—which stands out as the area in which ll 
two groups of psychiatrists arrive at veny 
different judgments. 


Study 3 


The second film was selected because Y 
also represented a difficult diagnostic Lu 
lem. The patient is an attractive wor 
her early or middle 20s who is an aspi 
actress. She presents a fairly complic 
symptomatic picture. The interview, W 
is more probing than the Mental Sta 
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Schedule administered in the previous study, 
is psychodynamic in orientation(14). Forty- 
two psychiatrists who viewed the film at the 
1964 APA meeting met the minimal re- 
quirements of two years of psychiatric ex- 
perience. Their length of experience ranged 
from two to 32 years, with a mean of 12.2. 


Results 

The distribution of diagnoses is presented 
in column 2 of table 2. The clinicians’ di- 
agnoses are distributed in a very unusual 
manner; they are almost equally divided 
between the major diagnostic categories of 
psychosis, neurosis, and personality disor- 
der, An analysis of variance to determine 
whether the patterns of symptomatology 
perceived by the three groups (as repre- 
sented in the profiles in figure 2) were dif- 
ferent in shape was carried out in accord 
with the procedure described by Green- 
house and Geisser(4). The results of this 
analysis are presented in table 3. The mean 
Tatings on the symptom factors for each of 
the three groups were computed. These re- 
sults are presented in figure 2. 
_ The results of the analysis of variance 
indicate that those clinicians who made the 
diagnosis of schizophrenia saw both a dif- 
ferent pattern of symptomatology (as indi- 
cated by the significant interaction of symp- 
tom scales and groups)’ and a higher level 
of symptomatology (significant main effect 
for “groups”) than did the groups who 
Made diagnoses of neurosis or personality 
disorder, Despite the differences in the over- 
all patterns perceived, the differences among 
clinicians with regard to diagnosis appear to 

based more on discrepancies in the per- 
ption of specific symptom areas than on 

* over-all pattern of symptomatology. 

hen these profiles in figure 2 are com- 
Pared, one can note that the most pro- 
nounced differences are again in particular 
areas like retardation and apathy, and in 
foid projection and perceptual distor- 
“a With those who made the diagnosis of 
à izophrenia more likely to see or to report 

ore of this type of affect and perception. 
id One factor, the amount of perceived 
Brotenient," significantly distinguished the 

PS who made diagnoses of neurosis and 
"sonality disorder, 
* source of the pattern differences ap- 
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TABLE 2 
Comparative Diagnoses Made in Studies 3 and 4 by 
American and British Psychiatrists 


NUMBER OF CLINICIANS 
AMERICAN BRITISH 
(N = 42) (N = 32) 


14 (33%) 10x) 


CATEGORY 


Psychoses 
Schizophrenic reaction, 
Chronic 
undifferentiated 7 0 
Pseudoneurotic 3 0 
Schizo-affective 2 0 
Simple 1 0 
Other 1 0 
Manic-depressive, 
depressed 
Psychoneuroses 1 
Anxiety 
Depressive 
Conversion 


0 
5 (36%) 
3 
3 
1 
Mixed 2 
6 
3 
1 
5 


(22%) 


Other 
Personality disorders 1 
Inadequate personality 
Schizoid personality 
Personality pattern, 
other 4 9 
Emotionally unstable 
personality 3 
Dyssocial personality 0 
Mixed 0 
Mixed diagnoses 0 
Depressive neurosis- 
personality disorder 0 4 
Psychosis-neurosis- 
personality disorder 


(31%) 19 (59%) 


TABLE 3 
Analysis of Variance of Ratings on Psychiatric Symptom 
Scales by Three Groups of Psychiatrists Who Differed 
on Diagnosis in Study 3 


SOURCE DF Ms F 
Symptom scales 8 2665.87 66.07**t 
Groups 2 876.06 4.29* 
Individuals 

(within groups) 39 204.18 
Groups x scales 16 87.91 2.8*t 


Individuals » scales 
(within groups) 
Total 


"Significant at .05 level. 

**Significant at .001 level. 

4The approximate test of significance of the scales' main 
effect and the interaction of groups and scales required. 
reduction of degrees of freedom to 4,156 and 8,156, respec- 
tively. See Greenhouse and Geisser(4) for rationale for statis- 
tical procedure. 


312 
377 


40.35 
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pears to lie in the varying manner in which 
the three groups perceived the interrelation- 
ship of the affect qualities in the patient. In 
the groups that diagnosed neurosis or per- 
sonality disorder, the amounts of anxious 
intropunitiveness and hostility perceived 
were markedly greater than the amount of 
apathy and retardation attributed to the pa- 
tient. In the group that diagnosed schizo- 
phrenia, the apathy in the patient was seen 
to exceed the hostility, and the discrepancy 
between the apathy and the anxious intro- 
punitive factors was much reduced when 
compared with the relationship of these fac- 
tors perceived by the other two groups. 

The interpretation of complex pattern 
differences is always difficult, but it is clear 
that, in addition to the marked quantitative 
differences among the three groups on indi- 
vidual symptom factors, there were also dif- 
ferences in the ways in which each group 
perceived the relationships among the fac- 
tors, and these differences are primarily re- 
flected in the affect qualities attributed to 
the patient. When these factors were reduced 
to their item components, the differences 
among groups on apathy and retardation 
turned out to be due primarily to the apathy 
items in the factor. 

To summarize the main findings in stud- 
ies 2 and 3 regarding the differences in 
perceived symptoms between those who 
diagnosed schizophrenia and those who di- 
agnosed neurosis, the following are noted as 
the prime distinguishing symptom factors: 
1) apathy; 2) paranoid projection; and 3) 
perceptual distortion, In interpreting these 
findings, it should be recognized that the 
two diagnoses at issue, schizophrenia and 
neurosis, are qualitatively different—the dis- 
tinction between these diagnoses is not 
viewed as merely a quantitative one. The 
two symptom areas which appear to be 
the source of this qualitative distinction 
are: apathy, a quality of affect which is real- 
ly not dealt with in great detail or depth on 
the rating scale; and distortions of reality 
—perceptual distortions of the patient’s in- 
terpersonal relationships. 

_ In either of these symptom areas the pa- 
tient must apparently exceed a certain level 
to be perceived as schizophrenic. One can- 
not be sure here whether experienced clini- 
cians simply have different thresholds for 
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FIGURE 2 

Mean Symptom Profiles of the Patient in Study 3 a 
Viewed by Three Groups of Clinicians Who Differed m 

Diagnosis 

3 Tomis | 


Neurosis a 
Personality disorder e 


EXC PAR INP PCP MIR HOS RID GRN CNP 


Factors: inpatient Multidimensional Psychiatric Scale 


sensing the presence of these qualities ot 
whether some clinicians demand more ei. 
dence before reporting their presence. 

What are the criteria for determining i 
whether the patient has exceeded th 
threshold in either of these two areas? Itis 
clear that equally experienced and qualified 
psychiatrists within the same culture, prt, 
sented with the same evidence, can disagree. | 
Thus a consensus has not been achieved | 
on what constitutes apathy and at whati 
point perceptual distortion achieves Pps} | 
chotic proportions. If one went outside this 
particular national setting, would the thresh- 
olds for the perception of these qualities by 
clinicians from different ethnic backgrounds | 
be even more varied? 


Study 4 


The reasons for carrying this problem to 
another national setting were based partly 
on another aim of the research, noted ead 
er. In addition to the influence of the “pe 
ception of symptoms" on diagnosis, tht 
was a concern with the influence of certa 
other factors in the background of m 
cians which may affect their choice of 9 
agnosis. 

The same film was used (the female pr 
tient in study 3) and a comparative study 
was carried out in a British setting. It x 
be noted, in the following comparison 
the British and American psychiatrists, t 
the former were fairly homogeneous £^ 
graphically (all were located at the Mav 
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sley Hospital), whereas the Americans were 
heterogeneous (representing various areas 
of the country and several training orienta- 
tions). 

There were 32 psychiatrists in the British 
sample to compare with the 42 Americans 
who had viewed this film. Length of ex- 
perience varied from two to 32 years for 
the Americans and from three to 40 years 
for the British. The majority of both groups 
indicated their theoretical orientation to be 
eclectic: i.e., 75 percent of the British and 
58 percent of the Americans. Whereas 15 
percent of the remaining Americans were 
psychoanalytic in orientation, no British 
psychiatrist indicated that as his primary 
orientation. 

The three questions in this study were: 
1) whether the distribution of diagnoses at- 
tributed to the patient within the British 
group would differ from that found within 
the American sample; 2) whether the Amer- 
icans and the British, treated now as groups, 
would perceive different patterns of symp- 
tomatology in the patient; and 3) whether 
the threshold for perceiving certain kinds of 
symptoms was different for the two groups, 
particularly with regard to the apathy syn- 
drome. 


Results 


The findings with regard to diagnosis are 
Presented in table 2. The most striking 
finding is that, although one-third of the 
Americans diagnosed the case as schizo- 
Phrenic, none of the British so diagnosed 
it. Further, although nearly one-half of the 
Americans assigned a diagnosis having at 
least a strong schizoid element present 
(Schizophrenia or schizoid personality), 
RS than one-half of the British diagnoses 
ad a strong affective element (such as de- 
pressive neurosis or emotionally unstable 
Personality), 

m The symptom ratings of the two groups 
E Compared through an analysis of vari- 
E. The patterns of symptomatology per- 
si Ved by the two groups were found to be 
ey different at the .05 level (sig- 
ie groups by scales interaction). But 
n more significant in the over-all picture 


5 
"n aated findings are available from the 


A 
mer. J. Psychiat, 125: 7, January 1969 


943 


FIGURE 3 
Comparative Mean Symptom Profiles of a Patient as 
Viewed by American and British Clinicians 


Group: 
Ametican(N—42) Acc ^ 
British (N= 32) 


Scores 


EXC PAR 


Factors: Inpatient Multidimensional Psychiatric Scale 


was the finding that the British saw less 
pathology generally (significant main effect 
at the .01 level due to “groups”), due par- 
ticularly to those symptom factors which are 
more characteristic of psychosis. As a group 
they saw little or no evidence of paranoid 
projection or perceptual distortion and sig- 
nificantly less retardation and apathy than 
the Americans. The only symptom area in 
which they perceived more pathology than 
the Americans was in anxious intropuni- 
tiveness. (The items which comprise this 
factor are predominantly symptoms of anx- 
iety and depression.) When the tendency 
for the British to see less pathology generally 
is controlled (i.e., when the symptom pro- 
files are equated for over-all level), the two 
areas in which the British differ most from 
the Americans are the anxious intropuni- 
tiveness area, where they see more, and 
retardation and apathy where they see a 
good deal less (see figure 3). 

It is recognized that the study involves 
only one case—an American patient—but 
it is striking that the results appear to relate 
to a similar imbalance in the American and 
British statistics on the epidemiology of 
mental disorders in their respective coun- 
tries. We are referring to the fact that the 
British report proportionately more depres- 
sions and proportionately less schizophrenic 
states than do the Americans in their hos- 
pital statistics(9). 
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These results suggest that thresholds for 
perceiving certain kinds of pathology and 
for the usage of certain diagnoses may dif- 
fer markedly, even in national settings which 
are as much alike as the British and the 
American. Again, it is important to note 
that the source of these differences is likely 
to lie in the interpretation of the affect, 
particularly as regards the level of apathy, 
and in the clinicians’ threshold for perceiv- 
ing and reporting distortions in the percep- 
tion of reality. 

Having noted how ethnic" background 
apparently influences choice of diagnosis 
and perception of symptomatology, we will 
briefly report on the results of studies 5 and 
6, which point up the influence of other fac- 
tors in the background of clinicians. Psy- 
chiatric interview films of two patients, 
neither of which presented a problem as far 
as the major diagnosis was concerned, were 
utilized in subsequent studies. One patient, 
à young man, was selected for filming be- 
cause he manifested quite clearly the classic 
symptoms of schizophrenia, and the other 
patient was selected because she was clearly 
depressed. 

_ The expectation was that there would be 
disagreements about the subcategories rath- 
er than about the primary diagnosis in which 
the patient would be classified; e.g., the 
former patient might be classified as para- 
noid, catatonic, or chronic undifferentiated; 
the latter patient as psychotic or neurotic 
depression, involutional, or manic-depres- 
sive, depressed. The major research ques- 
tion in both studies was whether the pat- 
terns of perceived symptomatology that 
were associated with the various subcate- 
gory diagnoses would be distinct. 


Study 5 


Of the 40 psychiatrists who viewed and 
rated the schizophrenic patient, 17 diag- 
nosed the patient as paranoid Subtype, 16 as 
chronic undifferentiated, and seven as cata- 


"The term “ethnic” is being used in į 
general sense here to refer im UE oed 
background and system of cultural values, 

T The psychiatrists who participated in these 
studies were volunteers from those attending the 
1965 annual meeting of the American Psychiatric 
Association in New York City. 
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tonic. No differences were found 
the patterns or in the specific sympto 
ogy perceived by the two larger gro 
group who diagnosed the case as cal 
did, however, perceive significantly 
hostility than the other two groups. 
more surprising was the fact that, i 
length of experience in psychiatry, 
group averaged 25 years, 11 more th 
of the averages of the other two gro 

State mental hospital statistics i 
that the diagnosis of catatonia has b 
less and less in recent years and tl 
some evidence that the nature of p. 
symptomatology in newly admitted : 
phrenics has changed with time(5). 
can only speculate on the basis of thi 
study, but the evidence that the oldei 
cians may differ from the younger i 
use of certain diagnoses suggests 
changes in clinicians over time—chan 
their diagnostic usage and the shi 
phases in their perceptions—have 
studied along with those change 
are presumed to be occurring in pi 
The younger psychiatrists, in seeing 
cantly more hostility in the patient, | 
simply be reflecting the fact that a s 
emphasis (due possibly to contempt 
trends in theory) has taken place wi 
gard to the various aspects of sym! 
tology. 


Study 6 


The last study to be reported invol 
clearly depressed 52-year-old woma 
was interviewed in accord with a mod 
Mental Status Schedule. The modifica 
consisted of an additional ten minui 
interviewing during which the history 
patient's condition was covered rather 
oughly. It seemed clear to the authors 
time that the patient, whose history i 
ed several previous depressive episod 
at least one manic episode, was à 
depressive, depressed. There was nO 
dence of this history in the mental st 
Part of the interview. 

The film was shown to a group. 
Psychiatrists without the ten minutes € 
tory and to another group of 23 psychi 
with the entire interview. With the 
deleted, the diagnoses were divided 
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equally between the neurotic depression, 
psychotic depression, and involutional cate- 
gories. The three groups did not differ in 
the patterns, levels, or types of symptoms 
they perceived. 

The authors had assumed, perhaps naive- 
ly, that when the entire film was shown to 
another group, there would be general 
agreement on the diagnosis of manic-depres- 
sive, depressed, psychosis and that it would 
then be possible to compare the symptoma- 
tology perceived by this group with that 
perceived by the other three groups. It 
turned out that only about one-half of the 
group diagnosed the case as manic-depres- 
sive, even with the history available. One 
speculative interpretation of this finding is 
that there is so much current reluctance, 
for whatever reason, to use the manic-de- 
pressive diagnosis that, even with the bene- 
fit of this history, only one out of two ex- 
perienced psychiatrists will actually use the 
category. 


Discussion 


In summarizing the results of these stud- 
ies, we wish to emphasize several points 
that seem clear at this juncture. In border- 
line diagnostic cases, clinicians point to 
the symptom areas of apathy and percep- 
tual distortion as the more crucial ones for 
determining schizophrenia. From a different 
Perspective, it is clear in the results of our 
Studies that these symptom areas were the 
ones on which the most disagreement oc- 
curred and, consequently, were the least 
reliably rated on symptom scales. Thus, 
they are the most crucial for important di- 
agnostic distinctions, yet at the same time 
Were the least reliably rated. 

They are also the most complex aspects 
of psychopathology with which we deal, and 
both theoreticians and researchers have, over 
the years, labored with the problems of de- 
veloping precise definitions and methods for 
their study. Observational rating scales can 
‘parently carry research just so far in this 
area; it appears that, even with the clearest 
Of language, the scales are not sufficient to 
S what may be more a conceptual than 
T E ue problem. Rümke(12) pointed 
th e difficulty, even today, of articulating 

© quality of schizophrenic affect. 


Amer, J, Psychiat, 125: 7, January 1969 


945 


Despite these difficulties there are several 
ways in which the problem may be brought 
closer to solution. One is the use of several 
observers and several settings for the ob- 
servation of patient affect and behavior. 
When one moves outside of the clinical sit- 
uation and into the community to study be- 
havior, as was done in a recent comparison 
of Japanese-Hawaiian and mainland-Ameri- 
can schizophrenics(8), the descriptive pictures 
obtained of the pathology of these ethnic 
groups varied as a function of the setting 
(e.g., the community or the hospital) in 
which they were studied. The Japanese were 
seen as significantly more obstreperous and 
expansive in the community and significant- 
ly less so in the hospital than were the main- 
land patients. These findings indicate the 
need to approach the description and defi- 
nition of these symptom areas from several 
vantage points. 

Further, techniques that define the core 
characteristics of apathy and perceptual dis- 
tortion in objective terms will help to avoid 
the problem of varying subjective thresholds 
among clinicians and will obviate the need 
to rely only on the most astute of clinicians 
for research progress in this area. In other 
words, we have to look at the definitions as 
they now stand and are operationally em- 
ployed and to ask whether there may not be 
better methods of measuring these qualities 
than the subjective judgments of clinicians. 

Finally, the experimental approach de- 
scribed in this report for studying the in- 
fluence of various factors on diagnostic de- 
cisions appears to be useful for several 
kinds of research. Even with the limited 
number of psychiatric cases available in the 
reported studies, the value of the method in 
cross-national research has been demon- 
strated, especially as regards the problem of 
comparing two ethnic groups on their 
thresholds for the perception of certain 
kinds of symptoms and on their use of cer- 
tain diagnostic categories. Secondly, its use 
in studying changes in. diagnostic practice 
over time, and in identifying those symptom 
areas which are more carefully attended to 
or emphasized in the clinician’s perception, 
appears promising as a way of studying the 
influence of a variety of background fac- 
tors. Examples of such background factors 
are: the clinician’s approach to diagnosis— 
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whether he relies more heavily on the pat- 
tern of symptoms, the history, or the quality 
of behavior—and his theoretical orientation, 
whether it be psychoanalytic or psychobi- 
ologic. 

Thirdly, the method can serve to clarify 
the conceptual basis of certain diagnoses 
and to identify the critical factors clinicians 
use to distinguish between similar but qual- 
itatively different diagnostic categories. It 
may, of course, be that the major problem in 
the development of a relatively stable clas- 
sification in psychopathology is the fact that 
patients are really changing with time and 
with changes in the culture; the nomencla- 
ture may have to change with them. 

On the other hand, we have some evi- 
dence that emphases in the perceptions of 
clinicians may also be changing, possibly as 
a function of new developments in theory. 
We think, however, that there is sufficient 
evidence that the basic characteristics iden- 
tifying the major categories of disorder, 
such as schizophrenia, have not changed. In 
a situation where the overt manifestations 
of disorder in the patient and the concep- 
tions of the diagnostician may both be 
changing, the task would appear to be to 
find more objective ways of measuring the 
basic characteristics. The experimental 
method described here represents an at- 
tempt to identify certain of those basic 
phenomena. 
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Austen Fox Riggs: His Significance to American 
Psychiatry of Today 


BY JOHN A. P. MILLET, M.D. 


As early as 1913—ten years before Freud 
turned his attention to this field—Austen 
Fox Riggs had developed a fully integrated 
conceptual system of ego psychology. Be- 
tween 1913 and 1940 at Stockbridge, Mass., 
he laid the groundwork for the reeducation- 
al treatment of the psychoneuroses and al- 
lied states in a tightly organized therapeutic 
community. As a by-product of his work he 
developed specialized services which are to- 
day recognizable in the fields of student men- 
tal health, child guidance, and community 
psychiatry and in the teaching of psycho- 
somatic medicine. 


A’ THE CENTENARY meeting of the Amer- 

ican Psychiatric Association in Philadel- 
phia in 1944 a paper was Presented under 
the joint authorship of Drs. Margaret and 
Edward Gildea entitled “Personalities of 
American Psychotherapists”(4). The three 
who were selected for their sampling were 
Drs. Weir Mitchell, Austen Fox Riggs, and 
Thomas W. Salmon. Of these the only one 
still alive was Riggs, although his life was 
to end three years later. 

While Weir Mitchell is remembered as the 
champion of the rest cure for neuroses and 
Tom Salmon as the first psychiatrist to intro- 
duce the principles of dynamic Psychiatry in- 
to the prevention and care of nervous and 
mental disorders among members of the 
armed forces, Austen Riggs is now chiefly 
remembered from the fact that a distin- 
guished center of psychoanalytic education 


" Read at the 124th annual meeting of the Am 
ican Psychiatric Association, "n 
13-17, 1968. e oM 
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and clinical research in Stockbridge, 
is known as the Austen Riggs Center 
Treatment of the Neuroses, or, more c 
monly, as “Riggs.” 
Under the direction of the late Rob 
Knight, this center has harbored for vi 
periods several men and women who 
made significant contributions to the de 
ment of our present-day concepts in thi 
of ego psychology. One need only mi 
Margaret Brenman, Erik Erikson, a 
late David Rappaport; many of their wf 
were published while they served on th 
fessional team at the center. As with He 
Hartmann and his colleagues, these publi 
tions were all developed from the orient 
of psychoanalytic theory. 
What is not generally known is that Al 
ten Riggs himself, the designer and foi 
of the Stockbridge center, had organized 
developed the first systematic, dynamic 
psychology formulated by an Amerk 
physician. He had been putting it to” 
test of clinical practice at Stockbridge a 
years before Freud first seriously faced 
need for a fresh approach to the s 4 
cases whose pathology could not be 
stood within the framework of the 
theory. What is also not generally known 
that, as with Freud himself, the developm 
of Riggs’ theoretical framework evolv 
large part from the arduous process of 
longed self-examination and self-criti 
The differences in background, setti 
and personality between Freud and Rig 
were far more significant than the 
similarities in events determining their Scie 
tific interests. Both men were known 
certain authoritarian quality, the kind 
stems from earnestness of purpose. T! 
thoritarian influence which had the most 
found effect on Riggs’ development 
outlook stemmed from his parents. 
father, a scholarly man and a de 
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physician, died of tuberculosis when Riggs 
was seven years old, leaving behind him the 
memory of impressive admonitions of the 
importance of moral standards and respon- 
sible behavior. These standards were stoutly 
upheld by his mother, who soon came to 
look on her older son as the head of the 
family—a challenge to which he responded 
with readiness. This story has been well told 
` by Lawrence Kubie(7). 


Early Development 


Just as Freud's first investigations of ner- 
vous disorders were stimulated by his ob- 
servations of hypnosis at Charcot's clinic, so 
Riggs’ imagination was fired by his reading 
on the same subject. While a surgical intern 
he suspected the condition of one patient to 
be a form of conversion hysteria and was 
able to establish the correctness of his sus- 
picions. Riggs’ first paper on the subject of 
“neurasthenia” was published in the Medical 
Record in 1908(12), the year before Freud 
came to Worcester at the invitation of Pres- 
ident Stanley Hall of Clark University, his 
lectures being published the following year 
under the title: “Uber Psychoanalyse" (Eng- 
lish version: “Five lectures in Psycho- 
analysis”) (3). 

From the moment this classical work was 
widely distributed American psychiatrists be- 
gan to seek further acquaintance with the 
theories and treatment methods of the 
Viennese psychoanalysts. Until the war 
Clouds descended on the continent of Europe 
these visits were becoming more numerous. 
Communication, however, was interrupted 
by the outbreak of hostilities and was not 
fully restored until 1919. Riggs had begun 
Seeing patients in Stockbridge during the 
Same prewar years but, like Freud, had to 
Postpone the full development of his work 
Until 1919 when, thanks to the help and sup- 
Port of his friends, he was able to establish 
the Austen Riggs Foundation and to acquire 
the Property on which the original Founda- 
tion Inn and Occupation Therapy Shop were 
Constructed, 

Unlike Freud, however, Riggs had only 
Published two articles prior to 1919, so that 
Outside the immediate circle of his medical 
mue and patients the significance of the 
ag begun at Stockbridge was not widely 

Own. It was not until 1926 that the first 
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graduate fellowship was established for the 
purpose of training young psychiatrists in the 
reeducational approach to treatment of the 
neuroses. Since that time many of the lead- 
ers of American psychiatry, including one 
past president of the APA, have had six 
months or more of this basic training in 
psychotherapy under the aegis of the foun- 
dation. 

After graduation from the College of Phy- 
sicians and Surgeons of Columbia University 
and a surgical internship Riggs opted for 
medicine and sat at the feet of Sir William 
Osler. Returned to New York he became 
the assistant of Dr. Walter James, then the 
leading internist in New York. Everything 
looked favorable for a highly successful 
career in the practice of medicine and as a 
teacher in medical school. 

Unfortunately, in 1907 he was suddenly 
struck down with tuberculosis and was 
obliged to accept a lengthy period of rest 
and medical care. At the suggestion of Dr. 
Trudeau, who had been the physician in 
charge of his father’s case, he accepted the 
invitation of his father-in-law, Dr. Charles 
McBurney (who gave his name to posterity 
as the discoverer of McBurney’s point) to 
move with his wife and daughter to his 
country farm in Stockbridge, Mass., where a 
home hospital setup was quickly organized. 

It was in this setting that he set to work 
studying and recording his reactions to the 
sudden calamity which had overtaken him. 
His already established interest in the power 
of suggestion in the development and treat- 
ment of conversion hysteria lent a special 
urgency to his quest, while the memory of 
his own hypersensitivity to the sight of blood 
while a surgical intern provided a special 
indicator for the direction in which his ideas 
might take form. He immediately took up the 
task of reading everything he could find that 
bore on the subject of the influence of mental 
states on bodily function and on current 
concepts of the nature and causes of “neur- 
asthenia.” 

He read widely in the publications of 
Freud, Jung, and Adler as well as such 
other well-known workers in the field as 
Janet Bernheim and DuBois. As time went 
by he followed closely the work of Walter 
Cannon in physiology. His unusually 
thorough understanding of the integrative 
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functions of the nervous system derived from 
his study of Sherrington’s work and his 
intimate friendship with Frederick Tilney, 
the professor of neurology at Columbia. He 
read widely also in the current psychological 
literature, finding the theoretical viewpoint 
of William McDougall on the nature and 
definition of instincts entirely compatible 
with his own ideas(8). 

Drawing from such a wide background 
of reading Riggs extracted those aspects 
of theory which seemed to conform to his 
own experience and then set to work to 
organize them into a conceptual framework 
which he felt could be used for the purpose 
of educating patients to a better understand- 
ing of their symptoms. Basically, every ele- 
ment in his conceptual system had its point 
of reference in some level of nervous organi- 
zation, since without such connections his 
Schema would have had a dualistic quality 
which from the standpoint of biology would 
be inadmissible, 

Riggs was a monist in his philosophical 
outlook. Although he had respect and, in a 
measure, some reverence for those who 
based their values on religious belief, he was 
himself an agnostic and a humanist. His 
organized theoretical system took the Dar- 
winian theory of evolution as its starting 
point and a belief in consciously purposive 
action directed by the intelligence, with 
ethical values offering guideposts, as the op- 
erational principle governing normal hu- 
man behavior. He held the view that the 
development of ethical ideals and abstract 
value systems was the inevitable consequence 
of the eventual organization of the forebrain 
in man, and as such was what provided him 
with the tools of adaptive superiority and 
the Possibility of continuing evolution. 

Riggs’ preference for McDougall’s classi- 
fication of instincts was the best indicator of 
his principal objection to Freud’s emphasis 
on the disturbances of the sexual instinct 
as the chief cause of neurosis, Under this 
system each instinct is represented in con- 
sciousness by a specific emotion. Classified 
as instincts dedicated to the purpose of self- 
preservation, with their associated emotions 
are: inquiry (curiosity), escape (fear) 
pugnacity (anger), self-assertion (pride), 
and self-abasement (shame). Those dedi- 

cated to race preservation are: herd (social 
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feeling), sex (passion), and parental ( 
feeling). In this classification the sex 
stinct is placed on the same level of 
tance as the rest and is thus considere 
ject to the same laws as the others so 
questions of expression in action or 
are concerned. 


Definition of Neurosis 


In a paper delivered by his co-a 
Horace Richardson in Detroit in 193 
before the American College of Physici: 
Riggs gave what had become his comp 
hensive definition of psychoneurosis; “ 
involuntary, automatic disorder of nor 
people based on hypersensitiveness to § 
sation, to emotions, or both, and on the: 
ative imbalance of instincts, causing i 
conflict between instinctive forces | 
adult, intelligent striving and ideals.” 1 
resulting disturbance was looked upo 
compromise formation, protecting the” 
vidual from what was too painful or 
ceptable emotionally and intellectually. — 

The element of hypersensitiveness to 
sation and/or emotion to which he attac 
such fundamental significance was not to 
considered a mark of inferiority or à guar 
antee of adaptive inadequacy but as à 
cial quality which might indeed prove to 
a mark of superior potential. With this © 
cept, coupled with the idea that imbalant 
instinctual drives was subject to col 
through the development of insight and. 
modification of responses—in other WO 
through the reconditioning process— pati 
quickly lost much of their self-directed p 
udices and fears of being considered "que 

Treatment was then directed towa 
reeducation of the patient through exp 
ing to him the way in which he had 
to understand the factors in his owl 
sponses to his environment and to help 
work out methods for improving his adap 
tive techniques, based on a new understa 
ing of his unmet needs and of the unrecog 
ed resources at his disposal. 


Routine at Stockbridge 


The ideal of the therapeutic commu 
formed the keystone of the daily progt 
Patients during their stay in Stockb i 
On arrival they found a small brochi 
their room entitled “The Team” in W 
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the roles and obligations of patients, occupa- 
tional therapists, physicians, nurses, and 
auxiliary staff members were outlined, stress- 
ing the idea of the patient-oriented com- 
munity. The beautiful countryside and com- 
fortable accommodations added considerably 
to the friendliness of the professional staff 
in welcoming the new member of the team. 

On the afternoon of arrival or the fol- 
lowing morning Riggs interviewed the pa- 
tient and introduced him to the associate 
who was to be his regular therapist. The 
associate then made a complete physical 
and neurological examination, calling in a 
colleague as consultant to check any unusual 
finding and to discuss with him any in- 
tuitive impressions he thought worthy of 
notice. The therapist then began a detailed 
anamnesis and outlined the daily routine, 
presenting the patient with a written sched- 
ule for a program of activities suited to 
his needs. 

The reeducation process started with a 
careful exposition of the physiology of the 
Nervous system and the relationship of its 
integrative functioning to the elements of 
consciousness (sensation, emotion, thought, 
ideals). The nature of instinct and the 
methods for attaining mastery over the emo- 
tions which impel us to unpremeditated ac- 
tion were fully discussed, with elucidation 
of the nature of conflicts, the various types 
of defense mechanisms, and the relation- 
ships between unconscious elements and con- 
Sclousness, 

The direction of the reeducation was to- 
Ward a revival of the individual’s ethical 
values as offering the most mature guide- 
Posts for setting the course of decisions and 
the redirection of attitudes. The process and 
difficulties of decision making were explored, 
and the concept of efficiency in planning 
life routines was emphasized. Such planning 
Was to include a proper balance of work, 
Play, exercise, rest, and social activity—in 
other words, the adoption of habits favoring 
Optimal adaptation to the demands of the 
environment, 
nog etinst the background of this semi- 
oe instruction, which in some in- 
is es had to be partly postponed or even 
asa with, the therapeutic conferences 
[s €voted to a more detailed explora- 

of background factors, including early 
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family history, the setting and conditions in 
which symptoms had developed, as well as 
the present set of important personal rela- 
tionships and the place the patient held in 
the community. 

Only when the initial anamnesis had 
been rounded out by these more detailed 
communications was the real task of therapy 
put into high gear. The purpose was, of 
course, to help the patient to understand the 
causes behind the development of his neu- 
rosis and to see for himself how he might 
make use of this new knowledge in refor- 
mulating his life attitudes and aspirations, 
with particular emphasis on the interpersonal 
relationships of most significance to him and 
the revaluation of his self in relation to the 
conflicting forces in his personality. 

Riggs came early to realize that insight 
alone was not the whole answer, but that 
without it little hope for significant changes 
could be expected. Although he never fully 
understood the complex theory of trans- 
ference as evolved from psychoanalytic stud- 
ies, his emphasis on the importance both of 
suggestion and of the educational factor in 
the doctor-patient relationship represented a 
compromise which both partly denied and 
partly accepted the emotional significance 
of the therapeutic bond. His personal rela- 
tionship with patients was maintained by 
occasional individual conferences and by a 
weekly lecture to the whole group in which 
he reviewed the meaning of the aims and 
details of the reeducational process and 
answered all kinds of questions. 


Community Activities 


Riggs, like Freud, had a sense of mission 
in his work. He not only developed a first- 
class therapeutic community but organized 
one of the early mental health and child 
guidance services for the Berkshire com- 
munity. In this interest he was the partner 
of Thomas Salmon and Frankwood Williams, 
who were among the early supporters of the 
work of the National Committee for Mental 
Hygiene, founded by Clifford Beers and 
his friends. 

He also developed one of the early con- 
sulting services to boarding schools and col- 
leges. He and others of his staff made a 
series of visits to Vassar College for con- 
sultations and talks to the faculty. Later he 
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became psychiatric adviser to Williams Col- 
lege. He and his colleagues shared consul- 
tant services to several of the boys’ and 
girls’ boarding schools in the neighborhood. 

Although the humane or “moral” treat- 
ment of the mentally ill had found favor in 
Europe and this country a century earlier, 
Riggs might well be regarded as the origina- 
tor of the therapeutic community as we con- 
ceive it today. In his search for the unifying 
principle in integrated human behavior he 
emphasized ethical ideals as holding the 
secret of maturity. Summarizing the essence 
of psychotherapy as an alliance between 
favorable suggestion and education, he 
termed his therapeutic method “reeduca- 
tion.” As consultant to neighboring board- 
ing schools and colleges he helped to estab- 
lish a new subspecialty of psychiatry. 

He was one of the earliest organizers of 
community mental health services on an in- 
terdisciplinary basis. His work in Stock- 
bridge and the surrounding community was 
crowned by the loyalty of his associates and 
the recognition of contemporary leaders in 
the fields of internal medicine and neu- 
rology. Indeed, he conceived it his mission 
to bring to these and other special fields of 
clinical medicine the significance of psycho- 
logical factors in the understanding and 
treatment of disease. He was thus one of the 
pioneers in broadcasting the principles of 
psychosomatic medicine. His leadership in 
this area was signalized by invitations to 
speak before the American College of Phy- 
sicians(13) and lecture at the Harvard Medi- 
cal School in the field of public health(14). 

Riggs’ conceptual system consolidated 
many of the views held by other workers into 
a firmly organized whole. The terms he used 
did not always coincide with those having 
the same meaning in the writing of others, 
but he was extremely careful in defining 
them. He preferred the terms "unaware" 
and "aware" to "unconscious" and “con- 
scious,” although he accepted the psycho- 
analytic concept of repression. While he 
did not set out to do battle with psycho- 
analysis he was greatly opposed to the rigid 
patterns in the technique of treatment then 
followed by psychoanalysts and in the ex- 

treme length of so many Psychoanalytic 
experiences. 
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An excellent summary of some of the 
parallels in the thinking of Freud and Riggs 
is to be found in “The Riggs Story”(7, py, 
42-47). As pointed out by Kubie, Rigg 
was a close student of the laws of associa 
tion and the mechanisms of attention. He 
also understood the dangers in breaking 
down defenses necessary to the maintenance 
of psychic “equilibrium. What is perhaps 
most striking in his conceptual system is that 
the essential core of what has been said by 
a host of other workers finds a significant 
parallel in the dynamic configuration of his 
ego psychology. 

Austen Fox Riggs was a most impressive 
individual. Tall, dark, handsome, spare of 
frame, he had an intensity in the expression 
of his eyes which commanded immediate 
attention. He had the true charismatic 
quality of a dedicated and gifted inquirer 
after truth. In addition to his gifts as an 
organizer and therapist he was an exper | 
craftsman in wood and a good draftsman, 
His less active hobbies included reading, sail- 
ing, and relaxed talk with friends. 


Riggs as Forerunner 


He brought to his work conviction bom 
of personal suffering and a burning desit 
to turn his talents to the care of the nervously 
ill and to introducing the principles of men- 
tal health into the education of the young 
and the prevention of emotional and mem 
tal disorders. In many respects his eventual 
formulations could be seen as a forecast of 
the trends now discernible in the thinking of 
all dynamically oriented American psychia- 
trists. As elsewhere suggested(9), this 5 
particularly applicable to the conceptual $/* 
tem developed by Sandor Rado known i 
adaptational psychodynamics(10), althous 
Hartmann has also concerned himself deep!) | 
with the essential problem of aden 
in the development of the ego(5) and wi 
moral values in psychoanalysis(6). . 

While Freud was primarily an investigatoh 
Riggs was first and foremost a gifted clini- 
cian, basing his treatment on knowledge n 
and respect for the biological foundations s 
human adaptation. His emphasis on the € A 
cal imperative as the best guide for dr 
Posive action is one which in these troubl i 
days might well be revived in our efforts | 
help the many bewildered patients who 5 
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fer from the now famous identity crisis so 
thoroughly studied by Erikson(1, 2). 
At this time the influence of psychoanal- 
in American psychiatry has been widely 
regarded both here and abroad as endanger- 
ing its continued recognition as a scientific 
branch of medicine. The reaction in some 
quarters is in favor of playing down psy- 
chotherapy in the education of psychiatric 
residents. The science of psychodynamics, 
however, to which Riggs made such a distin- 
guished contribution, is here to stay. 

Riggs’ deep sense of individual responsi- 
bility, based on the power of choice and the 
ethical imperative, reflects his puritanical 
tradition. His liking for pragmatic solutions 
derived from his studies under William James 
at Harvard. The relaxation he experienced 
from exercising his craftsmanship in wood 
gave rise to his emphasis on occupational 
therapy as an integral part of a well- 
rounded therapeutic program. At a time 
when there is a growing tendency to question 
the part which psychotherapy should play 
in the graduate education of psychiatrists 
itis well to remember that much of our 
modern medical practice, and, indeed, of 
present plans for the organization of com- 
munity mental health programs has evolved 
from the scientific conviction and dedicated 
Services of a handful of American physicians. 
Among them Austen Riggs stands out as a 
many-sided pioneer, an explorer who blazed 
the trail for a scientifically based approach 
to the prevention and removal of maladap- 
tive Tesponses to stress, and to the recogni- 
tion of the ethical imperative as an inescap- 
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able necessity for man, rooted in the 
evolutionary development of his forebrain, 
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Card of Thanks 


I THE FIRST ISSUE of the Journal in each calendar year we make 
an effort—feeble as it is—to thank all of those who have assisted 
the editorial staff by evaluating papers and giving advice on specific 
questions that have arisen, including drug dosages, chemical ques- 
tions, and historical points. Neither the staff nor the Editorial Board 
pretends to have global competence to judge all manuscripts en- 
trusted to us and feels it incumbent upon us to seek the assistance of 
individuals known to be competent in some particular segment of the 
discipline. 

The feeling of all of us charged with the duty of selecting the 
manuscripts that are to be published is that the offering of each indi- 
vidual contributor is entitled to careful consideration and evaluation 
as to its importance, timeliness, and expertise. Rarely is a manuscript 
accepted or returned without having been passed upon by two or 
more, and sometimes three or four, reviewers, Whenever possible, re- 
viewers’ notes are included when we return a manuscript and the 
Suggestion is made either to modify the presentation or offer it to 
another journal. 

Unfortunately we are able only to print about one-fourth of the 
manuscripts submitted. This is not a happy circumstance, but it is a 
fact of life. No one likes to return a man’s handiwork. Frequently 
the author’s ideas are good but he is unable to get them across ade- 
quately. The staff is not prissy; a few dangling participles don’t deter 
us, nou do we mind tripping over diphthongs, reassembling tenses, or 
supplying punctuation glaringly absent. The staff can repair these de- 
ficiencies, But when the productions are outlandish or bespeak ques- 
tionable practices or research, there is no place for the article in the 
Journal. Unfortunately, we have also had to return single case reports 
unless they are of exceptional importance, for we simply do not have 
enough space for them. 

We are proud to have asked the assistance of those colleagues 
whose names are appended here. Their large number is assurance 
that we distribute our affections, and if we may claim from this that 
We ride no hobby horses and favor no particular approach to psy- 
chiatric practice, then we are happy about it. 

: We do not include the book Teviewers in this list; their names are 
1 to their reviews, We are grateful to these reviewers, however. 
deis bes have involved demands upon their time, just as 

ntributions of those listed below have. Our thanks and sincere 
appreciation therefore to all of our colleagues who have assisted us. 
Without their generous help we never could have scrutinized and 
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evaluated the nearly 1,000 manuscripts which reach our editorial of- 
fices each year: 

Nathan W. Ackerman, M.D., John W. Appel, M.D., Kenneth E. 
Appel, M.D., Charles D. Aring, M.D., Edward R. Auer, M.D., 
Benjamin H. Balser, M.D., David Banen, M.D., Leo H. Bartemeier, 
M.D., Walter E. Barton, M.D., Francis D. Baudry, M.D., Kenneth 
K. Berman, M.D., Sanford L. Billet, M.D., Graham B. Blaine, Jr., 
M.D., Stanley L. Block, M.D., Wilfred Bloomberg, M.D., Cornelis 
Boelhouwer, M.D., Mrs. Elizabeth Boggs, Malcolm B. Bowers, Jr., 
M.D., John Paul Brady, M.D., C. H. Hardin Branch, M.D., Mr. John 
Brick, Henry Brill, M.D., Eugene B. Brody, M.D., Walter Bromberg, 
M.D., Bertram S. Brown, M.D., Frank G. Bucknam, M.D., William 
E. Bunney, Jr., M.D., Arthur P. Burdon, M.D., Ewald Busse, M.D., 
Robert N. Butler, M.D., Justin D. Call, M.D., Eric T. Carlson, M.D., 
Hugh T. Carmichael, M.D., James P. Cattell, M.D., John R. Cava- 
nagh, M.D., Morris E. Chafetz, M.D., Caroline A. Chandler, M.D., 
Paul Chodoff, M.D., Paula J. Clayton, M.D., Robert A. Cohen, 
M.D., Sidney Cohen, M.D., Jules V. Coleman, M.D., Floyd S. 
Cornelison, Jr., M.D., Lloyd H. Cotter, M.D., John M. Cotton, 
M.D., Chester F. Cullen, M.D., Frank J. Curran, M.D. 

David N. Daniels, M.D., John B. Davies, M.D., John M. Davis, 
M.D., James G. Delano, M.D., Henry Delgado, M.D., Rafael A. Del- 
gado, M.D., Hayden H. Donahue, M.D., Calvin S. Drayer, M.D., 
Leroy W. Earley, M.D., Leon Eisenberg, M.D., James Elmore, 
M.D., Joseph T. English, M.D., Norman L. Farberow, Ph.D., Mal- 
colm J. Farrell, M.D., Barbara Fish, M.D., James C. Folsom, M.D., 
Shervert H. Frazier, Jr., M.D., Arnold P. Friedman, M.D., Robert 
W. Gibson, M.D., Edwin F. Gildea, M.D., Albert J. Glass, M.D., 
Mr. Raymond M. Glasscote, Bernard C. Glueck, M.D., Mr. Irving D. 
Goldberg, Alvin I. Goldfarb, M.D., Jacques S. Gottlieb, M.D., Har- 
old A. Graff, M.D., Paul N. Graffagnino, M.D., Donald C. Greaves, 
M.D., Ernest M. Gruenberg, M.D., Samuel B. Hadden, M.D., Ber- 
nard H. Hall, M.D., Seymour L. Halleck, M.D., Donald W. Ham- 
mersley, M.D., Eugene A. Hargrove, M.D., Hiawatha Harris, M.D., 
Donald W. Hastings, M.D., David R. Hawkins, M.D., George G. 
Haydu, M.D., Max Hayman, M.D., Charles E. Henry, Ph.D., Sew- 
ard Hiltner, Ph.D., D.D., Harold E. Himwich, M.D., Bartholomew T. 
Hogan, M.D., Bernard Holland, M.D., Leo Hollister, M.D., Donald , 
J. Holmes, M.D., John H. Houck, M.D., Paul E. Huston, M.D., David 
J. Impastato, M.D., Harris Isbell, M.D., Abrohm Jacobson, M.D., 
James C. Johnson, M.D., Robert E. Jones, M.D., Jacob P. Kahn, 
M.D., Lothar B. Kalinowsky, M.D., Alex H. Kaplan, M.D., Ari Kiev, 
M.D., Edward F. Klein, M.D., Samuel H. Kraines, M.D. 

Alexander H. Leighton, M.D., Paul V. Lemkau, M.D., Alan I. 
Levenson, M.D., Captain T. H. Lewis, MC, USN, Daniel Lieberman, 
M.D., Robert J. Lifton, M.D., Edward M. Litin, M.D., Reginald S. 
Lourie, M.D., Robert J. McAllister, M.D., Robert S. McKnight, 
M.D., William K. McKnight, M.D., Alan A. McLean, M.D., Des- 
mond P. McNelis, M.D., Harold L. McPheeters, M.D., Paul D. 
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MacLean, M.D., Judd Marmor, M.D., Alexander R. Martin, M.D., 
Harold R. Martin, M.D., James F. Masterson, Jr., M.D., Jack H. 
Mendelson, M.D., Sheldon I. Miller, M.D., Herbert C. Modlin, M.D., 
Donald F. Moore, M.D., George Mora, M.D., Laura E. Morrow, 
M.D., J. Martin Myers, M.D., John E. Nardini, M.D., Joseph D. 
Noshpitz, M.D., Francis J. O'Neill, M.D., Martin T. Orne, M.D., 
Lucy D. Ozarin, M.D., Benjamin Pasamanick, M.D., Daniel T. Peak, 
M.D., Manuel M. Pearson, M.D., William L. Peltz, M.D., Eric 
Pfeiffer, M.D., Loran F. Pilling, M.D., Charles A. Pinderhughes, 
M.D., Earl S. Pollack, Sc.D., William Pollin, M.D., Ralph D. Rabino- 
vitch, M.D., Frank T. Rafferty, Jr., M.D., Richard H. Rahe, M.D., 
John D. Rainer, M.D., Marvin Reznikoff, Ph.D., Samuel Ritvo, M.D., 
George Rosen, M.D., Ph.D., Harold Rosen, M.D., Mervin Rosen- 
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Computers and Psychiatry 


I T HAS BEEN pointed out that computers are a unique technological 

invention, To use a word in elaboration of this uniqueness that 
has acquired an especial piquancy of late, computers have “radical- 
ized” traditional gathering, storage, and dissemination of information. 
This has resulted in a vast expansion of the domain of the knowledge 
heretofore circumscribed by the limits of Cartesian coordinates. The 
computer has “mathematized” the now-you-see-it-now-you-don't 
world of behavioral “facts” and in doing so has provided a Rosetta 
stone for the translation of its idiosyncratic Babel into any of an al- 
most infinite number of languages. Possessed of this capacity, com- 
puters approach being a universal heuristic device with which to en- 
courage the curious to discover "the mysteries of this machine called 
Man and the little that unhinges it," as the socially perceptive Charles 
Dickens defined the goal that beckons psychiatry. 

One senses in the papers on this subject contained in the sup- 
plement to this issue the social catalysis that promises to bring the 
long-awaited change in the coordination and delivery of more, bet- 
ter, and cheaper psychiatric services for more people. The model 
programs that are prerequisite for this are currently available. They 
have gained public visibility in the national health legislative activity 
of recent years: the area-wide planning initiated by the Hill-Burton 
legislative program, the regional medical program (Public Law 239) 
inaugurated by the 89th Congress, and the burgeoning of compacts 
in many sectors of the polity which are in themselves a tacit recogni- 
tion of the anachronism of health programs that do not transcend the 
jurisdictional limits of traditional political boundaries. 

The communications sector of the national economy has long since 
responded in recognition of the common benefits to be derived from 
cooperative and collaborative efforts. These manifold achievements 
are to be witnessed in the direct-dial telephone system, the nation- 
wide linkage of network television, and such latter-day developments 
as Comsat (Communications Satellite) Edunet (the interuniversity 
information network) and in the Medlars program under the auspices 
of the National Library of Medicine. 

It is now time that psychiatric facilities throughout the nation recog- 
nize the wisdom of creating a Psi-net—a computer public utility for all 
segments of the psychiatric establishment—as well as the enormous 
savings that would follow this creation. i qa 

Although this happy day will not herald the millennium, it will 
confer benefits which at present boggle the imagination. Its services 
would be shared among many users at widely separated geographic 
locations, each user bearing his proportionate share of the total cost. 
Business office records, psychological test data, and epidemiological 
statistics can be stored and made instantly available on display scopes 
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to viewers, whose access to privileged information can be on a 
selected and controlled basis. 

With appropriate programming, the same equipment can be 
used for on-the-job training, examinations, self-instruction, and even 
certain research. Substantial savings can be realized from greater 
Operational economy in every sector of the establishment. More 
appropriate and efficient use of scarce manpower should not only 
improve the quality of the over-all care rendered patients but also 
contribute significantly to the morale of the staff. 

Inasmuch as the U. S. Air Force SAGE system, which was devised 
to protect the United States against surprise air attack, was the 
original working version of this computer utility concept, and has 
been operational for ten years, is it not time that this innovation be 
summoned to the defense of the mental health of the nation? 


Howarp P. Rome, M.D. 


HOFHEIMER PRIZE APPLICATIONS INVITED 


i The American Psychiatric Association invites applications for 
its annual Hofheimer Prize Award ($1,500) for outstanding 
research in psychiatry and mental hygiene. Applicants must be 

- S. or Canadian citizens less than 50 years of age. If a group 
of co-workers is involved, the median age must be less than 
50, and the majority must be U. S. or Canadian citizens. Any 
professional Person who has done creative work in this area 
is eligible. The work must have been completed or published 
on or after July 1, 1965. 

To apply, submit six copies of the book or research report, 
or six reprints of publications Teporting it, to: Hofheimer Prize 
Board, American Psychiatric Association, 1700 Eighteenth St. 
N.W., Washington, D. C. 20009. Books, reprints, or other 
entries will be acknowledged but will not be returned. The dead- 
line for submitting entries js March 1, 1969. 
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Trends in Psychiatric Treatment: 
A Report of a Private Psychiatric Practice 


BY JOHN S. VISHER, M.D. 


The author analyzes the character of his 
private practice over a 15-year period 
(1951-1966) with regard to diagnosis, type 
of service provided, and length of treat- 
ment. The data from 600 patients revealed 
a shift toward briefer therapy as well as a 
tendency to avoid hospitalization. Generally, 
use of dynamic diagnoses proved more sat- 
isfactory than use of standard diagnostic 
categories. The author stresses the value 
of further studies of private practice, es- 
pecially because of their potential useful- 
ness in community mental health planning. 


Aa psychiatrists in private prac- 
tice play a vital role in the provision of 
community-based mental health services, 
little has been published which clarifies 
their contribution to the diagnosis, evalua- 
tion, and treatment of emotionally disturbed 
patients. Bahn and associates(1) have es- 
timated that as many patients are seen by 
Psychiatrists in private practice as by psy- 
chiatric clinics, which in 1962 served an 
estimated 750,000 persons in the United 
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States. A search of the literature does not 
reveal other reports which analyze the 
practice of a single psychiatrist as to num- 
ber and diagnosis of patients or length of 
treatment. 

Following an eclectic residency as a fel- 
low at the University of Minnesota, I prac- 
ticed psychiatry in Berkeley, Calif., from 
September 1, 1951, to January 1, 1966, a 
period of nearly 15 years. During the first 
five years I devoted ten to 20 hours per week 
to a part-time clinic position and 30 to 40 
hours per week to private practice. After 
1956 the private practice was full time ex- 
cept for community activities. Referrals 
came from many sources in the community, 
primarily from other psychiatrists, internists, 
general practitioners, social agencies, and 
mental hygiene clinics, as well as from 
former patients. Each patient was offered 
a method of treatment that appeared suit- 
able or practical, and few patients were re- 
fused at least a trial period of psychother- 
apy if they wished it. 

New patients were usually under 40 years 
of age, as has been reported by Bahn(1), 
but all age groups were represented. Adoles- 
cents were accepted for treatment but did 
not often request it. Children were referred 
elsewhere, although a parent or parents 
were sometimes seen regarding the prob- 
lems of a child or young adolescent patient. 
Generally, patients in treatment came for 
50 minutes once or twice a week but came 
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more frequently in crisis situations. Varia- 
tions in treatment methods, especially dur- 
ing the final years of practice, included see- 
ing patients in conjoint or family therapy or 
for partial hours at infrequent intervals. Pa- 
tients were referred elsewhere for group 
psychotherapy when indicated. Interrup- 
tions in therapy for short or long periods 
were often suggested, with patients fre- 
quently returning repeatedly over the years 
for help in crisis situations. 

Private psychiatric fees in California in 
1951 were much lower than they are now. 
An evaluation interview or a therapeutic 
hour was $15, and intensive psychotherapy 
at a reduced fee of $10 per hour was avail- 
able. Later, the “usual” fee was raised to 
$20 and finally to $25, but again, a $5 per 
hour reduction in fee was frequently ar- 
ranged for long-term patients. Few patients 
could be described as financially comfort- 
able, and most earned money for treatment 
with. secretarial, teaching, nursing, or other 
jobs. It was almost never considered neces- 
Sary or desirable to extend credit on a 
planned basis for treatment. More than 95 
percent of the patients eventually paid their 
bills in full. Most difficulty was experienced 
in collecting from patients who had been 
seen only once or twice for evaluation. 

Generally, patients resided within a ten- 
mile radius of Berkeley, but others came 
from greater distances—in a few instances 
an hour or more away. Most patients were 
at least high school graduates. (Also see 
Bahn[1].) With only a few exceptions 
(about one percent of the total number) 
all patients were Caucasian. i 


Statistical Data 


During the 15 years covered by this study. 
the author saw a total of 600 patients for 
evaluation or treatment; this Was an average 
of approximately 40 new patients per year. 
Of the 600 patients, 206 (34 percent) 
were seen only for evaluation, which was 
defined as one or two hours, while 394 
(66 percent) came for treatment, which 
was defined as three or more hours. Of the 
persons evaluated, 87 (42 percent) were 
men and 119 (58 percent) were women. 
Treatment patients consisted of 184 (47 
percent) men and 210 (53 percent) women. 
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In determining the length of treatment 
all patients were considered according t 
the year in which they first came for heb, 
The total number of hours for each patient 
was calculated for the entire length of treg. 
ment, which may have consisted of seven 
periods of therapy. Thus it became posi | 
ble to assess whether there were differen 
in total duration of treatment between pe 
tients who entered treatment during exh 
five-year period. Annual variations in num 
bers of new patients were often quite er 
treme. The averages for the three five-year 
periods (1951-1955, 1956-1960, and 1961. 
1965) were used. 

First, a comparison was made of the fre 
quency of treatment versus evaluation d 
the beginning and end of the entire 15-year 
period. A statistically significant finding a 
the 5 percent level was that the percentag 
of all patients who stayed for three or mot 
hours increased from 56.6 percent in 195: 
1955 to 69.4 percent in 1961-1965. 

In calculating the trends in duration d 
treatment, it was possible to compare ofl} 
the patients from the first two five-yedt 
periods, 1951-1955 and 1956-1960, since 
patients who entered treatment during th 
final period, 1961-1965, in some instan 
were prematurely terminated or transferred 
when I left private practice in 1966. This 
it was not possible to estimate what th 
total duration of therapy might have bet 
for those who had wished to conto 

The length of treatment for all the 2 
patients who began treatment during the 
first ten years averaged 59.7 hours. In ths 
group 17 percent were patients who wet 
eventually seen for over 100 hours "d 
while 83 percent were treated for less t 
100 hours. Fifty-seven percent of the treat 
patients were seen for 25 hours or less. r 

The percentage of patients eventually i 
ceiving more than 100 hours of se 
declined from 20 percent in 1951-195 i 
15 percent in 1956-1960. Patients 1°% 
ing 25 hours or less of treatment Hic 
from 56 percent to 58 percent, and i 
receiving 26 to 99 hours of treatment tí 
creased from 24 percent to 27 percent. z 
though these percentage increases 1 | 4 
merically small, they reflect a shift be «| 
treatment of shorter duration, and th! d 
also confirmed by an appreciable and 
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tistically significant decline in the average 
number of hours per treated patient from 
63 hours in 1951-1955 to 57 hours in 
1956-1960." 

In considering the group of patients who 
began treatment of 100 hours or more du- 
ration during the first ten years, we find that 
they constituted 46 of the 269 patients 
receiving treatment. Four were seen for over 
500 hours each, 11 for 300 to 499 hours, 
and 31 for 100 to 299 hours. 

A study of patient records revealed that 
one or two of the approximately 40 new 
patients each year usually had symptoms of 
chronic brain disease, five or six utilized 
psychotic defenses at one time or another, 
and 20 to 25 had mixtures of psychoneurotic 
and personality trait disorders, with more or 
less successful handling of anxiety. In ten to 
15 patients, usually seen only once or twice 
for evaluation, it was either not possible to 
gain an impression of diagnostic categories, 
or else no significant pathology appeared to 
be present. Difficulties related to precision 
ied diagnostic labels will be discussed 
ater. 


Discussion 


One clear finding of the analysis of these 
data is that patients tended to remain for 
treatment of three or more hours with great- 
er frequency during the last five years of 
the practice as compared to the first five 
years. This may be related to the growth 
of my experience and skill in contacts with 
patients, 

The data revealing a shift toward ther- 
apy of shorter duration are probably related 
to a shift in my treatment philosophy. Dur- 
mg the first five or six years of my prac- 
tice I was interested in developing knowl- 
tdge and skill in treating patients requiring 
long-term and intensive therapy, and I en- 
praed patients to continue treatment for 
Onger periods, Concurrently I utilized brief 
Psychotherapy in my work as a staff psy- 
Chiatrist and consultant to the student health 


ers 
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service of the University of California, where 
brief psychotherapeutic methods were uti- 
lized with great effectiveness. 

During 1953-1954 I and other staff mem- 
bers of a mental hygiene clinic which had 
previously been committed to long-term 
treatment of patients began to study the 
function of the clinic and its relation to 
community need. One result was a partial 
reorganization of clinic functioning in order 
to provide time for more brief psychother- 
apy, emergency services, and group treat- 
ment(5). 

Also, during the 1950s more and more 
experience with these therapeutic modalities 
resulted in an increasing acceptance of these 
methods both by patients and therapists. It 
became increasingly apparent that they were 
effective, relatively economical, and often 
more suited to patients’ expectations and 
needs than the intensive and prolonged psy- 
chotherapy which had been previously em- 
phasized(4). It is probable that data from 
the final five-year period of the practice 
would have shown even more of a shift to- 
ward shorter duration of treatment. 


Usefulness of Diagnostic Nomenclature 


When an attempt was made to categorize 
patients with respect to diagnosis, it quickly 
became apparent that there was a lack of 
clarity and applicability of current of- 
ficial nomenclature with regard to those pa- 
tients usually seen in private practice. 

For example, some patients were actively 
psychotic, others were chronically with- 
drawn and inadequate in their social rela- 
tionships to a degree at times considered 
psychotic, while in other instances patients 
had a psychotic episode before, during, or 
after entering treatment. During intervals 
between such episodes there was often no 
overt evidence of psychosis, and the pa- 
tient’s functioning was considered adequate. 
Without the history of psychosis, the condi- 
tion of such patients might have been of- 
ficially classified as personality disorder or 
psychoneurosis. 

Similar difficulties were encountered in 
using the official nomenclature to differen- 
tiate among psychoneurosis, personality dis- 
order, and transient situational personality 
disorder. All three disorders shared the 
common characteristic of anxiety, which 
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was expressed or defended against in vary- 
ing ways at different times, depending on 
the stressful situation. Beneath every anxiety 
or depressive reaction was a basic per- 
sonality disorder, while the “pure” person- 
ality disorders often were also character- 
ized by symptoms of anxiety. 

The ebb and flow of the patients’ life 
events and treatment resulted in varying 
diagnostic impressions. The perspective of 
months and years of work with a patient 
was valuable in understanding initial im- 
pressions and how mistaken they had been 
in some instances. At best, a diagnostic label 
often seemed superficial and inadequate, 
describing the state of things at a cross- 
sectional moment of time but failing to give 
an adequate impression of the dynamic sit- 
uation of the patient. In general, then, my 
attempts to enumerate patients according 
to official diagnostic categories proved un- 
rewarding because the resulting label was 
only as accurate or precise as was the em- 
phasis on assigning importance to multiple 
symptomatic or behavioral patterns. 

What proved much more useful in prac- 
tice was a dynamic diagnosis or understand- 
ing of the patient’s life problems and their 
historical context. Severe stress leading to 
severe anxiety in patients whose learned 
mechanisms of coping were not effective at 
the moment might result in psychotic symp- 
toms such as disintegration of impulse con- 
trol and loss of contact with reality. Less 

` severe anxiety and/or more effective or 
qualitatively different coping efforts might 
result in somatic or neurotic symptoms. 
Therefore, in treatment the general ap- 
proach was often similar. Each individual 
was helped to deal with and face his prob- 
lems to the extent he could tolerate, while 
he learned better ways of understanding 
and coping with them and with the anxiety 
which resulted from exposure to conflict and 
stress, 


Private Practice and the Community 


One special feature of the practice was 
the maintenance of patients with severe dis- 
orders in the community rather than in 
the hospital. Hospitalization was infrequent- 
ly used for patients, even during periods of 
acute crisis, as it became apparent that with 
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appropriate supportive techniques, includ. , 


ing the use of tranquilizing medication when 
this became available, it was usually po. 
sible and desirable to maintain even sever. 
ly disturbed patients in the community. There 
was a steadily decreasing rate of patient hoy 
pitalization throughout the 15 years of prao 
tice, and an average of only one patient per 
year required even as much as a week or 
two of hospital treatment during the la 
six years of the practice. It was not neces 
sary to commit any patient to a state hos 
pital once rapport had been established, 
It is unfortunate that detailed informa 
tion is not available from the practices o 
other psychiatrists. Many variables enter in- 
to the understanding of even simple st 
tistical data, and few valid conclusions cor 
cerning private practice in general can be 
drawn without many more descriptions o 
practice experiences. Such research is being 
done elsewhere, notably in Rochester, 
N. Y., where a case register of all patient 
seen both publicly and privately in thl 
community is being maintained(2). Re 
search projects have the advantage of stim- 
ulating adequate record-keeping efforts. Ur 
less they are prodded, psychiatrists often 
do not keep accurate records from whio 
valid conclusions can be drawn. 
One purpose which may be served ly 
this report is to emphasize the importan 
role which private psychiatrists play in tht 
care of identified patients in the community 
—necessary information to be consider 
by community mental health planners. Ina 
city the size of Berkeley, Calif., which his 
a population of 110,000, there are 69 psy 
chiatrists in private practice who are mem 
bers of the county medical association. It 
difficult to estimate total numbers of privat? 
patients, considering the extreme variation 
among individuals and types of practice. | 
however, each psychiatrist has contact i 
approximately the number of new patient 
each year as I did, about 2,800 new É 
tients are seen for evaluation or be 
by the private practice sector each Y° " 
It is interesting to compare this 14 
estimate with the statistics from the bó 
public outpatient clinic which is the Ee 
resource for adults and children from a 
city of Berkeley. There, a total of 881 n 
Patients were seen for evaluation onl 
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for evaluation and treatment during a re- 
cent one-year period(3). Thus it is clear 
that the private practice of psychiatry con- 
stitutes an element of the community care 
network for identified psychiatric patients 
which must be considered in any compre- 
hensive community mental health planning 
effort. 
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Growing Old the Outpatient Way 


BY L. WILLIAM EARLEY, M.D., 


The authors describe a group of patients in 
an outpatient clinic who present many dif- 
fuse illness symptoms and who pass from 
one physician to another over a long period 
of time without noticeable progress. By so 
doing, such patients manage to create a sec- 
ondary world in which they play out a 
great number of problems they have pro- 
jected, 


REVIOUS WORK over a number of years 

by the authors has shown that at the 
Outpatient clinic of the University of Pitts- 
burgh medical school, as well as at a com- 
Parable clinic in Germany, approximately 
30 percent of patient visits are made by 
those suffering from diffuse health aberra- 
tions(4, 5). Analysis in depth shows the 
Psychosomatic as well as environmental 
determination of the origin of these aberra- 
tions, and a typical complaint pattern of a 
diffuse nature was isolated. Although the 
Complaint patterns were not exactly the 
Same in Germany as in the United States, 
Temarkable similarities appeared. 


Pa, 15213, where Dr. 
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As far as the Pittsburgh case load is con- 
cerned, one type of “average [visit] pa- 
tient” can be described as having the follow- 
ing basic characteristics: female, married, 
between 40 and 45 years old, native of Pitts- 
burgh, currently unemployed, and living 
with family. The patient is usually referred 
to the clinic by a physician for a thorough 
examination, tends not to keep appoint- 
ments regularly, and frequently shows up 
for an appointment too early or too late to 
be seen. The patient is either thin or tends 
towards obesity, and is also somewhat care- 
less about appearance and dress. Typical 
presenting complaints are: frequent head- 
ache, low back and vague abdominal pains, 
heart palpitation, and lassitude—all of three 
to six months’ duration. In the course of 
working over the research material, four oth- 
er common types were also identified.* 


1 The personal reactions of the clinic staff and 
the recorded reactions of a small sample of these 
patients lead to the preliminary conclusion that 
this group—patients and staff—become enmeshed 
in a unique process of action and reaction, where 
each undergoes fundamental changes in the eyes 
of the other. To the staff, over an extended time 
period such a patient gradually changes from a 
particular person, who as a patient presents a 
specific medical and psychiatric problem, into 
someone who is socially and institutionally an 
“unpatient.” Concurrently, physicians and medical 
students become transformed in the eyes of the 
patient into an amorphous body of health “tech- 
nicians,” and nurses become “floor managers” or 


“gatekeepers.” 
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This kind of clinical material is often Tec- 
ognized as data on “a problem patient.” 
Restated, by experience and definition this 
patient is a person persistently suffering 
from an undifferentiated health aberration. 
He is “stigmatized” by a condition which is 
characterized by subacute and diffuse somat- 
ic as well as psychic dysfunctions. This 
ailment is essentially nonfatal, incapacitat- 
ing, and chronic. Scientific medicine has not 
been able to arrive at a definitive diagnosis 
of this category of “disease,” nor has it 
been possible to discover a single effective 
and systematic form of treatment. A recent 
paper(6) especially analyzes the progres- 
sion of contextual factors which establishes 
the fixed position these patients reach. 


Method 


At the University of Pittsburgh medical 
school’s Falk Clinic, detailed analysis of the 
charts of this group of patients, and focused 
interviews with patients and with cur- 
Tent attending physicians have disclosed a 
small (N= 11) but distinct group of pa- 
tients who began to visit the clinic two or 
more times per month in their fourth’ de- 
cade of life for up to 20 years. None of these 
patients contracted life-threatening diseases 
in this period, nor did their varied experi- 
ences with many specialty clinics lead to 
forensic complications, They represent, then, 
a particular sample of these patients, 

Our basic examination of the patients in- 
cluded analysis of number of visits to the 
clinic, the appointments kept and the ap- 
pointments missed, the number of different 
types of clinics (including Psychiatric) vis- 
ited, and the number of physicians (includ- 
ing new physicians) seen per year. The re- 
lation of multiple System diagnoses to 
specific local diagnoses was ascertained, as 
was the number of diagnoses listed in the 
chart. An analysis of the physical diagnoses 
made and the number of laboratory tests 
performed was also carried out, In addition 
every drug change which was ordered and 
every kind of teferral—including referral to 
hospitals—were enumerated. (In Passing, 
one might comment on the enormous clinic 
investment in these patients which such an 

analysis reveals, ) 
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As with other patients of this group of 
aberrations, a number of diagnoses and Sug. 
gestions of diagnoses such as “inadequate 
character,” “hypochondriasis,” “reactive de- 
pression,” “globus hystericus” are found 
scattered through the charts. In addition, in 
the special group we find “menopausal syn- 
drome." 

In this presentation we will use a de. 
tailed analysis of the career of a single pa 
tient to illustrate a number of the points 
and problems which define this kind of pa- 
tient and map her career. 


Case Report 


This woman, now 70, was first seen in the 


clinic 18 years ago. At that time she com | 


plained of nervousness of seven or eight years 
duration, difficulty in sleeping, pain in her 
hips and lumbar region now spreading to 
other areas, and occasional vomiting and 
spitting up of food. She stated that these com- 
plaints were becoming worse. It was noted 
that the complaints began at the time her 
youngest daughter (the only one living with 
her) was married, At this time the patient had 
had an attack of screaming and hysterical act- 
ing out. 

Cessation of menses had been noted five 
years previously. Medical history showed à 
tonsillectomy and adenoidectomy 20 yeals 
previously, gall bladder surgery 19 years pit 
viously, and “womb” surgery five years pit 
viously. Medical findings revealed slight post: 
nasal drip with X-ray evidence of some axillaty 
sinus difficulty, minimal hypertrophic arthritie 
changes in the back, and a basically norm 
blood picture. T 

The patient was described as lo 
younger than her stated age, as being fulk 
some in her description of her symptoms, an 
as reacting quickly to unpleasant memoni 
with apparent depression and crying. She i 
scribed herself as having no friends, male ? 
female, since "most people have something 
about them I don’t like so I don’t bother a 
them.” She recognized and dwelt on the n 
able kind of life she had led since she 8 
married. 


I 
She came from a family where the mothe 


had ten births and six living children; the P^ 


tient was the second child. Her description i 
her parents was quite romanticized. Her fa 
a street cleaner, was described as good nat j 
mild mannered, and devoted to his wife 
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children. He did not drink and stayed at 
home when he wasn’t working, never argued 
with his wife, and was very lenient with the 
children. Her mother was described as quiet, 
old-fashioned, but at times mean. She was al- 
ways sick or in the hospital and was said not to 
take an interest in the affairs and problems of 
her children. The only place she ever went was 
shopping. 

The patient absolutely denied sexual educa- 
tion and early experience with boys. She met 
the man she later married at 17, and claimed 
she had not known what she was doing when 
she got married and that she was never really 
unhappy until she got married. Her husband 
was poor—he intermittently worked as a bar- 
ber but was a gambler and a bum. The patient 
denied enjoyment of sexual intercourse. 
There were four daughters, three sons, and 
several abortions from this marriage. At one 
time the patient worked as an office girl for 
a doctor in order to help support the children. 
The husband wanted to “sell” the children 
and left her several times. When he eventually 
died of kidney disease at the age of 32 (when 
her oldest child was ill) six of the children 
were put in foster homes and she kept the 
youngest. The foster home parents would not 
let her visit the children. She and this girl 
moved in with her mother, and it was this 
girl who got married at about the time of the 
start of her “illness.” 

A summary of the quantitative data ex- 
tracted from the patient's chart shows a total 
Of 548 visits to the clinic since 1950, an 
average of about 33 visits a year, with a rise in 
the number of visits per year to a level be- 
tween 45 and 60. The number of different kinds 
Of specialty clinics visited increases to 12 or 

per year, and the number of physicians 
Seen tends to grow as well. Over the years 
there was a total of 226 physicians and 42 
medical students identifiable on the chart. 

Over the past 13 years the number of diag- 
Noses made varied from ten to 19 a year, with 
total of 164 noted. These were scattered 
among four kinds of clinics, 46 psychiatric in 
nature. During this period 139 different phys- 
ical examinations were recorded. Eighteen of 
2 e Were "complete," 98 were regional, and 
3 were Special examinations. Through this 
Period 138 lab tests were noted; 91 of them 
pues negative, seven positive, and in 40 
x difficult to make out the notations. There 

Cre 137 different drug changes, 29 other 
e Of treatment such as diet changes, foot 
iB elc. and 39 specific referrals by physi- 

Ms to other clinics. This patient was handled 
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at varying times in attempts at individual psy- 
chotherapy and—especially in latter years—in 
group sessions. 

Some interesting notations of comments by 
patient and physicians over the years are the 
following: early in 1967 she talked, perhaps 
casually, of “going to an old people’s home.” 
In 1966 one physician described her “general 
condition as good.” Another one described her 
as “more depressed than ever.” One nonpsy- 
chiatric physician described her on the chart 
as “neurotic,” another entry noted: "Talk, 
talk, talk!" Of particular interest, however, is a 
comment by the patient that she feels “doctors 
don’t know how sick she is.” They tell her 
“nothing is wrong with her"—and this 
after all of the above visits. In prior years an 
interesting comment concerning psychotherapy 
was that she was "willing to try." Indeed, over 
the years she did; she “shopped” the multi- 
plicity of clinics as detailed above. 


Discussion 


Words conveying particular psychody- 
namics such as “dependency,” “passive resis- 
tance,” “veiled hostility,” “denial,” “feelings 
of inadequacy,” and “shame” are frequently 
used to describe this kind of patient. 
Though these are accurate as far as they 
go, it seems to us that they do not in toto 
give a meaningful picture of the kind of ad- 
justment these patients make. Taking the 
one case described as an example, it is 
true enough that dependency is expressed in 
terms of her being on the rolls of the depart- 
ment of public assistance and in terms of her 
use of the clinic and its facilities. Passive 
resistance—in the sense of warding off all 
cure over the years—is certainly also not an 
unreasonable description of a part of the 
patient’s behavior. However, in both of these 
instances it seems to us that it is the par- 
ticular way in which the patient summed 
these into a total operation which is the 
governing factor. 

As far as denial—in the classic sense of 
shutting off sensory input—is concerned, 
instances of this do occur in the detailing in 
the patient’s chart and can be discovered 
through patient interviews. Also, Lewin’s 
use of the word “denial” as denial of a fear 
of death(2) seems to be a singularly inade- 
quate description of this type of patient. 
Clearly, depression (present in the patients 
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Lewin described) is a part of their illness, 
but it is a depression which is so covered 
over by complex biosocial events that 
although death is something that is talked 
about from time to time, it is not a control- 
ling feature of their behavior. We are re- 
minded of Grete Bibring’s paper(1). People 
normally pay attention to death; their fears 
of death are determined by their childhood 
anxieties. There are “as many variations as 
there are unconscious forms of childhood 
conflict.” But in our patients these are well 
covered over by their use of the clinic. 
Certainly the patient described had no spe- 
cial fear of death. 

The term “inadequate character” is often 
used (indeed, overused) in descriptions of 
this group of patients. In our example it is 
applicable as a limited description of her 
social productivity, if nothing else. Again, 
hypochondriasis has a multiplicity of mean- 
ings, and it has frequently been applied to 
systems similar to the patient’s where there 
are a number of complaints. However, it 
does not differentiate her from patients with 
many other kinds of hypochondriasis, espe- 
cially those which approach psychosis in 
nature. In our particular group of patients 
we find no indication of psychosis per se, 
although as we note below, there is projec- 
tion of a secondary world. 

Perhaps it is a sign of the times or because 
of the caution of physicians that we rarely 
find malingering mentioned in our charts. 
In the particular case examined here, there 
was no mention of it. This does not remove 
the fact that, in talking with physicians 
caring for this patient, there is indication 
that they think of her in the same way they 
would if they had so labeled her. Like other 
more palatable psychological diagnoses 
this one fails to cover the multiplicity of 
events which are involved. 


A Secondary World 


What we would like to stress about this 
group of patients, using the case Teport as 
an illustration, is that the pattern of use of 
the clinic is, above all else, an inventive one 
This patient has managed to create a sec- 
ondary world in which she plays out a great 
number of probléms she has Projected. A 
few key phrases from her partially explain 
this. She is a highly concrete Person, as are 
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many of these patients; she says, “I ca 
only understand fact.” For this patient, a 
time passed in the clinic, the Notations 
and her interviews make it perfectly clear 
that the "fact" she could understand wa 
the one she created out of her relationship 
with the clinic personnel. First the doctors, 
then the nurses, and then others who work 
in the clinic were involved. 

Another phrase of hers was that she 
“never got enough from anyone.” It seems 
to us that this is a key to help describe the 
psychosocial system that this patient created 
and in fact uses. In the broad sense of the 
word “transference,” what this patient did 
was to transfer the family romance onto the 
clinic, She was one of a large family which 
was always happy to have visitors and never 
ready for a visit to end. In the beginning her 
complaints included a statement that she 
had no friends because “most people have 
something wrong." The clinic has given this 
patient a singular chance to visit at will, to 
have people available to her but not too 
close, and to, as it were, have membership 
in a group—the clinic. What we would 
like to stress is that this is contextually con- 
trolled. 

Another stress is on the “countertrans 
ference.” Unquestionably, she has created 4 
good deal of veiled hostility in the clinic 
A series of concrete steps on the part of 
many who have seen her is apparent. They 
“do” tests, “do” physical exams, “refer” het 
to other clinics, “make” new diagnoses, and 
altogether in a conflicted way “get back it 
her" in ways that are singularly unproduc 
tive for those involved. She has shown the 
inventiveness to make use of these clint 
maneuvers for her own ends without refet- 
ence to the usual hoped-for medical out- 
comes. $ 

She has, like the other patients of 1 
type, embarked on "retirement from life inf? 
active ill health"(3). She has worked cue 
culturally sanctioned and medically 4 
least) condoned way of living. She Eo 
found a secondary world of meanings bU! 
up from an immense past experience W 
the clinic and its personnel. She has in 
clinic a distinct personality as well a$ 
unaccustomed sense of personal history: 
is not an “easy” respite she has found, 
it is a “workable” one. 


It 
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Her history, like the history of others in 
the group, corroborates some particular 
findings of Susman(7). In examining a 
university outpatient clinic population he 
found that continuity in care, as far as having 
the same physician in attendance was con- 
cerned, was not at all necessary for a certain 
number of patients. Evidently in these cases, 
as in ours, the institution with its diversity of 
care givers provides a special continuity of 
content in place of the normatively valued 
continuity of a single care giver. 

Susman also found that the waiting time, 
which the clinic administration felt to be 
highly resented by all patients, was not so 
resented by a certain number. There was 
no direct relationship between the length 
of wait and satisfaction. There is little ques- 
tion that the patient we have discussed, like 
the others in our group, utilized the waiting 
time in the service of creating a new and 
controlled world. Progressively these pa- 
tients pick up cues for their own statement 
of their physical problems, distorted ideas 
about tests, and skewed views about disease 
in general, and they are able to weave these 
into a nearly ego-syntonic but certainly 
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economical psychological response system. 
In a sense, they have chosen this way of 
growing old. 
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Powerless Groups—A Vector in Mental Health Education 


BY RALPH CRAWSHAW, M.D. 


Because of the power orientation in the 
mental health education system, student 
d aon or emotional involvement with 
the patient, the student's most valuable as- 
Set, is often neglected in the struggle for 
ic To help develop compassion in the 
les or professional, the author proposes 
Fe of “powerless groups’—groups 

common interests but no institutional 


Li pes 
“sponsibilities. Three such groups are 
examined, 


M°" FORMAL EDUCATIONAL institutions, 
in my opinion, obstruct the student 
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from developing his most important trait 
for working with the mentally ill—compas- 
sion. I believe steps should be taken to in- 
vestigate, if not to develop and reinforce, 
the inherent compassion in students. Com- 
passion can be defined as feeling with as 
well as for another, or as Chekhov put it, 
a "talent for humanity." With this in mind 
I suggest powerless groups as an essential 
format in mental health education. 

To illustrate how education may be as 
blind as justice in discharging its duties, let 
me relate a personal experience concerning 
my medical school education. I took anat- 
omy in the summer of 1943. Because of 
the war I was an Army enlisted man as well 
as a medical student. I studied hard and 
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thought I learned the relationships of a 
number of organs, muscles, and bones. But 
what I remember now is not the insertion 
of the gluteus maximus but the harassment 
and burden of power problems inhibiting 
me as a student. 

I learned that four humans, myself and 
three fellow students, could withstand the 
terror of slowly dismembering a decompos- 
ing human body in the stifling heat of an 
ancient laboratory. In our anatomy course 
it was grades we were after, and if we did 
not have what it took to sustain our scholas- 
tic averages, we were only two weeks away 
from the front lines. Our appreciation of 
ourselves as humans was subliminal, for 
our consciousness was focused on survival. 

Do not think that our professors were to 
blame for the situation. It was the system, 
and our professors worked as hard as 
possible against the power that ground us 
down. I remember one fine man who made 
it a practice to give the anxious student an 
Opportunity to.ask his own questions in the 
weekly anatomy orals and then to answer 
them. If there is a special heaven for teach- 
ers, he should have no trouble entering, for 
he had compassion. 

It has taken me 20 years to realize that 
the real test was to survive, not necessarily 
"as an informed individual, but as an under- 
standing one. It was taught me in spite of 
the educational system: implicitly, not ex- 
plicitly. 


Power Problems 


Similar problems are present in mental 
health education. Most students enter the 
mental health field consciously preoccupied 
with the power problems of educational 
Systems. As it stands, the students are se- 
lected, trained, Braded, certified, and then 
empowered to anoint, inject, or intone. The 
student is passive with regard to under- 
standing yet active with regard to his power 
position. The student is led through courses 
and then deposited in the community, where 
he begins to carry on his task of slowly 
dissecting the sometimes decomposing social 
apparatus. Generally he is left lonely and 
helpless in his professional Position with 
the immense difficulty of Seeing things as 
they are, not as they are supposed to be 
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practitioner is necessarily unsupen 
the supervision is nearly always 
institution’s perspective. Too often; 
the student to fit in leaves him with 
compassion to see through all 
plays to the patient beyond. Th 
student evolves into the passive pr 
now as interested in his job spei 
and ratings as he once was in 

As a director of a small mental 
clinic, I became more and more 
with the failure of formal edui 
periences to mobilize and reveal 
valuable resource that the ment 


often missed the mark, while 
groups rarely opened a sustain 
into the human dynamics of psycho 
ogy. Personal supervision—the clo: 
to-one relationship—did sustain a 
force the considered compassio 
student. But the expense in time, el 
and money within a training Org 
(that is, the cost necessary to 
intensive supervision) made it p 
to extend beyond the immediate stafi. 

Inadvertently, another form of 
health education evolved—powerless 
—a form which divorced itself 
effectively from power struggles. 
did not entirely obviate the power. 
ships, but it did minimize them signi 
None of these powerless groups have 
succumbed to the common dangel 
mental health education programs 
when they become power oriented i 
presenting problem. As the leaders 
ers attempt to move to action in re 
community demands by enlarging tl 
gram’s scope, they seek more and 
force. Thus programs try to train” 
nurses for schizophrenics” and “more 
counselors for delinquents,” and th 
phasis shifts within the program. TO 
the program becomes wedged b 
powers that be and the powers that WP 
be. ; 

Powerless groups are intended as 4 
tal health educational vector in ' 
avoid the preoccupation with power 
sary for any system of mental health 
tion. 
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The Powerless Group 


A powerless group is a series of meetings 
of individuals who do not plan to move to 
any action program in the context of the 
meetings but who are willing to discuss in 
depth their role in the community. They 
seek consensual validation for their position 
by considering information, conviction, and 
feelings of three orders—personal, inter- 
personal, and hearsay. In defining a group 
as powerless the emphasis is on the ex- 
ternal stance toward the community, for 
internally the group has all the power 
characteristics of any group—with leader- 
ship, status, and role playing as much ex- 
pected and accepted as in any other group. 

The formation of a powerless group calls 
upon a single individual to recognize a 
commonalty of concern and then invite 
others, often crossing institutional lines, to 
meet and discuss the concern. The rules for 
the group are self-determined, while the 
goal of the powerless group remains to en- 
hance human understanding in the context 
of the community. Practically, it keeps the 
interest of those people who are suffering 
from institutional discontent yet are not 
interested in rebellion—that is, most of us. 

It is wise to also say what a powerless 
group is not: It is not a therapy group since 
itis not intended for personal understanding 
of the individual as a person; nor is it a 
Sensitivity group, which is again largely 
Slanted toward increasing personal under- 
Standing within the context of the group. 
The powerless group is not an educational 
group, certainly not ‘educational in the 
Sense of the teacher and the taught; there is 
no educational institutional structure to the 
Powerless group. There are no tests, grades, 
certificates, diplomas, or degrees. If any 
educational aids are used, they are im- 
aed and defined by the group, not by 
5 Preexisting institution or leader. It is not 
d Social club with pleasure as a goal, nor 
Ses it seem to have any peripheral social 
Meaning as such. 

3 e closest group the powerless group 
S mates is Alcoholics Anonymous, 
"n pis a meeting of those who have 
‘i 5x8 and can speak about their suffering 

"t necessarily analyzing their feelings 
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yet expecting within the group a degree of 
consensual validation which reinforces their 
innate ability to function humanly. 


Examples 


The following three examples of power- 
less groups originated out of operational 
needs and were not developed from a theo- 
retical viewpoint. The author has been in- 
volved with the three groups in varying 
capacities. The first group has run its 
course and no longer exists; the latter two 
are still in operation. 


Group 1 


Group 1 was drawn from approximately 
35 staff members of a girls’ residential 
psychiatric care institution which was in the 
throes of a severe administrative crisis. It 
was changing basic precepts from custodial 
to treatment as well as undergoing consider- 
able staff change. Powerless meetings were 
offered by the author to the members of the 
institution, with the provisions that: 1) 
meetings not be held in the institution 
as this might inhibit discussion, 2) meetings 
would follow a regular pattern, 11:30 a.m. 
to 1 p.m., bimonthly, 3) attendance was 
absolutely voluntary, with no administra- 
tive coercion (including tacit coercion). 

Individuals who were interested brought 
their own sack lunches to a mental health 
clinic six miles from the institution, There 
was no agenda for the meetings, which con- 
tinued for 24 months. The attendance var- 
ied from a low of five to a high of 25. 
Participants from the institution included the 
chief of social work, a number of social work- 
ers, social work students, nuns of the re- 
ligious order that ran the institution, college 
girls who acted as housemothers and coun- 
selors, the business manager, the telephone 
operator, the receptionist, and volunteers. 

The first discussions centered on clinical 
observations of specific patients, but with 
time they enlarged to general problems. 
The subjects ranged from the runaway, 
Christmas in an institution, and the trouble- 
maker to general staff problems, intrastaff 
rivalry, interprofessional rivalry, supervi- 
sor-supervisee friction; the ultimate subject 
was the goals of the institution as perceived 
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by the staff. When the crisis in the in- 
stitution resolved, the need for the power- 
less group subsided and by mutual agree- 
ment it disbanded. 


Group 2 


The second group is made up of senior 
mental health professionals in the state of 
Oregon. It has a self-imposed structure con- 
sisting of three social workers, three psy- 
chologists, and three psychiatrists. The 
group meets for dinner one evening a month 
and seldom has an agenda. Occasionally 
state representatives and public officials have 
attended meetings as guests. 

Most group discussion revolves about con- 
sensual validation in a power-free environ- 
ment. In a sense it might be called a gossip 
or bull session, but it is much more than 
that. It is a place where leaders in the mental 
health field can check on what others are 
thinking about. Though projects have been 
Suggested, it appears that members have 
adequate access to power oriented groups 
elsewhere. As one member said when sitting 
down to dinner, “What a relief to go toa 
meeting where I do not have to come up 
with a program, be on a committee, or raise 
money.” There is no demand on any of the 
members for power. They pay for their own 
dinner, and the organization exists in their 
needs, not for itself, 

External perception of the group is as a 
potentially powerful one. At one dinner 
meeting a state senator remarked, “You 
Probably do not realize it, but one of the 
main reasons that mental health legislation 
Bi is the diversity of professional opinion. 

you professionals do not get together, 
how can you expect the legislature to justify 
spending tax money? However, if you get 
together the way you seem to here, nobody 
could stop you.” He saw the group as po- 
tentially powerful and, with his political 


mind, wondered when it would move into 
action. 


Group 3 


Group 3 is made up of first-line 
from the helping agencies of a coma 
a population of 100,000. This group origi- 
nated when I, as director of the local mental 
health clinic, realized that the individuals 
who appeared to profit most by the clinic 
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staffing sessions were the first-line helpin 
personnel in the county. I therefore Wrote 
the heads of the helping agencies in thy 
county (health, welfare, and the juveni 
court) offering to meet with any of ther 
staff who would like to discuss human prob, 
lems in our county. 

Again, the meetings are held on ab 
monthly basis. They are from 11:30 am, 
to 1 p.m., and the participants bring their 
own sack lunch. These meetings are held 
at the offices of the local federal agency for 
the poor—the Community Action Program 
(CAP) offices—a “neutral” site in the com 
munity power structure. Again, meetings art 
strictly voluntary. Anyone involved in any 
of the helping agencies is free to come and 
introduce any subject. A wide range of sub- 
jects has evolved, including discussions of 
team dynamics and of the psychology of 
the unwed mother, an actual discussion be 
tween a welfare caseworker and his client, 
and presentations by the county fathers on 
particular helping programs. 

Group 3’s membership includes welfare 
caseworkers, indigenous  nonprofessionis 
from the CAP organization, public healli 
nurses, and occasionally members of the 
sheriff’s office, the juvenile authority, and 
the educational services. The attendance 
has ranged from as few as eight to as mally 
as 60. 1 

Of all the powerless groups, group 3 5 
closest to community power and has had 
the greatest difficulty in finding itself as ? 
powerless group. The question of moving 
to action continually irrupts in the interac 
tion. In one of the presentations an ind 
county official frankly declared that, whl 
it liked it or not, the group had to become 
political force. 

During this discussion many m 
agreed that the “very nature of the a 
Meant that the group must move to jer. 
action-oriented stand. However, the PU" 
lem remains unresolved, with some E 
bers claiming that it was just an p 
do nothing, hot air outfit" (yet they M 
repeatedly to denounce it), while others yi 
that the value of the group lay in ils 
having to go anyplace. 

At present the struggle for structure P 
become so intense that a steering onmi 
has been appointed by the group, al 
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who and where it is to steer remain unde- 
fined. It is almost as if the members are so 
accustomed to a power orientation that they 
cannot tolerate powerlessness. 


Results 


The three powerless groups described 
above have produced: 1) a specific and 
unique form of free interaction which is 
characterized by candid personal observa- 
tions of social conditions as they are; the 
interaction seemed to quickly lay bare the 
character of the participant, offering him 
an opportunity to examine his fundamental 
beliefs in a relatively benign, nonpunishing 
atmosphere; 2) a continuity of the group, 
which is natural and appeared to depend on 
artificial or external sources for reinforce- 
ment or “power”; and 3) a unique form of 
small group dynamics. Although the latter 
has not been scientifically evaluated, it did 
appear unusual, particularly in the way 
leadership has appeared to drift to where 
it has been needed. Initiative seems to spring 
from need. 


Conclusions 


All groups have structure and process as 
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well as an interface with the society within 
which they exist. Much group structure and 
process is determined by the interface con- 
ditions. The more power displayed at the 
interface, the more internal group energy 
will be bound to group action (for example, 
an infantry squad, where most of the inter- 
nal dynamics are stereotyped in order to 
maintain maximum force at the interface). 
Thus power programs of mental health 
organizations—including education—orga- 
nize and reinforce their own weakness. Each 
quickly generates its own establishment, 
complete with zealots, workers, tagalongs, 
and victims, with considerable group atten- 
tion directed toward the interface. With such 
programs dehumanization begins with the 
“humanizing” system of education. 

Powerless groups should be fostered and 
studied for their internal dynamics and 
long-term effects since they appear to pro- 
duce intuition, reflection, conviction, per- 
spective, and compassion—in contrast to 
power groups which appear to develop log- 
ic, direction, action, and enthusiasm. Pow- 
erless groups are a potential tool to reveal 
and mobilize by their special internal free- 
dom the innate compassion of the mental 
health student. 


The Effect of Benzophenone Sunscreen Lotion on 
Chlorpromazine-Treated Patients 


BY CHARLES KORENYI, M.D. 


The protective effect of benzophenone lo- 
tion against ultraviolet irradiation was dem- 
onstrated with ten patients on chlorproma- 
une and ten controls taking no medication. 
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All patients had histories of increased sen- 
sitivity to sunlight. Results indicate that 
benzophenone lotion was effective as a sun- 
screen and appears to have a useful place 
in psychiatry, where the use of phenothia- 
zine derivates is extensive. 


HOTOSENSITIVITY of patients receiving 
| E acie (Thorazine) has been 
reported frequently since this drug began to 
be used extensively in psychiatry(1, 2, 3, 
5, 7, 8, 9, 12). This condition usually ap- 
pears after a patient has been receiving 
chlorpromazine for from four to eight years 
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at a dosage ranging from 500 mg. to 1,500 
mg. a day. However, it appears that the 
duration of therapy is the main contributory 
factor(6). Almost without exception, pa- 
tients receiving a large daily dosage of 
chlorpromazine for long periods of time 
develop acute redness and swelling and/or 
abnormal pigmentation of the skin over 
uncovered areas of the body. A topical 
spray agent changing the optical characteris- 
tics of the stratum corneum was found suc- 
cessful in protecting patients receiving 
chlorpromazine against severe sunburn re- 
action(10). Recently benzophenone (10 
percent 2-hydroxy-4-methoxybenzophenone- 
5 sulfonic acid in a cosmetic lotion base) 
was reported to be an effective sunscreen 
when applied topically on healthy subjects 
(4). 

This study was designed: 1) to confirm 
the findings reported by others that benzo- 
phenone lotion (UVAL) is an effective 
sunscreen for healthy subjects, and 2) to 
demonstrate that benzophenone lotion is an 
effective sunscreen for patients receiving 
chlorpromazine. 


Materials and Methods 


Ten female schizophrenic patients, who 
had a clinical history of increased sensitivity 
to sunlight and were receiving at least 400 
mg. of chlorpromazine daily, and ten fe- 
male control subjects were selected for the 
study. None of the controls was taking any 
medication. Female patients were selected 
because skin pigmentation had been ob- 
served primarily in females(6). 

The mean age of the ten patients and the 
ten controls was the same, 41.2 years with 
ranges of 27-70 years and 15-64 years 
respectively, The mean daily chlorproma- 
zine received by the patients was 485 mg., 
with a range of 400-800 mg. In both 
groups, five subjects had white skin and 
five subjects had slightly pigmented skin. 

The mean length of hospitalization for 
the ten patients was 13.3 years, with a 
range of four to 32 years; only one pa- 
tient had been hospitalized less than five 

years. The mean length of time on chlorpro- 
mazine therapy was 7.3 years, with a range 
of two to 11 years. Only one patient had 
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received chlorpromazine for two years; the 
rest had received the medication for more 
than five years. 

The lamp used for the study was a Bur- 
dick QA 450-N professional special ultra. 
violet lamp, with a wavelength of 2,400 ty 
3,200 angstrom units and a peak emission 
of 2,800 to 3,200 angstrom units. The lamp 
was preheated for ten minutes before using, 
Six holes, each ten mm. in diameter, were 
punched in a seven inch by eight inch 
card. The subject assumed the supine posi- 
tion with the epigastric region exposed. The 
card was taped to this area, and its position 
was indicated with a skin pencil. An index 
card was then loosely placed over the sit 
hole area. The distance of the lamp from 
the epigastric region was 30 inches on all 
Occasions. The operator and subject were 
suitably protected from ultraviolet irradia- 
tion. 

The minimal erythema dose (MED) was 
determined in the following manner: At à 
given signal the index card was removed 
from the irradiation site and timing com 
menced with a stopwatch. At five-second 
intervals the holes were covered consec- 
utively with a small index card. This pto 
vided six exposures from five to 30 seconds 
Reading took place 24 hours later; i 
erythema had occurred, it was recorded by 
a Polaroid CU-5 professional Land camem 
producing 1:1 magnification on color film. 
If there was no observable erythema, the 
procedure was repeated, covering the fii 
hole after 35 seconds and the remaining 
ones at five-second intervals as before, 8 
ing the sixth hole a 60-second exposure 

One week later a small amount of lotion 
base was rubbed into the skin of the epi 
gastric region corresponding to the site 
the three upper holes, and a small amount 
of benzophenone lotion was rubbed into the 
area corresponding to the three lower holes 
A line of demarcation was made Will? 
marking pencil on the skin before the lo- 
tions were applied. < noA 

After the lotions had dried, the six ho 
were irradiated with ultraviolet light for 
time required to produce the MED 0n p 
particular subject. The first upper and ] d 
er holes were then covered simultaneo y 
and the remaining four holes were i i 
ated to twice the length of time requit 
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TABLE 1 
Characteristics of Individual Subjects 


PROTECTION BY 


MED BENZO- 


SUBJECT — CLASSIFI- SKIN DAILY 
NUMBER CATION AGE TONE MEDICATION qs Vd MET 
1 Patient 27 white chlorpromazine, 400 mg. 15 2 30 
, trifluoperazine, 40 mg. 
2 Patient 38 slight pigment chlorpromazine, 800 mg. 15 2 40 
y trifluoperazine, 20 mg. 
3 Patient 35 slight pigment chlorpromazine, 450 mg. 75 1 50 
4 Patient 49 white chlorpromazine, 400 mg. 60 0 90 
5 Patient 49 white chlorpromazine, 800 mg. 50 1 20 
imipramine, 100 mg. 
6 Patient 44 white chlorpromazine, 400 mg. 20 1 40 
7 Patient 70 slight pigment chlorpromazine, 400 mg. 55 1 30 
8 Patient 35 sallow chlorpromazine, 400 mg. 20 1 20 
9 Patient 32 _ slight pigment chlorpromazine, 400 mg. 50 1 60 
10 Patient 33 white chlorpromazine, 400 mg. 65 1 40 
11 Control 31 white none 15 2 25 
12 Control 15 slight pigment none 55 4 30 
13 Control 51 slight pigment none 20 1 25 
14 Control 64 white none 50 1 50 
15 Control 52 white none 30 2 80 
16 Control 41 slight pigment none 15 1 60 
17 Control 51 white none 10 1 45 
18 Control 15 white none 35 1 50 
19 Control 51 sallow none 50 1 30 
20 Control 41 slight pigment none 65 1 60 


produce MED. At this point the second 
upper and lower holes were also covered, 
and the remaining two holes were exposed 
to four times the time required to produce 
MED. In this way we determined whether 
benzophenone or its base gave any protec- 
tion against erythema up to four MED. 
, One week later, only benzophenone lo- 
tion was applied to the skin of the epigastric 
region, and the six-hole card was taped in 
place. After the lotion had dried, the six 
pes were irradiated with ultraviolet light 
or ten to 60 times the length of time re- 
quired to produce MED. In this way we 
determined the length of time (expressed 
in MEDs) up to which benzophenone lotion 
Protected the exposed skin against erythe- 
ER If it was found higher than 60 MEDs, 
i Week later we increased the exposure 
ime accordingly until erythema occurred. 
th In some instances when it was possible, 
i irradiation time was adjusted down- 
vag to determine more accurately up to 
wa, many MEDs the benzophenone lotion 
Was able to protect the exposed area, ie. 

No erythema occurred at the site irradi- 
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ated by 20 MEDs and erythema was present 
at the site irradiated by 30 MEDs at a later 
date, three sites were irradiated by 20, 25, 
and 30 MEDs. 


Results 


Table 1 summarizes the data relating to 
patients and controls participating in the 
study, including their individual MED in 
seconds, the minimal protection obtained 
by lotion base, and the significant protec- 
tion achieved with benzophenone lotion ex- 
pressed in MED. 

Table 2 shows that the mean protective 
effect of lotion base was 1.1 MEDs for 
patients and 1.5 MEDs for control sub- 
jects. Benzophenone lotion, on the other 
hand, significantly protected chlorproma- 
zine-treated and normal individuals, the 
mean MED being 42 and 45.5 respectively. 

History of increased sensitivity to sun- 
light, the value of MED, the tone of the 
skin, the darkness of hair, and the color of 
eyes of the subjects evaluated in this study 
had very little influence upon the protective 
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TABLE 2 
Comparisons of Patients and Controls 
PATIENTS CONTROLS 
CHARACTERISTICS (N—10 — (N= 10) 
e (years) 
get 41.2 41.2 
Range 27-70 15-64 
Daily chlorpromazine (mg.) 
Mean 485 none 
Range 400-800 
MED (seconds) 
Mean 42.5 34.5 
Range 15-75 10-65 
Protection by lotion base (MEDs) 
Mean 11 15 
Range 0-2 14 
Protection by benzophenone 
lotion (MEDs) 
Mean 42 45.5 
Range 20-90 25.80 


effect of benzophenone lotion. Age, how- 
ever, was found to influence the protective 
effect of the sunscreen since older subjects 
in general seemed to show more protection 


than younger subjects. 


Discussion 


The results of this clinical evaluation con- 
firm those found previously on the efficacy 
of benzophenone lotion as a sunscreen(4). 
Chlorpromazine-treated patients as well as 
normal subjects received significant protec- 
tion against ultraviolet irradiation. Interest- 
ingly, however, in the methodology used 


for this study, 


the increased Sensitivity of 


chlorpromazine-treated patients to ultravio- 


let irradiation 
MED. 


was not demonstrated by 


The assumption is offered that possibly 


phenothiazine 
basis will produce 
visible light with 


a wavelength of 
4,100 angstroms. 5 
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Since not only chlorpromazine but other 


phenothiazine derivatives are capable of 
producing photosensitivity(8), benzophe- 
none lotion has a wide potential use in the 


field of psychiatry, where the majority of 
patients are treated with these types of 
drugs(11). 


10. 


11. 


12. 
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The Battered Child Syndrome 


BY E. H. BENNIE, M.B., CH.B., D.P.M., AND 
A. B. SCLARE, M.B., CH.B., D.P.M. 


Ten cases of battered child syndrome are 
reviewed from the standpoint of the assail- 
ant as the patient. In certain persons with 
poor emotional control, aggression can be 
displaced and acted out upon a child. Def- 
inite significant experiences must have oc- 
curred in the patient's life before this form 
of release can take place. The authors dis- 
cuss problems of early recognition and 
management. 


HIS PAPER presents a clinical review, 

paying special attention to psychological 
aspects, of the "battered child syndrome." 
Scant attention has been given to this syn- 
drome by psychiatrists; it is usually dealt 
with by orthopedic specialists, the psychia- 
trist being involved peripherally. 

The pitfalls in diagnosis of the battered 
child syndrome have been described by 
Cameron, Johnson, and Camps(1), who 
discussed in detail the type of injuries in- 
flicted upon the child. They have shown that 
itis caused by deliberate acts of violence, 
usually happening over a period of time. 
The syndrome has thus been defined as 
occurring in a child who has suffered serious 
physical injuries in circumstances which in- 
dicate the cause was willful rather than ac- 
Cidental(3). 

The present study confirms many of the 

dings of Cameron, Johnson, and Camps 
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(1). The orientation is different, however, 
‘in that it deals primarily with psychological 
factors in the parents rather than with the 
pathological results in the child. An attempt 
is made to uncover the personal, marital, 
and family problems associated with the 
crime. 


The Patients 


Ten patients (three men and seven wom- 
en) who had assaulted their children were 
clinically investigated. Table 1 summarizes 
the basic data regarding the assailants. All 
patients were found to have personality dis- 
orders characterized by inadequacy and im- 
pulsive behavior. Episodes of depression 
had occurred in cases 1, 3, 4, 5, and 8 
following the assaults. In five instances there 
was a concurrent physical condition ag- 
gravating the mental state and presumably 
diminishing the tolerance to frustration; two 
patients had unwanted pregnancies at the 
time of the assaults, one was in the puer- 
perium, another had active pulmonary 
tuberculosis, and a fifth had otitis media. 
All three male patients had previous crim- 
inal records, and the histories indicated that 


. they committed a single catastrophic as- 


sault on the child. High-grade mental 
deficiency was diagnosed in each of the 
three male patients. 

Table 2 gives basic data about the child 
victims. Six of the ten children died. In six 
instances there was a history of recurrent 
assault, while in four cases only a single 
attack was reported. In these latter cases, 
however, it was suspected that there had 
been repeated assaults in the nature of se- 
vere thrashings and that such information 
had been suppressed. 


The Assault: Product of Family Crisis 


It became evident that child assault or 
murder within the family setting was a 
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symptomatic act, the cause of which was 
overdetermined. The final common path 
to violence was a displacement of aggression 
and sadism which had sprung from a dis- 
turbed domestic and marital relationship. 
The child became the object of aggression 
through being blamed by the patient for the 
situational life crisis and as the reason for 
failure. The motivation for child assault was 
complex; and displacement, projection, and 
denial were evident to a pathological degree 
in the mental state of the assailant. 

The patients often accounted for the as- 
saults in terms of excessive demands or 
aberrant behavior by the child or perhaps 
the child’s refusal to conform to discipline. 
Some patients complained that the infant 
laughed at them or seemed to dislike them, 
or felt ill at ease at their approach. Recollec- 
tion of the assault was often faint; it had 
clearly happened while the patient was in a 
state of intense fury and hate. 

Uncontrollable violence upon the child 
was usually followed by a state of perplexity 
and fear. When the acute emotional phase 
subsided, the patient strenuously sought to 
conceal the extent of the brutality and 
fabricated a history to conceal the true hap- 
penings from both the spouse and the doc- 
tor, at least for a period of time. 

During the weeks prior to the crime, the 
patient’s marriage tended to be in a turbu- 
lent state. As tolerance to further stress 
diminished, the emotional isolation of the 
patient increased. In many instances physi- 
cal violence had erupted between the 


partners and the woman had with 
terror. 

Lack of support by the p; 
parents-indaw of the patient 
evident, sometimes because of religi 
flict, more frequently because of 
pathic attitudes. The managemen 
deprived home devolved upon one 
ual, usually the assailant who, wil 
personality resources, contrived to 
an equilibrium, the price of which 
eventual injury or death of the child. — 


Psychodynamics 


Psychotherapy uncovered past 
and parental attitudes which favore 
development of an inadequate and imp 
personality. In addition the patient, 
during late adolescence, had experi 
crisis situation centered upon a child; 
her own and born out of wedlo 
resulting conflict remained unresol 
the hostility felt toward the primary 
was not expressed. The memory 
in the patient’s mind, becoming a i 
point to which there was regression 
a later crisis centered once again up 
child. 

Table 2 shows that in seven cases" 
ten the assaulted child was the yo 
the family. In case 1 the child 
“eldest,” but the patient had had a prt 
child, born illegitimately and adopted. 
9 was an only child of a patient whose 
life had been spent assisting her i 


TABLE 1 


The Assailant 
DURATION PREVIOUS 
RELATIONSHIP AGE IN MARRIAGE INTELLI- LEGE 
TO CHILD YEARS IN YEARS GENCE * re OFFENSE 
Mother 21 2 
Mother 30 4 i 2 "i 
Mother 21 15 Ab. Av. 2 No 
Mother 4 18 Ab. Av. 3 No 
Mother 25 3 Low Av. 5 No 
Father 25 4 MD. 5 Yes 
Father 35 Mu MD. Yes 
Female guardian 21 jes Ab. Av. ; No 
Mother 22 4 Dull 5 No 
Uncle 24 2 MD. 5 Yes 
* M.D. = mental deficient; Low Av. = 


** Based upon the Registrar General’s 
ployment. 
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criteria for social class 


above average. 
category: Class 1 is professional and managerial; Class 
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TABLE 2 
The Child 
CASE AGE IN POSITION IN NUMBER OF 
NUMBER YEARS SEX FAMILY SIBLINGS LEGITIMATE CONDITION He 
1 2% M Eldest 2 No Dead Incontinence 
2 1% F Youngest 2 Yes Dead Slow feeding 
3 4 mos. F Youngest 1 Yes Fractured Cried too much 
skull 
4 6 mos. M Youngest 4 Yes Fractured Unwanted by 
leg patient 
5 2 mos. M Only child 0 Yes Satisfactory Patient hated it 
6 10 mos M Youngest 2 Yes Dead Patient lost his 
temper 
7 4 M Youngest 3 Yes Dead Slow feeding 
8 2 F Youngest 3 Yes Dead Patient denied 
f assault 
9 4 M Only child 0 Yes Bruised Incontinence 
10 3 F Niece Unknown Yes Dead Incontinence 


rear a large family. Child 10 did not belong 
to the assailant’s immediate family. 

It is postulated that the position of the 
assaulted child in the sibship is psycho- 
dynamically significant. In these families the 
youngest child tends to be unwanted and 
rejected. The crime against the child oc- 
curs within the framework of a disrupted 
Marital relationship, in which the patient is 
unable to assert herself or communicate her 
distress. Lack of support and encourage- 
ment from the spouse is conspicuous, and 
the patient responds with anger to a mount- 
ing state of helplessness. The negative feel- 
ings felt toward the spouse are displaced 
onto the child, which in any case is a safer 
and more ready target for the externaliza- 


cu SINGLE (S) 

DOCTOR PHYSICAL OR RECURRING 

CONDITION (R) ASSAULT 
E Satisfactory R 
Yes Satisfactory R 
Yes Pregnant R 
Yes Pulmonary tuberculosis R 
No Puerperal R 
No Satisfactory S 
Yes Satisfactory S 
Yes Pregnant S 
No Otitis media R 
Satisfactory S 


"1" 
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tion of hostility. Further projection results 
in a paranoid state in which the patient 
finds the child unresponsive to her love and 
the agent responsible for her failure. The 
patient gains gratification and release of 
tension through attacking the child. It is 
concluded that parents who have been 
sensitized by a previous crisis involving a 
child, when further provoked, can displace 
accumulated aggressive feelings and release 
them suddenly with destructive effect. 


Case Reports 


Case 1. The patient killed her second child 
(the family’s eldest). Her first child was il- 
legitimate and had been adopted. The child 
was killed after repeated attacks over a period 
of a month. Three weeks before death, the 
child was examined at a casualty depart- 
ment, allegedly having been attacked by a 
dog. No investigations were made at that time. 
On the day the child died, the mother had 
been infuriated when her husband had refused 
to take her out. 


Case 2. The patient repeatedly assaulted the 
less physically robust of her twin daughters, 
eventually killing her. The patient during her 
own childhood had been scolded for being 
timorous and socially backward. The death 
followed a move to a new home in an un- 
familiar environment where she felt isolated. 
When the child would not eat, she struck her, 
causing death. 


Case 3. Following her third conception 
within a period of 18 months, the mother 
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began to complain of the second child’s 
fractiousness, stating that the child laughed at 
her. Unsuccessful attempts were made to 
induce abortion of the third pregnancy. The 
husband and wife quarreled frequently. The 
mother found herself unable to cope with her 
rapidly expanding family and claimed she re- 
ceived negligible help from her husband. She 
believed his only need of her was as a bed 
partner; otherwise he seemed to ignore her 
and drank excessively. The child was thrashed 
and thrown about the house, bruised, and was 
found to have a fractured skull. 

She had entered into marriage upon be- 
coming pregnant. The father had been reluc- 
tant to marry and did so only following much 
vacillation and strife. During this time both 
the parents had alienated themselves from 
their own families. 


Case 4. This patient assaulted her youngest 
child while she had pulmonary tuberculosis. 
She stated she did not want the child and was 
quite glad when he was removed to a home 
after the assault. There had been much tension 
in the home and the patient gave a history of 
amphetamine dependency and a deprived 
childhood. 1 


Case 5. Initially fond of her child, the pa- 
tient started to hate the boy and attempted to 
smother him after the birth of her younger 
sister’s second illegitimate child, whom the 
sister was permitted to rear. It emerged that, 
three years prior to marriage, the patient had 
also had an illegitimate child whom her moth- 
er had coerced her into having adopted. The 
patient was resentful of the favored treatment 
given to her sister. Her marriage deteriorated 
and her sole desire was to be rid of her child. 

The patient's husband was of a different 
religion and much illfeeling had been dis- 
played at the time of her wedding. The hus- 
band was unduly passive. 


Case 6. This man killed his youngest son 
following a period of marital and domestic 
trouble. His wife was irresponsible and un- 
faithful. Following her repeated indiscretions, 
the patient killed the child in a state of fury. 


Case 7. This man killed his son following 
à scene at the meal table. He struck the child 
on the head with a nail brush, after which he 
displayed remorse. His mental condition was 
very disturbed at this time, and he had been 
recently discharged from a mental hospital. 


_ Case 8. The patient was living with a mar- 
ried man and his children. While he was in 
prison she had managed the house on her 
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own. Shortly before the death of the child sh 
was interviewed by the police as she had bee 
seen to walk with a staggering gait. It emer, 
that she was taking excessive quantitie 
barbiturates which she had obtained from 
general practitioner and was accordi 
placed on probation. The patient was pi 
nant by the child's father. The child choke 
to death while being fed. 

The father was a neat, well-groomed cor 
fidence man. The day following the daugli 
death he got drunk and severely assaulted 
patient, which resulted in his return { 
prison. 


Case 9. In a sudden rage this patient struc 
her child with a stick. The child was foll 
years old and an encopretic. Despite he 
tempts to train the child, he continued 
soil himself. The assault occurred a shi 
time after the patient had rejoined her 
band and child, following a separatioi 
three years because of his violence to hé 
She had sustained a lacerated lip from W 
husband when he was in a drunken rag 


Case 10. An impulsive man with a pre 
criminal record killed his often incontinet 
niece when the child had an episode ol 
continence. He went into a destructive rage 
during this episode, threw the child onto th 
floor twice; her head hit the floor; he ki ke 
her on the buttocks, finally throwing M 
against a chair. 


Discussion 


The primary requirement in the mani 
ment of the battered child syndrome 1st 
protect the child from further trauma: ; 
the present study, five of the ten patiem 
had seen a doctor immediately prec 
the crime, in some cases to complain abol 
the child's behavior and to seek help d 
management, in others to have Jesi 
treated, and in some to obtain treatm 
for themselves. Could it be said that? 
higher degree of medical awareness Mi 
have prevented at least some of 
tragedies? a 

On confirmation of child assault, 0 
cases where this likelihood would apa 
imminent, steps must be taken to sepan 
child from parent until the crisis has pasm 
The parent can then be treated and stufa 
in the knowledge that the child 1s 

Of the ten cases described, seve? : 
women and three are men. The three B= 
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all mental defectives, committed a single 
severe attack on the child, with no previous 
history of child assault apart from a thrash- 
ing. All of the men had criminal records, 
though not necessarily for assault. 

The female patients were disturbed, 
though in a more covert manner. There was 
evidence of an indirect approach to vio- 
lence as the final act, the last in a series of 
abortive attempts to deal with the situation. 
The women ranged in intelligence from 
above average to mental defective, Pro- 
longed social stress was a feature and four 
of the seven women had entered into mar- 
riage with men of different religions. This 
factor, though difficult to evaluate accurate- 
ly, resulted in much bitterness and isolation. 

The majority of the patients were in 

social class 5 or were mental defective 
or of dull intelligence; these findings are in 
agreement with the results of previous work- 
ers in this field(4). The patients emerged as 
emotionally inadequate and dependent peo- 
ple, having witnessed fighting in the paren- 
tal home. 
_ The patients’ attitudes to the crime are of 
interest, In the present series, all but two 
readily accepted responsibility for the act 
but attributed it to circumstances beyond 
their control, such as the husband’s lack of 
involvement in the family, the child’s non- 
Tesponsiveness, disobedience, or poor adap- 
tation to toilet training. In essence the 
child’s failure confirmed a sense of personal 
failure in the patient’s mind. 

The assailants recollected beginning to hit 
the child and losing control as the action 
gained momentum. They had a sense of 
being possessed by a “strange feeling” 
Which gained control, and while in this 
dissociated state they vented fury upon the 
child. One patient noted that while hitting 
and tormenting the child, she emitted ani- 
mal-like snarls and derived much pleasure 
ftom the episode. She went on to say that 
she preferred to torment the child over a 
Petiod of time rather than kill it instantly. 

While it is felt that the battered child 
Syndrome is of a different etiology from 
child neglect, child assault, or child murder, 
in Some cases the difference appears mini- 
mal, as in cases 7, 8, and 10. In others 
Certain features occur with regularity; these 
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are true cases of the battered child syn- 
drome. 

The criteria are: 1) The assailant 
is a parent or parent surrogate of the child; 
2) There is a history of repeated assault, 
major or minor; 3) The parent has been in- 
volved in a previous emotional catastrophe 
in which a child (not the one injured) 
played a crucial role; 4) The assaulted child 
is usually the youngest of the family; 5) 
There is overt evidence of marital friction 
or of character instability in the assailant; 
6) Other children in the family are well 
cared for and escape injury; 7) The history 
of the trauma is at variance with the lesions 
found. 

Persons with poor control of aggression 
can act out hostility upon a child through 
the mechanisms of displacement and pro- 
jection. Certain significant experiences must 
have occurred in the patient’s life before this 
form of release can take place. This syn- 
drome, especially in minor variants, is more 
prevalent than is recognized or reported. A 
study by the Massachusetts Society for the 
Prevention of Cruelty to Children revealed 
that only nine percent of willfully injured 
children were referred by physicians(2). 

It would be of great value to be able to 
predict the persons in whom the syndrome 
is most likely to develop. Family doctors 
and health visitors must pay special atten- 
tion to the mother who is under duress and 
has had a previous emotionally terrifying 
experience which had centered upon a 
child. 

In conclusion it is proposed that the 
battered child syndrome is best defined as 
occurring when repeated volitional attacks 
are made upon a child by a parent or 
parent surrogate. 
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LETTERS TO 


THE EDITOR 


The Challenge of the Unconscious 


Sir: Having read the excellent article by Dr. 
Richard Rabkin, “Is the Unconscious Neces- 
sary?” in the September issue of the Journal, 
I would like to register the conviction that the 
unconscious is indeed a force to be reckoned 
with. 

In everyday life we are.inclined to estab- 
lish its validity by citing certain happenings 
that could otherwise not be accounted for. 
For instance, the mysteries of mental telepa- 
thy and hypnosis are explained as manifesta- 
tions of the unconscious or subconscious. It 
has become commonplace to accept the 
Freudian tenet that the unconscious is the 
medium through which we -project our deep 
anxieties and suppressed thoughts—anxieties 
and thoughts we can have revealed to us 
through the interpretation of dreams. We 
have grown to accept the unconscious in gen- 
eral as the source of various types of occult 
communication, the occurrence of which 
would otherwise be very mystifying. 

By way of illustration, I recall, as clearly 
as if it happened yesterday, an incident of my 
childhood. My mother, who had lost her 
brother, kept his image close to her by means 
of a large photograph which hung in a heavy 
carved frame on the wall over her bed. One 
day she suddenly awoke from her customary 
afternoon nap visibly startled and alarmed. 
She exclaimed that she had heard her de- 
ceased brother saying “Fannie [her name], 
get up—hurry!" At that very moment the 
picture of her brother fell off the wall. What 
She experienced—the Strange message from 
her brother—may have been a dream pro- 
voked by her obsessive, sorrowful longing for 
him. As she sat at the foot of the bed in a 
state of shock, she kept repeating what had 
happened to her and marvelled at her narrow 
escape, believing that her brother had sent 
her a sign from the other world that he had 
not stopped taking care of her. 

In my student days I obtained a book 
which contained a series of lectures on psy- 


chology given at the University of Notting- 
ham, England. One was a lecture on "the 
mind" presented to a group of philosophy 
majors. After listening to the professor's dis- 
course on "the mind" for almost an hour, 
one of the students raised the question: "What 
is mind?" The professor replied, “Mind is no 
matter." The young man thanked him polite- 
ly, sat down, and several minutes later rose 
again. He asked, "What is matter?" The pro- 
fessor replied, “Matter is never mind." The 
student remained in the dark because the pro- 
fessor, an incurable sophist, had taken refuge 
in a couple of nonsensical puns, feeling it bet- 
ter to amuse his students than to inform them. 

This happened more than 50 years ago. To- 
day, with all the stress placed on the psycho- 
logical aspects (be they conscious or uncon- 
scious) of the human organism, the profession 
has not come much closer to solving the riddle 
of the mind. It has, however, adopted a sci- 
entific approach, and there is an abundance 
of learned treatises on every aspect of what is 
understood to be man’s thinking faculty. 
Every psychology student tackles it—from his 
freshman days through the graduate level— 
with countless research projects which mea- 
sure all phases of mental activity by means of 
Statistics and computers. 

With the mind so thoroughly researched, 
it is the “unconscious” element that still pre- 
sents the greatest challenge. Psychoanalysts 
have the key, and by digging down to the un- 
Conscious, they have found an almost infal- 
lible path through the labyrinth of cause and 
effect. Incidents and behavior patterns which 
are inexplicable can be clarified by tracing 
back—via the unconscious—to some early 
traumatic experience, destroying the blocks 
and defenses which had been set up by the 
conscious mind. When through psychoanalysis 
the naked truth of the unconscious is revealed, 
the patient is well on his way to overcome his 
present "hang-ups." 

The unconscious is recognized as a valuable 
tool, both in therapy and in the creative arts. 
The profession has its own techniques for 
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reaching it—through projective tests, free as- 
sociation, and the interpretation of dreams. 
Those who are not in the profession, the new 
thought groups in our society, try to probe 
the unconscious by the use of psychedelic 
drugs. Perhaps they tread on dangerous 
ground, but they have sometimes been re- 
warded with the evocation of graphic and ver- 
bal allusions of unbelievable imagery, imag- 
ery which could not possibly be conjured up 
by conscious concentration. The unconscious 
works in many ways its wonders to perform. 


O. L. FRIEDMAN, M.D. 
Holbrook, N. Y. 


Knowledge of the Unconscious 


Sir: In addressing himself to the question 
“Is the Unconscious Necessary?" (September 
issue of the Journal), Dr. Rabkin, by making 
inaccurate assumptions and omitting pertinent 
considerations, obscures an important issue. 
He states that analysts believe in a category 
of direct infallible knowledge which will man- 
ifest itself unless there is unconscious resis- 
tance to it. Since he does not document this 
assertion, I assume it is based on Freud’s doc- 
trine that one of the tasks of therapy is to 
make the unconscious conscious. However, to 
psychoanalysts this does not imply that truth 
is self-evident. 

The acquisition of knowledge is influenced 
by many factors. Unconscious mental pro- 
cesses, because they tend to be dominated by 
irrational primary process thinking, may dis- 
tort truth. The exposure of misconceptions, 
unconsciously maintained, to the scrutiny of 
conscious, rational secondary process thinking 
is necessary to test reality and exercise judg- 
ment. 

Dr. Rabkin’s statement that according to 
psychoanalysis an error reveals a wish is in- 
correct. Errors of fact based on ignorance 
must be differentiated from distortions of 
thinking which are related to conflicts of which 
the patient may be unaware and which are 
manifestations of primary process mentation. 
Dreams, parapraxes, hallucinations, and other 
phenomena such as symptoms, distressing be- 
havior, and character traits express not only 
needs and wishes but conflicts and ambiva- 
lences concerning them as well as efforts to 
gratify them and defend against them. The 
organization of thought processes to cope 
with needs is complex and involves the inter- 
play of conscious and unconscious forces and 
primary and secondary process mentation. 
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The consideration that hierarchical levels 
of mental organization result from this inter- 
play is helpful in understanding phenomena 
such as dreams and hallucinations. These phe- 
nomena often do admit several interpretations, 
depending on the level of thought organiza- 
tion which the therapist addresses. The thera- 
pist should focus his clarification and inter- 
pretation on the level of organization which 
is most appropriate to the therapeutic require- 
ments of his patient. 

Although education in some form is part of 
any therapeutic undertaking, Dr. Rabkin's 
overemphasis of it overlooks the accumulated 
experience of many therapists that too often 
patients are unaffected by education alone. 
Unconscious mental processes are important 
factors which tend to militate against the ac- 
ceptance of ideas offered in educational ther- 
apy to correct misapprehensions and modify 
behavior. Neither is knowledge of the uncon- 
scious sufficient. The patient's capacity to in- 
tegrate this knowledge is essential to the'suc- 
cess of any therapeutic endeavor. 

Contrary to Dr. Rabkin's assertion, analysts 
do not believe that all adaptation problems can 
be attributed to the unconscious. The capacity 
to adapt is influenced by the interaction of a 
variety of factors, both constitutional and ex- 
perimental. 

Dr. Rabkin concedes that the concept of 
the unconscious may be useful in personality 
study and therapy but adds that this does not 
imply that the unconscious has been “proved” 
by the scientific method. The proof Dr. Rab- 
kin seeks is necessary only to establish the 
existence of the unconscious as a "thing" 
which resists truth, The issue is neither the 
reification of the unconscious nor the pitting 
of unconscious against conscious, but how 
best to conceptualize our empirical observa- 
tions that mental forces outside awareness in- 
fluence many psychological phenomena. 


REBECCA Z. SoLomon, M.D. 
Hartford, Conn. 


Freud and the Unconscious 


Sir: The title question, "Is the Unconscious 
Necessary?” (by Dr. Richard Rabkin, Septem- 
ber issue of the Journal) would be more in 
tune with C. S. Peirce’s pragmatism than an 
example of his doctrine of “contrite fallibi- 
lism.” Dr. Rabkin gives us an extremely cir- 
cumvolutionary discussion, leaving us empty- 
handed with his general statement in the last 
paragraph. 
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It is today becoming fashionable to redis- 
cover epistemological weaknesses in Freud. 
The problem surrounding the unconscious 
cannot be explained by saying only that state- 
ments are, in general, “fallible.” There are 
other difficulties arising from the ways Freud 
has used this word. Many of the difficulties 
stem from the fact that he has not clearly de- 
fined what he meant by using it: 1) in the 
adjective form, e.g., as in “the unconscious 
wishes,” and 2) as a noun, e.g, as in “the 
unconscious.” 

In 1926 Max Scheler, one of the first phi- 
losophers who has paid attention to psycho- 
analysis, said (3) that the “so-called *uncon- 
scious’ . . . [is] a simple construction [to 
enable us] to give causal explanations of the 
psychic life.” He warns us not to commit the 
sin of reification. 

A. C. MacIntyre in his conceptual analysis 
of the unconscious says(2), "Where Freud 
uses ‘unconscious’ and ‘unconsciously’ he ex- 
tends . . . earlier uses of these words; but 
when he speaks of 'The Unconscious he 
invents a new term for which he has to pre- 
scribe a meaning and a use, and in this in- 
novation he is curiously dominated by a 
picture of the mind which he, at many points, 
explicitly rejected." A few lines down he adds 
that Freud “introduces ‘The Unconscious’ as a 
noun, not to describe but to explain.” By over- 
looking this change in tone from adverb to 
noun, Dr. Rabkin has much in common with 
the multitude of other psychoanalytic writers, 
as well as with Freud. This oversight leads to 
the many obstacles we may find in our discus- 
sions—the inaccuracies in asking questions and 
the consequent impossibility to find answers. 
In this article, that is exactly what has hap- 
pened, 

One word about Descartes—he was not as 
dogmatic as he looks in Dr. Rabkin’s presen- 
tation; particularly, the point: When is a 
dream a dream? is actually Cartesian; see his 
second meditation! In the new dream litera- 
ture it was restated by E. Straus(4) and M. 
Boss(1). 

To assume that there are “unconscious 
agencies” is very pleasant at times, but it is 
not needed, Other “agencies” may be as help- 
ful to bring about peace of mind. The psy- 
chiatrist must know which agency’s help he 
is invoking—Dr. Rabkin’s article does not 
say this (unless he is a “Pyrrhonist,” but in 
life. we cannot follow Pyrrho). We must learn 
how reliable our assumptions are and to what 
extent they justify our actions. If the uncon- 
scious can be used to hide our mistakes and 
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lack of knowledge, then it should be elim- 
inated. 
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D. PivNicki, M.D. 
Montreal, Canada 


Dr. Rabkin Replies 


Sir: Dr. Friedman suggests that the un- 
conscious can be used to understand occult 
phenomena—in which he includes dreams 
and hypnosis—and poly-drug usage by "new 
thought" groups; Dr. Solomon finds the un- 
conscious helpful in understanding dreams 
and hallucinations; and Dr. Pivnicki, like Dr. 
Solomon, makes the point—quoted in my 
article—that there appears to be very little 
alternative to the unconscious in most clinical 
work. As Dr. Pivnicki points out, the pos- 
sibility of destructive and absolute skepticism 
(Pyrrhonism) is hardly an adequate substitu- 
tion for the unconscious. 

I am in agreement with all these points. 
It was not my intent to challenge the logic or 
grammar of psychoanalysis, although Dr. 
Pivnicki seems to suggest this necessity; after 
all, psychoanalysis was developed by highly 
disciplined and logical men. I wished rather 
to take issue with the underlying assump- 
tions—the metapsychology or general theory 
of psychoanalysis. 

As it was also not my intention to leave 
the reader empty-handed, I would like to 
repeat my final point. A great many problems 
which can be explained by the unconscious 
can more profitably be seen as problems in 
learning to learn—not problems in "'educa- 
tion" in the sense of the word as used by Dr. 
Solomon, but education for education. Thus 
a ghetto child who cannot read, rather than 
suffering from an unconscious block for 
which he must be referred for psychoanalytic 
treatment, may require special techniques de- 
veloped (and to be developed) in reading 
readiness. Further, the social system of the 
School itself may be at such variance with 
the Social system in the ghetto as to preclude 
his academic adaptation. (As we explore such 
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problems further, this can include the problem 
of his being fed breakfast before going to 
school.) 

Although I am sure that it was never the 
intent of psychoanalytic theory to obscure 
these issues, when the unconscious is referred 
to as “force” rather than a theoretical model 
(Drs. Friedman and Solomon), or when the 
unconscious is seen as “an almost infallible 
path through the labyrinth of cause and 
effect” (Dr. Friedman), or when the allega- 
tion of an overemphasis on education (Dr. 
Solomon) siphons off criticism of the school 
system and techniques, I am afraid I have to 
repeat my assertion that inquiry is blocked, 
and psychoanalysis used in this fashion stands 
in the way of social progress and our moral 
obligation to learn to learn, to enlarge the 
frontier of the embryology of behavior. 

With respect to the particular issues raised, 
hypnosis has been discussed by T. X. Barber 
without the concept of the unconscious(1); 
the riddle of the concept of mind I have re- 
viewed elsewhere(2); and “pragmatism” can- 
not be applied to Peirce as he specifically 
disowned the term—although he originally 
coined it, Lastly, the best documentation of a 
belief in self-evident truth comes directly from 
Dr. Solomon’s own discussion of primary and 
secondary process. I do not see how she can 
fail to come to the conclusion, admittedly 
condensed and leaving out overdetermination, 
that were it not for primary processes which 
“may distort truth,” it would manifest itself 
as self-evident. Either truth exists to be re- 
vealed or distorted, or it is an outcome of a 
process, an alternative I have tried to discuss 
in a recent paper(3). i 

As the popularity of psychoanalytic ex- 
planations declines, I believe that we must ask 
ourselves what other special skills we bring 
to the community. I do not think that the 
question will put psychiatrists out of business. 
If there were no such profession, we would 
have to invent it. If I may hazard a guess, 
psychiatry will have to abandon the apparent 
simplicity and elegance of a unitary theory 
of the human psyche (psychoanalysis) as 
medicine has already done—that is, it will 
have to become a compendium of specific 
skills and techniques wrapped around par- 
ticular problems in living. Future textbooks 
may organize themselves around problems 
(sex, sleep, family, school, and so forth) 
rather than offer a panchreston. Foremost in 
these discussions will be the issue of com- 
petence and its development. 
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RICHARD RABKIN, M.D. 
New York, N. Y. 


Complementariness Principle in Husbands 
of Paranoid Women 


Sir: I wish to comment on the article by 
Drs. DuPont and Greenbaum titled “Willing 
Victims: The Husbands of Paranoid Women” 
(August issue of the Journal). The patients 
placed by the authors in group I are wives 
whose paranoid state is connected with a rela- 
tively good preservation of personality func- 
tions. I previously described this state as a 
source of marital difficulties under the name 
of conjugal paranoia(1, 2). This condition has 
been a common source of referral by domestic 
relations courts. 

The article and previous correspondence with 
Dr. DuPont led me to review my case mate- 
rial. On an impressionistic basis I tend to agree 
with the authors’ findings that the husbands of 
paranoid wives (group I) are frequently pas- 
sive, submissive, and even "willing victims." 
(Group II and group III are more obviously 
psychotic and present a different problem.) 

However, the failure to remedy their marital 
situation may reside not in the husbands’ 
passivity or underlying masochistic strivings, 
but in the reality situation and in loyalty to the 
spouse. I saw husbands burst into tears when 
informed that the marital difficulties were due 
to their wives' mental condition. 

The authors did not sufficiently comment 
on the reason for such a combination as a 
passive husband and a paranoid wife. In my 
opinion this may be due to the principle of 
complementariness in the choice of a marital 
partner. To quote the authors, “The wives were 
responsible homemakers who managed the bud- 
get, cared for the children, and made most 
major decisions." Thus a passive, submissive 
male chooses a wife who seems to him strong 
and dominant, with leadership abilities; while 
the female chooses a submissive husband be- 
cause of her hostile, castrating emotions toward 
all males. In spite of their surface appearance 
of forcefulness, they have deep passive, sub- 
missive yearnings; hence the derogatory atti- 
tudes of the paranoid spouse may decrease 
with a show of strength and decisiveness. This 
explains the authors' observation, "When one 
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husband insisted on his marital prerogatives 
to intercourse despite his wife’s violent protest, 
she showed clinical improvement.” 

I do not feel that cessation of intercourse 
is a major cause for development of the para- 
noid state in the wife. In fact, she initiates 
cessation of sexual relations when her para- 
noia is well established. She may blame the 
husband, but she will also blame him for other 
events she precipitated. The distortion of facts, 
projections, mental clarity, and frequent sur- 
face charm of the paranoid wife lead to many 
diagnostic errors by competent psychiatrists. 
This has resulted on occasion in catastrophic 
court decisions. It is impossible to overestimate 
the importance of the joint interview by the 
same examiner for elimination of diagnostic 
errors. It is therefore gratifying that the au- 
thors added the interview of the couple to 
individual interviews. 
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EUGENE ReEvitcu, M.D. 
Plainfield, New Jersey 


Drs. DuPont and Grunebaum Reply 


We are grateful to Dr. Revitch for sharing 
his experiences with us both during the course 
of our study and in his present reassessment of 
his findings. 

We agree with him that the choice of a 
spouse was made on the basis of comple- 
mentariness—namely, a passive, reasonable 
man and an aggressive, irrational woman. 
However, the husbands and wives were not 
only complementary but also similar in re- 
spects such as their social isolation, Thus it 
is not as important to decide whether the 
relationship is complementary or similar-as it 
is to describe specifically how the relationship 
is structured on a variety of dimensions. 

The differences between our report and 
that .of Dr. Revitch seem to be in emphasis 
and interpretation rather than in findings. This 
may reflect our sources of subjects—his pa- 
tients were seen in a legal setting and ours in 
a psychiatric hospital setting. Even with a sub- 
ject as unique as the marriage of paranoid 
women, the setting of the investigation is found 
to influence the findings. 

Dr. Revitch's extensive experience related 
to marriages of paranoid women supports our 
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description of a specific marital syndrome as- 
sociated with the diagnosis of paranoid state 
in women. We appreciate his support as well 
as his comments on the syndrome. 


RoBERT L. DuPont, JR., M.D. 
Bethesda, Md. 

Henry U. GRUNEBAUM, M.D. 
Boston, Mass. 


Psychiatric Racial Discrimination? 


Sir: Although American psychiatry has not 
yet been widely attacked as “racist,” this is prob- 
ably because more important targets are avail- 
able. To the extent that psychiatry is seen as 
part of “the establishment,” it will come under 
fire; many youths—and some psychiatrists— 
have become increasingly critical of the dom- 
inant psychoanalytically oriented psychiatric 
“values” and consider psychiatry to be a re- 
actionary institution in a “racist society.” 

As the Kerner Commission has indicated, very 
subtle and pervasive forms of discrimination 
are present in our society(2). This letter 
is intended to examine how American psy- 
chiatry participates in a form of racial dis- 
crimination built into common methods for 
financing, via health insurance, some portion 
of psychiatric services. This disérimination is 
not the case for most other kinds of illness. 

It is important initially to clarify what is 
meant by "discrimination" in the present con- 
text, since different usages have lead to con- 
siderable public confusion. I am not con- 
cerned here with "emotional discrimination" 
(“prejudice”) or “rational discrimination," 
which is based on logical self-interest; rather, 
“structural discrimination,” a more complex 
concept, is at issue here. The latter, exhaus- 
tively documented in a number of areas by 
social scientists(1), refers to ways in which 
society is structured so that discrimination 
results, i.e, mechanisms built into the way 
society functions, which serve to deprive Ne- 
groes relative to whites. This highly perva- 
sive and interlocking system, maintained by a 
number of feedback mechanisms, has nothing 
directly to do with public or personal motives 
but is related instead to social facts. For ex- 
ample, equal opportunity for jobs is not 
truly equal if a person, by virtue of having 
been born into the ghetto, receives an inferior 
education and is thereby an unequal com- 
petitor in the job market. 

As a typical example of structural discrim- 
ination relating to psychiatry, consider a pre- 
paid comprehensive group practice direct ser- 
vice plan whose more than 50,000 subscribers 
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follow a striking bimodal distribution with 
affluent and low-income modes, All sub- 
scribers pay the same premium. This plan 
provides psychiatric consultation and diagnos- 
tic services directly, but for treatment general- 
ly refers patients to an approved “panel” of 
private psychiatrists in the community. Bene- 
fits for psychiatric treatment are provided for 
acute psychiatric disorders with a good prog- 
nosis for improvement within 16 visits. The 
outpatient benefits consist of $15 per visit 
for 16 visits to a private psychiatrist; these 
benefits are prorated in those rare instances 
when the visits last less than 50 minutes. 
Psychiatric benefits are a reflection of a certain 
portion of each premium dollar paid by the 
subscribers. 

Although this is a totally egalitarian system 
in principle, it is discriminatory in practice. 
As the premium only covers half of the cus- 
tomary psychotherapy fee, an individual must 
pay $15 per visit. This is clearly impossible 
for the large group of low-income subscribers. 
The economically disadvantaged Negro there- 
fore is unable to take advantage of psychiatric 
services for which he is paying a portion of 
his premium dollar. There is no emotional or 
rational reason which bars him from obtaining 
psychiatric treatment; it is simply a social fact 
that he tends to have a low income and cannot 
then take advantage of the psychiatric benefits 
he is paying for. Because he can take less ad- 
vantage of these benefits, more benefits accrue 
to those who are affluent. In effect, with re- 
spect to benefits for psychiatric treatment, the 
Negro tends to subsidize the white, and the 
poor clearly subsidize the rich! 

It would not be difficult to alleviate struc- 
tural discrimination in the specific situation 
relating to utilization of psychiatric treatment 
financed in part by insurance benefits. One 
method could be to give a flat sum of money 
per treatment session rather than a percentage 
of the total cost—ie., each individual would 
receive a $15 benefit for a session, which 
could not be less than some minimum (e.g a 
half hour). He would then have the option of 
paying on his own for more time (e.g. the 
standard 50-minute hour) if he could afford 
it, but if he could not he would still receive 
the full psychiatric treatment benefits for the 
minimum time. This would require, however, 
that long-standing and convenient social pat- 
terns and preferences among psychotherapists 
be altered, and the “sacred” 50-minute hour 
give way to more flexible arrangements. — 

With ever increasing numbers of individu- 
als paying for a part of their psychiatric fees 


Amer. J. Psychiat. 125: 7, January 1 969 


985 


by means of some variety of medical insur- 
ance plan, the problem is a pervasive, al- 
though hidden, one. In effect, the poor and 
black are subsidizing psychiatric treatment for 
the rich and white. Psychiatrists’ awareness of 
their participation in racist systems can lead 
to alleviation of this form of discrimination. 


The references are: 


1.' Toward an Understanding of Mass Violence— 
A Summary and Review of Contributions from 
the Behavioral Sciences on the Nature of Mass 
Violence. Bethesda, Md.: National Institute of 
Mental Health, 1967 (processed). 

2. U. S. Riot Commission: Report of the Na- 
tional Advisory Commission on Civil Dis- 
orders. New York: E. P. Dutton, 1968. 


Gorpon G. GroBus, M.D. 
Orange, Calif. 


Diagnostic Nomenclature as Medium for 
Communication 


Sir: Dr. Walter Lewin's letter (September 
issue of the Journal) commenting on Drs. 
Spitzer and Wilson’s paper “A Guide to the 
American Psychiatric Association’s New Diag- 
nostic Nomenclature” (June issue of the 
Journal) deserves an answer. 

First, until a nomenclature based on scien- 
tifically demonstrable etiological concepts of 
each disease and reaction is possible, a com- 
pletely rational nomenclature is impossible. 
No nomenclature based on the present state 
of knowledge can avoid the kinds of irratio- 
nality Dr. Lewin correctly points out when 
he speaks of a false distinction between “run- 
away reactions” and marital desertion. 

Secondly, it does not seem to me that the 
purpose of our Association is solely to “find 
new ways of helping patients” in any imme- 
diate sense. It must also deal with the basic 
scientific interests of our field which, while 
they may help patients in the end, may con- 
tinue to be simply searches for knowledge. 
Certainly the search for a diagnostic scheme 
capable of optimal communication of ideas at 
a particular time in the development of our 
science may not be burdened with the task of 
being immediately helpful to patients, Further- 
more, Dr. Lewin apparently assumes that the 
family and employer will be given the diag- 
nosis freely and in the same words as used 
for an official or scientific classification. To 
do this would not only be foolish (since the 
public cannot be expected to interpret our 
technical language), but it would also come 
close to being unethical. 
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What needs to be stressed is that a nomen- 
clature is a system of communication. The 
goal of the system is to furnish maximum 
information to an informed reader in a mini- 
mum of words. The impression that the in- 
clusion of the older terms for a variety of 
neuroses represented a regression can also be 
interpreted in another way—that we in the 
United States had developed a nosological 
dialect so far from the mainstream of inter- 
national psychiatric language that our diag- 
noses no longer communicated satisfactorily 
to our colleagues. The present nomenclature 
was developed as a worldwide instrument, 
and the APA showed, in my estimation, wis- 
dom in sacrificing local language preferences 
to international understandability. 

Finally, Dr. Lewin's letter seems to place 
undue importance on the system of official 
nomenclature. At the present stage of the de- 
velopment of psychiatry, systems of nomen- 
clature should be tools for communication: 
they should not represent theories of psychi- 
atry (though it is recognized that this goal is 
impossible in actuality; the two systems of 
thought inevitably contaminate each other). 
If, however, the communicative function of 
nomenclature is kept in the forefront, anyone 
is free to use any local conceptual system he 
chooses, using any diagnostic terms he likes 
for local teaching or for informing nontech- 
nical people about the problems in any case 
where proper treatment so demands. 

The only restriction is that careful consid- 
eration should be given to the procedure of 
translating local terminology into the language 
of the official nomenclature when reports are 
needed by other technicians in psychiatry. 
Translation is never perfect, yet it is essential 
if all psychiatrists are to share an understand- 
ing of what is being talked about. The new 
nomenclature is a step, certainly not perfect 
but, one hopes, useful, in the development of 
a more communicative system of nomenclature. 


PauL V. LEMKAU, M.D, 
Baltimore, Md. 
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More on the New Diagnostic 
Nomenclature 


Sir: I entirely agree with Dr. W. Lewin's 
letter (September Letters to the Editor) which 
criticized the new diagnostic nomenclature of 
the American Psychiatric Association. It seems 
to me that such a regressive step is not suf- 
ficiently justified by saying that it will "facilitate 
the exchange of ideas among psychiatrists of 
all countries." By the same reasoning, maybe 
we should close all our new community clinics 
and return to the system of large regional 
hospitals, a system which is widely used in 
Europe and much of the rest of the world. 


JAMES M. DoNARUE, M.D. 
Indianapolis, Ind. 


More on Editorial Courtesy 


Sig: Dr. Gardner's recent letter (October 
issue of the Journal) wistfully pleading for 
editorial kindness in correspondence with the 
authors reminds me of the reported struggle 
on the part of a grant-conferring foundation 
to frame a rejection letter which would com- 
bine succinctness with a maximum of friend- 
ly encouragement. The final result was as fol- 
lows: "We have nothing but praise for your 
project." 


Mary BisHoP, M.D. 
St. Louis, Mo. 


A Correction 


On page 704 of the November issue, a word 
was omitted in the last paragraph of Dr. Arieti’s 
reply to Dr. J. N. Hood, who commented on 
Dr. Arieti’s article entitled “The Present Status 
of Psychiatric Theory” in the June issue. The 
Corrected first sentence of this paragraph should 
read “It is not correct to say that free will 
necessarily means ‘undetermined determined’; it 
depends on the philosophical predilection of the 
interpreter.” 

The editor and staff regret this error. 
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PsycHOANALYsIs: THE First TEN Years, 1888- 
1898. By Walter A. Stewart, M.D. New 
York: Macmillan Co., 1968, 216 pp., $5.95. 


This commendable volume is a detailed 
study of the writings of Sigmund Freud from 
an early decade that was of crucial importance 
for the. emergence and development of his 
theories and clinical practices. It includes both 
works published during that decade and vari- 
ous unpublished letters and drafts that have 
come into print more recently. The book 
gives evidence of a sustained and careful at- 
tention to the elucidation of the ideas and 
practices dealt with in those early writings, 
and Dr. Stewart has brought to his task a 
comprehensive grasp of the whole of Freud’s 
writings and of psychoanalytic literature at 
large. 

After some well chosen comments in justi- 
fication of his historical undertaking, the au- 
thor devotes the remainder of his first chapter 
to a biographical outline for the particular 
decade. While this is material familiar to many 
readers, he achieves a more balanced and tem- 
perate presentation of the strained relation- 
ships of those years than has usually been the 
case. 

In the next three chapters Freud emerges as 
considerably more than the mere architect of 
theories that some would portray him as hav- 
ing been. Construct theories he did, but Stew- 
art implicitly reminds the reader that this oc- 
curred in a context of clinical work and that 
Freud was an empiricist who was guided by 
trial, error, and success toward changes in his 
theories and techniques. 

Freud's therapeutic work was a central fac- 
tor in stimulating him to theorize, and he did 
so in fairly close relationship to his clinical 
data as he struggled to order them, meaning- 
fully relate them to one another, explain them, 
and make clinical predictions from them. Clin- 
ical successes and failures and attendant satis- 
factions and dissatisfactions were crucial as he 
extended, modified, and abandoned ideas and 
practices and introduced new ones. 

Nevertheless, the picture was clearly more 
complex than this. While the author fails to 
mention it, from his own presentation one 
can see the evidence of Freud’s fluctuating 


tendencies toward pure theorizing on the one 
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hand—neat and tidy as such efforts can be— 
and on the other hand, toward the less tidy, 
less systematic theorizing that can be forced 
upon someone maintaining close contact with 
clinical data as he develops his concepts. It 
seems to this reader that it is more fruitful to 
view the vicissitudes of Freud’s theories in 
this perspective than to be guided by Stewart’s 
inclination to view him as having chosen good 
or bad concepts and as not having yet realized 
the ultimate truths that he would eventually 
arrive at in his “final” formulations. 

In two of these same chapters the author 
deals with Freud’s early views on sexuality, 
considering them in the contexts of the no- 
tions of actual neurosis, where his explana- 
tions were primarily physiological, and of 
neuropsychoses of defense, where his explana- 
tions were primarily psychological. Here, as 
elsewhere, one notes Stewart’s considerable 
capacity to trace a thread of developing ideas 
that is actually there but not readily discerned 
without careful study and to present it in clear 
and readable fashion. 

Then he proceeds to a chapter on economic 
formulations which provides a useful exposi- 
tion of the early history of Freud’s energy 
concepts. However, a problem that recurs in- 
termittently in this volume particularly plagues 
this chapter. The author’s broad grasp of psy- 
choanalytic thought is frequently used to pro- 
vide a helpful perspective on later develop- 
ments and so to place earlier ideas in an 
appropriate larger context. Unhappily, he 
sometimes forgets his historical undertaking 
and loses himself in these later developments, 
at times apparently drawn into arguments re- 
garding the present-day status of certain con- 
cepts. At best this blurs the picture some- 
what, and it might seriously confuse matters 
for a reader who has not been a student of 
the history of psychoanalytic thought. 

With a chapter on affects and a chapter on 
early metapsychology Stewart completes a 
book which will have to be respectfully con- 
sidered in any future writings on the history 
of psychoanalytic thought and which will 
stand as a useful reference to anyone seeking 
an understanding of how such ideas emerged 
and developed. 


STANLEY W. Jackson, M.D. 
New Haven, Conn. 
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COMPREHENSIVE MEDICAL CARE AND TEACH- 
inc. Edited by George G. Reader, M.D., 
and Mary E. W. Goss, Ph.D. Ithaca, 
N. Y.: Cornell University Press, 1967, 384 
pp., $11. 


This book recounts the history of the editors’ 
experience in a special outpatient clinic pro- 
gram of the Cornell Medical’ Center-New York 
Hospital. The Comprehensive Care and Teach- 
ing Program, as it is called, is subjected to a 
thoroughly detailed and analytical evalua- 
tion after 15 years of operation. From the 
beginning its major emphasis has been a com- 
plete evaluation of the patient and his problem 
and the efficient organization of and con- 
tinuity of care. The report is a logical sequel 
to an earlier book coedited by Dr. Read- 
er(1). As the care and teaching program was 
largely supported by the Commonwealth Fund, 
this book carries forward the general principles 
enunciated in the earlier Commonwealth Fund 
publication, Teaching Psychotherapeutic Medi- 
cine(2). 

The editors describe the difficulties in the 
process of establishing and gaining acceptance 
for the clinic from faculty and students. There 
was particular resistance to the more than 
usual prominence of nonphysicians, especially 
sociologists, in the care and teaching structure. 
One important handicap was that the program 
did not have an inpatient service at its dis- 
posal. Other problems were posed by the con- 
ventionally chauvinistic attitudes of specialists. 
Characteristically, the pediatricians insisted on 
a separate locus for their activities. All of the 
difficulties are dealt with frankly and are ana- 
lyzed in an objective fashion. 

The changes in the' attitudes and behavior 
of students and faculty are interestingly de- 
scribed, not only as they relate to the clinic 
experience but to the family and home-care 
aspects of the program as well, Especially en- 
Baging are the honest and straightforward dis- 
cussions of the effort of the clinic to make a 
lasting impact on students—an effort to in- 
culcate in them a concern for patients as well 
as diseases. The problem is by no means solved, 
but the important work described in this vol- 
ume helps to pose the questions more clearly. 

The book will certainly be useful to those 
People in medical schools with curricular 
problems, especially those relating to the in- 
troduction of social science teaching. With 
Tespect to the current concern for research 
in patient care, this detailed account of an ex- 
perience in teamwork involving medical stu- 
dents, physicians, nurses, and social workers 
will help in the thinking-out of appropriate or- 
ganizational patterns for the future. 
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The references are: 


1. Merton, R. K., Reader, G. G., and Kendall, 
P. L., eds.: The Student-Physician. Cambridge, 
Mass.: Harvard University Press, 1957. 

2. Witmer, H. L., ed.: Teaching Psychotherapeu- 
tic Medicine: An Experimental Course for 
General Physicians. New York: Common- 
wealth Fund, 1947. 


STEWART Worr, M.D. 
Oklahoma City, Okla. 


Tue Bartrerep Cuir, Edited by Ray E. Hel- 
fer, M.D., and C. Henry Kempe, M.D. 
Chicago: University of Chicago Press, 
1968, 261 pp., $12.50. 


Physical abuse of children is a centuries- 
old phenomenon, but it is only in the past few 
years that the “battered child syndrome” has 
received systematic attention. As so often hap- 
pens in medical history, a long-overlooked 
condition proved to be remarkably widespread 
once it was recognized. In 1967, report the 
editors of this timely volume, tens of thou- 
sands of children in the United States were 
severely beaten, many to the point of death. 
Growing awareness of this problem has spurred 
legislation in all 50 states requiring physicians 
to report suspected cases of child abuse. 

Because the medical, psychiatric, social, and 
legal aspects of the problem are closely linked, 
the editors have wisely adopted a multidis- 
ciplinary approach. The book contains chap- 
ters by authorities in a number of fields 
including diagnostic radiology, pathology, epi- 
demiology, social work, and law. In a com- 
mendably nondogmatic fashion, the contribu- 
tors survey the available research data and 
examine some of the outstanding issues that 
need further exploration. The result is a high- 
ly informative and thought-provoking review 
of the subject at its present stage, admittedly 
only a beginning. 

A chapter of special interest for our pro- 
fession is the psychiatric study of abusing par- 
ents contributed by Dr. Brandt F. Steele and 
Dr. Carl B. Pollock of the University of Col- 
orado School of Medicine. Basing their report 
on observations of 60 families during a five- 
year period, the psychiatrists refute the popu- 
lar view that child abuse occurs only among 
“bad people” of low socioeconomic status. The 
parents in their study group were strikingly 
heterogeneous with respect to income, educa- 
tional achievement, intelligence, religion, and 
ethnic background. The group was also far 
from homogeneous in psychopathology, pre- 
senting the diversity in type and severity of 
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emotional disorders seen in any clinic popula- 
tion. 

Instead of attempting to link child abuse 
with a specific type of psychiatric disorder, the 
investigators focused on the interaction be- 
tween the caretaker and infant. They note: 
“Observation of this interaction leads to a 
clear impression that the parent feels insecure 
and unsure of being loved, and looks to the 
child as a source of reassurance, comfort, and 
loving response.” Two basic elements appear 
to be involved: a high expectation and demand 
by the parent for the infant’s performance 
and a corresponding disregard of the infant’s 
own needs, limited abilities, and helplessness. 
“Axiomatic to the child beater are that in- 
fants and children exist primarily to satisfy 
parental needs, that children’s and infants’ 
needs are unimportant and should be disre- 
garded, and that children who do not fulfill 
these requirements deserve punishment.” 

The psychiatrists directed their treatment 
toward changing the basic pattern of child 
rearing. They report an extremely high per- 
centage of improvement—three-fourths of the 
treated families. 

The problem of defining child abuse is not 
a simple one. Steele and Pollock suggest that 
“There seems to be an unbroken spectrum of 
parental action toward children ranging from 
the breaking of bones and fracturing of skulls 
through severe bruising to severe spanking and 
on to mild ‘reminder pats’ on the bottom.” 
But is this really a continuum? A sharper dif- 
ferentiation would be desirable. 

The definition of child abuse should not be 
so all-inclusive that it embraces not only physi- 
cal damage representing a deliberate assault 
by an antagonistic and angry mother but also 
damage that is accidentally inflicted in an ef- 
fort to correct or teach the child. In the latter 
instance one may feel that the parental tech- 
nique is a bad one. Nevertheless, it is a dif- 
ferent phenomenon from deliberate child 
abuse, and the treatment approach to the 
parent. would not be the same. This is true even 
where the accidental damage is extensive, as 
when a mother dislocates the shoulder of her 
three-year-old child by yanking him out of 
the way of an automobile. i 4 

It is hoped that the actual incidence of child 
abuse will be clarified by the epidemiological 
studies now being conducted at several centers. 
The difficulty is twofold. On the one hand, 
there are so many unreported cases that the 
incidence is probably grossly underestimated. 
On the other hand, the broad range of phe- 
nomena reported as child abuse may lead to a 
blurring of the suggested distinction between 
accidental and aggressive harm. 
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More follow-up studies would also be of 
great interest. Their results will no doubt 
suggest refinements in the prevention, diag- 
nosis, and treatment of the “battered child 
syndrome.” For the present, the book under 
review is a welcome contribution to our un- 
derstanding of the dimensions of this urgent 
medical and social problem. 


ALEXANDER THOMAS, M.D. 
New York, N. Y. 


Mir» Menta RErAmDATION. Report no, 66. 
By the Group for the Advancement of Psy- 
chiatry. New York: GAP, 1967, 53 pp., $1. 


This publication by the Group for the Ad- 
vancement of Psychiatry is probably one of 
the most significant and timely reports made 
by that organization. It brings into sharp focus 
an area of mental retardation which has been 
overshadowed by the more dramatic disability 
of the moderately to severely retarded individ- 
ual. 

The mildly retarded are generally defined 
as a heterogeneous group of individuals without 
significant physical defect whose IQ falls be- 
tween 50 and 70. In terms of total numbers of 
retarded, this group probably outweighs the 
moderately and severely retarded by three to 
one, but a fairly high proportion of the group 
is not visible in the community except during 
the school years. Perhaps the most significant 
general characteristic of the mildly mentally 
retarded group is its overrepresentation by 
members of the lower socioeconomic classes, 
a fact which has made it a major social issue 
at this time. 

The mildly retarded are seen basically as 
falling into two somewhat overlapping groups, 
which have been designated Groups A and B 
to avoid the problem of labels. However, it is 
quite apparent that Group A simply represents 
a very large body of individuals from the dis- 
advantaged population and Group B a some- 
what smaller number of individuals primarily 
arising from the middle class. Group A is 
further characterized by a high frequency of 
broken homes, a low educational level of the 
parents, limited family resources, identification 
of retardation at school age, and minimal or- 
ganic involvement with the medical community. 
Group B is characterized by an intact, upward- 
ly mobile family with usually adequate re- 
sources, higher educational level of the family, 
frequent appearance of organic factors, and 
contact with and identification by the medical 
community before entry into school. 

The report is presented in four sections 
dealing with diagnosis and psychopathology, 
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etiology and prevention, treatment, and the 
law. The diagnosis of the mildly retarded 
person is usually delayed because of his ap- 
parent physical normality. However, as suc- 
cessive milestones in the child’s mental devel- 
opment are delayed when compared with his 
sibs or peers, the parents of the Group B re- 
tarded usually seek medical advice. The chil- 
dren in Group A may not appear too different 
from their sibs and peers, and as a consequence 
identification may be delayed until their entry 
into school. During the school years children 
from both groups are identified and usually 
placed in special education systems, although, 
even here, there may be differences due to the 
relative disparity between the retarded indi- 
vidual and the mean level of functioning of 
his immediate peer group. 

In adolescence and adulthood the mildly 
retarded remain problems in social adjustment 
and economic adaptation, although a large 
number of identified retarded persons disap- 
pear in the general population after leaving 
School. In general, most of the mildly retarded 
develop some form of inadequate social and 
psychological adaptation which closes a vicious 
circle of educational failure leading to self- 
defeating attitudes, which in turn ensure per- 
petuation of the educational failure. 

The etiology of mild mental retardation 

centers on three areas: sociocultural, psycho- 
logical, and organic. In Group A families, 
the poverty group, all three factors are fre- 
quently present. For the most part, in the 
Group B families organic impairment is the 
primary event which usually sets into motion 
maladaptive psychological adjustment in both 
child and family. It is usually the Group B 
family that takes advantage of the medical 
community, and often the program for the 
Group B child is planned even before he en- 
ters school. However, the Group A family 
rarely contacts the physician, and preventive 
measures which might have been. taken are 
no longer as effective. 
. Treatment depends upon identification; and 
in the case of Group A children identification 
is frequently late. However, with the advent 
of federal programs designed to provide early 
educational and medical intercession, the physi- 
cian will be increasingly involved in the de- 
velopment of treatment programs for this 
group. The treatment will be basically directed 
toward the educational development of the 
child but will require the physician's consid- 
erable knowledge of and involvement with 
the family and participation as a community 
leader to develop programs designed to pro- 
vide resources for the mildly retarded. 
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In the section entitled "The Law" some of 
the most thought-provoking comments on the 
mildly retarded center on the legal rights of 
this group. As an effort is made to maintain 
the mildly retarded individual in the communi- 
ty rather than sequestering him off from so- 
ciety, questions concerning competency, mar- 
riage, guardianship, property control, and the 
like become greater in social significance. It is 
in areas such as these that the expertise of the 
physician will become progressively more use- 
ful to the community in rendering consulta- 
tion upon which judgments on these issues 
will be made. 

This succinct and well written report on an 
important social and medical issue should be 
required reading for pediatricians, neurologists, 
and psychiatrists who are even marginally in- 
volved in programs dealing with poverty 
groups and with the broader area of mental 
retardation in general. 


JAMES Q. SiMMoNS III, M.D. 
Los Angeles, Calif. 


ANIMAL AND Human, Science and Psychoanal- 
ysis, vol. XII. Edited by Jules H. Masser- 
man, M.D. New York: Grune & Stratton, 
1968, 266 pp., $12.75. 


This compact volume is the 12th in a series 
of books from the Publications Committee of 
the American Academy of Psychoanalysis, 
which have included such topics as Psycho- 
analysis and Human Values (vol. III, 1960), 
Violence and War (vol. VI, 1963), and Sexu- 
ality of Women (vol. X, 1966). The present 
volume consists of a series of papers by various 
investigators who address themselves generally 
to the theme of the contributions to the under- 
standing of human behavior that can be de- 
rived from the studies on nonhuman primates 
and other animal forms. A number of writers 
discuss the pros and cons of whether one can 
extrapolate from observations of animal be- 
havior to man. Most seem to conclude that 
some useful and applicable principles can be 
seen. 

The book is divided into three parts. The 
first, concerned with development, is made up 
of five papers generally dealing with mother- 
child relationships. The paper by Donald 
Sade on “Inhibition of Son-Mother Mating 
Among Free Ranging Rhesus Monkeys” is an 
excellent report of careful observations on 
son-mother mating, or rather the general lack 
of it, as observed in the Cayo Santiago col- 
ony. The paper by David Hamburg on the 
“Evolution of the Emotional Responses” is a 
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fine essay both in its attempts to define emo- 
tions and as a generally instructive discourse 
on the utilization of nonhuman primates in 
this type of research. 

The second part of the book, “Ethologic 
and Experimental Studies," consists of three 
papers ranging from a study of the “Socializa- 
tion of Wolves" by, Jerome H. Woolpy to a 
very thought-provoking and careful analysis 
by William A. Mason on the "Scope and Po- 
tential of Primate Research." 

It is interesting to note that at the recent 
International Congress of Primatology in At- 
lanta, Ga., caution was advised in the extrap- 
olation of data from nonhuman primates to 
man, even in such areas as metabolism. 

The third part of the book, “Human Cor- 
relations," is comprised of seven papers. Stud- 
ies include *An Analysis of the Role of Suck- 
ing in Early Infancy" by Wagner H. Bridger 
and Beverly M. Birns, in which efforts were 
made to answer questions concerned with 
whether sucking is a goal-directed response to 
a hunger drive or whether the soothing as- 
pects of sucking are inherent at birth. If it is 
the latter, is it something special, and is there 
a "need" to suck? There is also a good sum- 
mary of the literature on imprinting in an ar- 
ticle by Yasuhiko Taketomo, “The Application 
of Imprinting to Psychodynamics." A paper 
on "Ethology on the Couch" by Colin G. Beer 
reviews some ethologic studies but comes to 
the conclusion that it is not too clear what the 
relevance of these studies to psychoanalysis is. 

The last part of the volume, labeled “Clin- 
ical Considerations,” includes three papers. A 
short but meaty paper by Leon Moses with 
the long title of “An Evolutionary-Adapta- 
tional-Ecologic View of Human Behavior” con- 
sists of a review of some of the studies on 
primitive man. The final paper by Jules Mas- 
serman on the “Comparative and Clinical Ap- 
proaches to Biodynamic Therapy,” written in 
his inimitable style and using the word “bio- 
dynamic” rather than “somatopsychic,” argues 
for the point of view that one can indeed learn 
about human behavior from observations of 
animals. i 

One gets the impression in reading through 
the book that despite the contributors’ pro- 
fessed intention to expand on some of the 
basic concepts laid down by Freud, they have 
a tendency to attempt to disprove him rather 
than build upon him. Some of the gratuitous 
derogatory comments about Freudian psycho- 
analysis tend to detract somewhat from the 
otherwise high-level writing of the various 
contributions. This book is well recommended 
to all who are interested in some basic reviews 
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of studies in animal behavior and in their pos- 
sible application to human behavior. 


Leo Mapow, M.D. 
Philadelphia, Pa. 


Communication: CONCEPTS AND PERSPEC- 
tives. Edited by Lee Thayer, Ph.D. Wash- 
ington, D. C.: Spartan Books, 1967, 439 
pp., $14. 


This book is based on the Second Inter- 
national Symposium on Communication The- 
ory and Research, held at Excelsior Springs, 
Mo., in March 1966, The conference brought 
together 20 formal participants and 25 in- 
formal discussants from 20 different disciplines, 
all with an important stake in communication. 
The disciplines ranged from advertising and 
anthropology, neurophysiology, psychiatry, and 
practical politics, to zoology. 

The mere mixing of experts from diverse 
fields, of course, guarantees nothing except 
opportunity: opportunity for integration, recip- 
rocal enlightenment, and “cross-fertilization,” 
but opportunity also for mutual misunderstand- 
ing and mystification. In order to lessen the 
latter possibilities, the organizers of the con- 
ference had each of the participants speak 
on communication from his point of view; this 
was followed by an open discussion by all the 
participants. Both the formal papers and the 
discussions are reproduced in the book. 

The book begins benignly enough with a 
discourse by Joost Meerloo on mental con- 
tagion, gleaned primarily from the author's 
clinical experience as a practicing psychother- 
apist. The psychiatrically trained reader feels 
safe and secure here because what Meerloo 
says is comfortably familiar. This essay is fol- 
lowed in short order by Ray Birdwhistell's 
paper on body English in contemporary Amer- 
ican communication. Things are beginning to 
sparkle! By the time Harley Shands speaks, the 
discourse has risen to a lofty, sometimes bril- 
liant, level as he presents an outline of a gen- 
eral theory of communication, something 
which has been hitherto altogether lacking. His 
paper is, for me, the high point of the book. 
There are other excellent contributions, too: 
Karl Pribram's paper on “How the Brain Con- 
trols Its Input" and the paper on decision 
making by Sir Geoffrey Vickers, a noted 
corporation lawyer and adviser to the British 
government, among others. 

While the formal papers themselves con- 
stitute the heart of the book, it is actually 
in some of the informal discussions that the 
concepts of communication really spring to 
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life and that the value of the interdisciplinary 
approach to the conference is truly demon- 
strated. This is particularly true of the dis- 
cussions following the papers by Birdwhistell, 
Shands, Pribram, and Hubert Frings, as well 
as in the final summing-up by Jerome Roth- 
stein. These discussions demonstrate the readi- 
ness of individual investigators to subject their 
thinking to the criticism and influence of other 
disciplines. 

As is true of other books by multiple au- 
thors, this volume seems of uneven quality. 
There are probably two reasons for this. First, 
even among 20 experts on communication, 
some are likely to be more expert than others 
and some more successful at communicating 
than others, Second, the psychiatrist review- 
er looks at the book from a parochial point 
of view, his vision and value system narrowed 
by his particular training. 

This book is a report of the state of the 
study of communication in the year 1966. 
It is a progress report on the emergence of a 
new discipline whose boundaries are not yet 
known and whose heritage is far from pure- 
bred. Additional work will need to be forth- 
coming to further a valiant beginning. 

I can recommend this book to practicing 
psychiatrists interested in a broader under- 
standing of communication processes in their 
patients and to teachers of the behavioral sci- 
ences for use in their work with students. 


Eric PFEIFFER, M.D. 


Durham, N. C. 
Grown Ur Srraicut: Waar Every 
THoucHTFUL PARENT SHOULD Know 


Asout HOMOSEXUALITY. By Peter and 
Barbara Wyden. New York: Stein and Day, 
1968, 248 pp., $6.95. 


This is a delightful book. The jacket states 
that more than two years of preparation went 
into the book, and this certainly is evident 
in the material that Mr. and Mrs. Wyden 
Present. They have studied recent Tesearch and 
have interviewed the Tesearchers themselves. 
As a consequence they present a series of very 
interesting case studies which make very clear 
the Points that they are trying to convey. In 
addition, they include the researchers! most 
recent thoughts on the problems of homo- 
sexuality. 

The authors do something that this reviewer 
considers extremely important when writing 
about mental, emotional, or social problems: 
They present the material from the standpoint 
of prevention. They deliberately point out 
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clues to homosexuality to be found during the 
early development of children, frequently men- 
tion the "prehomosexual" child, and make 
suggestions regarding parental attitudes and 
behavior toward these children that can result 
in early changes in sex disposition and make 
psychotherapeutic treatment in later years un- 
necessary. The book also deals directly and in 
depth with false notions about homosexuality. 
The authors mention these notions and then 
quote research information or the knowledge 
of authorities in dealing with them. 

The book is subtitled What Every Thought- 
ful Parent Should Know About Homosex- 
uality. It is this reviewer's opinion that the 
subtitle could be extended to thoughtful teach- 
ers, ministers, family physicians, medical stu- 
dents, social workers, psychologists, and psy- 
chiatrists as well. This book is one that should 
be read by every physician who has any 
contact with parents or children simply be- 
cause every physician should be in a position 
to recommend this book whenever and where- 
ever necessary. 

This reviewer would like to publicly thank 
Peter and Barbara Wyden for their excellent 
and thoughtful contribution toward the pre- 
vention of one of the psychosexual problems 
of our times. 


ConNELiA B. WiLBUR, M.D. 
Lexington, Ky. 


Tur Hatrway House Movement: A SEARCH 
For Sanity. By Harold L. Raush with Char- 
lotte L. Raush. New York: Appleton-Cen- 
tury-Crofts (Meredith Corp.), 1968, 237 
PP., $5.50. 


Following the advent of drug therapy, the 
decreased need for total confinement of psy- 
chiatric patients led to a search for new con- 
cepts in “open” treatment facilities. Of those 
developed, the halfway house caught on and 
grew most rapidly. At this stage, therefore, it 
seems timely to review the accomplishments 
of the system. This small volume, one of 
the Century Psychology Series, is an attempt 
to do this through a detailed survey of 40 
halfway houses. 

The authors trace the background forces 
and events that culminated in the halfway 
house movement. They cover the structural 
details, legal and financial aspects, demograph- 
ic makeup, and administrative composition of 
these facilities, They enter into the selection 
of residents, describing their daily routines and 
their interaction with Patients as well as among 
themselves. Also considered are most of the 
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other day-to-day details of operating a half- 
way house. A summary explores the implica- 
tions for the future of this relatively new meth- 
od of treating emotional and mental disorders. 
A copy of the questionnaire sent to the 40 
houses studied is included. 

Apparent throughout the book is an implied 
rejection of the medical model of mental ill- 
ness and a decided bias against the mental 
hospital as it is currently conceived and oper- 
ated. The authors’ negative attitude is difficult 
to condone simply on the basis of their en- 
thusiasm for this new type of facility. Cer- 
tainly many faults can be found with past and 
even present methods in the treatment of 
mental illness, but one cannot help wondering 
why the authors persist in this negative em- 
phasis when a frank statement of the positive 
features of the halfway house would be suf- 


ficient to make their point. The advantages . 


accruing to the patient and the community as 
a result of the flexibility and diversity of the 
halfway house system are exciting enough to 
speak for themselves. 

Moreover, the authors’ obvious enthusiasm 
is not a good substitute for the validation of 
results. Whether the halfway house system 
will continue to be successful in the long run 
remains to be seen, Meanwhile, the lack of at 
least some effort to set forth proof of its 
present worth is a serious omission, although 
the authors do call for additional research. — 

Nonetheless, this volume deserves an audi- 
ence, particularly among those who are seek- 
ing answers to the overwhelming problems 
still to be faced in mental health work. The 
book also serves as a practical guide, clear and 
detailed, for the initiation of a halfway house 
project. 


G. F. Burke, M.D. 
Hartford, Conn. 


CuranperisMo: MEXICAN-AMERICAN Fork Psy- 
curry. By Ari Kiev, M.D. New York: 
Free Press (Macmillan Co.), 1968, 200 pp.. 
$6.95. 


This book focuses on the impact of cultural 
factors on the form and content of Mexican- 
American folk theories and treatment of men- 
tal disorders and the contribution of culture 
not only to personality formation and psychic 
conflict but also to the development, pattern- 
ing, perpetuation, and management of psy- 
chiatric illness. ; 

Its specific aim, as stated in chapter 1, is to 
appraise the therapeutic value of the treatment 
practices employed. Chapter 2 presents the 
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history of the Mexican-Americans. Chapter 3 
is devoted to the curandero, whose beliefs are 
an amalgam of magic, folk belief, and empiri- 
cal experience. General views of illness and 
health are discussed in chapter 4. Illness is at- 
tributed to sin and God's will. Social disor- 
ganization due to acceptance of the pattern of 
life and the values emphasized in Anglo society 
predispose, in the curandero's view, to illness. 
The curandero believes that the devil, work- 
ing through brujas (witches) and sorcerers, 
causes illness. A strong naturalistic element 
is also to be found among the curandero's be- 
liefs. 

The next chapter deals with the psychologi- 
cal conflicts of Mexican-Americans. An account 
is given of child-rearing practices and their 
bearing on personality development, folklore 
of psychological difficulties, and folk therapy. 
Severe psychological disorders are the topic 
of chapter 6. The majority of the psychiatric 
illnesses that the curandero deals with take the 
form of folk illnesses, specifically susto, em- 
brujada, and mal ojo. 'These diagnoses are 
readily applied both to genuine psychiatric ill- 
nesses and to transient culture-determined and 
culture-specific reactions to conflict. People 
obtain group support when they can explain 
their emotional distress in terms that are cul- 
turally meaningful. 

Chapter 7, titled “Diagnosis and Treatment," 
relates how the curandero tries to determine 
whether a sick individual has violated the com- 
mands of God, incurred the wrath of an 
enemy, or simply come into contact with a 
witch or an evil person. He is also cognizant 
of the influence of such factors as dammed 
libido, excessive guilt from taboo violation, 
group rejection, jealousy, envy, and fear in the 
production of illness. The treatment is carried 
out in the curandero's home. It consists of 
somatic-empirical treatments such as massage 
and decoctions and magical-religious treat- 
ments including prayer and incantations, Re- 
garding the therapeutic value of curanderismo 
(chapter 8), the author argues that it persists 
in the American Southwest because it works. 
He concludes that the healing principles of 
curanderismo contain elements dovetailing with 
typical ethnic conflicts and needs, especially 
the passive-dependent needs and the need for 
mastery of internal aggression. 

Some of the author's statements may make 
some eyebrows rise: "The benefits obtained 
from folk treatments and contemporary dy- 
namic psychotherapies derive, in large mea- 
sure, from elements such as the patient's ex- 
pectation of relief from a culturally designated 
healer using culturally meaningful procedures" 
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(p. 155); “There is no evidence that dynam- 
ic psychotherapy is of more value than such 
forms of treatment as curanderismo” (p. 183). 

This book contains a wealth of valuable in- 
formation, It will be useful to anyone who 
has to deal with Mexican-American psychiat- 
ric patients and will be of interest to those who 
are concerned with cultural psychiatry. How- 
ever, it also has considerable shortcomings. 
For instance, it presents conclusions and gen- 
eralizations without stating what evidence they 
are based on. The only evidence offered con- 
sists of brief quotations interspersed through- 
out the text and a few highly condensed case 
histories. 

Is it permissible to speak about a Mexican- 
American personality and Mexican-American 
conflicts? While it is true that certain cultural 
groups have values and character traits in 
common, such terms as “national character” 
and “modal personality” have become obso- 
lete in many anthropological quarters, At any 
rate, some of the values and traits as well as 
folk illnesses described as being typical of 
Mexican-Americans are also found in other 
Latin Americans, If the author’s aim is to 
demonstrate the therapeutic value of curan- 
derismo, he might have specified how often 
and in which patients it succeeds or fails, 


E. D. WitrKower, M.D. 
Montreal, Quebec, Can. 


SENSE AND SYMBOL: A TEXTBOOK or HUMAN 
BEHAVIORAL SCIENCE, By Paul R. Miller, 
M.D. New York: Harper & Row (Hoeber 
Medical Division), 1967, 377 pp., $9.75. 


. The ambitious double title of this book 
indicates at once that the author has attempted 
an impossible task, given the present in- 
adequate and chaotic state of our knowledge 
of human behavior. 

Dr. Miller partially recognizes this dilemma, 
but he appears intrepid. He states that “Hu- 
man behavior is a unified phenomenon and 
Should be treated as such. Behavioral sci- 
ence assessed in this textbook denotes an in- 
tegration of biological, Psychological and so- 
cial cultural facets of human behavior." Then 
he points out that "Unfortunately the field 
Is SO vast that it appears to be diffuse." But 
he also believes that the basic behavioral sci- 
ences have progressed to a point where they 
can be applied to Solving the problems of 
human relations. 

In chapters 1 and 2 the main divisions 
("systems") of behavioral science are outlined. 
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They include 25 categories beginning with 
genetics, anatomy, and biochemistry, and in- 
cluding branches of psychology, sociology, 


'and finally small group behavior, linguistics, 


cybernetics and economics, and political sci- 
ence. Discussions of philosophy, history, the- 
ology, and law are left out—probably because 
they are not "scientific." There is a subcate- 
gory of psychiatry, psychoanalysis, and psy- 
chotherapy that is given an apparent weight 
equal to small group behavior. 

The author suggests that all of these special 
systems of behavioral science will be considered 
in this book and will be integrated into a 
textbook for students of human behavior. 

Chapter 2, "Theoretical Framework," at- 
tempts to describe the major theories of human 
behavior, but the presentation is confusing. 
The author lists the basic authorities as Adorno, 
Allport, Grinker, Kagan, Kolb, Lynd, May, 
Piaget, Stein and Heinze, and Murphy and 
Murray; however, he most frequently uses 
the contributions of Freud and the learning 
theorists and clinical psychologists. 

The conclusion of this chapter is as fol- 
lows: 


If there is a theoretical commitment in 
this text it is to behavioral science. Facts 
are the building blocks of science and it is 
with facts that a theory will stand or fall. 
There is a wealth of facts available as 
witnessed by the bibliographies in this text 
(more than one thousand items) and the 
extensive bibliographies elsewhere. 


Miller makes no attempt to clarify what he 
means by a fact—except to imply that a 
bibliographic reference is a fact. 

A list of chapter headings indicates what 
the author has attempted: "Biological Needs," 
“Affect,” “Autochthonous Processes,” “Psycho- 
physiological Integration,” “Object Relations, 
Developing Capacities and Roles of Parents 
and Children,” “Reality Concepts,” “Thinking,” 
and “Conflict Resolution and Self-Concepts.” 

Miller points out some of the many areas 
where early claims of important discoveries in 
human behavior have been made, only to 
be unconfirmed later—for example, the elu- 
siveness of the chemicals or toxic substances 
that have been claimed to be related to schizo- 
phrenia. On the other hand, he presents the 
ribonucleic acid and deoxyribonucleic acid 
story about the chemistry of memory and ne- 
glects to report the fact that subsequent in- 
vestigations have yielded negative results. 

The author employs case histories quite ef- 
fectively in presenting the topics of behavioral 
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science. They are necessarily oversimplifica- 
tions and can only be considered as leads 
to future research. 

By the time the author reaches the last 
chapter he becomes aware that he has not 
been able to achieve an integrated, whole pre- 
sentation of behavioral science. 

He notes that in the past two decades, three 
changes have occurred in the field. First, be- 
havioral science has not been able to develop 
any satisfactory ‘explanation of individual 
integration and unified behavior other than 
the idea of self-concepts. Second, psychology 
has recognized the utility of hypothetical self- 
concepts. Third, many facts have been dis- 
covered which supply the empirical groundwork 
for a scientific model. 

Miller then proposes that by using a model 
of self-concepts we can avoid the ambiguous 
terms “personality,” “character,” “ego,” and 
“self.” In the remainder of the chapter he de- 
velops his own model of behavioral science. 
This chapter does not relate very well with 
previous chapters. 

On the basis of studies by such authors 
as Adorno, Beloff, MacKinnon, Milton, Rosen- 
berg and Zimet, Sherwood, Stein and Heinze, 
and Titus and Hollander, Miller develops a 
polar typology of self-concepts. There is a 
continuum between the authoritarian self and 
the creative self. A table is then presented, 
but the data to support this table are not 
supplied. Y 

This last chapter is too brief to do justice 
to the author's model of self-concepts. This 
brief description of the model is a long way 
from providing a basis for a viable science 
of human behavior. 

It is remarkable that Miller has succeeded 
in presenting a readable bird’s-eye view of 
what he considers behavioral science. 


Epwin F. GILDEA, M.D. 
St. Louis, Mo. 


Tue Meaninc or Despair. Edited by Willard 
Gaylin, M.D. New York: Science House, 
1968, 409 pp., $9.50. 

In recent years there have been significant 
advances in the study of the phenomenology of 
depression, its classification, and its treatment 
by pharmacotherapy. Testable hypotheses re- 
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garding the biology of this condition have 
been advanced. On the other hand, there has 
been little recent work on the psychogenesis 
of this condition, the nature of the predispos- 
ing personality organization, and the dynamics 
of the conflicts. 

This state of affairs is reflected in this vol- 
ume, which is a collection of well known and 
previously published psychoanalytic essays by 
Abraham, Freud, Rado, Fenichel, Bibring, 
Klein, Spitz, Bowlby, Lorand, Jacobsen, and 
Levine sandwiched between introductory and 
concluding essays by the editor, a training 
analyst at the Columbia Psychoanalytic Clinic, 
New York, N. Y. Gaylin's chapters are inter- 
esting; they review and summarize succinctly 
the evolution of psychoanalytic concepts of de- 
pression over a period of almost 50 years. The 
other chapters, all of which are readily avail- 
able in the original journals, are used to illus- 
trate what Gaylin has summarized. 

The volume has an anachronistic quality; 
indeed, most of the papers were published prior 
to 1960. Depression is treated as a single en- 
tity of psychogenic etiology in individuals with 
a pregenital personality organization. Therapy, 
consequently, must be aimed at the analytic 
resolution of the pregenital conflicts. The the- 
ory that depressions may represent a group 
of illnesses having fairly common symptoms 
that might best be treated by a variety of 
methods is not considered. The chapters by 
Lorand (1937) and Jacobsen (1954) discuss 
the arduous and prolonged psychoanalytic ther- 
apy of patients with severe, recurring depres- 
sions of psychotic proportions. Such patients 
would today almost certainly be candidates 
for adjunctive and perhaps primary pharma- 
cotherapy, yet Gaylin does not mention the 
impact of drugs on treatment and concepts. 

There is a great need for studies which 
would relate the data of modern psychiatry to 
the older psychoanalytic observations and in- 
ferences of the ongoing intrapsychic processes. 
Equally lacking are conceptual bridges which 
might describe the consequences of pharma- 
cotherapy in the language of the psychoanalyst 
and which might offer assistance and insight 
into the types of psychotherapy required for 
patients receiving somatic treatments, This vol- 
ume offers nothing in this area. 


Morris A. Lipton, PH.D., M.D. 
Chapel Hill, N. C. 
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Briefer Notice 


Briefer notice does not imply a judgment; 
it simply means that the reviewers have eval- 
uated the books in fewer words than in the 
previous section. 


PsvcHrATRY IN TRANSITION: 1966-1967. Edited 
by Aldwyn B. Stokes. Toronto: University 
of Toronto Press, 1968, 137 pp., $6. 


This little book has a content much richer 
than its size would suggest. The first of a 
monograph series, Psychiatry in Transition 
contains the lectures presented by distin- 
guished guests on the occasion of the formal 
opening of the Clarke Institute, the main 
teaching hospital in psychiatry of the Uni- 
versity of Toronto. 

The eight lectures were individually con- 
ceived; they represent the author’s own pri- 
mary interest and cover historical, educational, 
investigative, and cultural aspects of psychia- 
try. The wide range of topics discussed by 
Walter Barton, Sir Aubrey Lewis, Henry Bro- 
sin, Camille Laurin, Herbert Jasper, Ernest 
Gruenberg, Howard Rome, and Tago Galdston 
prevents any summary in this review. 

The presentations are both inclusive and 
succinct, excellent for reference Purposes and 
general reading, and, as the editor States, 
they “represent the champagne symbol of a 
memorable launching." 


C. H. Harpin Branca, M.D. 
Salt Lake City, Utah 


Tue PnoBLEMs anv Prospects or LSD. Edited 
by J. Thomas Ungerleider, M.D. Spring- 
Ae Ill.: Charles C Thomas, 1968, 97 pp., 

» 


In this book five knowledgeable clinicians 
consider a subject fraught with emotion and 
provide a brief, comprehensive picture of a dis- 
turbing problem. Each of the writers is well 
known and speaks with authority, and each 
chapter constitutes a brief Overview of various 
aspects of the LSD situation. 

Joel Fort writes of “LSD and the Mind 
Altering Drug (M.A.D.) World.” He warns 
against witch-hunting and irrationality. He sees 
the use and abuse of these drugs as a socio- 
logical and public problem rather than as a 
subject for criminal law. 

Sidney Cohen writes of his experience from 
over a quarter century of research with LSD 
and notes that many questions about hallucino- 
gens will remain unanswered if the present 
curtailment of research efforts continues. As 
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hypnosis was discredited when it fell into the 
hands of vaudeville performers and parlor hyp- 
notists, LSD research also may decline unless 
the situation changes. 

Keith Ditman considers the value of LSD in 
psychotherapy. He too decries sensationalism 
and emotionalism in reporting on the drug and 
calls attention to much pertinent literature on 
its use in a supervised medical setting by 
qualified observers. 

Dr. Ungerleider discusses the acute side ef- 
fects of LSD, and Duke D. Fisher considers 
the chronic side effects. Each of the contribu- 
tors then gives an opinion in the chapter "The 
Prospects of LSD”; and in the last chapter the 
editor writes a postscript on the subject. 


F. J. B. 


Tue PsvcHoLocy or Anxiety. By Eugene E. 
Levitt. Indianapolis: Bobbs-Merrill Co., 
1967, 213 pp., $6. 


The conquest of anxiety is no mean achieve- 
ment, as many a patient and many a therapist 
have discovered. Levitt's attack on the scholar- 
ly front is satisfying and successful, although 
he has limited his problems by eschewing philo- 
sophical issues and sticking to an empirical, 
largely experimental, treatment. This reviewer 
feels, however, that in striving to attain clarity 
and communication, he at times has forced 
himself to sacrifice depth for breadth both in 
coverage and in understanding. 

While any attempt to provide an integrated 
summary of the experimental findings on anx- 
iety can be considered ambitious ipso facto, 
this is not an ambitious book as scholarly 
books go. Nor is it exciting. However, it is 
sound and eminently readable and credible and 
belongs on any bookshelf on the subject. 


WiLLIAM A. Hunt, PH.D. 
Chicago, Ill. 


Reier WrrHour Dnvucs. By Ainslie Meares, 
M.D., D.P.M. New York: Doubleday & 
Co., 1967, xvi + 181 pp., $4.95. 


This book will not endear Dr. Meares to 
the drug industry or to the ardent drug pur- 
veyors who practice medicine. The author is 
an Australian psychiatrist and a leading author- 
ity on hypnosis. His earlier book, A System 
of Medical Hypnosis (Philadelphia: W. B. 
Saunders Co., 1960), is one of the best on the 
subject. 

Over the years in his psychiatric practice Dr. 
Meares has blended a commonsense use of 
hypnosis with sound psychiatric judgment. This 
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short (181 pp.) book, addressed primarily to 
the patient suffering from anxiety or pain, is a 
distillate of his long experience. 

In a well written, informal manner Dr. 
Meares offers a sound perspective on guiding 


the patient to participate in this complex ex- ' 


perience of coping with duress. He points out 
that 


during the process of evolution we have de- 
veloped ways of coping with things. If we 
feel ill we go to bed. We do this as if by 
instinct. The rest and warmth gives our 
body the best chance of dealing with the 
trouble. If we are tense, we rest and relax. 
This just comes naturally to us, and soon 
we begin to feel less tense. These very sim- 
ple measures have evolved over countless 
generations, They are part of us, They are 
our biological heritage. And in general they 
are very effective. The difficulty is that with 
advancing civilization and sophistication we 
have to a large extent lost our natural heri- 
tage. We have forgotten how to relax. Watch 
a cat relax, or a dog, or better still a South 
Sea Islander, and then we realize just how 
much we have forgotten. 


The instructions and case illustrations are 
clear and specific. They skillfully deal with the 
reactive components of anxiety and pain and 
offer us another chance to relearn what we 
intuitively knew at one time or another. 

I have never seen a better self-help book. 
This one can effectively involye the patient 
toward alleviating his own distress and, I sus- 
pect, help relieve the physician as well. 


HERBERT SPIEGEL, M.D. 
New York, N. Y. 


Sex Errors or THE Bopy. By John Money. 
Baltimore: Johns Hopkins Press, 1968, 139 
pp., $4.95. 


This short book (139 pages rv f 
pages of illustrative plates) constitutes a p! 
fon the education of the general reader in the 
problems of genital malformations: hermaph- 
roditism, Turner’s and Klinefelter’s syndromes, 
adrenogenital syndrome, and the like. It is 
improbable that someone without Money's ex- 
pertise and vast experience in the field of gen- 
der role determination could have written such 
a clear and elementary work. 

The author briefly describes each of the 
various pathological conditions and makes sug- 
gestions as to the counseling appropriate for 
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the patient and family members. In the field of 
counseling, incidentally, Money gives a suc- 
cinct outline of how sexual education for 
young children might be accomplished. 

Physicians will find the book of value when 
they need to give information to parents who 
have a child with a genital malformation. 
Professionals without a medical background— 
social workers, teachers, psychologists, nurses, 
clergymen, and lawyers—will find the book in- 
formative and readable. True, the malforma- 
tions described are not common. But it is also 
true that when such a case does occur, the 
amount of distress and confusion, based on 
ignorance, can be grossly out of proportion to 
what the facts of the situation warrant. In such 
circumstances this book would be valuable for 
all concerned, including the physician if he 
were unacquainted with the topic. 


Donard W. HasriNGS, M.D. 
Minneapolis, Minn. 


CereBraL MECHANISMS IN Benavior (1951). 
Edited by Lloyd A. Jeffress. New York: 
Hafner Publishing Co., 1967, 300 pp., $11. 


In September 1948 a symposium entitled 
“Cerebral Mechanisms in Behavior” was held 
at the California Institute of Technology under 
the auspices of the Hixon Fund Committee of 
CIT. The original report of the symposium 
was published in 1951; the present volume is 
a reprint of that report. 

The list of participants includes such well 
known, and often great, names as Lorente de 
No, Lashley, J. M. Nielsen, McCullock, Klü- 
ver, Liddell, Halstead, Kohler, von Neumann, 
and Pauling, among others. 

There are six major papers reported in full, 
and there is generous discussion. The papers 
deal with the theory of automata, why the 
mind is in the head, serial order in behavior, 
functional differences between occipital and 
temporal lobes, relational determination in per- 
ception, and the brain and intelligence. Some 
of the papers report specific research results, 
others are subject reviews, while still others . 
are theoretical treatises. 

There is, of course, much of solid and en- 
during value in the report. Many subjects that 
were omitted would be included if the sym- 
posium were held now, 20 years later. In this 
reviewer's opinion, Lashley's paper on serial 
order is the best paper and the one which has 
retained great contemporary pertinence. Most 
of the value of the reprint volume is its his- 
toric significance and the insights it furnishes 
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into the thoughts and attitudes of the partici- 
pants of 20 years ago. 


Joe R. Brown, M.D. 
Rochester, Minn. 


Wesster’s New DICTIONARY OF SYNONYMS. 
Springfield, Mass.: G. & C. Merriam Co., 
1968, 909 pp., $7.95. 


No book or combination of books can ever 
ensure that a writer will write with a clear and 
pellucid style. Some books, however, can assist 
him to understand and appreciate the precise 
meaning of the words he is required to use. 
This present work will assist one in discrimi- 
nating among English words that are similar in 
meaning. 

In psychiatry, a specialty cursed by poly- 
syllabism, any work that can help clarify 
meanings is a blessing. One is not asked to 
write a "deathless prose" in scientific articles. 
One is asked as a courtesy to one's readers to 
put forth words unvarnished in style and clear 
in meaning. Matthew Arnold once observed: 
"People think I can teach them style. What 
stuff it all is. Have something to say and say it 
as clearly as you can. That is the only secret 
of style." 

The first book of synonyms was published 
in the middle of the last century, and there 
have been a number of them written since 
then. The present volume takes all of those 
into account and in an interesting introductory 
chapter gives “a survey of the history of En- 
glish Synonymy.” Synonyms given in this par- 
ticular volume mean one of several words in 
the English language which have the same or 
very nearly the same essential meaning. 

The psychiatrist with the urge to write 
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would do well to have this good reference 
book handy. 


F. J. B. 


Journey Turovucn Despar, 1880-1914: Trans- 
FORMATIONS IN British Literary Cur- 
TURE. By John A. Lester, Jr. Princeton, 
N. J.: Princeton University Press, 1968, 
xxiii + 201 pp., $6. 


This study of English literary culture from 
1880 to 1914 will appeal more to the student 
of English literature than to the busy clinician. 
It is noted here as further evidence of the 
facts George Rosen has called to our attention 
about periods of great unrest as one culture 
ends and a new one begins. The author finds it 
tantalizing that turn-of-the-century literature, 
which so often seems dated and strangely old 
at times, gives sudden glimpses and forebod- 
ings of our modern predicaments. 

Some of the extracts from the thoughts and 
writers at the turn of the century call forth 
feelings that are strangely familiar and ap- 
plicable to the present: that unrest had more 
than merely social causes. It was a new gen- 
eration knocking at the door, and it demanded 
freedom from the old. It was an age of ten- 
sion between father and son, an age of dreams 
and prophecies, an age of utopias. Unrest 
pervaded man’s material life, his thoughts, and 
his imagination. An instability had entered 
man’s inner life. It was “a disquiet in the 
breasts of men,” a consciousness of unrest and 
anxiety, a vague feeling of alarm. 

This excellent literary history of a period 
of change is for leisurely moments. -It may 
evoke ideas of déja vu in us. 


F. J. B. 
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This Month’s Reviewers 


STANLEY W. JACKSON, M.D., is assistant professor of psychiatry and of history of 
science and medicine, Yale University School of Medicine, New Haven, Conn. 


STEWART WOLF, M.D., is regents professor of medicine and psychiatry, University of 
Oklahoma School of Medicine, Oklahoma City, Okla. 


ALEXANDER THOMAS, M.D., is professor of psychiatry, New York University, New 
York, N. Y. 

JAMES Q. SiMMoNS III, M.D., is associate clinical professor of psychiatry and chief, 
children’s inpatient service, the Neuropsychiatric Institute, UCLA Center for the Health 
Sciences, Los Angeles, Calif. 

Leo Mapow, M.D., is professor and chairman, department of psychiatry and neu- 
rology, Woman’s Medical College of Pennsylvania, Philadelphia, Pa. 


Eric PFEIFFER, M.D., is assistant professor of psychiatry, Duke University Medical 
Center, Durham, N. C. 

CorNELIA B. WILBUR, M.D., is professor of psychiatry, University of Kentucky 
College of Medicine, Lexington, Ky. 

G. F. Burke, M.D., is on the medical staff of the Institute of Living, Hartford, Conn, 


E. D. WirrKOWER, M.D., is professor of psychiatry, McGill University, Montreal, 
Quebec, Can. 

Epwin F. GitprA, M.D., is professor of psychiatry emeritus, Washington University 
School of Medicine, St. Louis, Mo. 

.D., is professor of psychiatry and director, research 

develope LER HE Patina School of Medicine, Chapel Hill, N. C. 

C. H. Harbin BRANCH, M.D., is professor and chairman, department of psychiatry, 
University of Utah Medical Center, Salt Lake City, Utah. 


WILLIAM A. Hunt, PH.D., is professor of psychology, Loyola University, Chicago, Ill. 


HERBERT SPIEGEL, M.D., is assistant clinical professor of psychiatry, Columbia 
University College of Physicians and Surgeons, New York, N. Y. 


, is professor and chairman, department of psychiatry 


.D. 
Donato W. Hastincs, M Medical School, Minneapolis, Minn. 


and neurology, University of Minnesota 


Jon R. Brown, M.D., is with the department of neurology, Mayo Clinic, Rochester, 


Minn. 
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Books Received 


The following books have been received; 
the courtesy of the sender is acknowledged by 
this listing. Books of particular interest to the 
readers of this journal will be reviewed as 
space permits. 


SrIMULUs AND Response: THE Law or INITIAL 
VALUE. By Joseph Wilder, M.D. Baltimore: 
Williams & Wilkins Co. (exclusive U. S. 
agents), 1967, 343 pp., $14. 


Lecture Nores on Psycuratry, 2nd ed. By 
James Willis, M.B., D.P.M. Oxford, En- 
gland: Blackwell Scientific Publications, 
1968, 99 pp., $1.50 (paper). 


WILLIAM JAMES AND PHENOMENOLOGY. By 
Bruce Wilshire. Bloomington, Ind.: Indiana 
University Press, 1968, 248 pp., $10.50. 


GnowrH or THE Nervous System. A CIBA 
Foundation Symposium, Edited by G. E. W. 
Wolstenholme and Maeve O'Connor. Bos- 
ton: Little, Brown and Co., 1968, 288 pP. 
$12. 


STATISTICS FOR THE SOCIAL SCIENTIST, vor. 1; 
VOL. 2: INTRODUCING STATISTICS; APPLIED 
SrATISTICS, By K. A. Yeomans, B.A. Balti- 
more: Penguin Books, 1968, 254 pp.; 389 
Pp., $3.25; $3.75 (paper). 


Tur HEALTH AND EDUCATION OF THE Eco- 
NOMICALLY Deprivep CHILD. By Sol Ad- 
ler, Ph.D. St. Louis, Mo.: Warren H. 
Green, 1968, 167 pP. $7.50. 


A PASTORAL COUNSELING CasEBoox. By C. 
Knight Aldrich, M.D., and Carl Nighs- 
wonger, S.T.M. Philadelphia: Westminster 
Press, 1968, 220 pp., $5.95. 


INFECTION CONTROL IN THE HosrrraL. By the 
American Hospital Association. Chicago: 
AHA, 1968, 134 PP- $3.75 (paper). 


PsvcHosocian Nursinc, Edited by Elizabeth 
Barnes. New York: Barnes & Noble (U. S. 
distributor), 1968, 309 PP., $10. 


FaMiLY AND Socr Networx (1957). By 
Elizabeth Bott. New York: Barnes & Noble 
(U. S. distributor), 1968, 247 PP., $3 (pa- 
per). 


[172] 


BOOK REVIEWS 


LSD Psycuornerary. By W. V. Caldwell, 
Ph.D. New York: Grove Press, 1968, 319 
pp., $7.50. 


PsvcuorHERAPY IN Action. By D. Ewen Cam- 
eron, M.D., D.P.M. New York: Grune & 
Stratton, 1968, 220 pp., $8.50. 


Tue Drrnxer’s Appiction. By Francis T. 
Chambers, Jr. Springfield, Ill.: Charles C 
Thomas, 1968, 140 pp., $7. 


ANNUAL Procress IN CHILD PSYCHIATRY AND 
Cun Devetorment: 1968, Edited by 
Stella Chess, M.D., and Alexander Thomas, 
M.D. New York: Brunner/Mazel, 1968, 
565 pp., $15. 


Tue Porrrics or MENTAL HEALTH: ORGANIZ- 
ING Community MENTAL HEALTH IN MET- 
ROPOLITAN Areas, By Robert H. Connery, 
Charles H. Backstrom, David R. Deener, 
Julian R. Friedman, Morton Kroll, Robert 
H. Marden, Clifton McCleskey, Peter 
Meekison, and John A. Morgan, Jr. New 
York: Columbia University Press, 1968, 
588 pp., $10. 


HEARING MECHANISMS IN VERTEBRATES. A 
CIBA Foundation Symposium. Edited by 
A. V. S. De Reuck and Julie Knight. Bos- 
ton: Little, Brown and Co., 1968, 310 PP.» 
$12. 


Tue MENTALLY ABNORMAL OFFENDER. A 
CIBA Foundation Symposium. Edited by 
A. V. S. De Reuck and Ruth Porter. Bos- 
FN Little, Brown and Co., 1968, 253 pp., 

10. 


ManrraL BREAKDOWN. By Jack Dominian. Bal- 
timore: Penguin Books, 1968, 167 pp. 
$1.25 (paper). 


ABovr SEx AND GnowrNc Ur. By Evelyn Millis 
Duvall, Ph.D. New York: Association Press, 
1968, 96 pp., $1.50 (paper). 


B. F. SKINNER: THE MAN AND His Ipras. By 
Richard I. Evans, Ph.D. New York: E. P. 
Dutton & Co., 1968, 134 pp., $4.50. 


Tue NEUROPSYCHOLOGY or SPATIALLY ORIENT- 
ED BrHavron. Edited by Sanford J. Freed- 
man. Homewood, Ill.: Dorsey Press, 1968, 
279.pp., $10.65. 
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Tue WRITINGS or ANNA FnEUD, vor. IV: Inpr- 
CATIONS FOR CHILD ÁNALYsIS AND OTHER 
Papers, 1945-1956. New York: Interna- 
tional Universities Press, 1968, 658 pP. 
$12. 


From ANATHEMA TO DrALOGUE: A ManxisT 
CHALLENGE TO THE CHRISTIAN CHURCHES 
(1965). By Roger Garaudy, trans. by Luke 
O'Neill. New York: Vintage Books (Ran- 
dom House), 1968, 124 pp., $1.45 (paper). 


Learninc DisonpEms, vor. l; vor. 2 (1965; 
1966). Edited by Jerome Hellmuth. Seattle, 
Wash.: Special Child Publications, 1968, 
406 pp.; 422 pp., $4.85 (paper) each. 


EpucATIONAL TuerapPy, vor. 1 (1966). Edited 
by Jerome Hellmuth. Seattle, Wash.: Spe- 
cial Child Publications, 1968, 468 pp., $4.85 
(paper). 


PSYCHOLOGIE IN BIOLOGISCHER SICHT (1962). 
By W. R. Hess. Stuttgart: Georg Thieme 
Verlag, 1968, 127 pp., DM 36. 


SeLF-AnaLysıs (1942). By Karen Horney, 
M.D. New York: W. W. Norton & Co., 
1968, 303 pp., $2.25 (paper). 


CERTAIN PSYCHOLOGICAL CHARACTERISTICS OF 
RETARDED READERS AND READING ÁCHIEV- 
ERS. By George L. Johnson, M.A. New 
York: Vantage Press, 1968, 137 pp., $5. 


Disorpers or SEXUAL POTENCY IN THE MALE. 
By John Johnson, M.D., D.P.M. Long Is- 
land City, N. Y.: Pergamon Press, 1968, 
107 pp., $7. 


ANALYTICAL PsvcHoLocy: Its THEORY AND 
Practice (1935). By C. G. Jung. New 
York: Pantheon Books (Random House), 
1968, 213 pp., $6.95. 


Tue RETARDED ADULT IN THE Communtry. 
By Elias Katz, Ph.D. Springfield, Il: 
Charles C Thomas, 1968, 256 pp., $10.75. 


Tue Traumatic Neurosis. By Lester Keiser, 
M.D. Philadelphia: J. B. Lippincott Co., 
1968, 221 pp., $9. 


CLINICAL ELECTROENCEPHALOGRAPHY OF bv 
DREN. Edited by Peter Kellaway and Inge- 
mar Petersén. New York: Grune & Stratton, 


1968, 327 pp., $16.75. 
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A Dictionary or Wonps Agout Arconor. By 
Mark Keller and Mairi McCormick. New 
Brunswick, N. J.: Rutgers Center of Alco- 
hol Studies, 1968, 236 pp., $7.50. 


TRENDS AND VARIATIONS IN FERTILITY IN THE 
Unrirep States. Vital and Health Statistics 
Monographs, American Public Health As- 
sociation. By Clyde V. Kiser, Wilson H. 
Grabill, and Arthur A. Campbell. Cam- 
bridge, Mass.: Harvard University Press, 
1968, 330 pp., $6.95. 


Community Dynamics AND MENTAL HEALTH. 
By Donald C. Klein, Ph.D. New York: 
John Wiley & Sons, 1968, 217 pp., $7.95. 


Dears anD Its Mysteries. By Ignace Lepp, 
trans. by Bernard Murchland. New York: 
Macmillan Co., 1968, 194 pp., $5.95. 


Tue EXCEPTIONAL Executive: A PsvcHoLoci- 
CAL Conception. By Harry Levinson. Cam- 
bridge, Mass.: Harvard University Press, 
1968, 286 pp., $6.95. 


Tue COMPLETE PSYCHIATRIST: THE ACHIEVE- 
MENTS OF PauL H. Hoca, M.D. Edited by 
Nolan D. C. Lewis, M.D., and Margaret 
O. Strahl, M.D. Albany: State University 
of New York Press, 1968, 723 pp., $10. 


Tue Person: His Deyetorpment THROUGH- 
our THE Lire Cvcrr. By Theodore Lidz. 
New York: Basic Books, 1968, xix + 558 
pp., $10. 


REVOLUTIONARY Immortauity: Mao TsE-TUNG 
AND THE CHINESE CULTURAL REVOLUTION. 
By Robert Jay Lifton. New York: Vintage 
Books (Random House), 1968, 170 pp., 
$1.95 (paper). 


On Human SYMBIOSIS AND THE VICISSITUDES 
OF INDIVIDUATION, VOL. 1: INFANTILE Psy- 
cuosis. By Margaret S. Mahler, M.D., in 
collaboration with Manuel Furer, M.D. 
New York: International Universities Press, 
1968, 262 pp., $7. 


DAs MYOKLONISCH-ASTATISCHE PETIT Mar. By 
Rolf Kruse. Berlin: Springer-Verlag, 1968, 
126 pp., $13.50. 


Bran Barrier Systems. Progress in Brain Re- 
search, vol. 29. Edited by Abel Lajtha and 
Donald H. Ford. New York: Elsevier Pub- 
lishing Co., 1968, 537 pp., $34. 
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Tur Mrraces or Marrisce. By William J. 
Lederer and Don D. Jackson, M.D. New 
York: W. W. Norton & Co., 1968, 453 pp., 
$7.95. 


OnTHoPsvcHiATRY AND THE Law: A SYMPO- 
SIUM. Edited by Morton Levitt, Ph.D., and 
Ben Rubenstein, Ph.D. Detroit: Wayne 
State University Press, 1968, 243 pp., $4.95 
(paper). 


EXPERIENCE AND BEHAVIOUR. By Peter McKel- 
lar, Baltimore: Penguin Books, 1968, 411 
pp., $1.75 (paper). 


ADVANCES IN PSYCHOLOGICAL ASSESSMENT, vol. 
1. Edited by Pau! McReynolds. Palo Alto, 
Calif.: Science and Behavior Books, 1968, 
327 pp., $9.50. 


Tue Dynamics or Dissent. Science and Psy- 
choanalysis, vol. XIII. Edited by Jules H. 
Masserman, M.D. New York: Grune & 
Stratton, 1968, 170 pp., $8. 


ELEMENTARY PSYCHIATRY FOR MzprcAL Un- 
DERGRADUATES. By Roshen S. Master, 
M.B.B.S., D.P.M. New York: Taplinger 
Publishing Co. (exclusive U. S. distributor), 
1968, 412 pp., no price listed. 


ANATOMY OF A COORDINATING Counc: Im- 
PLICATIONS FOR PLANNING. By Basil J. F., 
Mott. Pittsburgh: University of Pittsburgh 
Press, 1968, xxix + 249 PP., $2.95 (paper). 
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Manxinp May Never Make Ir! By Robert 
Osborn. Greenwich, Conn.: New York 
Graphic Society, 1968, no page listing, 
$2.50 (paper). 


Tue SEexvArL WiLpEnNEss. By Vance Packard. 
New York: David McKay Co., 1968, 535 
pp., $6.95. 


LSD: Some Questions AND Answers. By the 
National Institute of Mental Health. Public 
Health Service Publication no. 1828, 1968, 
7 pp., 5 cents. 


MARIHUANA: SOME QUESTIONS AND ANSWERS. 
By the National Institute of Mental Health. 
PHS Publication no. 1829, 1968, 8 pp. 
5 cents. 


Narcotics: SOME QUESTIONS AND ANSWERS. 
By the National Institute of Mental Health. 
PHS Publication no. 1827, 1968, 6 pp., 
5 cents. 


Tur Ur AND Down DRUGS: AMPHETAMINES 
AND BannrrURATES, By the National Insti- 
tute of Mental Health. PHS Publication no. 
1830, 1968, 7 pp., 5 cents. 


Gnoues Unper Stress: PsycHoLocicaL Re- 
SEARCH IN Searas II. By Roland Radloff 
and Robert Helmreich. New York: Apple- 
ton-Century-Crofts (Meredith Corp.), 1968, 
249 pp., $5.50. 
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The American Board of Psychiatry and Neurology 


The following are those who successfully 
completed the Board examinations given in 
Chicago, Ill., October 7 and 8, 1968. 


PSYCHIATRY 


Ables, Murray F., M.D., Lexington, Ky. 

Andrus, Reed Stone, M.D., Murray, Utah 

Bair, William Langham, M.D., Pittsburgh, Pa. 

Baker, Ralph K., M.D., Winnebago, Wis. 

Becker, Heber Weidler, Jr., M.D., Penfield, N. Y. 

Benedek, Elissa P., M.D., Ypsilanti, Mich. 

Beukema, John Richard, M.D., Redlands, Calif. 

Braden, Donald Harold, M.D., Kingston, Ont., 
Can. 

Bray, James Donald, M.D., Salem, Ore. 

Brecht, James Allen, M.D., Philadelphia, Pa. 

Burstein, Stuart Samuel, M.D., Chicago, Ill. 

Bush, Edward Sergins, M.D., Shaker Heights, Ohio 

Callaway, Charles L., M.D., Grand Rapids, Mich. 

Charlson, Murray T., M.D., Pittsburgh, Pa. 

Cook, Adrian R., M.D., Seattle, Wash. 

Cretekos, Constantine John George, M.D., Fort 
Knox, Ky. 

David, Paul P., M.D., Riverdale, Ill. 

DeSole, Daniel E., M.D., Albany, N. Y. 

de Vito, Robert A., M.D., Hines, Ill. 

Dolins, Richard S., M.D., New York, N. Y. 

Dowling, Alexander Scott, M.D., Cleveland, Ohio 

Ebenhoeh, Patrick E., M.D., Skokie, Ill. 

Eliashof, Byron A.,-M.D., Honolulu, Hawaii 

Evans, James Lawrence III, M.D., Washington, 
DC 

Field, R. Patricia, M.D., Chicago, Ill. i 

Finkelstein, Irwin S., B.S., M.D., Southfield, Mich. 

Flaherty, Lawrence A., M.D., Hines, Ill. 

Fox, LaMar Monson, M.D., La Mesa, Calif. 

Freed, Harvey M., M.D., Chicago, Ill. 

Freund, J. Dennis, M.D., Chicago, Ill. 2 

Gammell, Gerald H., M.D., Winnebago, Wis. 

Geeraerts, Frans L., M.D., Cincinnati, Ohio 

Ghattas, Suhail E., M.D., Villa Park, Ill. 

Goodman, Noel C., M.D., Fort Knox, Ky. 

Gottlieb, Anthony, M.D., Denver, Colo. 

Gottlieb, Marvin E., M.D., Toledo, Ohio 

Gramlich, Edwin P., M.D., Honolulu, Hawaii 

Gross, Herbert S., M.D., Silver Spring, Md. 

Hamilton, James W., M.D., Cincinnati, Ohio 

Hammer, Harvey M., M.D., Morristown, N. J. 

Hartmann, Rose S., M.D., Queens Village, N. Y. 

Haukebo, Noel, M.D., Scottsbluff, Neb. —— 

Holland, Jerome Victor, M.D., Whittier, Calif. 

Horton, Keith A., M.D., Philadelphia, Pa. — 

Hughett, Arthur L., M.D., Harper Woods, Mich. 

Tames, Quinton C., M.D., Los Angeles, Calif. 

Jensen, Gordon D., M.D., Seattle, Wash. 
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Kahn, David A., M.D., New York, N. Y. 

Kaufman, Richard Vitkin, M.D., Northbrook, Ill. 

Kelly, John F., M.D., Denver, Colo. 

Kirk, William Edward, M.D., Ann Arbor, Mich. 

Kostiuk, Eugene S., M.D., San Diego, Calif. 

Kunkel, Robert Louis, M.D., Cincinnati, Ohio 

Lawler, Harry James, D.Sc., M.D., Oakbrook, Ill. 

Lazaroff, Philip, M.D., Kailua, Oahu, Hawaii 

Levy, Irwin B., M.D., Denver, Colo. 

Lipkin, K. Michael, M.D., Chicago, IIl. 

Machado, Eduardo, M.D., Skokie, Ill. 

Magee, Timothy Michael, M.D., Minneapolis, 
Minn. 

Malueg, Thomas John, M.D., Winnebago, Wis. 

Marcuse, Donald James, M.D., New York, N. Y. — 

Markovich, Dejan B., M.D., Chicago, Ill. 

Martinovsky, Eugene S., M.D., Northville, Mich. 

Mattsson, Ake, M.D., Cleveland, Ohio 

May, Jack Garrett II, M.D., Denver, Colo. 

McAndrew, John B., M.D., Winnebago, Wis. 

Mesmer, Roger E. G., M.D., Warren, Pa. 

Meyer, Robert F., M.D., Youngstown, Ohio 

Meyers, Sheldon J., M.D., Chicago, Ill. 

Miezio, Stanley, M.D., Madison, Wis. 

Mindell, Carl Eli, M.D., Pine Ridge, S. Dak. 

Morton, Philip Monroe, M.D., Indianapolis, Ind. 

Nelson, Allan D., M.D., Chicago, Ill. 

O'Toole, James Kevin, M.D., Bismarck, N. Dak. 

Pappadis, Thomas James, M.D., Chicago, Ill. 

Pfrender, Richard E., M.D., Tacoma, Wash. 

Pierce, James B. III, M.D., Philadelphia, Pa. 

Piggott, Leonard Reed, M.D., Detroit, Mich. 

Pizer, Evan F., M.D., Madison, Wis. 

Polak, Paul R., M.D., Denver, Colo. 

Pope, Gerald George, M.D., Birmingham, Mich. 

Posey, Edward W., M.D., Burnsville, Minn, 

Reite, Martin Lawrence, M.D., Denver, Colo, 

Ripich, Louis Jay, M.D., Syracuse, N. Y. 

Rivera Rivera, Miguel, M.D., Kaneohe, Hawaii 

Roburn, Michael, M.B., Vancouver, B.C., Can. 

Rodriguez, Francisco Jose, M.D., San Antonio, 
Tex. 

Sakamaki, Leigh, M.D., Honolulu, Hawaii 

Schwartz, Richard A., M.D., Cleveland Heights, 
Ohio 

Schwarz, I. Gene, B.S., M.A., M.D., Cincinnati, 
Ohio 

Seides, S. Warren, M.D., Colorado Springs, Colo. 

Silver, Donald F., M.A., M.D., Detroit, Mich. 

Stafford, Richard B., M.D., Winnebago, Wis. 

Stein, Leonard I., B.S., M.S., M.D., Madison, Wis. 

Steinman, David, M.D., New York, N. Y. 

Stone, Walter N., M.D., Cincinnati, Ohio 

Stout, Rodney Jan, M.D., Salt Lake City, Utah 


Tan, Ramon K., M.D., Buffalo, N. Y. 
` Terman, David M., M.D., Chicago, Ill. 


Terr, Lenore Cagen, M.D., Cleveland, Ohio 
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Underhill, Robert S, M.D., Huntington Woods, 
Mich, 

Veenhuis, Philip Edward, M.D., Wauwatosa, Wis. 

Velten, Hubert P., M.D., Lansing, Mich. 

Viener, Seymour J., M.D., Rochester, N. Y. 


SUPPLEMENTARY PSYCHIATRY 
McHugh, Paul Rodney, M.D., Pelham, N. Y. 
NEUROLOGY 


Baughman, Fred A, Jr, M.D., Grand Rapids, 
Mich. 
Buchsbaum, Harvey W., M.D., Tucson, Ariz. 
Calkins, Richard A., M.D., Iowa City, Iowa 
Davis, Thomas H., M.D., Minneapolis, Minn. 
Dorosin, S. Allan, M.D., Santa Cruz, Calif. 
Friedman, Harvey Marshall, M.D., Columbus, 
Ohio 
Genco, Michael T., M.D., Buffalo, N. Y. 
Ginsburg, Stanley Herbert, M.D., Denver, Colo. 
Harbison, John William, M.D., New York, N. Y. 
Harrington, Ryan B., M.D., Fargo, N. Dak. 
Hiers, William Donald, M.D., Charleston, S. C. 
Johnson, Kenneth Peter, M.D., Cleveland, Ohio 
Klassen, Arthur Charles, M.D., Minneapolis, 
Minn. 
Mandell, Stanley, M.D., Mamaroneck, N. Y, 
Marks, Richard E., M.D., Chicago, Ill. 
McKelvey, John MacKinnon, M.D., Minneapolis, 
Minn. 
, Perez-Borja, Carlos, M.D., Detroit, Mich. 
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Roth, Robert George, M.D., Port Jefferson Sta- 
tion, N. Y. 2 , 


Shuttleworth, Edwin C., Jr., M.D., Columbus, Ohio 


Silverstein, Paul M., M.D., Golden Valley, Minn. 
Soo, Dixie Lee Boney, M.D.; Lima, Ohio 
Tegtmeyer, Gamber F., Jr., M.D., Madison, Wis. 
Wechsler, Norman, M.D., Pontiac, Mich. 

Wilson, Thomas Mair, Jr., M.D., Edina, Minn. 
Ziter, Fred A., M.D., Salt Lake City, Utah 


CHILD NEUROLOGY 


Following are those diplomates who were 
previously certified in Neurology and whose 
certification has been changed to Neurology 
with Special Competence in Child Neurology as 
of October 1968. 

Anderson, William Westerlin, M.D., San Mateo, 

Calif. 

Brown, Stuart Barry, M.D., Miami, Fla. 

Clark, David Barrett, Ph.D., M.D., Lexington, Ky. 
Crowther, Douglas L., M.D., San Francisco, Calif. 
DeMyer, William E., B.S., M.D., Indianapolis, Ind, 
Dreifuss, Fritz Emanuel, M.D., Charlottesville, Va. 
Dyken, Paul, M.D., Indianapolis, Ind. 

Fenichel, Gerald M., M.D., Washington, D. C. 
Hoffman, Julius, M.D., Washington, D. C. 

Low, Niels L., M.D., New York, N. Y. 

Sidell, Alvin Donald, M.D., Phoenix, Ariz, 
Swaiman, Kenneth Fred, M.D., Minneapolis, Minn. 
Wright, Francis Stuart, M.D., Minneapolis, Minn. 
Ziter, Fred A., M.D., Salt Lake City, Utah 
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_ SUPPLEMENT 
Computers in Psychiatry 


Introduction 


BY HENRY W. BROSIN, M.D. 


^* p READER of the American Journal of 

Psychiatry will welcome these exposi- 
tions and discussions, which together form 
an excellent, up-to-date progress report on 
the utilization of computers in the psy- 
chiatric setting and also give us perspective 
on future steps which need to be accom- 
plished before computers will become more 
useful in the clinical decision process. 

The point is well made that these essays 
could not have been written five years ago, 
and some of the information is less than one 
year old. The benign skepticism which char- 
acterizes scientific judgments about clinical 
problems must include tolerance for short- 
comings, because the rate of growth and 
the seeming potentials for future growth are 
dramatically positive. 

These papers are candid in presenting 
many of the conceptual and technical dif- 
ficulties that confront the interdisciplinary 
teams investigating these problems, includ- 
ing the “language” barrier between disci- 
plines. One can infer the untold arduous 
hours and considerable expense of these ex- 
plorations, and such insights can help us 
gain deeper understanding of these pioneer- 
ing explorations. RIRE 

Even though it is apparent that clinicians 
will not be replaced by computers, we need 
to study the realities of their promise as 
they implacably grow in their ability to 
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perform more needed services at lower 
cost and thus enable more medical care to 
be given to more people than was ever pos- 
sible heretofore. How will the use of 
computers in diagnosis, evaluation of the his- 
tory, physical and psychological examina- 
tions, and the clinical decision process affect 
patient care? 

We need to examine our own attitudes 
toward these new and strange events in or- 
der to be sure that we do not reject un- 
necessarily and foolishly—a phenomenon 
well known in medicine from the days of 
thermometry. Only genuine familiarity, ac- 
quired from firsthand experience with these 
new methods, will enable us to evaluate ac- 
curately their advantages and shortcomings. 
Most of us who are genuinely devoted to 
the care of patients will place their welfare 
first and resist the dehumanization which 
has grown so threateningly around us dur- 
ing the past century in most phases of our 
lives. It is a question, however, whether or 
not the use of computer methods will, of 
itself, futher deteriorate the doctor-patient 
relationship for those uncounted patients who 
now receive little or no medical care and 
those who receive poor quality care. 

Scientific medicine, including psychiatry, 
is essential to the welfare of all of our peo- 
ple. More efficient management and meth- 
ods of continuous, ongoing care must be 
found as costs mount, and apparently ma- 
chines can do much to relieve the physician 
of some of his burdens. The exact nature 
of these substitutes can only be found by 
empiric, pragmatic experience. The modern 
physician already uses a multidisciplinary 
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team method in most cases; he must learn 
to control those new methods to come as 
well as those he now has. The central and 
ever-recurring issue seems to revolve around 
the determination of the physician to treat 
the patient as a person rather than as data 
in a chart. 

We can take some encouragement from 
the example of learning machines. With in- 
creased experience there seems to be a 
growing body of expert opinion that ma- 
chine learning has its virtues for some sub- 
jects in various school populations. The 
learning machines cannot replace the teach- 
er. Current studies show that students 
value their most memorable teachers for 
clusters of human qualities, not for their 
skills in transmitting hard core information. 


Men and women are social organisms 
who will continue to demand human con- 
cern and support during their periods of 
illness and distress. Realistically, we must 
provide an adequate human component for 
the therapeutic process, whether it be the 
physician, the nurse or her substitute, or 
other professional and technical workers as 
yet unnamed or unidentified. Cost-benefit 
ratios must take into account this need for 
human support as well as the myriad other 
costs. We need more imaginative use of 
our human components as well as of our 
mechanical systems. I am sure that most of 
us hope that the physician will retain his 
historical position as a healer-therapist who 
is concerned about the whole man and that 
he will not surrender his prerogatives to 
the machine. 


The Computer and the Clinical Decision Process: II 


BY BERNARD C. GLUECK, JR., M.D., 


The computer poses intriguing challenges 
about the ways patient data may best be 
presented to aid clinicians. The authors pre- 
Sent a classification approach which depends 
heavily on the clinician’s unique ability to 
make meaningful hypotheses, based partly 
on hunches. After he sets up guidelines for 
establishing categories, the computer pro- 
vides him with information about previous 
cases; if the optimal weights appear to pos- 
sess reasonable validity he asks for a pre- 
diction about potential decisions concerning 
a current patient, 
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PREVIOUS PAPER(14) described a va- 

riety of ways that computerized nurs- 
ing notes could be used on a daily basis by 
psychiatrists as an aid in making clinical de- 
cisions about their patients. The ease with 
which the computer can accumulate such 
data, as well as demographic, mental status, 
and other forms of information about pa- 
tients, poses several intriguing challenges. 
How can these data be optimally presented 
to clinicians to make their tasks most ef- 
ficient? How might combinations of this 
vast data store be routinely analyzed to de- 
tect hidden patterns or configurations of in- 
formation which could add precision to the 
clinical decision process? For example, 
could hidden patterns be detected which 
would provide an objective means for pre- 
dicting optimal treatment alternatives, or to 
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alert staff to impending behavioral crises, or 
to suggest that a treatment change is indi- 
cated? 

This paper will present several solutions 
to these questions which have evolved from 
the computerized psychiatric information 
system which has been under continuous 
development at the Institute of Living since 
1962(4, 14, 17). 


Optimal Data Presentation 


Optimal data presentation hinges on two 
issues: 1) the mechanical means of com- 
municating with the computer, and 2) the 
form of the actual communication. We have 
identified many disadvantages of typewriter- 
printer terminals as a means for presenting 
patient information. They are slow, noisy, 
require frequent maintenance, require typ- 
ing skills, and produce paper output which 
either must be filed in the patient’s record 
or destroyed. Distribution of printed output 
from a central location is also unwieldy 
and hardly an interactive form of com- 
munication. Further, many clinicians resent 
the tedium of reading the voluminous out- 
put which becomes available on each pa- 
tient. 

On the other hand, reaction has been 
very favorable to paperless-video screen 
(resembling a television receiver) commu- 
nication terminals with a simplified keyboard 
which are placed on the nursing stations, in 
the medical records area, and in doctors' 
offices. Using a security code system to ac- 
tivate a terminal at any location, any mem- 
ber of the clinical staff may interrogate the 
computer for any piece of patient informa- 
tion which he is authorized to obtain. The 
computer file currently contains the informa- 
tion listed in table 1 for each patient. De- 
pending on the number of terminals in use 
at one time, the computer is able to pro- 
vide an almost instantaneous display of the 
requested data, whether it be a sequential 
display of the entire patient record for re- 
view or merely a portion of it. 

By er simple inquiry procedures, 
an almost limitless variety of questions can 
be asked. For example, a given item of mn 
formation on each of a specified doctors 
patients can be extracted and listed; patient 
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TABLE 1 
Data Available from the Master Patient Record in the 
Computerized Patient Information System 


DEMOGRAPHIC INFORMATION: Patient's residence, marital 
status, religion, education, occupation, birthdate, sex, 
Citizenship, social security number. 

ADMISSION DATA: Date, legal basis, type of admission, 
time and place of previous patient stays, referring 
party, personal physician (office and residence). 

LOGISTICS: Residence, group, observation, and doctor 
assignments (current and history) date and type of 
privilege, place, time, and frequency of departures, 
visits, and returns. 

QUANTITATIVE BEHAVIORAL ANALYSIS: MMPI, MHPA 
scores and rater ID, (current and history), nursing note 
scores, special behavior data. 

MEDICAL EVALUATION: Duration of illness, drug study 
group code, diagnosis, medication data, mental status. 

BILLING: Room and medication rates, charges and credits, 
current balance, billing party for all' or specified 
charges. 

FAMILY AND FRIENDS: Responsible party, emergency 
notification, other relatives (address, occupation, and 
telephone number of above persons). 

PHYSICAL MEDICAL DATA: Neurologic and physical exam 
results, blood type, drug sensitivities, other ab- 
normalities. 


unit administrators can obtain displays of 
information on all patients on a given unit; 
hospital administrators can extract data on 
all patients in the hospital (e.g, a list of 
diagnoses of all male patients between the 
ages of 20 and 25 who are receiving phen- 
othiazine medication and are under con- 
stant observation). 

In studying optimal formats for video 
communication, we have found that clini- 
cians prefer “behavioral temperature 
graphs” which are similar to the familiar 
fever charts. These graphic displays permit 
presentation of great quantities of data in 
a form which may be scanned quickly and 
easily(14). Statistical reference points are 
included so that comparisons may be made 
against normal prototypes, or a patient's 
or unit's progress over time may be com- 
pared. While data collection, scoring, and 
narrative interpretation of nursing notes, 
the Minnesota Multiphasic Personality In- 
ventory (MMPI), and the Minnesota-Hart- 
ford Personality Assay (MHPA) had 
previously been automated, the graphic dis- 
plays on the communication terminals 
had not. 
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Programs written during the last year 
now make the displays available in parallel 
forms, either instantaneously on the termi- 
nal as a visual display or as a printed copy to 
be filed in the patient's record. Experience 
to date indicates that the video display of 
patient data in tabular, narrative, and 
graphic form enhances its timeliness, ac- 
cessibility, and usefulness for making clin- 
ical decisions. In contrast, the patient chart 
containing equivalent written documentation 
is frequently untimely, inaccessible for im- 
mediate decisions, and difficult to handle. 
This is especially true when the chart is not 
at the physical location where the decision 
must be made. 


Actuarial Versus Clinical Decisions 


The instantaneous availability of patient 
data in this interactive, meaningful format 
still does not guarantee their optimal use by 
clinicians. In fact, some "optimal" uses 
would be outrageously tedious for a clini- 
cian faced with a difficult treatment decision. 
For example, interrogating the computer 
file hundreds of times for past case histories 
to identify previous patients with similar 
problems to determine how various treat- 
ment alternatives have succeeded would be 
easier with computer terminals than an 
equivalent search of traditional records— 
but still a very time-consuming task. 

Beyond the direct, pragmatic manage- 
ment of individual patients or patient units, 
we sense that many of the most intriguing 
applications of the patient information Sys- 
tem will be developed in areas of compli- 
cated, tedious human tasks that today go 
begging. Many of these tasks are of the sort 
that previously fell under the category of 
clinical research; we are attempting, with 
access to an "instantaneous," interactive 
computer system, to extend the domain of 
such clinical research into the day-to-day 
workings of the clinical decision process, 

Meehl has anticipated this situation in a 
number of provocative Papers(9, 10, 11). 
He suggests that once behavioral data are 
in a quantitative format, many decisions 
could better be made Using actuarial tech- 
niques. He proposes the development of a 
“cookbook”—a set of Simple rules which 
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could be used to classify patient profiles into 
different categories or groups. Examples. 
might be “automatic diagnosis" or "treat-| 
ment assignments." The idea is to use a 
simple set of rules to scan all previous cases 
in the computer memory, thus freeing the - 
clinician from this tedious effort and pro- 

viding him with a distilled group of patient 
records which pass the specified criteria, 
He can then use his unique skills to evaluate 
this data subset, which is of high relevance 
for the care of his patient. 


“Cookbook” Attempts 


At least two attempts(3, 8) have been 
made to formulate such cookbook rules in 
an effort to classify patients into meaning- 
ful groups on the basis of a self-descriptive 
personality inventory, namely the Minne- 
sota Multiphasic Personality Inventory. To 
test the utility of the cookbook approach, 
both rule sets were programmed in Fortran 
IV(5) to permit computer processing. 

A set of 2,012 MMPI profiles were tested 
with each "cookbook." Rules developed by. 
Marks and Seeman(8) successfully classi- 
fied 469 of the 2,012 patients, or 23.3 per- 
cent; the Gilberstadt(3) rules successfully 
classified 805 of the 2,012, or 40 percent. 
When the 469 patients classified by the 
Marks and Seeman rules were tested on the 
Gilberstadt, 145 (31 percent) passed. When 
the 805 patients classified by the Gilber- 
stadt rules were tested on the Marks-See- 
man, 433, or 54 percent, passed. 

These moderately low classification and 
agreement rates suggest that the two popu- 
lations used to establish rules by Marks 
and Seeman and by Gilberstadt were quite 
different from each other and also different 
from our own private psychiatric hospital 
Sample. Careful study of those profiles 
Which did not pass either set of rules indi- 
cated that the reason for failure in most 
instances was too restrictive a rule for one 
of the profile factors, even though the pro- 
file pattern was almost identical to others 
Passing the criteria. Because there was no 
consistent pattern as to which rule was too 
restrictive, no simple means was apparent 
for relaxing the constraints of this actuarial 
approach. 


BERNARD C. GLUECK, JR., AND CHARLES F. STROEBEL 


What apparently was needed for an ade- 
quate test of Meehl's cookbook position 
was a pattern recognition algorithm which 
primarily recognized patterns and was only 
secondarily sensitive to amplitude. If such 
an algorithm could be found, departures 
from “ideal” or perfect profile similarity 
and amplitude could be indicated by a lower 
probability of group membership. 


Pattern Recognition 


Two techniques for pattern recognition 
were tested for their ability to improve on 
the rule approach. Clustering procedures(1, 
6, 12) were tried initially because they 
required no a priori information about 
group membership, the expected number of 
groups, or the expected group profile pat- 
terns. In theory, a clustering program 
could search the patients" data files for hid- 
den configurations or patterns, calling 
unique groups or clusters to the attention 
of clinical personnel. However, using six 
very distinct groups of MMPI profiles as a 
test sample, several clustering procedures 
which were tried consistently failed to clas- 
sify more than 55 percent of the cases; 
furthermore, many groups identified as 
homogeneous made little sense clinically. 

On the other hand, a second type of pat- 
tern recognition, namely discriminant-clas- 
sification procedures which do require a 
priori information about group membership 
and the expected number of groups, have 
been applied successfully to yield a valida- 
tion "hit" rate exceeding 90 percent with 
psychiatric data. Noteworthy is the fact that 
without exception, groups successfully iden- 
tified by this technique are clinically mean- 
ingful. i 

There are several basic steps in our ver- 
sion of this classification procedure. First, 
experienced clinicians make a hypothesis 
about the number and nature of expected 
groups adequate for classification of the do- 
main in question (e.g., diagnosis OF predict- 
ing treatment alternatives) and assign pa- 
tients to them. Next, a statistical procedure 
(multiple discriminant analysis[2, 6, 13, 
15, 18] ) is applied to quantitative data in 
the patient files to minimize variability with- 


in each group and maximize the separation 
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between groups; this is achieved by calculat- 
ing a set of weights which are applied to the 
original data values. Not infrequently a 
group is not sufficiently unique to stand by 
itself and is eliminated from the analysis. 

In addition, those subjects who are not 
correctly classified into a valid group are 
also eliminated. The rationale for this pu- 
tification process is based on an awareness 
of the uncertainties inherent in the original 
clinical decision about group membership, 
as well as realization that the quantitative 
data used in the analysis might themselves 
be inadequate for making the clinical deci- 
sion in question (e.g., if history information 
is not part of the analysis but is crucial for 
group classification). 

The final step is repetition of the dis- 
criminant analysis on the purified data to 
calculate an optimal set of weights for sub- 
sequent classification. Only half of the 
cases in the original sample defined by the 
clinician are actually used to arrive at the 
optimal weights; the remaining half are used 
to evaluate validity of the weights obtained. 
These weights are the counterpart of cook- 
book rules and are used to calculate the 
probability that an individual patient is a 
member of each of the groups. 

This probabilistic output from the classifi- 
cation procedure is in keeping with clinical 
reality: we recognize that only rarely are 
we confronted with a patient exemplifying 
the classical textbook description of an ill- 
ness. Probabilities further provide the in- 
tensity dimension which is often missing 
from cookbook-rule or decision tree ap- 
proaches. Those patients who do not have 
a high probability of membership in any of 
the available groups require further clinical 
scrutiny to determine if these are excep- 
tional, uncommon, or highly deviant cases, 
or if new group categories should be creat- 
ed to accommodate them in the future. 

The discriminant-classification procedure 
might be summarized as a bootstrap ap- 
proach. We begin with the best clinical 
hypotheses and judgments available. Utiliz- 
ing the large amount of data stored in the 
computer for each patient, we proceed to 
refine or purify those aspects of the hy- 
pothesis which possess predictive validity. In 
a sense, the computer “learns” a statistical 
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basis for imitating and refining the decision 
processes of our most experienced clini- 
cians. It also recognizes those instances 
where inadequate or insufficient information 
is available for imitating those processes. 
Further, the “either/or” limitations found 
in a rigid set of rules have been circum- 
vented by designating group membership 
on a probabilistic basis. 


Applications of Classification Technique 


Many applications of the classification 
technique to psychiatric and psychophysi- 
ologic prediction are now in progress using 
the extensive data file of the Institute of 
Living computerized patient information 
system. One specific application, prediction 
of optimal drug response, now runs as a 
background problem in the on-line com- 
puter system. Patients in a controlled drug 
study were described at admission by two 
experienced psychiatrists using the MHPA; 
admission self-descriptions were also ob- 
tained using the MMPI. Subsequently, global 
judgments were made of best response to one 
of three treatment modalities forming three 
groups for classification analysis, The ad- 
mission descriptions and age were used as 
data. Optimal weights were obtained and 
are now applied automatically to each new 
admission MHPA and MMPI as it is re- 
ceived. 

On the basis of the earlier study, the psy- 
chiatrist is now provided with the probability 
Of best response on the three treatment 
modalities at admission. Patients with low 
predicted probability of success on each of 
the three would Obviously not be assigned to 
any of the three treatments, saving the ex- 
praes and delay of an unsuccessful drug 
trial. 

All cases are being followed by a research 
team to evaluate success whether the best 
modality predicted by the classification is 
or 1s not adopted by the clinician, The sub- 
tlety of this prediction Process can be judged 
from figure 1, which shows the mean pro- 
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for classification and prediction is the logi- 
cal decision tree. Klein and associates(7 ) 
have introduced a selective filter variant of 
this technique for diagnostic classification 
into 13 groups using a 36-item rating scale. 
Comparisons of this nonparametric tech- 
nique and discriminant function analysis 
Showed both procedures to be equally ef- 
fective. However, Klein and associates favor 
the nonparametric approach since it does 
not risk violation of multivariate assump- 
tions and makes “prima facie sense in fol- 
lowing traditional medical logic" whereas 
discriminant function weights do not. 

A more detailed and extensive logical 
decision tree approach is the DIAGNO di- 
agnostic classification system devised by 
Spitzer and Endicott(16). This system uses 
94 scaled judgments to yield 44 official 
APA diagnoses. The agreement rate with 
clinicians for the current version of the 
DIAGNO program is equivalent to the 
agreement level achieved among different 
clinicians on the same patients (approximate- 
ly .45 compared to 1.0 for perfect agree- 
ment, using the kappa index). 

Is this level of agreement adequate, or 
should we attempt to improve upon it by 
Viewing the computer as an analog of the 
microscope—to extend our resolution of 
subtle personality interactions not easily 
amenable to logical derivation or routine 
clinical scrutiny? Does the experienced 
clinician mentally step through an extensive 
logic tree prior to making a diagnosis or 
prediction? Or does he get a kind of mental 
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gestalt in which deviations from a prototype 
ideal appear as prominences serving as the 
basis for heightened discrimination—for 
pursuit and deeper investigation? 


Summary 


Further experience will be required to 
clearly establish the merits and difficulties 
of the several possibilities available for 
classifying computer-stored psychiatric data 
to aid in clinical decisions. Barring an un- 
expected breakthrough in the mathematical 
logic of cluster analysis, we are impressed 
that the classification approach reported 
here makes optimal use of the resources at 
hand to extend clinical research strategy to 
the daily workings of the clinical decision 
process. 

Beginning with a computer terminal 
which permits the clinician to gain easy 
and fast access to the entire patient data 
file, we depend heavily on the clinician's 
unique ability to make hypotheses which 
are meaningful for the care of his patients. 
Many of these hypotheses are in the form of 
intuitive hunches which would be difficult to 
derive in the tightly logical sense of the de- 
cision tree or rule book. With his hunch in 
mind, the clinician spends 15 minutes at the 
terminal setting up guidelines for establish- 
ing categories and assigning cases. : 

He then requests classification analysis 
and is informed in minutes if quantitative 
information about previous cases is suffi- 
ciently discriminative to substantiate his hy- 
pothesis. If the optimal weights calculated 
possess reasonable predictive validity (indi- 
cated by the computer program), he may 
immediately ask for a prediction about po- 
tential decisions on a current patient of in- 
terest. By providing clinicians with access 
to an "instantaneous," interactive computer 
system, an important step has been taken in 
extending the domain of clinical research 
into the day-to-day workings of the clinical 
decision process. 
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AN ON-LINE COMPUTER SYSTEM 


An On-Line Computer System 
for Initial Psychiatric Inventory 


BY RICHARD STILLMAN, M.D., WALTON T. ROTH, M.D., 
KENNETH MARK COLBY, M.D., AND C. PETER ROSENBAUM, M.D. 


CASE, an on-line computer system, is used 
to elicit and. record mental status, psycho- 
metric, and personal history information 
directly from the patient without the aid 
of an interviewer. Branching instructions 
can be programmed to present detailed 
questions in a particular area in much the 
same way that the clinician explores sig- 
nificant patient responses in depth. The 
authors explore future potentials for the 
system, including instant and extensive 
comparisons and classifications of patient 
responses and the signaling of improvement 
or impending crises. 


quU I ARE proliferating in hospital 
and clinic settings as the advantages of 
rapid, automatic handling of patient data 
become apparent. Most of the clinical data 
presently fed to the computer about psy- 
chiatric patients come from the staff, not 
the patient. A step toward acquisition of 
data directly from the patient was taken at 
the Mayo Clinic, where an automated ver- 
sion of the MMPI was developed. A com- 
puter program processes raw MMPI data, 
calculates scales, and generates an interpre- 
tation of the results(3). This has been re- 
fined to provide a commercially available 
computer interpretation of MMPI answer 
sheets for professionals throughout the 
country( 1). 
As computers become more available 
and less expensive, we can expect expan- 
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sion of their use in eliciting data directly 
from patients. In this paper we will discuss 
these potential uses and illustrate some of 
them with a description of a program that 
stores questions and presents them to pa- 
tients, eliciting information on each pa- 
tient’s past history, his present illness, and 
mental functioning. The computer can 
thereby administer an “automated question- 
naire” directly to each patient on-line, i.e., 
with patient and computer communicating 
directly with each other via a computer 
terminal. 

Through this interaction, questions con- 
tingent on a patient's previous answers can 
be asked. This parallels the process by which 
an experienced clinician asks questions in 
depth about what appear to be significant 
areas for each patient. (Of course, it is un- 
like the clinician in that it does not try to 
construct a model of what the patient is like 
and ask questions on the basis of that 
model.) 


Description of CASE 


The program we have written, called 
the Computer-Assisted Special Enquirer 
(CASE), operates on-line on an IBM 360/ 
50 computer at the Stanford Medical Cen- 
ter. This computer runs under a time-shar- 
ing system which handles simultaneously 
many other ongoing functions of a medical 
center(5). Up to 30 users can currently 
run their own programs independently and 
simultaneously with each other. Our pro- 
gram requires less than half of the average 
user's share of computer core memory and 
is therefore one of the more economical 
Programs written for this computer. Indeed, 
it could be adapted to a much smaller com- 
puter system than the 360/50. It is written 
in PL/ACME, a subset of PL/I. 
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The program presents to the patient a 
series of questions to which he can respond 
by making an “x” under alternative re- 
sponses which we provide or by typing in 
information in the form of words or num- 
bers when these are asked for. The ques- 
tions asked at any point are often contin- 
gent on the patient’s previous responses, so 
that it is possible to go into greater depth 
in areas indicated as important by the pa- 
tient’s previous replies. Such branching in- 
structions must be specified in advance by 
the person who makes up the interview. 

In the first stage of operation, a basic net- 
work of questions with alternative branches 
is entered in the computer from the type- 
writer terminal, ready for subsequent pre- 
sentation to the patient. The computer 
prompts the user for the questions and 
branching alternatives, which can be typed 
in by someone who has no knowledge of 
computer programming. One must, how- 
ever, work out beforehand a flow sheet of 
the questions and branching instructions 
pointing to the’ subsequent questions. The 


FIGURE 1 } 
Sample Flow Sheet for Questions and Branching 


What is your occupation? 


Have you ever received treatment here before? 
(yes) (no) 


How long ago? 


Have you received psychiatric treatment elsewhere? 
(yes) (no) 


Have you been hospitalized for 
mental problems? 
(yes) 


How many times? 


Do you feel sad or depressed? 
(yes) (no) 


(no) 
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design of a relatively comprehensive set of 
questions can be a difficult and lengthy task. 
A sample flow sheet of a very small part of 
the interview is shown in figure 1, followed 
by an illustration of how it is entered in the 
machine (figure 2). 

Presently there are two kinds of ques- 
tions possible. In one the patient is pre- 
sented with a multiple-choice format. In the 
other, he is asked to type in information, 
this option being useful to collect demo- 
graphic information, duration of a symptom 
he has described earlier, and open-ended 
answers to special questions. 

The second stage consists of the actual 
presentation of the questions to the indi- 
vidual patients. The patients are, of course, 
unaware of the sequencing rules that deter- 
mine exactly which of the total possible 
questions will be asked of them. Of those 
questions that constitute the total base, ap- 
proximately half are asked of all patients; 
which of the remainder are asked will vary 
from patient to patient (see figure 3). 

The questions can be presented to pa- 
tients either at a teletypewriter terminal or 
on a video display. At the typewriter ter- 
minal, the question is presented, and the 
computer waits for the patient’s reply, then 
looks up the next question according to the 
patient’s reply and its preprogrammed instruc- 
tions. When the typewriter terminal is used to 


FIGURE 2 

Entering the Branching Network Into the Computer 

The computer prompts the doctor or his assistant by 
typing out (to the left of the equal sign) symbols indi- 
cating which question or branching specification should 
be entered next. Here, in a segment of input, qf asks 
for the type of question (e.g., multiple choice, open-end- 
ed), qq asks for the question itself, qa for the alterna- 
tive responses, and at for the numbers of the questions 
to be branched to for each alternative answer. 


yq(18) ='Have you ever received treatment here before?! ; 
qa(18) ="(yes) (no)' ; 


at(1,18)= 19; " 
at(2,18)= 20; 
qf(19) = 


3; 
qq(19) ='How long ago?! ; 
at(1,19)= — 20; 
atQ = D Ho Í 
qq(20) ='ilave you received psychiatric treatment elsewhere? 
qa(20 ='(yes) (no)' ; 
at(1,20)= — 21; 
at(2,20)= 23; 
afQD = l; j 
qq(21) ='Have you been hospitalized for mental problems?! ; 
qa(21) ='(yes) (no)' ; 
at(1,21)= — 22; 
at(2,21)= — 23; 
q£Q2) = 3; 
qq(22) -'How many times?'  ; 
at(1,22)= 23; 
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FIGURE 3 
Two Parallel Interview Segments Presented by the 
Computer to Two Different Patients 
(Note the different branching elicited by each patient’s 
different responses.) 
Patient "A" 


Have you ever received treatment here before? 
(yes) (no) 
x 


Have you received psychiatric treatment elsewhere? 
(yes) (no) 
x 


Have you been hospitalized for mental problems? 
(yes) (no) 
x 


Patient "B" 


Have you ever received treatment here before? 
(ves) (no) 
x 


How long ago? 
2 years 


Have you received psychiatric treatment elsewhere? 
(yes) (no) 
x 


present the questions, some time is con- 
sumed in waiting for each question and its 
possible alternatives to be typed out for the 
patient. With the video terminal, consisting of 
a typewriter-like keyboard and a cathode-ray 
display, the entire question, possibly with 
multiple-choice answers, can be presented 
literally in a flash. Thus, for intelligent pa- 
tients whose reading Speed exceeds the ter- 
minal's rather slow typing speed, some frus- 
tration is eliminated and in all cases the dura- 
tion of the interview is reduced. The patient 
responds much as with the typewriter, but his 
reply appears on the video Screen along with 
the question. The instant presentation and in- 
Stant erase features of the video display al- 
low for the incorporation of certain types 
of questions, for example, memory testing, 
Which would be very cumbersome or impos- 
` sible with the typewriter, 
~The third Stage consists of Teporting the 
results of the interview to Professional per- 
sonnel who may request various kinds of 


information about what the patients have 
replied. Upto now we have Provided a list- 
ing of which 


questions were actually 
branched to during the individual interview 
and what the Tesponses of the patient have 
been. Possible extensions of this are dis- 
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cussed later. Codes must be provided to 
prevent retrieval of the information by un- 
authorized persons. Since no system is ab- 
solutely safe, however, we are deliberately 
avoiding the collection of information in 
certain sensitive areas such as sexual symp- 
tomatology. 

Our experience so far with CASE indi- 
cates that even severely disturbed patients 
can answer computer-presented questions 
without assistance. We hope to describe in 
a subsequent report the results of actual pa- 
tient experiences with the program. 


Advantages and Potentials 
of the System 


The growing use of real-time, on-line 
computer systems and their declining cost 
makes it practical to consider the possibili- 
ties of direct computer-patient inquiry. Such 
a direct interaction would be economically 
advantageous because it would eliminate the 
intermediary of specially trained interview- 
ers. It would also ensure comparability of 
data by eliminating the variable effects of 
different interviewers and different interview 
techniques. Much of the variation in psy- 
chiatric diagnosis is due to inconstant be- 
havior on the part of the interviewers. 

We do not argue that such a program 
would, could, or should replace the trained 
clinician, who must include in his decisions 
his awareness of many aspects of the pa- 
tient’s behavior which are presently inac- 
Cessible to a computer. However, an inquiry 
System along the lines we are implementing 
Will supplement the information obtained 
by a busy clinician. 

Mental status questions, often embarrass- 
ing to doctor and patient in a person-to- 
Person setting, are more neutrally and con- 
sistently presented as part of an automated 
questionnaire. Subsets of well-known and 
widely used psychological tests can easily be 
incorporated in the questionnaire. Some 
tests can be administered to each patient; 
others can be branched to as indicated by 
the patient’s previous replies. More than 
this, new types of psychological tests can be 
implemented, which could be more selec- 
tive and intensive than older fixed-format 
kinds by virtue of the branching facility of 
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the computer and its ability to compare an- 
swers from one patient instantly with those 
of entire groups of other patients. 

With the insertion of a parallel set of 
questions, we can also elicit valuable infor- 
mation from the relatives of patients, whose 
comments would add another dimension to 
the patient-furnished information already 
collected. Too frequently the choice is made 
between using the relative or the patient as 
the major informant; a combination of the 
two in mutually compatible form would pro- 
vide greater understanding of the life situa- 
tion of the patient. j 

The initial inventory can readily provide 
a starting point for repeated interviews of 
the patient over the course of his treatment. 
We can thus reinterview the individual pa- 
tient by computer at frequent intervals in 
those areas indicated as important by his 
initial interview, comparing these interviews 
with the earlier ones. This would provide an 
accurate index of change in the patient's 
subjective view of himself and in computer- 
testable aspects of his objective mental func- 
tioning. 

In understaffed hospitals, such a system 
could signal patient improvement or on- 
coming crises before they would otherwise 
be noticed by overburdened staff, and ap- 
propriate changes in treatment could be 
more rapidly instituted. Summaries of the 
patient's responses could be provided in nar- 
rative form, including a chronological sum- 
mary based on the durations the patient 
ascribes to the symptomatology he re- 
ports(2). The report stage of the program 
could also alert researchers who are studying 
specific types of patients that such a new 
patient has arrived and provide an initial 
description of his condition on arrival be- 
fore the research group has been able to 
contact him. 

By collecting and pooling data from many 
patients in a consistent form, it will even- 
tually be possible to evolve new procedures 
for eliciting information about patients 
which can help to classify each patient by 
comparing his responses With those of a 
large number of other patients exposed to 
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the same entirely reproducible questions and 
stimuli. 

Finally, we emphasize that this patient- 
elicited information should be supplemented 
by a similar body of information gathered in 
systematic, automated form by staff about 
the patient. Spitzer and his colleagues have 
developed a comprehensive battery of in- 
ventories from which a trained person can 
record much information about a patient that 
the patient himself could not directly pro- 
vide to a computer(6). Rosenberg, Glueck, 
and their co-workers have automated exten- 
sive behavioral observations of hospitalized 
patients(4). By pooling such observations 
with individualized patient self-reports and 
psychological testing, a well-rounded body 
of data suitable for further analysis could 
be obtained. These data will be comprehen- 
sive and detailed to an extent never before 
possible and will make rational evaluations 
of treatment increasingly effective. 
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DIAGNO II 


DIAGNO II: Further Developments in a Computer Program 
for Psychiatric Diagnosis 


BY ROBERT L. SPITZER, M.D. AND JEAN ENDICOTT, PH.D. 


- 


DIAGNO II, a computer program for psy- 
chiatric diagnosis, is based on a logical de- 
cision tree model similar to the differential 
diagnostic process used in clinical medicine. 
In the validity study reported here, the pro- 
gram yielded diagnoses for 100 patients 
which agreed with diagnoses supplied by 
clinicians as well as did the diagnoses sup- 
plied by different clinicians on the same 
cases. 


pe IS CONSIDERABLE interest in using 
computers to arrive at a psychiatric di- 
agnosis. First of all, they are completely 
reliable in the sense that, given the raw data 
describing a subject, a computer program 
will always arrive at the same diagnosis. 
This avoids the common problem of clini- 
cians disagreeing with each other about the 
diagnosis of a patient because they employ 
different criteria. In addition, if specially 
trained technicians can be used to collect 
accurate data on subjects, a computer pro- 
gram can analyze the data and yield a diag- 
nosis, eliminating the costly use of experi- 
enced clinicians. 

We have previously described a com- 
puter program for psychiatric diagnosis, 
DIAGNO 1(9), which is based on a logical 
decision tree model similar to the differential 
diagnostic procedure employed in clinical 


Read at the 124th annual meeting of the Ameri- 
can Psychiatric Associati 

Bar s sociation, Boston, Mass., May 

authors are with Biometrics Research. New 

York State Department of Mental Hygiene fat 

the New York State Psychiatric Institute, 722 W. 

168th St, New York, N. Y. 10032, where Dr. 


12 


medicine. In this model the computer pro- 
gram asks, at each decision point, true- 
false questions of the data collected previ- 
ously during a psychiatric interview. Each 
question consists of one or more statements 
combined with the logical operators not, 
and, and or. The answer to each question 
asked by the program determines the next 
question that is asked. 

Although the amount of agreement be- 
tween DIAGNO I diagnoses and clinical 
diagnoses was generally low, the basic ap- 
proach of a logical decision tree model 
seemed to justify continued work. This pa- 
per describes DIAGNO II, which has sev- 
eral advantages over its predecessor. 


Description of Program 


The input data for DIAGNO II for each 
subject are age and sex plus the informa- 
tion contained in 94 scaled judgments taken 
from a new instrument, the Current and 
Past Psychopathology Scales (CAPPS). 
This instrument is actually a combination 
of two other instruments: the Psychiatric 
Evaluation Form-Diagnostic Version! and 
the Psychiatric History Schedule.? The Psy- 
chiatric Evaluation Form-Diagnostic Ver- 
sion contains 41 scales designed to record 
judgments of a subject’s psychopathology 
and role functioning during the past month. 
The Psychiatric History Schedule contains 
130 items and scales that record judgments 
of a subject’s psychopathology, personality 
characteristics, academic, occupational, and 
interpersonal adjustment from age 12 up to 
the past month (except for a few scales, 


1 Authors: Robert L. Spitzer, M.D., Jean Endi- 
cott, Ph.D., Alvin Mesnikoff, M.D., and George 
M. Cohen, M.S. 3 

2 Authors: Robert L. Spitzer, M.D., Jean Endi- 
cott, Ph.D., and George M. Cohen, M.S. 
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which refer to specific time periods). Most 
items and scales are judged for all subjects, 
although some items and scales are scored 
only when applicable for a particular sub- 
ject (e.g., role function, characteristics of 
hallucinations, types of drugs). Most of 
the judgments are recorded on a six-point 
scale of severity that ranges from 1 (none) 
to 6 (extreme). These judgments are a 
weighted average for the time period under 
study and take into account both duration 
and severity. Table 1 shows selected scales 
from the CAPPS. ] 

The 46 diagnoses comprising the output 
of DIAGNO II are shown in table 2. These 
include 44 official American Psychiatric 
Association diagnoses from the 1952 no- 
menclature. In addition, two unofficial diag- 
noses are made: nonspecific illness with 
mild symptomatology and not ill. The pro- 
gram yields one diagnosis for each subject. 

A fiow chart which schematizes the basic 
logic implicit in the APA nomenclature and 
used in DIAGNO II is shown in figure 1. 
Thus the first question (shown by a circle 
with a 1 in it) is whether or not there are 
signs suggestive of an organic brain disor- 
der. If not, the next question (shown by 
a circle with a 12 in it) is whether there are 
signs suggestive of a psychotic disorder. 
Then the transient situational disorders, the 
sociopathic disorders, the remaining per- 


sonality disorders, the neuroses, the psy- 
chophysiologic reactions, mental retarda- 
tion, and the diagnosis of nonspecific illness 
are considered. If all of these are eliminated, 
the patient is diagnosed as not ill. 

Each question asked by the computer 
program is defined in terms of scale score 
cutoff levels and logical operators. Some 
decisions are simple. For example, question 
1 (organicity?) is merely: “Is Disorienta- 
tion-Memory (current state) less than 4" 
If true, go to question 12. If false, go to 
question 2. Other decisions are very com- 
plex. For example, question 12 (psychosis?) 
considers evidence of current delusions, hal- 
lucinations, inappropriateness, speech dis- 
organization, agitation-excitement, elation, 
grandiosity, retardation-lack of emotion, im- 
pairment in daily routine, evidence of past 
delusions, hallucinations, and speech dis- 
organization, and an index determined by 
summing the scores across nine scales de- 
scribing psychopathology characteristic of 
patients with chronic schizophrenia. 

Examination of the flow chart shows that 
the implications of some questions are not 
irrevocable in that they may be rejected by 
the results of later questions. For example, 
subjects for whom question 1 is scored 
“true,” suggesting an organic brain syn- 
drome, are examined at three later decision 
points (questions 2, 3, and 4), where such 


TABLE 1 
Selected Scales from the Current and Past Psychopathology Scales 


CURRENT (PAST MONTH) 


PAST (AGE 12 UP TO PAST MONTH) 


Engages in overt homosexual or other perverse sexual 
behavior. 

7. 1..2 029 AOS 
ce of identifiable 
noises). Do not 
of a real external 


Auditory perceptions in the absen 
external stimulation (e.g, voices, 
include a simple misinterpretation 
sensory experience. 

7 [2 ese 
Has amnesia, fugue, or other alteratio 
ness so that he cannot remember oF is not awa 
what he is doing. Do not include when due to epilepsy, 
alcohol, or drugs. 

PM ilies S cos 
Suicidal thoughts, preoccupation, threats, gestures, oF 
attempts, and thoughts or acts of ‘self-mutilation. 

Doo DEED 


5 6 


n in conscious- 
re of 


Characteristically has been unduly concerned with de- 
tails, neatness, order, punctuality, or adherence to set 
procedures for doing things. [COMPULSIVITY] 

2. rd ani2u above: 8 


Has been bothered by irrational fears of a specific 
object, activity, or situation (e.g. travelling, crowds, 
heights). [PHOBIA] 
(ew 330, dior Bee 

Characteristically, PLEASURE and SATISFACTION in ac- 
tivities, relationships, or interests has been: 

1 

1 Superior 

2 Very good 

3 Good 

4 Fair 

5 Poor 

6 Inadequate 
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TABLE 2 
DIAGNO I! Output 


Acute brain syndrome 
Alcohol 
Drug 
“Unspecified cause 
Chronic brain syndrome 
Alcohol 
Drug 
Cerebral arteriosclerosis 
Unspecified cause 
Affective psychosis 
Involutional 
Psychotic depressive reaction 
*Manic-depressive, depressed 
*Manic-depressive, other 
Manic-depressive, manic 
Paranoid state 
*Paranoia 
Schizophrenia 
Paranoid 
Catatonic 
Schizoaffective 
Hebephrenic 
*Simple 
Acute undifferentiated 
Chronic undifferentiated 
Transient situational personality disturbance 
*Adjustment reaction of late life 
*Adult situational reaction 
*Adjustment reaction of adolescence 


*Diagnosis not in DIAGNO |. 


a diagnosis may be excluded from consid- 
eration. Similarly, subjects for whom ques- 
tion 12 is scored “true,” suggesting psy- 
chosis, may be examined at a later point 
(question 33) where a diagnosis of one of 
the affective psychoses may be made. 

In the development of the actual ques- 
tions asked by the program, the cutoff levels 
used in DIAGNO I (which used the Psy- 
chiatric Status Schedule scale scores as in- 
put) were modified, where possible, to fit 
the scales of the current state portion of the 
CAPPS. The questions were then expanded 
to make use of the historical portion of the 
CAPPS. These initial questions and cutoff 
levels were tested against 52 real and 92 
hypothetical cases. The Program was con- 
tinually modified until it seemed that further 
changes were of little value. The final pro- 
gram utilizes 57 decision points and is 
written in FORTRAN IV for the IBM 360. 
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Sociopathic personality disturbance 
Drug addiction 
Antisocial reaction 
*Dyssocial reaction 
*Sexual deviation 
*Alcoholism 
Personality trait or pattern disturbance 
*Emotionally unstable 
Passive-aggressive 
Compulsive 
* Inadequate 
*Schizoid 
*Cyclothymic 
*Paranoid 
“Other (hysterical) 
Psychoneurosis 
Dissociative 
Conversion 
Obsessive-compulsive 
Phobic 
Anxiety 
Depressive 
Other 
*Psychophysiologic reaction (gastrointestinal) 
*Mental retardation 
Nonspecific illness 
Not ill 


Measure of Diagnostic Agreement 


The measure of agreement in the studies 
reported below is a statistic called kappa, 
developed for indexing agreement on nom- 
inal scales(2, 8). Kappa is the proportion of 
agreement corrected for (ie. over and 
above) expected chance agreement and 
varies from negative values for less than 
expected chance agreement through O for. 
chance agreement to + 1.0 for perfect agree- 
ment. A modification of kappa, called 
weighted kappa, is used when disagree- 
ments on a nominal scale are weighted for — 
gravity of disagreement. A slightly modi- 
fied version of Sandifer’s(6) method for 
quantifying levels of diagnostic disagree- 
ment was used in the computation of weight- 
ed kappa. If the pair of diagnoses are in 
complete agreement, i.e., to four digits, the 
level of disagreement is 0. If the pair is 
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FIGURE 
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Schematic Flow Chart for DIAGNO II Computer Program 
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neurotic depressive reaction and psychotic 
depressive reaction, the level of disagree- 
ment is 3. If the pair is neurotic depressive 
reaction and paranoid schizophrenia, for 
example, the level of disagreement is the 
maximum, 9. The rationale and advantages 
of kappa, weighted kappa, and the use of 
levels of diagnostic disagreement are de- 
scribed in an earlier paper (8). j 

To provide a standard for kappa against 
which the reader can compare the kappas 
in the studies reported below, it should be 
noted that in two studies by Sandifer, in 
which psychiatrists observed the same inter- 
views and had summaries of historical in- 
formation, ward notes, and laboratory tests, 
the kappas for 31 cases and 36 cases Were 
.50 and .59, respectively. The diagnostic 
agreement in these two studies is reported 
by Sandifer to be comparable to that found 
in other studies done by him and his as- 
sociates.® 


Method 
Since the aim of DIAGNO II is to simu- 


3 These kappas were calculated on unpublished 


data supplied to us by Sandifer. 
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late clinical judgment, its validity was tested 
by comparing the computer diagnoses with 
diagnoses made by clinicians on samples 
of subjects. On each subject four diagnoses 
were made: one diagnosis was provided by 
a rater who completed a CAPPS protocol 
based on a real or hypothetical patient; 
two diagnoses were made by diagnosticians 
(hereafter referred to as diagnostician 1 


FIGURE 2 
Possible Combinations of Pairs of Diagnoses for a Series 
of Subjects 


Raters 


Diagnostician 1 Diagnostician 2 


DIAGNO Il 


+++: Clinician with Clinician 


— DIAGNO II with Clinician 


15 


and diagnostician 2) who independently 
examined the CAPPS protocol; and one 
diagnosis was made by DIAGNO II. 

Since each case has four diagnoses, kap- 
pas can be determined for six combinations 
of pairs of diagnoses, three pairs between 
clinicians, and three pairs between DIAG- 
NO II and a clinician (figure 2). With the 
criterion of simulating clinical judgment, 
the best evidence of validity would be for 
the agreement between DIAGNO II and 
clinicians to be equal to, or to exceed, the 
agreement between pairs of clinicians, 

The raters were nine psychiatrists in pri- 
vate practice and 13 second-year psychiatric 
residents at the New York State Psychiatric 
Institute who were asked to supply a psy- 
chiatric diagnosis and ratings on the CAPPS 
on subjects or patients whom they knew 
well. They were told to pick any subject 
on whom they felt they had fairly complete 
information regarding current and past psy- 
chiatric condition. They were free to pick 
inpatients, outpatients, friends, or relatives. 
In addition, to insure heterogeneity of sub- 
jects, they were told to include a few sub- 
jects, if possible, who they felt were not 
sick enough to warrant a standard APA 
diagnosis. 

In addition to data on real subjects, four 
of these raters also completed CAPPS rat- 
ings on 46 hypothetical cases, one case for 
each of the possible output diagnoses, Each 
rater was given 11 or 12 diagnoses and told 
to fill out a CAPPS so as to describe hy- 
pothetical subjects with those diagnoses. 
They were told that their CAPPS Tatings 
oe contain sufficient information to en- 
able a clinician to recognize the dia osis 
but that they should ees. e 

From. the available protocols on real 
Subjects, 100 protocols, relating to 32 
inpatients, 20 outpatients from various PSy- 
chiatric clinics, 28 outpatients treated in 
private practice, and 20 nonpatients, were 
selected. These 100 protocols * were then 
divided into four packets of 25 cases each 
with the four groups proportionally dis- 
tributed in each packet. The 46 hypotheti- 


_ ‘The 100 protocols describe 96 di 

uim Iu alee were rated twice pa oe 
vases of their illness. H. ; - 

tained 25 different SUbjc gio. cai 
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cal cases were divided into four groups o 
11 or 12 cases and mixed in with 
packets of 25 cases. The 100 protoco 
from real subjects and the 46 protocols fro 
hypothetical subjects were supplied by 2 
different raters. 
The 146 protocols were transcribed to a 
modified CAPPS, which omitted all info: 
tion not used by DIAGNO II. This in- 
formation included all references to previ 
ous treatment or hospitalization, current 
patient status, and a few items of psycho 
pathology. This was done in order to ast 
that the diagnosticians received the same 
information available to DIAGNO II a 


which, although highly associated with di- 
agnosis (such as treatment status and num- 
ber of previous hospitalizations), is not 
integral part of diagnostic criteria. 

Each packet, plus 11 or 12 hypothetical: 
cases, was given to one of four pairs of diag- 
nosticians. Three of the diagnosticians were; 
experienced board-certified or eligible psy- 
chiatrists. The remaining five were psychiat 
ric residents completing their second 
of residency who were judged to be par- 
ticularly competent by the authors on the 
basis of previous experience with them. They 
were told that the cases would consist of in- 
patients, outpatients, nonpatients, and hy- 
pothetical cases, but not in what propor- 
tions. : 

Each of the diagnosticians independently. 
examined each of his protocols and made 
a diagnosis. He was not limited to the 46 
DIAGNO II diagnoses but was free to use 
any standard APA diagnosis and qualifying 
phrase, as well as mot ill and nonspecific 
illness with mild symptomatology. 1 


Results 


The weighted kappas for agreement, for 
the six pairs of diagnoses from the four 


kappas reported in this paper, are statistical- 
ly significant at least at the..05 level an d 
most are significant at well beyond the .001 
level. 

The 24 kappas for the 100 real cases 
from .29 to .79. The means of the 
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TABLE 3 
Chance-Corrected Diagnostic Agreement (Weighted Kappa) for 100 Subjects by Packet and for 46 Hypothetical Cases 
COMPARISON A B agin c D MEAN AERE US 
. Clinician with Clinician 
Diagnostician 1-diagnostician 2 19 48 52 29 52 54 
Raters-diagnostician 1 33 E 440 46 40 53 
Raters-diagnostician 2 39 38 47 En 43 .58 
Mean 45 55 
DIAGNO II with Clinician 
DIAGNO Il-diagnostician 1 51 48 48 AT 48 45 
DIAGNO Il-diagnostician 2 AG 50 41 42 46 Al 
DIAGNO Il-raters 33 46 38 Al Al 61 
Mean AS 151; 


* Each packet contained 25 different cases. 


mean kappas for clinician with clinician 
and for DIAGNO II with clinician are both 
equal to .45. Thus for real cases, DIAG- 
NO's diagnoses agree with psychiatrists’ di- 
agnoses as well as the psychiatrists agree 
with each other. As in the studies of DIAG- 
NO I, there was no difference in the agree- 
ment levels of psychiatric residents and ex- 
perienced psychiatrists. It is noteworthy that 
the best agreement between diagnosticians 
was in packet A, where the two diagnos- 
ticians were residents who had trained to- 
gether and had worked extensively together 
in previous reliability studies using rating 
scales. However, the agreement between 
these two diagnosticians and the raters was 
slightly lower than for the diagnosticians 
and raters in the other three packets. 

Twelve of the 24 kappas for the packets 
involve the raters who filled out the CAPPS. 
The mean of these kappas is .41, compared 
with a mean of .49 for the remaining 12, 
which involved diagnosticians with each 
other or with DIAGNO II. The lower agree- 
ment for kappas involving the raters is 
not surprising, since the raters had more, 
and thus different, information than did the 
diagnosticians and DIAGNO Il. ! 

The distribution of the 100 cases by ma- 
jor diagnostic groups for the raters, the 
diagnosticians, and DIAGNO II is shown 
in table 4. The three diu iit 
similar, with the greatest similarity De 
between the diagnosticians and DIAGNO 
Il. 

The raters diagnosed schizophrenia with 
greater frequency and meuroses with less 
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frequency than did either the diagnosticians 
or DIAGNO II. There were 17 cases where 
the rater diagnosed schizophrenia, but none 
or only one of the other three (two diag- 
nosticians and DIAGNO II) gave this diag- 
nosis. Twelve of the 17 cases were inpa- 
tients. In five of the 17 cases the rater had 
noted that his preferred diagnosis was the 
“borderline” or ‘“pseudoneurotic” type of 
schizophrenia (which were both coded as 
chronic undifferentiated schizophrenia). In 
five other cases data that related to prior 
treatment and hospitalization, as well as a 
few items of psychopathology which were not 
available to the diagnosticians or to DIAG- 
NO II, were very suggestive of a chronic 


TABLE 4 
Distribution of 100 Cases by Major Diagnostic Groups 
for Raters, Diagnosticians, and DIAGNO II 


DIAGNOS- 
RATERS TICIANS* DIAGNO II 
DIAGNOSTIC GROUP (IN PERCENT) 
Organic brain syndrome 1 3 0 
Affective psychosis 1 2 3 
Schizophrenia 45 30 29 
Psychophysiologic 
reaction 3 5 0 
Neurosis 10 21 18 
Personality trait or 
pattern disturbance 21 15 14 
Sociopathic disorder 2 4 7 
Situational reaction 1 2 1 
Retarded 2 0 0 
Nonspecific illness 9 10 8 
Not ill 5 8 18 


*Based on 200 diagnoses from two diagnosticians for each 
case. 
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psychotic illness. In the Temaining cases 
there was little if any information in the 
protocol that would support a diagnosis of 
schizophrenia. Perhaps, as noted by some 
of the raters, there are aspects of psycho- 
pathology, such as direct evidence of a 
thinking disorder, for which there are no 
corresponding items in the CAPPS. 

There was a tendency for DIAGNO II to 
diagnose not ill more frequently than the 
diagnosticians or the raters. Thirteen cases 
were diagnosed by DIAGNO II as nonspe- 
cific illness or not ill, yet they were diag- 
nosed by the clinicians as neurosis, personal- 
ity trait or pattern disturbance, or situational 
reaction. In these cases, the clinicians 
apparently used scores on a number of 
scales that were below the cutoff levels for 
DIAGNO II. 

The chance-corrected average diagnostic 
agreement (unweighted kappa) for the 100 
subjects by major diagnostic groups is 
shown in table 5. There is little difference 
between the kappas for clinicians with cli- 
nicians and those for DIAGNO II with cli- 
nicians. The greatest agreement is for the 
combined nonspecific illness and not ill 
groups and the lowest agreement is for per- 
sonality trait or pattern disturbance, 

The diagnoses for the first five cases from 
each packet for the 100 real Cases are 
shown in table 6 so that the reader may 
have an appreciation for the kind of agree- 
ment reflected in a chance-corrected kappa 
of .45 for agreement both among clinicians 
and between DIAGNO II and clinicians. 


TABLE 5 
Chance-Corrected Average Diagnostic Agreement for 100 
Subjects by Major Diagnostic Groups* 


n MEAN KAPPA 
LINICIAN- DIAGNO Il- 
GROUP CLINICIAN” * CLNICUN--- 
Schizophrenia 53 59 
Neurosis 32 25 
Personality trait or pattern 25 28 
Nonspecific illness or not ill J9 68 


“For groups with a freque 
clinicians and DIAGNO |I. 
**Average agreement for raters-diagnosticians 1, 
raters-diag- 
,,,DOsticians 2, and diagnosticians 1-diagnosticians 2, a 
‘Average agreement for DIAGNO II-raters, DIAGNO 1I-diagnos- 
ticians 1, and DIAGNO II-diagnosticians 2. 


ncy of over five percent for both 
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Discussion 


The results indicate that DIAGNO II is 
able to simulate the clinical diagnostic pro- 
cess to a high degree. Using the criterion of 
agreement with clinicians, the level of 
agreement is equal to that found between 
clinicians when given the same information. 
However, this level of agreement is still 
slightly lower than that found by Sandifer 
(p <.025) when clinicians observe real pa- 
tients and have such information as previous 
treatment and current patient status, which 
was not available to either DIAGNO II or 
the diagnosticians in this study. 

How do the results reported here com- 
pare with previous attempts at computerized 
psychiatric diagnosis made by other inves- 
tigators using clinical ratings? Overall and 
his associates(3, 4, 5) and Smith(7) have 
both utilized various statistical models that 
were developed on the basis of clinicians’ 
descriptions of “typical” cases of particular 
diagnoses rather than on data from real 
cases. Overall’s program relied on current 
State information exclusively, while Smith’s 
program had a few items reflecting histori- 
cal information. Although both programs 
identified hypothetical cases well, they were 
the very same cases that were used to de- 
velop the programs. 

Overall's and Smith's programs were also 
tested with real cases, but the clinical and 
computer diagnoses were not made com- 
pletely independently. In Smith’s study, he 
made a clinical diagnosis and also filled out 
the symptom ratings that were the input for 
his program for 30 hospitalized psychiatric 
patients.5 His report of 87 percent agree- 
ment (not chance-corrected) between his 
diagnosis and the computer diagnosis is dif- 
ficult to interpret because Smith was one 
of the clinicians used in developing his pro- 
gram. In Overall’s study the clinicians were 
not familiar with the computer program, but 
approximately half of the 314 patients in 
the study were diagnosed by the same psy- 
chiatrist who completed the behavior rating 
used by the program. Nevertheless, Overall 


5 Personal communication, December 22, 1965. 
$ Personal communication, April 8, 1967. 
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TABLE 6 
Diagnoses for the First Five Cases from Each of Four Packets by Raters, Diagnosticians, and DIAGNO II 
RATERS DIAGNOSTICIAN 1 DIAGNOSTICIAN 2 DIAGNO II 
PACKET A 


Compulsive personality 

Depressive neurosis 

Chronic undifferentiated 
schizophrenia 

Not ill 

Chronic undifferentiated 
schizophrenia 

PACKET B 

Chronic undifferentiated 
schizophrenia 

Nonspecific illness 

Chronic undifferentiated 
schizophrenia 

Paranoid schizophrenia 

Compulsive personality 

PACKET C 

Chronic undifferentiated 
schizophrenia 

Nonspecific illness 

Chronic undifferentiated 
schizophrenia 

Psychophysiologic 
reaction 

Chronic undifferentiated 
schizophrenia 

PACKET D 

Not ill 

Chronic undifferentiated 
schizophrenia 

Nonspecific illness 

Acute OBS, drug 


Residual schizophrenia 


Nonspecific illness 

Depressive neurosis 

Chronic undifferentiated 
schizophrenia 

Not ill 

Psychophysiologic 
reaction 


Chronic undifferentiated 
schizophrenia 

Not ill 

Schizoid personality 


Paranoid schizophrenia 
Compulsive personality 


Chronic undifferentiated 
schizophrenia 

Nonspecific illness 

Paranoid schizophrenia 


Depressive neurosis 


Chronic undifferentiated 
schizophrenia 


Not ill 

Acute undifferentiated 
schizophrenia 

Hysterical personality 

Acute undifferentiated 
schizophrenia 

Chronic undifferentiated 
schizophrenia 


Nonspecific illness 

Depressive neurosis 

Chronic undifferentiated 
schizophrenia 

Not ill 

Psychophysiologic 
reaction 


Childhood schizophrenia 


Nonspecific illness 
Chronic undifferentiated 
schizophrenia 
Paranoid schizophrenia 
Compulsive personality 


Chronic undifferentiated 
schizophrenia 

Not ill 

Paranoid schizophrenia 


Psychophysiologic 
reaction 
Emotionally unstable 


Not ill 

Adolescent adjustment 
reaction 

Nonspecific illness 

Acute OBS, drug 


Obsessive-compulsive 
neurosis 


Not ill 
Nonspecific illness 
Paranoid schizophrenia 


Not ill 
Catatonic schizophrenia 


Chronic undifferentiated 
schizophrenia 

Not ill 

Chronic undifferentiated 
schizophrenia 

Paranoid schizophrenia 

Compulsive personality 


Manic-depressive, other 


Not ill 
Paranoid schizophrenia 


Anxiety neurosis 


Chronic undifferentiated 
schizophrenia 


Not ill 

Chronic undifferentiated 
schizophrenia 

Anxiety neurosis 

Schizo-affective 
schizophrenia 

Nonspecific illness 


false dichotomous 


items descriptive of 


Teports that there was no significant rela- 
tionship between clinical and computer di- 
agnoses, 

How do the results reported here with 
DIAGNO II compare with those found us- 
mg DIAGNO I? Both programs utilized a 
logical decision tree model. However, they 
differed in several major respects (table 7). 

Whereas DIAGNO I used an instrument 
that was not specifically designed for diag- 
nostic studies (the Psychiatric Status Sched- 
ule), DIAGNO II used the CAPPS, which 
Was developed not only for evaluating se- 
verity and prognosis but specifically for use 
71 studies of psychiatric diagnosis. The clin- 
‘cal judgments for DIAGNO I were true- 
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relatively small units of behavior (e.g. 
“Talks of his condition with practically no 
sign of emotion."). In contrast, the judg- 
ments for DIAGNO II were mainly six- 
point scales which summarized judgments 
of a dimension (e.g, the dimension of “re- 
tardation-lack of emotion"). DIAGNO I 
used data on the last week only whereas 
DIAGNO II had a longer period for current 
state (one month) and included past his- 
tory. The data source for. DIAGNO I was 
limited to information collected in a single 
interview, whereas the raters for DIAGNO 
II in the studies reported here made use of 
all sources of information and in most cases 
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TABLE 7 
Differences Between DIAGNO | and DIAGNO II 


ITEM 


Rating instrument 


Nature of clinical judgments used 

in rating instrument 
Time period covered by judgments 
(one week) 


Data based on: 


Psychiatric Status 
Schedule (PSS) 
Dichotomous items 


Current state 


Interview only 
39 scales plus age, sex, and 


Current and past 
Psychopathology Scales (CAPPS) 
Six-point scales 


Current state 
(one month) and past history 
(after age 12) 

Any source of information 

94 scales plus age and sex 


previous hospitalizations 


Input 

Decision points 36 

Output 27 diagnoses 
Agreement with hypothetical cases .60 

Mean agreement with clinicians on 28 


real cases 


57 
46 diagnoses 
61 
45 


knew the subject very well. DIAGNO II is 
more complex than DIAGNO I in that the 
input consists of 94 scales as compared with 
39, has 57 decision points as compared 
with 36, and can yield 46 diagnoses as 
compared with 27. 

The most important differences between 
the two programs are the results obtained 
in the validity studies. Although the chance- 
corrected agreement for hypothetical cases 
was the same for both programs, the agree- 
ment with clinicians on real cases for DI- 
AGNO I was only .28, significantly lower 
than the .45 found for DIAGNO II (p< 
-001). It is difficult to assess the relative 
contribution of all of the various differences 
between the two programs to the greater 
validity of DIAGNO II. However, the addi- 
tion of historical information undoubtedly 
was of considerable importance. It was a fre- 
quent comment by the diagnosticians in 
DIAGNO I studies that it was often extreme- 
ly difficult to assess the importance of cer- 
tain features in the current state in the ab- 
sence of historical information. The presence 
hg pip OH also was essential 
or making the 19 additional diagno: 
made by DIAGNO I. caw ar 

To our knowledge, this is the first time 
that a computer Program has been devel- 


7 An alternate form of the CAPPS has in- 
terria, guide Whichican m ‘used so that all of the 
information may collected duri inter- 
view with a subject. Eee 
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oped for the standard psychiatric nomen- 
clature where the agreement between com- 
puter diagnoses and clinical diagnoses equals 
the diagnostic agreement between clinicians 
given the same information. In addition, it 
is the first time that computer-derived diag- 
noses have been shown to have substantial 
agreement with diagnoses made by psychia- 
trists functioning in a setting where they 
knew the subject well, as contrasted with 
merely reading. a protocol or watching an 
interview. 

DIAGNO II is based on the American 
Psychiatric Association's 1952 nomencla- 
ture. It can easily be modified to handle 
the 1968 revised nomenclature(1). In addi- 
tion, more substantial changes can be made 
to handle nonstandard typologies that may 
be more useful in prediction of drug re- 
Sponse, prognosis, or assignment to various 
treatment modalities. 

Computerized psychiatric diagnosis is in 
its infancy. Only the future will indicate how 
useful it will be as a selection procedure for 
assignment to experimental or treatment 
groups, for description of samples of sub- 
jects in different settings, for epidemiologic 
Studies examining the prevalence of psy- 
chiatric disorders, and for studying the 
diagnostic process itself. 
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The Current Status of Computer Interpretation 
of Psychological Tests 


BY RAYMOND D. FOWLER, JR., PH.D, 


Recent advances in computerized psycho- 
logical test scoring and interpretation, re- 
viewed here by the author, offer one method 
of increasing the efficiency of available man- 
power in the field of mental health. The 
author also describes in detail the system 
he developed for computer scoring and in- 
terpretation of the MMPI; sample printouts 
from this system are presented. 


HE SHORTAGE of professional personnel 

to administer, score, and interpret psy- 
chological tests makes the availability of 
timesaving methods particularly desirable. 
Each year hundreds of thousands of hours 
are spent in psychological testing and the 
preparation of reports, and it may be as- 
sumed that this represents only a portion of 
the time that would be spent if more were 
available, 

It is commonly recognized that the psy- 
chologist, in the role of personality evalua- 
tor, may perform two quite different func- 
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tions. In some circumstances, he may serve 
as a psychological consultant. He may select 
and administer a variety of tests, carry out 
an interview, observe the patient, and for- 
mulate his impressions of the case in a 
complete report. In this role, the psycholo- 
gist utilizes his professional skills to provide 
an independent input to the diagnostic pro- 
cess. 

A second and considerably more modest 
role is that of psychological tester. The 
psychologist administers a predetermined 
test or tests or receives the test protocols 
already administered. He scores and ana- 
lyzes the test findings, without access to 
case material or observation of the patient, 
and prepares a test-oriented report. 

The first function, that of psychological 
consultant, can best be provided by an ex- 


perienced clinical psychologist. It is ex- 
pensive in professional manpower and 


money and, on both of these grounds, it 
is simply not available for more than a 
small proportion of cases. The second func- 
tion, that of psychological tester and report 
writer, may be carried out by a somewhat 
less experienced psychologist, but it is still 
quite costly in time and money. It is in this 
latter role that the computer can offer a 
serious alternative to the human test inter- 
preter. 
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COMPUTER INTERPRETATION OF PSYCHOLOGICAL TESTS 


To the extent that test interpretation is an 
objective procedure, the rules for which 
can be specified, it is possible for an ex- 
perienced test interpreter to teach the rules 
to others. If a given score or combination 
of scores, however complex, is reliably as- 
sociated with a given characteristic, behav- 
ior potential, or description, the relationship 
may be specified and communicated. It is 
possible, then, to teach, or program, a com- 
puter to inspect test data according to a 
set of specified rules and to select, from a 
store of previously compiled material, the 
descriptive statements which are applicable. 

Most of the work in the area of computer 
interpretation of psychological tests has 
been done so recently that little has been 
published or even presented at professional 
meetings. At the present time, a complete 
description or even a bibliography of the 
operational programs or those under devel- 
opment is not feasible. Instead, I will pre- 
sent an overview of the general approaches 
to the problem and, following that, a brief 
presentation of an operational system. 


Unstructured Tests 


The development of computer interpreta- 
tion systems for the unstructured or projec- 
tive tests has been delayed by the formi- 
dable problem of response classification, The 
major emphasis with such tests as the Ror- 
schach, Figure Drawing, and Thematic Ap- 
Perception tests has not been upon scores 
and rules of interpretation. Typically, the 
interpreter relies heavily upon his clinical 
experience and intuition. Since the computer 
requires a structured input, it is not surpris- 
ing that progress in computer interpretation 
of the projective tests has been difficult. 

However, work is underway with some of 
these tests. The most advanced system of 
interpretation for a projective test is Zyg- 
munt Piotrowski’s system for interpreting 
the Rorschach(11). The system requires 
the individual administration and Scoring 
of the test by a person experienced with 
the Rorschach. Given the detailed scores, 
the computer consults several hundred 
decision rules and prints out a series of inter- 
pretive statements based upon configura- 
tions of scores, Although it has the disad- 
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vantage of a slow and expensive method of 
test administration and scoring, the inter- 
pretation system appears to be highly de- 
veloped. 

The picture is less favorable with respect 
to the other unstructured tests. The Holtz- 
man Inkblot test now has a computer scor- 
ing system which was developed by Gor- 
ham(9); however, at this time no computer 
interpretation system exists. This leaves the 
two major inkblot tests in an ironic posi- 
tion: one has an interpretation system, the 
other a scoring system, and neither has 
both, 

Veldman and associates(13, 14) devised 
a method of scoring a one-word sentence 
completion test. Although a system by 
which a mental health rating can be ob- 
tained has been developed, no interpreta- 
tion method exists. Dreger(2) has devel- 
oped a semi-objective scoring system for the 
TAT. No computer scoring or interpreta- 
tion systems have been reported for any 
figure drawing test or for the Szondi, Blacky, 
or MAPS tests. 


Structured Tests 


It is not surprising that most of the prog- 
ress in computer interpretation of personal- 
ity tests has been with the objective personal- 
ity inventories. Although most of the work 
has focused on the MMPI, two other tests 
have received some attention. Eber(3) has 
developed a system by which scores from 
the Cattell 16 Personality Factors Test can 
be analyzed to produce a report describing 
ability patterns, personality characteristics, 
and vocational possibilities. His output is 
designed as a partial report which requires 
augmentation by the psychologist's dictated 
report. 

Birkman(1) has developed a computer- 
based interpretation system for a 234-item 
questionnaire. It is in use for private man- 
agement consultation. Finney(4) has used 
some parts of the California Personality 
Inventory in his MMPI interpretation SyS- 
tem, to which reference will be made later. 

In the development of computer inter- 
pretation systems, the greatest emphasis has 
been upon the MMPI, since: 1) it is the 
most widely used objective personality test; 


. Amer. J. Psychiat. 125: 7, January 1969 Supp. 


CI a_i c—————————————— cL Mi a EEEROMOQEIQLGLLQLLLL UL 


RAYMOND p. FOWLER, JR. 


2) there is à large research literature avail- 
able; and 3) the traditions of the MMPI 
have emphasized an empirical approach to 
interpretation. 

The first operational interpretation sys- 
tem for the MMPI was developed at the 
Mayo Clinic(12). With the goal of provid- 
ing a brief personality outline for the use 
of the medical staff, the Mayo group de- 
veloped a system which provides an effi- 
cient means of screening the large number 
of medical patients at the clinic. The Mayo 
printout consists of a dozen or so state- 
ments derived principally from single scale 
elevations, although some scale patterns are 
included. The Mayo program is used at 
Mayo and in some other facilities. It is 
also available by mail through the Psycho- 
logical Corporation. 

The Mayo program, often in modified 
form, has been adapted for clinical use in 
several facilities where computers are avail- 
able. Glueck and Reznikoff(8) expanded 
the Mayo statements to produce a some- 
what longer and more detailed report, with 
more explicit attention to psychopathology, 
for use at the Institute of Living. The 
Glueck program is also in use at other facili- 
ties. 

Finney(5) has reported progress in de- 
veloping a system for use in a variety of set- 
tings. His program is designed to produce 
an extensive report, several pages in length, 
which will make use of new scales and new 
norms that he has developed. Finney’s sys- 
tem has been under development for sev- 
eral years and is now reaching an auto- 
mated stage. 

The preceding review of existing inter- 
Pretation systems is based upon published 
and unpublished sources. The purpose was 
to present a brief, nonevaluative summary 
of the systems which have been reported, 
rie whenever possible, the author’s own 
scription of his work. In the remainder 
s this paper I should like to present a 
net description of an operational system 
leveloped by the author(6, 7) at the Univer- 
Sity of Alabama. 


Development and Operational 
rocedures 


The purpose of this interpretation system 
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was to generate a psychological report 
which could be used by psychiatrists and 
clinical psychologists as a part of a diag- 
nostic evaluation. The intent was to pro- 
gram the computer to simulate, as nearly 
as possible, the analyzing and synthesizing 
functions of the human test interpreter and 
to produce a report similar in style and 
content to a report written by a clinician. 
The more ambitious goal was to improve 
upon reports written by the usual method 
by taking advantage of the computer’s ca- 
pacity to store and recall relevant data. 

The scoring of the MMPI yields four va- 
lidity scale scores and ten clinical scale 
scores. In addition, there are a large num- 
ber of scales designed for special purposes 
or specific populations. In the interpreta- 
tion system, the computer, after scoring the 
test, is instructed to inspect the pattern of 
the validity scores and to make a deci- 
sion regarding the validity of the test. Sec- 
ond, the computer compares the clinical 
scale pattern with a set of interpretive rules 
and selects from a statement library those 
statements which are applicable. The report 
printed out by the computer is a compila- 
tion of statements chosen on the basis of 
the interpretation rules. 

The Roche Psychiatric Service Institute 
(RPSI) was established in 1966 by Roche 
Laboratories to provide services that would 
conserve and extend professional time in 
the field of mental health. Marvin L. Miller 
was named director of RPSI. With the as- 
sistance and counsel of a professional ad- 
visory committee which includes Drs. Ber- 
nard Glueck, Grant Dahlstrom, and the au- 
thor, RPSI carried out an extensive pilot test 
on the interpretation system. On the basis of 
this pilot test, it was decided to make the 
service nationally available( 10). 

At the present time the service is provided 
to psychiatrists and clinical psychologists 
at a nominal cost. A carefully designed 
system of controls assures the limitation of 
the service to qualified persons. 

The complete cycle may be summarized 
as follows: The clinician requesting the ser- 
vice receives a kit with all necessary test 
material and instructions. The test is ad- 
ministered in the clinician's office, and the 
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COMPUTER INTERPRETATION OF PSYCHOLOGICAL TESTS 
FIGURE 1 


Computer Printout of Sample Narrative Report 
MMPI REPORT 


CASE NO: 30358 RPSI. NO: 0 
AGE 37 MALE AUGUST 9» 1966 


IN RESPONDING TO THE TEST ITEMS IT APPEARS THAT 
THE PATIENT MADE AN EFFORT TO ANSWER TRUTHFULLY WITHOUT AT- 
TEMPTING TO DENY OR EXAGGERATE. 

THIS PATIENT SEEMS TO BE DEPRESSED» AGITATED AND 
RESTLESS. HE APPEARS TO BE A PERSON WHO HAS DIFFICULTY IN 
MAINTAINING CONTROL OVER HIS IMPULSES. WHEN HE DOES ACT OUT 
IN A SOCIALLY UNACCEPTABLE MANNER HE FEELS GUILTY AND DIS- 
TURBED FOR A TIME» ALTHOUGH THE DISTRESS MAY REFLECT SIT- 
UATIONAL DIFFICULTIES RATHER THAN INTERNAL CONFLICTS. HE MAY 
EXHIBIT A CYCLIC PATTERN OF ACTING OUT» FOLLOWED BY GUILT» 
FOLLOWED BY FURTHER ACTING OUT. FREQUENTLY» HIS BEHAVIOR 
SHOWS A SELF-DEFEATING AND SELF-PUNITIVE TENDENCY. HE IS 
PESSIMISTIC ABOUT THE FUTURE AND DISTRESSED ABOUT HIS FAIL- 

URES TO ACHIEVE HIS GOALS. HIS INTENTIONS TO IMPROVE SEEM 
GENUINE, BUT THE PATTERN IS A PERSISTENT ONE» AND THE LONG 
RANGE PROGNOSIS IS POOR. ASSISTING HIM TO A BETTER ADJUST- 
MENT WILL PROBABLY REQUIRE A COMBINATION OF FIRM LIMITS» WARM 
SUPPORT AND ENVIRONMENTAL MANIPULATION. 

HE APPEARS TO BE A PERSON WHO REPRESSES AND DENIES 
EMOTIONAL DISTRESS. WHILE HE MAY RESPOND READILY TO ADVICE 1 
AND REASSURANCE HE IS HESITANT TO ACCEPT A PSYCHOLOGICAL EX- 
PLANATION OF HIS DIFFICULTIES, IN TIMES OF PROLONGED EMO- 
TIONAL STRESS» HE IS LIKELY TO DEVELOP PHYSICAL SYMPTOMS. HE | 
IS PARTICULARLY VULNERABLE TO PSYCHOPHYSIOLOGICAL SYMPTOMS 


N HEADACHES? TACHYCARDIA AND GASTROINTESTINAL DIS- 


GESTED. 


NOTE: ALTHOUGH NOT A SU 
JUDGMENT AND SKILL» THE Oe CIR Conc e ur 


- PI CAN BE A USEF DIAG- 

os UL ADJUNCT IN THE 

PROFESS TONAL DEMENT OF EMOTIONAL DISORDERS. THE REPORT IS FOR | 
PATIENT. D SHOULD NOT BE SHOWN OR RELEASED TO THE i 
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answer sheet, as well as the clinician’s iden- 
tification card, are mailed to the RPSI pro- 
cessing center in Nutley, N. die 

The answer sheet is “read” by an optical 
scanner which transmits the material to a 
1004 computer terminal. The data are trans- 
mitted by data phone to a 1004 terminal 
at a Univac computer center, where a large 
computer, the Univac 1108, scores the test 
and selects the appropriate interpretive 
statements. The results of the computer’s 
analysis, which takes 1.3 seconds, are trans- 
mitted to the terminal in the processing cen- 
ter, where the report is printed, assembled, 
and mailed back to the referring clinician. 
The usual turn-around time is one day. 


FIGURE 2 


However, due to the vagaries of the U. S. 
mail the total time until the report is actually 
received is variable. ] 

A sample report printed out by the com- 
puter is seen in figures 1-3. The first page 
(figure 1) is a narrative report which de- 
scribes the patient's personality traits, symp- 
toms, and dynamics. The second page (fig- 
ure 2) provides the scores on 28 scales and 
a printout of the patient's significant re- 
sponses to certain critical items which might 
be of interest to the clinician. The last 
page (figure 3) is a profile sheet on which 
the scores are presented in graphic form. 
Table 1 presents a brief history of the pa- 
tient. 


Computer Printout of Scale Scores and Critical Items 
SCALE SCORES FOR MMPI 


CASE NO: 30358 RPSI. NO: 0 
AGE 37 MALE AUGUST 9» 1968 
SCALE 2? L F K HS D HY PO MF PA PT SC MA SI 

RAW 1 3 8 14 9 29 32 27 26 16 19 20 19 31 

Kec 1 3 8 14 16/)69]1320 033/25 1000850: 380 02.0031 

T-c OK 46 62 53 62 80 78 83 61 73 71 73 63 56 
SCALE ES MT A R LB CA DY DO RE PR ST CN SO SO-R 
RAW 53 25 21 15 13 15 27 23 21 10 20 37 63 25 

Hise 64 85 61 49 66 60 58 73 52 47 55 81 37 26 


CRITICAL ITEMS 


ECTION INDICATED: MAY REQUIRE FURTHER 
CLINICIAN. 


THESE TEST ITEMS; WHICH WERE ANSWERED IN THE DIR- 


INVESTIGATION BY THE 


THE CLINICIAN IS CAUTIONED: HOWEVER? AGAINST 


OVERINTERPRETATION OF ISOLATED RESPONSES. 


20 MY SEX LIFE IS SATISFACTORY. (FALSE) 


156 I HAVE HAD PERIODS IN WHICH I CARRIED ON ACTIVITIES WITHOUT 
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ad SHOPLIFTING SOMETHING. (TRUE) 
HAVE USED ALCOHOL EXCESSIVELY. 


KNOWING LATER WHAT I HAD BEEN DOING. (TRUE) 
AT TIMES IT HAS BEEN IMPOSSIBLE FOR ME TO KEEP FROM STEALING OR 


(TRUE) 


251 I HAVE HAD BLANK SPELLS IN WHICH MY ACTIVITIES WERE INTERRUPTED 


ND I DID NOT KNOW WHAT WAS GOING 


ON AROUND ME. (TRUE) 


A 
357 I FEEL ANXIETY ABOUT SOMETHING OR SOMEONE ALMOST ALL THE TIME. (TRUE) 
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COMPUTER INTERPRETATION OF PSYCHOLOGICAL TESTS 
FIGURE 3 


Computer Printout of MMPI Profile 


MMPI PROFILE 


CASE NO: 30358 RPSI. NO! 0 
AGE 37 MALE AUGUST 9r 1968 


PM SD HY L PD WE) PA. PT. SC MA s 
HIDE 


1 2 3 4 5 6 Y? 8 9 10: 


Seoocvovetocccccevose 


90 MN UU A gut cs d 

s : x : 

80 SUM Rr ANEA Mente. NE eie ; ‘ "US uc 

. : X : 

. H : 

. : : 
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70 Sai O is Mi esiea SES ooo DO LIT DIO e ese slccccccccecesceXccvecccecccccect 
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gro bns TER 6) SAN ER Ku c A 3 . 
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tits : 

40 i : 

a S Rice)! 3 É 4 

us I 

sua : 

U p 

Pm : 

20 i : 

ND e " x 

au 

10 : : 
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0 


It i: 
petto. imeem ba A State of grees of sophistication. It is clear, however, 
quite pu md ess i y computer is that the developments in this area are pro- 
tle or no attention T ilc "E Mp ed lit- gressing rapidly, and it should soon be pos: 
Boh uiia e the MMPI boasts sible to report a complete spectrum © 
systems of varying de- Computerized psychological tests. 
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TABLE 1 
A Brief History of the Patient 


PATIENT NAME: 30358 RACE: Caucasian 
BIRTHDATE: 8-05-29 SEX: Male 
MARITAL STATUS: Married AGE: 37 


EDUCATION: B.S. degree in OCCUPATION: Engineer 


mathematics 


REASON FOR TESTING: Diagnostic evaluation for 
purposes of outpatient 
treatment in alcoholism 
clinic. 


PATIENT'S CHIEF COMPLAINT AND MEDICAL CONDITION: 


Patient reports his drinking has been out of his con- 
trol for at least two years. He has had five admissions to 
a hospital during the past two years. Drinking is inter- 
fering with his work and family life and caused him to be 
arrested on drunkenness charges. He binges every week or 
oftener, has blackouts, morning drinks, and severe shakes 
during hangover. 


RELEVANT. HISTORY: 


Patient was referred by attorney, after having wrecked 
his car while drinking—charged with attempt to leave 
Scene of accident. He complains of marital discord 
Whether drinking or sober. He and wife are sexually 
incompatible. He doesn't like being tied down but stayed 
upon learning she was pregnant. 


DIAGNOSTIC IMPRESSION: 


Extremely self-centered and immature; passive-aggres- 
Sive personality pattern with strong sociopathic overtones. 
SŘ 000500— 
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THE CLINICIAN AND THE COMPUTER | 


The Clinician and the Computer— 
Affair, Marriage, or Divorce? 


BY MERVIN ROSENBERG, M.D., AND R. PETER ERICSON 


Comparing their experience in helping de- 
sign and develop computer techniques in a 
psychiatric hospital to interpersonal rela- 
tionships, the authors describe some of the 
potential difficulties encountered by persons 
inundated by the promises of the computer 
era. They feel that there is still much to be 
learned regarding the usefulness of comput- 
ers in medicine. While a certain tolerance 
for unexpected and undesirable results is 
currently justified, they feel that this toler- 
ance should not be a defense against proper 
planning. 


DU THE PAST DECADE mankind has jour- 
neyed far into the computer age. Not 
too long ago, and indeed long after other 
areas of our society had made use of it, the 
potential usefulness of the computer in med- 
icine was framed as a hypothesis. Today we 
have many examples which indicate that we 
are well past this stage. The potential dif- 
ficulties and advantages involved in utilizing 
the computer in the complex environment 
of a mental hospital have been well docu- 
mented. Our purpose is to demonstrate how 
difficulties may be reduced by an under- 
standing of the nature of the problem and 
to outline the steps required for a success- 
ful undertaking. Failure to appreciate these 
difficulties and lack of awareness of the 
form of the eventual solution will lead to 
failure. 


Pressure to put information into a ma- 


Read at the 124th annual meetin, 
3 the | nnu g of the Amer- 
ican Psychiatric 
1337 tee Association, Boston, Mass., May 
Dr. Rosenberg is medical coordinator, 


tion Plaza, Inc., Constitu- 
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chine in acceptable format comes from 
many sources. Great demands for records 
necessitate reorganization of ancient and 
costly methods of record keeping. The use- 
fulness of documentation of a large number 
of cases and the complexities involved in 
adequate analysis are ample bases for con- 
sidering the use of computers. The avail- 
ability of machinery which can, in a few 
minutes, perform many man-years of effort 
presents an opportunity that cannot be ig- 
nored. Nor can one ignore the factor of 
status, which stimulates many to use com- 
puters to keep up with their competitors 
and peers. 

Once the computer's usefulness becomes, 
accepted, it is then necessary for a clinician 
and a member of the data processing de- 
partment to begin working together. Like 
the close interpersonal relationship between 
a man and a woman, tbe chance for success 
is increased by an understanding by each 
party of the differing needs, abilities, and 
interests of the other. In the example of 
heterosexual relationships the purpose of 
the union can be a temporary primary pro- 
cess satisfaction or the satisfaction of a 
more permanent secondary process. In the 
latter case there may be a dissolution of the 
union or a permanent relationship with 
ever-increasing products of the union—in 
other words, affair, marriage, or divorce. : 

This analogy is appropriate because in. 
both instances we have observed that failure 
to understand the differing needs of each 
Party results in conflict which can lead to 
frustration, unnecessary expense, disen- 
chantment, and, ultimately, severance of 
the relationship, with unhappiness for both 
Sides. The reason for this potential difficulty 
is that we are attempting to unite two par- 
ties whose experience, roles, and frames o 
reference are different, even though their 
stated goals are the same. These differences 
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seve as a potential form of resistance, 
which, if ignored, can result in failure to 
achieve the goal desired. 

Our interest has been in the use of data 
processing techniques in a psychiatric hos- 
pital. We had to recognize quite early that 
data processing personnel are most com- 
fortable when dealing with the business 
phases of the hospital, such as the payroll 
and accounts receivable. Because our proj- 
ect stresses the clinical aspects of the hos- 
pital, it has been necessary for these people 
to adjust to working closely with psychia- 
trists and to learn to understand some of 
the jargon. In addition, since these people 
are accustomed to working with hard facts, 
the soft facts of psychiatry can be upset- 
ting. 


Pawns on a Chessboard 


For a psychiatrist to use computers re- 
quires his overcoming a certain kind of re- 
sistance. His fears have been well docu- 
mented by Binger, who warns us that the 
computer will get us if we don't watch out. 
He foresees our being “reduced to machine- 
processed data or be pushed around like 
pawns on a chessboard of science”(1). He 
fears that the computer has cheapened human 
life and deprived us of attributes that make 
us individuals. Faced with this potential for 
destruction, it is small wonder that few 
Psychotherapists have shown more than 
casual interest in current developments in 
automation, Administrative psychiatrists 
faced with the rising need to utilize records 
and aware of the gains in the business 
areas have been less fearful of the dangers 
seen by Dr. Binger. 

We have also noted less resistance in the 
younger psychiatric residents, who are more 
familiar with computers. Whether this is a 
result of exposure in their academic work 
na y a manifestation of an increasing ac- 
E nce in a culture that has learned not 
Eris staple, or mutilate, we cannot be 
= We also noted this acceptance when 
i Exumiged the attitudes toward comput- 

Our younger patients(6). 

At the Institute of Living, a private non- 
ea Psychiatric hospital, we have been 

tking with the problem of applying com- 
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puter technology to our clinical practice. 
The authors represent a crucial point—or, 
in the jargon of our times, an interface— 
where clinician and data processor meet. 
One result of this working relationship is 
the automation of nursing notes(2, 3, 4, 5). 
Each author represents a group whose func- 
tions are in many ways in opposition, yet 
we are united in the goal of automating the 
medical record. In consequence we have 
learned how to work together in a manner 
that has reduced many anticipated prob- 
lems that we have noted in other settings. 

Some of the problems we have encoun- 
tered arise from the clinician’s inability to 
use the computer without assistance. It 
would be ideal if the clinician could walk 
up to a computer and utilize it without any 
trained assistance or interference. This ideal 
is not possible now and may not be feasible 
for many years. 


Three Stages of Development 


We feel that there are three distinct 
stages of development from the initiation 
of an idea to computer-produced results. 
Because of the nature of these stages, the 
process of passing through them alters the 
objective owing to changes in form and ad- 
ditions and losses of information. This frus- 
trates the clinician not acquainted with 
some of the problems of using a computer. 

As figure 1 shows, the clinician must first 
expose his problem to a systems analyst 
who understands the requirements of the 
programmer. The result of his working with 
the clinician is the design of a detailed 
system study to elaborate further his under- 
standing of the problem. He is then able to 
formulate the necessary definitions and out- 
line the steps for a programmer, who writes 
the instructions in a computer-acceptable 
format. The programmer must understand 
the situation posed by the systems analyst 
in order to write the desired instructions. 
He then tests and rewrites them. When he 
is satisfied, the results are then passed back 
to the systems analyst for review. At this 
stage the programmer believes he has satis- 
fied the néeds of the clinician. 

The computer is the third stage. There 
are very few errors or distortions caused by 
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FIGURE 1 
Stages in the Development of Clinician-Computer 


Communication 
DOCTOR 


Ideas, problems 


Questions 


LI 
EE g 
1 = 
aa $ 
i a 
LI 
Li 
LI 
1 
~ 2 
Hm e 
Aye e 
id i 
S 
a 
Instructions. 
COMPUTER [e PROGRAMMER 
Test results. 


the computer because of the remarkable 
reliability of the "hardware." Thus, any 
difficulties appearing when the clinician 
now interacts with the computer are in- 
variably caused by inadequate communica- 
tion during the previous two stages. A cli- 
nician who has been able to work closely 
with a systems analyst and programmer will 
reduce any errors or distortions apparent at 
this stage. 

It should be borne in mind that the re- 
sults produced by this multi-stage system 
can be better than the results obtainable if 
the clinician were able to work directly with 
the computer. Because of their understand- 
ing of the technology, the Systems analyst 
and programmer may help to create a Sys- 
tem far more useful than one designed by a 
clinician with limited knowledge of the ca- 
pabilities of the machinery. Therefore the 
overcoming of any potential difficulties be- 
tween clinician and staff has a further 
justification. In an ideal situation the devel- 
opment of the working relationship can be 
carried out by following the ten Steps shown 
in table 1. 

The first step is the seemin simple on 
of stating the problem. It is eph Ei 
ly formulated by the clinician in the form 
of a question: “I wonder if we could use the 
computer to . . .?" If formulated properly, 
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TABLE 1 
Steps in the Development of an Automated Psychiatric 
Record 


A. What? 
1. Stating the problem 
2. Examining current procedure 
3. Outlining desired goal 
a) With use of currently available technology 
b) Allowing for technology presently constructed 
but currently unavailable 
c) Allowing for future technology 
B. How? 
4. Developing the system 
5. Evaluating input and output details from viewpoint 
of 
a) Clinician 
b) Desirable methods of handling by data process- 
ing personnel 
6. Acceptance of proposition by clinicians 
C. Next steps 
7. Programming for computers 
8. Testing 
9. System evaluation and modification 
D. Result 
10. Clinically accepted practice 


however, this can result in overcoming the 
first hurdle: everyone’s understanding the 
objective. The question can be open-ended, 
but the form should be as follows: “Can the 
computer be used to help me get results 
from my information in a better way?” The 
clinician need not know much about auto- 
mated techniques. What is required is that 
he define his problem carefully and as com- 
pletely as possible. 

This leads to the next step, which is a 
careful examination of any currently avail- 
able procedures. The data processing per- 
sonnel need to know the types of informa- 
tion, how it is obtained, who obtains it, and 
the methods that have been used in the past. 
The processors must understand this so 
that decisions can be made regarding the 
gathering of the information, They must also 
know who is responsible for providing it 
Quality control is part of their responsibil- 
ity, and to achieve it they have to plan for it. 

This accomplished, it is then possible to 
consider the type of technology to use. 
Knowledge of the commercially available 
technology is required here, as well as some 
understanding of the technology that soon 
will be available. For small projects that 
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may not be repeated, use of the least ex- 
ensive currently available machinery is 
practical. Indeed, using hand calculators, 
typing, and copying may be less expensive 
than the extensive preparation frequently 
necessary for using a computer. For long- 
term projects aimed at an accepted adminis- 
trative practice, an awareness of future de- 
velopment is essential. This is particularly 
true regarding an industry in a state of con- 
stant change. 

Within these three steps—knowing what 
is wanted, examining how it is being done, 
and carefully considering the equipment 
necessary—lies the first major hurdle. In 
not a few establishments, equipment has 
been purchased with only a crude examina- 
tion of needs and a minimal awareness, 
aside from discussions with computer 
salesmen, of current methods. Although 
purchased or rented equipment can be al- 
tered or augmented, this may cause un- 
necessary hardship and expense. Lack of 
planning and preparation can cause costly 
delays and result in the discarding of equip- 
ment or even of a whole system, ending in 
disenchantment. 

The ideal result of going through the 
steps is the construction of an effectual 
system. A detailed description of the prob- 
lem to be solved is necessary for its solu- 
tion. This is roughly similar to the detailed 
description in a recipe prepared for an in- 
adequately trained bride: The recipe must 
allow for understanding each step at the 
Most elementary level. 


Deciding on the Format 


Next comes a careful scrutiny of the in- 
formation to be collected and the format of 
the results. We have found from experience 
that clinicians are frequently biased against 

lling out forms; they are more comfortable 
With free narrative. On the other hand data 
Processing people, who deal with machin- 
i having stringent requirements, are biased 
ward a structured input. The problem 
ike is that less objective information is not 
M to lend itself to machine analysis, but 
B objective information, unless it con- 
Meme amount of data requiring com- 
terest 4 analysis, is frequently of less in- 

© psychiatrists. 
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Ultimately the format for obtaining in- 
formation and reporting it must be accepted 
by the user—the clinician. The speed, the 
enormous storage potential, the excitement 
of participation in a new venture, and the 
potential for becoming an expert in a new 
field may be seductive forces that can dis- 
tort judgment in even the most stable per- 
son. At this stage it is necessary to decide 
whether or not to accept the proposal. Like 
a proposal for marriage, it is not a decision 
to be taken lightly. Long after the novelty 
wears off the clinician may find himself 
bound to a ritual of data collection and re- 
porting which can haunt him. The burdens 
of always satisfying the inflexible require- 
ments of the computer may create havoc 
in some areas of psychiatry, where excep- 
tions are the rule. Under the stress of emer- 
gency, for example, corners often have to 
be cut. Failure to prepare for emergencies 
can lead to the destruction of the whole 
project. Any system designed only to col- 
lect information under optimum conditions 
will fall apart. Alternately, any system that 
does not provide quality control is inade- 
quate. 

At this stage it is possible to conceive of 
having overcome all the major hurdles. 
The best technology has been combined 
with a clinical application, with the infor- 
mation laid out in a format most useful to 
the clinician. 

The data processing personnel then dis- 
appear, sometimes for months longer than 
was expected. During this phase the pro- 
grams are written, tested, and “debugged.” 
The clinician waits as impatiently as an 
expectant father during his wife’s active la- 
bor. On completion of the testing of the 
programs, a process of trial runs, which 
permit reevaluation of methods of collec- 
tion and presentation of results, is carried 
out. At this point another crucial decision 
must be made: Should we proceed and 
perhaps adopt the method as accepted 
practice, or should we modify it to reduce 
undesirable results? Sometimes it is neces- 
sary to consider discarding the entire proj- 
ect. When this occurs, loss of face, fear of 
having embarked on an unjustified expense, 
excessive involvement in the project—all of 
these can cloud good judgment and prevent 
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admission of failure. Getting a divorce is 
sometimes easier than stopping a computer 
project once it has reached this stage. 


The Rewards 


When all the hurdles have been over- 
come, however, and if the decision to use 
the computer was correct in the first place, 
the results can be rewarding in many ways 
not even anticipated by the designers of the 
project. New insights into problems clouded 
by excessive data are possible. New forms 
of presentation by cleverly designed elec- 
tronic devices add to the impact of the re- 
sults, Application of complicated statistical 
methods is within reach of clinicians who 
have stayed away from anything that smacks 
of numbers. X 

For the clinician a new status may appear. 
"He's in computers" becomes his badge of 
Success. The satisfaction of doing one's work 
While serving the sick is a reward not neces- 
sarily restricted to the medical profession. 
For both clinician and data processing per- 
sonnel, this kind of working relationship 
engenders the satisfaction of doing an im- 
portant job in a better way than had been 
possible before. 


Discussion: We 


2. Glueck, B. C, 


The ultimate, then, is a lasting relation. 
ship in which the Progeny do credit to both 
parents, as opposed to an unplanned and 
unwarranted conception from an extramari- 
tal or premarital affair. 
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Need to Record These Pioneer Efforts 


BY JOHN H. HOUCK, M.D. 


j ia DISCUSSANT who is confronted with 
diffi 


, Dr. Houck is medical directo; i i 
ing, 200 Retreat Ave., Hartford." ae d 


Conn. 06102. 


32 


Amer. J. Psychiat, 125: 7, January 1969 Supp: 


Surely reach very near to a special earthly 
Paradise. The issues are now so complicat- 
ed, the lines of discussion so diverse (and 
the time so short) that no one can really 
expect very much of him. He can thus safely 
Present, in slightly disguised form, the pa- 
Per he never got around to submitting. 

Each of these papers deals with a differ- 
ent aspect of computer technology in psy- 
chiatry. Each illustrates progress already 
achieved and in prospect. And each dem- 
Onstrates in its own fashion how far we 
have still to go in this field. One phrase to 
encompass them all would be that they are 


JOHN H. HOUCK 


“spadework papers.” Every one of them 
represents uncounted man-hours of work 
and thought and trial and error—which it 
has not occurred to a single author to note 
specifically. The first flush of novelty has 
gone from computer science, and what re- 
mains is what we have heard described 
here—hard, demanding, often frustrating 
programs. $ 

Dr. Rosenberg and Mr. Ericson have 
presented what appears at first glance to be 
the simplest of the problems discussed—to 
continue Dr. Rosenberg’s metaphor, the co- 
habitation of clinician and computer scien- 
tist. But like most problems of cohabita- 
tion, the simplicity is deceptive. For it is 
probably upon this particular rock that 
more computer projects in medicine have 
foundered than upon any other. The simple 
fact is that most systems analysts and most 
physicians (not to mention psychiatrists) 
not only do not speak the same language, 
which is a surmountable problem, they do 
not even think the same way, which often 
seems insurmountable. 

Yet the barrier must be surmounted be- 
cause there is simply no way to detour 
around it. Not only must the physician 
overcome his prejudice about what he often 
views as the threat of the computer to his 
traditional function, he must also try to con- 
tribute constructively to computer programs. 
He is, after all, the only person who can 
really evaluate in medical terms what the 
computer produces, and he is the only 
one who can improve it. But he cannot pre- 
tend—at least not very much longer—that 
it does not exist. 

Dr. Fowler has presented to us one of the 
fitst broad overviews I have heard of the 
current status of psychological testing and 
Computer technology. Perhaps the most 
Striking fact about this is that, with the ex- 
ception of the MMPI programs described, 
there is apparently relatively little notable 
ali in the field. This is especially 
& As because one might reasonably have 
fie cted that the field of psychological test- 
*j at least in the narrower sense Dr. Fow- 
Wen would have lent itself peculiarly 
outs M Computer analysis. At least to the 
fh e Observer, the area of psychological 
semog L lective and otherwise—has 

relatively barren of new ideas in re- 
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cent years. Perhaps it is not too much to 
hope that the period ahead may see some 
truly new approaches to this area that will 
be based on computer usage. 

These observations ought not to detract 
from Dr. Fowler’s account of the MMPI 
programs, which are now in ever-broaden- 
ing usage. I will come back to this issue in 
a moment. 

Dr. Stillman and his associates have elect- 
ed to wrestle a very large tiger. Their con- 
cern is to encompass the nearly infinite va- 
riety of the initial psychiatric inventory: a 
kind of combined history and mental status, 
They make, it seems to me, two equally 
valid points—first, that it will be a long 
time (if ever) before any such program, 
however sophisticated, replaces the skilled 
human interviewer; and second, that an 
enormous amount of expensive personnel 
time will be saved by the judicious use of 
such programs. 

In the midst of our technical discussions 
about computer problems, this is perhaps a 
point which occasionally needs to be re- 
peated. We are not really in this field for 
the intellectual equivalent of isometric ex- 
ercises. We pursue it, as Dr. Stillman 
properly emphasizes, because we need every 
valid shortcut and every possible device to 
save the time of skilled personnel. If I 
understand him correctly, there are still 
sizable bugs to be worked out of these 
programs. If it were otherwise, one would 
surely suspect something must be amiss. 

Dr. Stillman hints at what must be, in 
certain respects, the ultimate question in 
medical computer technology: How shall 
we integrate all of this monstrous mass of 
data into a coherent whole? Who will de- 
cide what matters and what does not, and 
how much? In the broadest sense, this is 
the issue attacked by Dr. Glueck and Dr. 
Spitzer and their associates. Among the out- 
standing attributes of the computer is its 
capacity to produce data—data by the page 
and the pound and the ton and the mega- 
ton. 

We have long realized that these data 
must be treated in some fashion which re- 
duces them to bearable proportions before 
they can be used to help diagnosis or treat- 
ment or anything else. What has troubled 
observers from the beginning has been the 
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“how” of this process. What is the data 
base? Is it valid? Do the results bear scru- 
tiny? pon. 

There are dozens of such questions and 
the answers thus far remain sparse, but it 
is encouraging to see in these two papers 
the steady, painstaking, scientific concern 
for such problems. In somewhat different 
ways, it seems to me Dr. Glueck and Dr. 
Spitzer are saying the same thing: We start 
only with what we can get—facts, not the- 
ories. We work and rework empirically, and 
what emerges we examine again. What mat- 
ters most is not the precise statistical ap- 
proach, although that matters a great deal. 
What matters is the recording of these 
Struggles for all to see and assess and im- 
prove upon if they can. 

It is instructive to consider the degree to 


which the automated MMPI programs of 
which Dr. Fowler spoke so ably have al- 
ready come into broad acceptance and us. 
age. There is not the slightest aspersion cast 
upon it by the observation that most of the 
users have not the slightest interest in how 
these programs were written and very little 
more in their validity. These issues they 
simply take for granted. 

The point is that within the next decade, 
the very same process will take place on an 
enormously broadened scale in every single 
area of psychiatric practice. That is why 
we need these basic steps recorded, and 
that is why they must be scrupulously per- 
formed and published and meticulously ex- 
amined. Pioneers are not always rewarded, 
nor even thanked, but we owe them our 
great respect nonetheless. 


Discussion: An Internist Assesses Future Computer Use 


BY GEORGE M. MORROW, JR., M.D. 


Wee AN INTERNIST discusses pa- 

pers relating to computers and psy- 
chiatry, an explanation is in order, In No- 
vember 1966 Mayo Institutions initiated a 
study to determine the feasibility of a totally 
automated clinical medical information sys- 
tem. This study was undertaken with eight 
Mayo staff physicians and 21 technical per- 
sonnel. Current methods of health care were 
analyzed, the potentials of physician entry 
of historical and physical examination data 
by a cathode-ray tube (CRT) terminal dis- 
play were evaluated, and a computer-gen- 
erated and computer-processed patient in- 
Ventory questionnaire was developed. I 
would like to discuss the papers in light of 


my experience as a Participant in that 
study. 


— 
Read at the 124th annual meeting of the Ameri- 
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An on-line computer system for the initial 
psychiatric inventory is directed toward aid- 
ing the clinician in the most time-consum- 
ing task of medical practice—that of ac- 
quiring the patient's history. The branching 
technique for questioning allows in-depth in- 
quiry into positive responses but does not 
require patients who indicate a negative re- 
sponse to answer irrelevant questions. The 
video terminal provides the opportunity for 
Pictorial display and has other unique ap- 
plications such as testing of memory and 
monitoring the elapsed time between re- 
Sponses. These advantages over the stan- 
dard nonbranching paper and pencil ques- 
tionnaires must be balanced against the 
expense and physical limitations entailed in 
using a CRT terminal. 

A similar CRT technique for obtaining 2 
general medical history from patients has 
been used by Slack at the University of 
Wisconsin and by Mayne at the Mayo Clin- 
ic, utilizing the optic image terminal. These 
Studies have reported excellent cooperation 
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sceptance by patients, and the data 
have been medically meaningful. 
id emphasize the statement by Dr. 
m and his associates that this in- 
system will supplement the informa- 
btained by a busy clinician and add 
[should focus the first clinician-pa- 
t interview more rapidly. We will look 
ard to the results of tests for reliability 
producibility) of response as well as 
n evaluation of the usefulness of this 
mental information in terms of the 
s invoked in psychiatric practice. 
I Fowler has indicated the current 
Is of computer interpretation of psy- 
Ogical tests. Collection of historical in- 
Nation either directly from the patient 
y a trained interviewer poses the prob- 
| of correlating these data and present- 
g them to the physician in a concise, 
meaningful form. A computer printout of 
every response often proves too voluminous 
for physician review, but any method for 
Teducing data to a more manageable form 
must ensure that the original meaning of the 
individual response has not been altered in 
j the process. The graphic video display, as 
described by Drs. Glueck and Stroebel, 
provides a technique for correlating and re- 
ducing data for physician review. In addi- 
tion, the structured history files of computer 
systems allow the physician to request and 
Obtain those portions of the history perti- 
Rent to his need with a speed and conven- 
lence unobtainable by manual systems. 
ability of DIAGNO II to simulate 
clinical judgment employed in estab- 
ling à psychiatric diagnosis is supported 
by the data presented. In terms of arriving 
Ata clinical diagnosis in agreement with 
_ Psychiatrists, DIAGNO II is clearly superi- 
_ Orto its predecessor, DIAGNO I. A com- 
_ Parative analysis of DIAGNO I and H 
] Suggests that the diagnostic superiority of 
AGNO II is a result primarily of the ex- 
Panded input of information to include 
Past as well as present history, with the 
Judgments graded on a six-point scale rather 
Pan either a yes or no response. 
t The importance of data input to the ul- 
the Y diagnosis is emphasized further by 
4». OWer agreement for kappas involving 
* Taters, since the raters had more and 
flerent information than did the diag- 
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nosticians and DIAGNO II. This study sup- 
ports the findings of others and indicates 
that the constraint imposed by the structur- 
ing and weighting of data input in a form 
satisfactory for processing by a computer 
imposes a similar restriction on the output 
—in this instance the diagnosis. It would 
seem then that the limitations of computer 
diagnosis are directly related to the quality 
of input, which in turn depends on both 
the competence of the interviewer and the 
method used to structure the important de- . 
tails of the history in machine-readable 
form. 

What are the important details of the his- 
tory? This poses the very important ques- 
tion: How pertinent are the data we collect 
and process, either mentally or by com- 
puter? Drs. Spitzer and Endicott have dealt 
with these issues in establishing a logical 
decision tree model as the basis for DIAG- 
NO. Drs. Glueck and Stroebel have ad- 
dressed the same question by manipulating 
data supplied by experienced clinicians us- 
ing a rather complex statistical approach. In 
the course of this process of data sorting, 
they extract those items that possess diag- 
nostic validity, discard those items that are 
not definitive, and further evaluate the re- 
tained items for possible unrecognized cor- 
relations of clinical importance. 

The impact of this technique as a com- 
puter-based aid to clinical diagnosis and 
treatment will be awaited with interest. Of 
equal importance, however, is the reap- 
praisal of long-held concepts of diagnosis 
and the reevaluation of the data important 
to the establishment of these diagnoses. I 
propose that all of medicine, while placing 
appropriate emphasis on the accumulation 
of new data, has delayed too long in purg- 
ing from the medical literature and from 
our training programs data that are incon- 
sequential to meaningful decisions. The suc- 
cessful application of computer-based tech- 
niques requires that the investigator make 
this critical evaluation. 

The additional requirements for success- 
ful use of the computer are well stated by 
Dr. Rosenberg and Mr. Ericson and in- 
terestingly described in their analogy be- 
tween the clinician and computer and heter- 
osexual relationships. The relative ease of 
adapting hospital business office functions to 
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automated systems emphasizes the key in- 
gredients in any, computer application— 
namely, the clear definition of the goal to 
be achieved, adequate data input, and the 
well defined steps required to accomplish 
the goal. The methods used in medical prac- 
tice have not been as clearly defined as those 
developed for business transactions. The 
need for a structured input with minimal 
constraint has been stressed earlier. A de- 
scription of the steps required to attain the 
goal is appropriately compared with the de- 
tail required for writing a cooking recipe. 

Clinicians need not know much about 
automated techniques, but they must par- 
ticipate actively in all phases of program 
planning and reevaluate continually the es- 
tablished goal to ensure that the steps cho- 
sen will result in attainment of the stated 
goal. We are constantly amazed at the in- 
dividuality of clinicians in the conduct of 
their practice. Therefore, eliciting the opin- 
ions and participation of a representative 


sample of clinicians who will use the opera- 
tional system is mandatory during the plan- 
ning phase, before commitment to the 
expense of a development program is under- 
taken. 

In closing, I would like to introduce my 
prediction for the future course of computer 
applications to medicine. I have no doubt 
that computer applications to health care 
will, over the next ten years, effect a change 
in all aspects of the current method of 
medical practice. When the potentials of 
computer-based techniques are fully real- 
ized, automated systems combined with 
trained paramedical personnel will provide 
the tools for data collection and correlation 
that will allow the clinician to devote the 
major portion of his time to his most effec- 
tive function—that of diagnostician and de- 
cision maker. The papers presented today 
are a true reflection of the studies required 
to fulfill these potentials. 
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The Anti-Community Mental Health “Movement” 


BY MELVIN SABSHIN, M.D. 


The author describes the opposition to com- 
munity mental health that has developed 
among various professional and nonprofes- 
sional groups, indicating the reasons for 
their opposition. He believes that while 
coalitions will develop among several of the 
groups, there will be no unified anti-com- 
munity mental health “movement.” Com- 
munity mental health advocates can help to 
meet the challenges of their critics by carry- 
ing on research and developing an adequate 
theoretical base for various forms of inter- 
vention. 


Ros WITHIN the American mental 
health professions and forces outside 
these professions have coalesced to gener- 
ate the community mental health movement 
of the 1960s. A historical analysis of these 
various forces is beyond the scope of this 
Paper. Nevertheless, prior analyses pre- 
sented by the author(10, 11) and by others 
have emphasized a coalescence of moral, 
Pragmatic, and theoretical antecedents in- 
to the current patterns of community mental 
health, 

The moral and pragmatic arguments have 
been deeply embedded within significant 
Social issues of this past decade. President 

€nnedy’s support(8) of community men- 
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tal health legislation both reflected and 
gave moral leadership to a movement de- 
signed to rectify those disparities in men- 
tal health treatment exemplified by the 
blatant discrimination against poor people 
in our society. 

The pragmatic arguments to treat people 
closer to their homes, to develop broad- 
gauged preventive programs, and to be- 
come more active in social processes rele- 
vant to rehabilitation have resulted in an 
ever-widening arc of public as well as pro- 
fessional involvement. The confluence of 
forces which began to be structuralized 
within the community mental health move- 
ment has involved a diverse segment of pro- 
fessional and nonprofessional groups. It was 
inevitable that such a movement would 
evoke counter-reactions—not only because 
all dynamic movements of significant force 
are characterized by tendentiousness but 
more specifically because the implications of 
community mental health, both real and 
fantasied, are potentially threatening to sub- 
stantial numbers of professional and non- 
professional groups in our society. 

This paper is intended for one major 
purpose—to call attention to some of the 
professional and nonprofessional groups who 
interpret the community mental health move- 
ment as dangerous either to themselves or 
others and who could become the nucleus 
of an anti-community mental health move- - 
ment, Subsequent papers by this author will 
attempt further analyses of the perception 
of dangerous aspects of community mental 
health by professional and nonprofessional 
groups as well as analyzing the conse- 
quences of what may be called an anti- 
community mental health ideology. 


quy 
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Anti-Community Mental Health Forces 
Within Psychiatry 


Despite earnest hopes for holism and 
statements of concern regarding the rapid 
segmentalization of the psychiatric profes- 
sion, there is abundant evidence for the 
painful truth that psychiatrists are divided 
into significant ideological groupings. In 
prior publications this author(5, 12) in col- 
laboration with several colleagues has at- 
tempted to document specific clusters of 
ideologies as they were found in a national 
sample of psychiatrists. Studies which were 
carried out in 1959 and 1960 classified psy- 
chiatrists into three major ideologies, called 
the psychotherapeutic, the somatotherapeu- 
tic, and the sociotherapeutic ideologies. 

Each ideology was characterized by a 
concept of etiology of mental illness, an ap- 
proach to therapeutic intervention, and a 
general attitude regarding specificity or non- 
specificity of the role identity of psychia- 
trists. The psychotherapists and the somato- 
therapists, for example, tended to agree 
that psychiatric problems on the whole 
could be delineated by specific models and 
were alterable when precise Systems of ther- 
apeutic intervention were applied. Socio- 
therapists(5), on the other hand, tended to 
be less certain and occasionally even quite 
dubious about the specificity of the illness 
model. By and large they tended to view 
treatment as a social process rather than an 
intervention by a medical therapist who 
treated illness in medicine's traditional man- 
ner of the specific application of therapy by 
a well-trained expert. 

Somatotherapists tended to conceive of 
Psychiatric disease as determined primarily 
or preemptively by biological or chemical 
Processes, and by and large they viewed 
techniques of intervention in somatic terms. 
Psychotherapeutic “purists” emphasized 
Psychological systems in etiology and uti- 
lized PSychotherapy as the treatment of 
choice for most psychiatric illnesses. 

In our study of professional ideologies, 
Sociotherapists tended to be a minority of 
the sample of 400 Psychiatrists who were 
asked to define their basic ideological com- 
mitment (seven percent of our 1959 sam- 
ple). Psychotherapy tended to be the pre- 
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ponderant choice for self-affiliation at that 
time, with two-thirds of our national sample 
defining their commitment to this model 
when given the three choices. 

In the book summarizing our findings 
(12), we predicted that a sample conducted 
ten years hence (circa 1969-1970) would 
reveal a greater commitment to a sociother- 
apeutic ideology. While repeat studies have 
not yet been carried out, it is our belief that 
there has been a marked increase in such a 
sociotherapeutic ideology. Indeed, events 
have proceeded much more rapidly than we 
were able to anticipate ten years ago. It is 
important to note that the scales utilized by 
our group in measuring sociotherapy in the 
late 1950s predominantly dealt with issues 
relating to psychiatric hospitalization. These 
Scales were constructed at a period when 
there was great interest in milieu therapy, 
and hence our scales reflected ideological 
differences between and among those who 
advocated greater utilization of milieu ap- 
proaches in a hospital as compared to psy- 
chotherapeutic and somatic approaches. 

In conducting studies in the late 1960s 
and early 1970s, we believe that scales mea- 
suring sociotherapeutic approaches must in- 
clude items related to activity in the com- 
munity context since these concerns have 
become much more relevant and significant 
than they appeared to be ten years ago. 

This discussion of ideological differences 
among psychiatrists is not intended to be a 
Teiteration of our published study but is pre- 
sented to highlight the often underempha- 
sized point that distinct ideological differ- 
ences do exist among psychiatrists, even 
though most psychiatric professionals try to 
embrace a multifactorial approach. Given 
such differences, however, it was highly pre- 
dictable that the increasing strength and vis- 
ibility of those who advocate sociothera- 
peutic approaches in the community would 
be countered by those whose ideological 
stance is significantly at variance with such 
activity. 

One of the most predictable sources of 
an anti-community mental health bias could 
be found among the strongly committed 
psychotherapists who have held considerable 
power and hegemony in psychiatry since 
World War II. Psychotherapy was seen as 
the core skill of the psychiatrist, and à 
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young physicians who moved into the 
of psychiatry during the postwar peri- 
Such hegemony cannot be easily modi- 
, let alone relinquished. In their extreme 
ms, psychotherapy and sociotherapy have 
great deal of mutually contradictory tenets 
Which blur their essential agreement on 
many issues. The sociotherapist of the ex- 
' tremist variety tends to stereotype and to 
| blame psychotherapists for most of the dif- 
« ficulties related to the class disparity in psy- 
‘chiatric treatment. This type of “purist” 
"tends to discount the therapeutic value of 
“almost any kind of dyadic relationship and 
‘envisages psychotherapy as a process di- 
yorced from social reality. 
The psychotherapeutic “purist,” on the 
‘other hand, caricatures sociotherapy as 
‘Providing at best a diluted service to people, 
— and he predicts that the net effect of socio- 
therapy and of community mental health 
"Will be to provide very poor treatment for a 
Wide mass of people instead of providing 
! good treatment for at least some of our 
population. - 


Parallel to Civil Rights Movement 


i There is a good deal of parallel to the 
€ivil rights movement in the debate between 
i the Psychotherapeutic and the sociothera- 
peutic purists. Both sides focus only upon 
excesses carried on by the other group. 
he psychotherapeutic purist cites the 
ems that develop when patients are dis- 
larged prematurely from hospitals back 
_ into the community; he speaks of promis- 
Sory notes which cannot be delivered and 
Of the problems that develop, including a 
backlash effect, when false expectancies 
ate created. He decries the grandiosity of 
_ those who advocate community approaches. 
Even though he may be "liberal" in his 
Political orientation he becomes an ardent 
anü-federalist on this issue and speaks 
Against the Washington “bureaucracy.” 
} Repeatedly he questions the value of psy- 
Chiatrists assuming roles other than the 
More traditional ones in the consultation 
Ooms or in the hospitals. Pressure is often 
erted on trainees, who are told that if 
If professional interests move in a com- 
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munity psychiatry direction they will in ef- 
fect be giving up their professional identi- 
ties as psychiatrists. The realistic aspect of 
these concerns has recently been well ex- 
emplified by Kubie's thoughtful critique of 
community mental health(9). While Kubie 
himself has never been a purist, his rhetoric 
has been of distinct value for those who fear 
the loss of psychotherapeutic hegemony. 

It is important to note that when the 
arguments are carried out by extremists 
utilizing styles of mutual caricaturing and 
stereotyping, the major issues underlying the 
differences may be obscured. The psycho- 
therapeutic purist avoids the moral, the 
pragmatic, and the theoretical yield that 
might be developed within a community con- 
text. The sociotherapeutic purist, in his zeal 
to produce change, rather arbitrarily tends 
to cast out all the pragmatic and theoretical 
gains that have accrued from the psycho- 
therapeutic process. 

The somatotherapeutic purist has also 
had difficulties with community mental 
health. One defensive form that his bias has 
taken involves an even greater advocacy of 
a medical model. This type of somatother- 
apist is sincerely concerned about the shift 
in locus of practice to the community as a 
movement away from medical hegemony. 
The purist in the somatotherapeutic camp 
envisages involvement in social process as a 
direct erosion of the traditional illness 
model, and he tends to castigate those who 
endanger the stability of the medical model 
in psychiatry. Rather than attack the com- 
munity mental health approach frontally, 
the more subtle somatotherapist rallies 
around the banner of medical hegemony. 
Espousal of the so-called medical model is 
also noted to be present in the psychothera- 
peutic purist in his debate with the socio- 
therapist, although the psychotherapist has 
often been criticized by the somatotherapist 
for being too remote from the medical model 
himself." 

The sociotherapist is often critical of the 
medical model; thus some psychiatrists ac- 
tive in community mental health have 


See E 

1 An impressive variant may be seen in Kauf- 
man’s recent defense of the medical~ model in 
which he utilizes a combination of psychother- 
apeutic and somatotherapeutic rhetoric(7). 
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moved closer to a learning or social process 
theoretical model of psychiatric problems. 
Others have adopted a sociotherapeutic ap- 
proach that almost implies a tabula rasa 
which neglects genic factors, physiological 
systems, and biological processes. This ne- 
glect, along with a penchant for a rampant 
pragmatism, has rendered many of the com- 
munity mental health oriented psychiatrists 
vulnerable to criticism by investigators ac- 
tive in biological and neuropsychopharma- 
cological spheres of psychiatry. The paucity 
of research efforts and the pell-mell ac- 
tivism of many community mental health 
advocates has rendered them distinctly open 
to such criticism. Underlying some of the 
criticism, however, there lurks a suspicion 
of social science or social Psychiatric re- 
search as “soft-headed.” Often a bias exists 
in favor of "wet" laboratories and biologi- 
cal investigation. 

Since funding has become somewhat 
more problematic in these latter years of 
the 1960s, the schism between the biologi- 
cal researchers and the community mental 
health advocates has deepened. There is no 
question but that relative paucity of funding 


or a less significant level. We are very much 
in the midst of a period of strain, and the 
rifts will widen unless there is a sudden in- 


Psychiatrists who view community mental 
health as a distinct threat to the hospital 


directly that all Psychiatric treatment can 
and should be conducted in the community. 
Developments which imply that Psychiatric 
hospitalization at best reflects a failure of 


Psychiatric hospitals, Many hospital Psychi- 
atrists have felt compelled to take an anti- 
community mental health stance to stress 
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the positive points of psychiatric hospitaliza- 
tion as well as to hold onto their own bases 
of professional activity and authority. 

A distinct source of vulnerability of the 
community mental health oriented psychia- 
trist to criticisms by his colleagues can be 
found in the lack of an adequate theoretical 
base for the pragmatic interventions he un- 
dertakes. Partly because of this vulnerabil- 
ity and criticism, several advocates of com- 
munity mental health have in turn developed 
an anti-research bias because they interpret 
the criticism of their theoretical efforts as 
Passive-aggressive resistance and they have 
generalized this into a town-and-gown split 
between “thinkers” and “doers,” Neverthe- 
less their vulnerability persists, and in my 
opinion the relative neglect of theory build- 
ing and of research in community mental 
health will increasingly become an Achilles 
heel unless energetic efforts are made to al- 
ter the relative underemphasis of commu- 
nity mental health research. 


Anti-Community Mental Health Forces 
Within Nonpsychiatric Professions 


The anti-community mental health bias 
of nonpsychiatric professionals illustrates 
concerns which are both related and unre- 
lated to the ideological positions of opposi- 
tion taken by various Psychiatric groups. 
One of the most interesting areas of similar 
concern is illustrated by those nonpsychiat- 
ric physicians who oppose community 
health activities and question the validity of 
Social science research or more subtly ques- 
tion its location in a medical setting. In 
many American medical schools the short- 
age of available funds has widened the 
underlying differences between those who 
are committed to the rapid evolution of 
molecular biology and/or biological models 
in medicine and those who opt for the com- 
munity health and social medicine models. 

This dichotomy is analogous to the situa- 
tion in which Somatotherapists oppose so- 
ciotherapists in academic departments of 
Psychiatry. Indeed, one could talk about an 
anti-community health “movement” in the 
same manner as this author postulates an 
anti-community mental health “movement.” 
Some of the nonpsychiatrist physicians who 
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oppose community health also oppose com- 
munity mental health as part of a move- 
ment they consider to be remote from the 
medical model. They are concerned about 
the loss of “Fortress Medica” and the safe- 
guards that it has undoubtedly provided for 
academic medicine in the past. Fortified by 
a Flexnerian rigidity, they fear that any 
movement into the community will involve 
a lowering of research and training stan- 
dards in medicine as a whole. 

On almost the opposite end of the scale, 
opposition to community mental health 
exists among a number of behavioral scien- 
tists who view community mental health as 
a medical intrusion into a variety of social 
and/or learning problems(1). Many of 
these individuals have been influenced by 
concerns that have been expressed over the 
"psychiatrization" or “medicalization” of 
social problems. The fact that community 
mental health is also opposed by some as 
being alien to a medical model has very 
little meaning for those whose concerns are 
related to the almost phobic fear of a med- 
ical hegemony developing under a commu- 
nity mental health rubric. They point out 
the increasing tendency to describe a whole 
host of social and behavioral areas as part 
of a sickness-health model. There is wide- 
spread fear that the imposition of a medical 
model will prevent the exploration of al- 
ternative social hypotheses and will preempt 
other relevant ones. A key danger signal for 
those who fear this development is the im- 
Portance of psychiatry in the community 
Mental health movement; they retain a fixed 
stereotype of psychiatrists as biased reduc- 
üonists, classical imperialists, and unedu- 
cated landlords. 

To a significant extent, those who are 
Concerned with “psychiatrization” and the 
Imposition of inappropriate medical models 
have also been influenced by Szasz and his 
Concepts of the myth of mental illness(13). 
To some extent Dunham(4) in writing 
about community psychiatry as the latest 
therapeutic “bandwagon” has joined with 
those who wish psychiatry to return to its 
More classical boundaries. In contrast to 
Others who fundamentally challenge medi- 
cal models for any psychiatric problem, 

Unham in effect is advising psychiatry to 
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return to its older borders within which 
many problems still exist and to keep out of 
the wider social fabric. In this context he 
allies himself with those physicians who ad- 
vocate a straightforward medical model. — 

While there has been strong support for 
community mental health developments in 
the fields of psychology and psychiatric so- 
cial work, there are some interesting ex- 
amples of resistance to psychiatrists’ par- 
ticipation in community mental health by 
these two groups. For some social workers, 
community organization and community 
problems have been their own basic terri- 
tory. They view the psychiatrists’ entrance 
into these areas with some alarm, in part 
stimulated by the frequent failure of psychi- 
atrists to acknowledge the contributions 
made -by social workers in this field. Psy- 
chologists have also raised appropriate 
questions regarding the fitness of psychia- 
trists to be involved in community problems 
insofar as they affect areas of role function, 
social structure, and individual behavior, 
which have been the territory of social psy- 
chology and to some degree clinical psy- 
chology. 

While I have indicated the presence of 
resistances to community mental health 
among nonpsychiatric professionals, it is 
necessary to clarify the point that in none of 
the cited professions is the opposition to 
community mental health clearly the pre- 
dominant position at the present time. For 
every resister or opponent as I have de- 
scribed them, there are others who support 
community mental health in its heteroge- 
neous aspects. 


Nonprofessional Anti-Community Mental 
Health Positions 


Those forces which are promulgating 
community mental health in the United 
Sfates have now become involved more 
deeply in the various layers of the American 
social fabric. One sign of penetration or 
success of the development of community 
mental health is reflected by the fact that it 
has entered the political arena and has pro- 
voked opposition and resistance by its in- 
creasing visibility and effectiveness. For 
right wing groups in the United States, this 
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visibility took shape very clearly in the 
1950s. The equating of the mental health 
movement with fluoridation of public wa- 
ter supplies and other so-called “nefarious 
schemes” as a plot against patriotic Ameri- 
cans has been well documented(2). During 
the 1960s there have been repeated attacks 
on state departments of mental hygiene and 
frequent opposition to the development of 
community mental health clinics, especially 
but not exclusively. in Western and Southern 
states. More significantly, the opposition 
from the right wing is reflected in lack of 
community support for adequate appropria- 
tions for new mental health facilities and 
the staffing of community mental health 
centers, 

The attack from the left wing has been 
slower to develop and has not yet reached 
its peak. For many poor people who are 
part of the left wing groups, community 
psychiatry has not yet become visible as a 
threatening system or structure. Neverthe- 
less there have been statements indicating 
concern that the “medicalization” of social 
problems may be a mechanism to deny the 
existence of these problems. Thus it is 
argued with considerable Cogency that turn- 
ing delinquency into an illness or defining 
protest against governmental policies as an 
illness can become a technique to silence or 
stifle opposition. 

Psychiatry has not yet achieved great 
visibility among black People in the civil 
rights movement as a highly charged area to 
be either against or to Support. There are 
signs, however, that confrontation is just 
beginning to occur(3, 6), Tt will be inter- 
esting to know whether or not the black 
groups and their press in the United States 
begin to utilize caricatures of Psychiatrists 
or other mental health professionals as a re- 
flection of their concerns about the com- 
munity mental health movement, 

As I have indicated in the discussion of 
the Professional groups, the opposition 
among various segments of the black com- 
munity, the poor community, and the right 
wing community should not be construed to 
mean that there is majority opposition in 
these groups to community mental health. 
Furthermore, up to the present time, 
powerful coalitions have not developed be- 
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tween professional groups who oppose com- 
munity mental health and the larger societal 
forces. Two exceptions, however, should be 
noted: 1) physicians have occasionally op- 
posed mental health centers through their 
professional medical organizations, and 2) 
criticisms of the "illness" model by mental 
health professionals have been quoted by 
right wing extremists to promote the validity 
of their fears. 


Summary and Conclusions 


This paper has attempted to present a 
schematic outline of those segments among 
professional and  nonprofessional groups 
who have demonstrated various forms of 
resistance to community mental health de- 
velopments. An attempt has been made to 
indicate reasons for the opposition by the 
various groups, although no detailed analy- 
sis of these causes has been presented. 

Each of the groups protests against the 
excesses of community mental health, but 
there is reason to believe that their opposi- 
tion is not limited to these excesses. Indeed, 
the depth of the fundamental disagreement 
is more substantive than much of the opposi- 
tion’s rhetoric would indicate. 

While groups within psychiatry, profes- 
sionals outside psychiatry, and representa- 
tives of larger societal forces have demon- 
Strated concern about community mental 
health, it is of significance to note that 
there is minimal internal cohesion among 
these various opponents. The author pre- 
dicts that coalitions will develop among sev- 
eral of the groups but that there will be no 
coalescence into a unified anti-community 
mental health movement since these groups 
are so heterogeneous—and even contradic- 
tory in basic purpose—that they will not be 
able to unite effectively. This prediction ac- 
counts for the fact that quotes have been 
Placed around the word “movement” in the 
title of this paper. 

On the other hand, each of the oppo- 
nents has a certain segment of authority 
and power and will be visible from time to 
time in Opposing various efforts in commu- 
nity mental health. It is my thesis that com- 
munity mental health advocates must in- 
deed attempt to meet the challenge of the 
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variety of significant areas. 


Shortages of available funds for various 
professional programs and facilities will 
tend to increase the opposition and dichot- 
omizations. The criticisms by the anti-com- 
munity mental health groups will also tend 
to slow the pace of community mental 
health programs in some cases, although in 
others it will tend to facilitate constructive 
| solutions by program planners and leaders. 

The aggregate effect of anti-community 
mental health criticism will be to alter the 
shape of the community mental health pro- 
grams of the 1970s and beyond, but it will 
) not prevent the resolute movement toward 
their fundamental moral, pragmatic, and sci- 


a —— 


| entific goals. 
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more realistic aspects of these concerns. I 
also suggest that a research-oriented com- 
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propriate scholarly values, manpower, and 
resources will reduce the vulnerability of 
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DISCUSSION 


Marc H. HOoLLENDER, M.D. (Philadelphia, 
Pa.).—Dr. Sabshin has presented a timely and 
scholarly description of some professionals 
and nonprofessionals who have voiced opposi- 
tion to the community mental health move- 
ment. In doing so he has highlighted a par- 
ticular kind of motivation which prompts 
their resistance: the encroachment on territo- 
rial rights, the infringement of vested interests, 
the threat to a position of power, and the prej- 
udice against innovation. These reasons for 
opposing a new enterprise would hardly be 
classed as noble or perhaps even reasonable. 
Dr. Sabshin makes it clear that he does not 
regard these motives as the only ones opera- 
tive. In light of his scholarly and statesman- 
like approach, I am sure he would agree that 
there might be many realistic and cogent rea- 
sons for reservations about or opposition to 
community mental health programs, at least 
as they have developed in various parts of the 
country during the past few years. 

In a recent article Kubie expressed strong 
reservations about community mental health, 
stating that it is a popular banner and that it 
lacks clear definitions of goals and concepts. 
He also mentioned the “personnel bottleneck” 
and the opportunism and space problems re- 
sponsible for “profiteering on the current fad.” 
Perhaps Kubie best summed up his position 
when he stated: “The idea of community psy- 
chiatry has many merits. Therefore, it is re- 
grettable that the campaign for community psy- 
chiatry is being presented on the basis of so 
many fallacies” (1). Kubie’s stand might make 
him a member of the anti-community mental 
health “movement.” If it does, how should we 
regard his motives? Is he responding on the 
basis of personal and political considerations 
or is he a thoughtful critic alerting psychia- 
trists to possible pitfalls? 

In addition to the self-serving motives for 
opposing the community mental health move- 
ment, which Dr. Sabshin underscored, it 
seems to me that there are good and valid 
reasons for reservations or concern on the part 
of thoughtful observers of the current Ameri- 
can scene. Let me mention a few of them. 
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Since programs have grown at a rate 
matched only by mushrooms, it is hardly sur- 
prising that psychiatrists inside and outside 
the movement are concerned about the solid- 
ness of the structure. 

In response to social pressures and the lure 
of readily available funds, much has been 
promised, implicitly if not explicitly. Has there 
been a commitment to accomplish more than 
is realistic? 

Similarly, the public has turned to com- 
munity mental health with the hope that it will 
Solve social probems of all kinds, There are 
already indications that the initial bubble of 
enthusiasm is about to burst. Has the public 
been adequately warned? Has the public been 
informed that its expectations are unrealistic? 

Along with the able leaders and workers 
who have embraced the field have come a 
band of opportunists, more interested in self- 
promotion than in providing essential services. 
What has been done to deal with them? 

As Dr. Sabshin pointed out, the relative 
neglect of theory-building and of research in 
community mental health will increasingly be- 
come an Achilles heel. 


ANTI-COMMUNITY MENTAL HEALTH “MOVEMENT? 


These considerations and many others are 
brought to our attention by critics from with- 
in and without. How should we classify these 
critics? Into which movement do they fit? Is 
it still possible to be ambivalent and stand on 
middle or neutral ground? Or does the politi- 
cal nature of the issues force polarization? 

While the anti-community mental health 
"movement" certainly merits attention, it does 
not, in my opinion, pose the greatest danger 
to our programs. The greatest danger lies with- 
in the community mental health movement it- 
self. If the movement assumes a defensive 
posture to protect itself against "anti" forces, 
it is in jeopardy. Only by remaining free to 
develop meaningful research endeavors and to 
indulge in penetrating self-scrutiny will it de- 
velop a solid and enduring structure. 


REFERENCES 


1. Kubie, L. S.: Pitfalls of Community Psychia- 
try, Arch. Gen. Psychiat. 18:257-267, 1968. 


Happiness comes of the SEE to feel deeply, to enjoy simply, and think 


freely, to risk life, to be needed, 
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The Mental Health Technician: Maryland’s Design 
for a New Health Career 


BY ROBERT M. VIDAVER, M.D. 


Alternative pathways to traditional graduate 
education and the national emergence of 
community college curricula leading to as- 
sociate of arts degrees in a variety of human 
service fields are discussed in relation to 
Maryland’s mental health technician pro- 
gram. Emphasizing the need, initially, for 
“generalist” skills, the author proposes an 
open-ended system for the technicians’ con- 
tinued educational and professional growth 
through subspecialty in-service courses, op- 
portunities for advanced collegiate educa- 
tion, and administrative channels for lateral 
and vertical mobility. 


pe MARYLAND Department of Mental 
: Hygiene, in search of solutions to the 
Crisis in skilled manpower for the public 
care of the mentally ill and encouraged by 
Several pilot programs underway nationally, 
helped to initiate training programs in 1966 
for a new kind of mental health worker at 
the “associate” professional level(23). 

, The concept of associates to the tradi- 
tional mental health disciplines has long 
been with us; records from the Henry Street 
Settlement House and Hull House indicate 
Supportive activity by paraprofessionals. 
The Menninger Foundation developed an 
impressive curriculum for hospital aides 
during the 1940s, emphasizing psychody- 
namics and, implicitly, future career Op- 
Portunities, 
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Our military services have developed a 
spectrum of ancillary medical corpsmen, 
including corpsmen in mental health. In the 
1950s, Col. Albert Glass demonstrated the 
practicality of using enlisted technicians in 
“nonprofessional” psychology and social 
work roles, particularly within a community 
mental health context(1, 7). 

Several state hospital systems, California 
and Maryland among the more notable, 
have for more than a decade trained ad- 
vanced psychiatric aides (technicians) at a 
level clinically analogous to the licensed 
practical nurse. In 1960 Schleifer and his 
associates at the Crownsville (Maryland) 
State Hospital selected advanced aides to 
perform a variety of simple professional 
tasks under close supervision; this group 
creditably interviewed patients and their 
families and worked with outside agen- 
cies(20). 

Rioch and her associates at NIMH con- 
ducted a two-year program to train mature 
housewives as qualified psychotherapists, us- 
ing training approaches previously reserved 
for psychiatric residents(19). Elkes, Stone, 
and Godenne have successfully graduated 
their first class at the Phipps Clinic follow- 
ing a parallel design; Davidson, at Sinai 
Hospital (Baltimore, Md.), worked along 
similar lines with hospital volunteers. 

Not until the advent of the Purdue pro- 
gram under True’s direction, however, was 
an associate professional career in mental 
health initiated within the mainstream of 
American collegiate education(8, 9). The 
importance of this event cannot be under- 
estimated. Without the fortuitous evolution 
of the community college movement, with 
its dual emphasis on vocational training 
(terminal curricula) and upwards college 
transfer, we should yet lack that vital link 
which makes feasible any joining together of 
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in-service clinical competence with the in- 


herent career advantages of the collegiate. 


experience. For the first time training in 
beginning professional skills could be com- 
bined with traditional liberal arts course- 
work, leading to an associate of arts degree 
and ensuring for graduates relatively open- 
ended educational and occupational futures. 

Area-wide conferences by the Southern 
Regional Education Board (SREB), in 
1966 and 1967, led by Drs. McPheeters, 
Penningroth, and Bramlette, sparked fur- 
ther enthusiasm and intrastate collaboration 
by bringing together both state mental 
health leaders and college educators(14). 
Following the 1966 Atlanta SREB confer- 
ence, Catonsville Community College and 
the Maryland Department of Mental Hy- 
giene initiated curriculum planning. By 
1967 Catonsville and the Community Col- 
lege of Baltimore were working with their 
first freshman classes; Essex Community 
College has modified an older social service 
assistant curriculum to incorporate the tech- 
nician design beginning in 1968-69.1 Anne 
Arundel Community College and Montgom- 
ery Junior College are in the process of 
curriculum design and anticipate inaugura- 
tion of programs by September 1969.2 
Since 1967 Towson and Coppin state col- 
leges, four-year liberal arts state schools, 
have also worked closely with both the De- 
partment of Mental Hygiene and the Mary- 
land community colleges to explore the use 
of parallel four-year curricula in training 


. 1 Catonsville Community College, 800 S. Rol- 
ling Rd., „Catonsville, Md. 21228 (S. Korani 
Ph.D., Project director). 
Community College of Baltimore, 2901 Lib- 
n gus dS Kaltimon Md. 21215 (Eve- 
ine D. Schulman, Ph.D., chai 8 
psychology). airman, department of 
ssex Community College, Ridge Rd. d 
N ta rau ine County, Md. 21237 
tiscilla Woolley, director, i - 
Bien y. ctor, paramedical pro. 
2 Successful development by the c i 
colleges of A. A. programs in Arene 
years immediately. previous, had demonstrated the 
people in large num- 
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mental health counselors and the maximal 
transferability of A.A. degree (community 
college) credits. 

Fortunately, in the years immediately 
preceding crystallization of the Maryland 
programs, the effectiveness of indigenous 
mental health workers had been amply dem- 
onstrated by Pearl and associates at How- 
ard University(12) and by Riessman, Peck, 
Hallowitz, Roman, Kaplan, Jacobson, and 
Boyajian in their monumental Lincoln Hos- 
pital project (Bronx, N. Y.)(13, 16). Pearl 
and Riessman rediscovered, as it were, in 
their “New Careers" program, a new man- 
power reservoir in the poor. More important- 
ly, they achieved a major theoretical break- 
through in perceiving that community mental 
health care deriving out of indigenous lead- 
ership is, and of necessity must be, a vastly 
different clinical “organism” than that stem- 
ming from professional origins, born of dif- 
ferent training, perspective, values, and per- 
sonal needs. 

Also encouraging the Maryland planners 
was the success of VISTA and the effective- 
ness of the nation’s Community Action 
Program centers(15, 18), staffed, to a con- 
siderable degree, by associate professionals 
who have been trained primarily on the job 
and are now working under the direction of 
both traditional professional supervisors and 
leadership from their own ranks, Lastly, the 
Maryland program owes a theoretical debt 
to the “career ladders” principle. Repeat- 
edly incorporated into federal legislative 
guidelines and actively disseminated by New 
York University’s New Career Development 
Center, the principle stresses open paths for 
both lateral and vertical mobility built into 
institutional personnel policy. 


A Comprehensive Plan for Manpower 
Development i 


The Maryland Department of Mental 
Hygiene espouses five explicit manpower 
goals: 1) for professionals, more efficient de- 
ployment; with 2) associate professional 
augmentation of professional staff; 3) de- 
velopment of new manpower resources, par- 
ticularly through remedial and habilitative 
Programs; 4) “open-ended” career advance- 
ment available to all employees, either 
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through continued education or work-study 
programs; and, 5) wherever practical, the 
restructuring of. departmental schools in- 
partnership with appropriate collegiate in-- 
stitutions, with all curricula culminating in 
certificates or regular degrees. 


Design of the Technician Curriculum 


We began on a simple thesis: we believed 
that the community colleges were capable 
of training beginning professionals for a 
variety of roles in the mental health services 
without years of preliminary higher educa- 
tion—and that they could do this without 
compromising either quality of care or our 
students’ future employment, educational, 
or professional opportunities. The term 
"beginning" professional is used advisedly; 
it presumes the availability of professional 
gudance to young technicians plus some- 
thing more—the unshakable faith by tech- 
nician and institution alike that, with time, 
professional skills and status will be 
achieved. Assignments and responsibilities, 
at first undemanding, would thereafter grow 
In proportion to an individual's own acqui- 
sition of maturity and clinical experience. 

Besides an all-too-limited exposure to 
college English, humanities, and a physical 
or biological science, the main body of 
didactic content emanates from the social 
Scences—anthropology, psychology, soci- 
ology, urban affairs, and political science 
(see table 1). No one advocated an attempt 
to produce "instant" professionals via min- 
laturized carbon copies of traditional grad- 
uate curricula. Innovation was in order. 
Design of the technicians’ practicum ex- 
Periences and related mental health tech- 
nician courses assumed highest priority. 

bservational experiences in diverse men- 
tal health facilities were introduced early 
and received continued emphasis through- 
Out. Supervised clinical responsibilities were 
added the second year. Top-notch prac- 
dm follow-up of the initial social science 

ntent seemed essential to any functional 

Synthesis of both practicum and campus 
earning, 

pon teaching of interpersonal skills and 

aculty’s focus on the students’ search 

E. self-awareness were reserved for the 

Maller gtoup-type seminars, more suited to 
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role playing, psychodrama, and the pub- 
lic exposure of personal observations and 
feelings. Reading and lecture materials were 
planned to parallel the. seminars, introduc- 
ing psychodynamic issues; communication 
theory, and group process, as well as studies 
on the dynamic interplay of social, familial, 
and developmental factors in the genesis of 
human behavior, affect, and personality 
organization. 

Practicum hours are supervised by men- 
tal health professionals of the several dis- 
ciplines. Two-way communication between 
college-based faculty and a multiplicity of 
field supervisors is essential to successful 
practicum assignments. In this kind of en- 
deavor there is no "solution," and liaison 
becomes a way of life. In addition, we expect 
the technician students themselves to inter- 
ject into the curriculum much of its most val- 
uable content: first, in feedback and reaction 
to the present format; second, through the 
medium of their own group interaction. Peer- 
group learning and peer support is likely to 
modify and mold their professional "identi- 
ty"—their ways of doing things with patients. 
Beginning with the students’ handling of 
role playing exercises within small groups, 
and continuing with peer responses during 
presentation of their own taped interview 
material, the technicians contribute consid- 
erably to their own education and profession- 
al value system(17). 

The last semester's practicum will include 
the chance to assume minimal but clinically 
meaningful duties within a single agency 
with students participating as working mem- 
bers of mental health teams. The sum of 
each student's practicum rotations will 
represent but a fraction of the total avail- 
able sites. In the ensuing exchange of per- 
sonal experiences, classmates will add to - 
their communication skills and ability to de- 
fine agency or program objectives. 

Summer employment in the human ser- 
vices field is strongly recommended between 
the student's freshman and sophomore years. 
No practicum could ever duplicate the in- 
explicable realities thrust upon one by a 
real job. Too, employment is an opportunity 
for reassessment midway through: “Is this 
the work I want for the rest of my life?" 
Summer employment affords the students, 
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TABLE 1 i 3 
_ Composite Curriculum for Associate of Arts Degree in Mental Health Technology 
FIRST YEAR 
FIRST SEMESTER CREDITS ,, SECOND SEMESTER CREDITS 
English composition KS Expository writing ; 3 
Public speaking 3 Psychology of personality 3 
Introductory psychology 3 Contemporary social problems 3 
Introductory sociology E *Group dynamics (MHT 103) 3 
Humanities 3 *Field work in mental health (MHT 101) .4 
Physical education 1 Physical education 1 
16 17 
Summer employment in a mental health, welfare, antipoverty or similar human services occupation. 
SECOND YEAR 
FIRST SEMESTER CREDITS SECOND SEMESTER CREDITS 
Biology 4 Anatomy and physiology 4 
Psychology of exceptionality/ child 
and adolescent development Abnormal psychology 3 
Art, music, or humanities elective 3 


*Field work in mental health (institutional) 


3 
"Activity therapies (MHT 104) 3 
4 

Advanced social science elective 3 


*Field work in mental health (community) (MHT 201) 6 


16 


* Indicates clinically oriented mental health Course, taught primarily in: small group subsections within a community mental 


health or institutional setting by college faculty. 


Brief course descriptions for the specialized mental health courses: 

MHT 101-102, Field work in mental health (4 credits each). Two hours lectures, six hours field work each semester. 
First semester: cross-cultural studies on human adaptation; historical perspectives; techniques of observation, record- 
ing, summarizing, and communicating human interaction; interviewing; ethical considerations; mental health roles; 
patient roles, Second semester: psychosexual development in children; testing techniques; group process in various 


settings; dynamics of total institutions. Field assignments: 


Semester; two nine-week assignments, second semester. 
MHT 103, Group dynamics 


3 credits). Two hours lecture, 


Students rotate through three five-week assignments, first 


two hours small group labs: factors involved in group cohe- 


sion and conflict; communication systems; role functions within groups; individual sensitivity and self-awareness; 
affective interrelationships; role Playing; psychodrama and sociodrama. The small group studies itself; communication 


and sensitivity skills are practiced. 


MHT 104, Activity therapies (3 credits). Three hours lecture, 


agencies in theory 


tardation; social class structure, education, vocational skills, 


family relationships, stress, somatic disease, and self- 
i principles of transference, over-identification, denial, and 
to a single community mental health facility; beginning 
member of mental health team with individuals, families, 


many yet teen-agers, a more Tealistic van- 
tage Point from which to continue tech- 
nician training or entertain another career 
choice before losing significant college credit. 

Each of the three Maryland curricula is 
roughly comparable, yet with its own dis- 
tinction of structure and clinical philosophy. 
Standardization has been avoided; flexibility 
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in response to future experience and the 
freedom to innovate are highly desirable, 
especially during the first stages of a new 
Career program. Potential subspecialization 
by one or more of the colleges remains con- 
jectural (although the department would 
like to see the community colleges eventu- 
ally offering special continued education 
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periodically, to graduate techni- 
id others interested). 

assignments are many and varied. 
include: inner city health and mental 
| centers, facilities for the retarded, 
state hospital areas, correctional 
tions and the training schools, alco- 
and addiction units, and units special- 
in the care of the aged and chronically 
'prestigious university psychiatric 
s are represented, as are “store- 
' church, community action, and neigh- 
ood child-care "activist" centers. 


Iudent Body 


out 70 freshmen and a handful of 
class transfers were enrolled during 
7-68; a second freshman class of 80 
d the three operational programs— 
sville, Baltimore, and Essex commu- 
colleges—in 1968-69. Most of the 
jan students are full-time. A few 
g persons, housewives, and depart- 
al employees have also participated on 
“time basis. 
"departmental work-study program, in- 
ated in 1968-69, will allow up to 20 
ees to enroll full-time while being 
ued at full pay during their two col- 
years. We are sanguine that departmen- 
ployees will contribute meaningfully 
the over-all educational input through 
it long-standing acquaintance with patient 
even as some of the students’ enthu- 
m for the nontraditional will rub off on 
6). Our employees are knowledgeable 
cerning the longitudinal course of men- 
illness and the long-term effects of in- 
ütionalization; this expertise should am- 
Classroom discussion and afford a very 
erent perspective of an institution's effec- 
ess than the students would ordinarily 
Ag from their contact with profession- 
during practicum assignments. 
hnician students from each of the 
active colleges are in general a rep- 
tative cross section of their own col- 
Population, although differences be- 
en the colleges in socioeconomic, racial, 
religious characteristics reflect the city- 
urban dichotomy typical of northeastern 
"Taken as a whole, however, partic- 
after the inclusion of the department's 
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work-study group, the technician students 
average out to a more balanced cross sec- 
tion of the total Maryland population. That 
the sum of graduate technicians will be a 
heterogeneous and fully integrated group is 
no accident but represents studied adminis- 
trative design, further implemented in the 
pooling of practicum and summer oppor- 
tunities among all three schools. 

Tuition averages $125 per semester and 
covers only 15 to 20 percent of the educa- 
tional cost, the remainder coming from 
state, county, or city funds. None of the 
Maryland technician programs has specif- 
ically received any NIMH or other Federal 
research, pilot program, or special educa- 
tional (Title I) grant funds. Aside from 
minimal departmental monies (approximate- 
ly $12,000 annually for years 1967 and 
1968 only, total support has been through 
routine community college budgeting. 


Technician Training: What Are the 
Clinical Goals? 


Extrapolation on the basis of college cur- 
ricula, practicum focus, and a nascent 
“esprit” seemingly shared by students, plan- 
ners, and college faculty, suggests perhaps a 
dozen clusters of interrelated job activ- 
ities. Most of us would anticipate at least 
rudimentary professional skills in the fol- 
lowing: 

1. Interviewing techniques. In observing 
behavior and in interviewing, the technician 
is able to: a) harmoniously talk with others 
toward a clinical purpose and expeditiously 
elicit information, without doing harm; b) 
collate and synthesize its substance; c) ef- 
fectively communicate selected portions to 
colleagues; and d) maintain awareness of 
the impact of feelings, institutional (neigh- 
borhood) pressures, and the larger culture 
upon the entire process. 

2. Consultation techniques. The technician 
can help people—patients, families, and or- 
ganized groups—find solutions to an imme- 
diate dilemma that mobilize their own initia- 
tive, generalize toward later situations of a 
similar nature, and are “workable” in the 
context of their own “world.” For instance, a 
family might ask: “And when he finally does 
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get home, how should we act toward him?” 

3. Group dynamics. Understanding the 
theory and practical leadership involved in 
diverse group work, technicians might, for 
example, lead a continuous group for moth- 
ers of disturbed children or apply principles 
of group process to the umpiring of a train- 
ing school ball game(3). 

4. Community action. Utilizing available 
community structures and value systems in 
concert with intrinsic leadership, the tech- 
nician can develop tactics effective in 
awakening a community's dormant resources 
towatd the amelioration of its common 
afflictions. In this role, technicians would 
also bulwark anti-poverty, welfare, and 
juvenile services and other related state 
agency manpower capabilities. 

5. Care of the chronically ill. Through 
IOutine confrontation with chronic condi- 
tions—unremitting schizophrenia, old age, 
alcoholism, retardation, degenerative neuro- 
logical disease—technicians will be knowl- 
edgeable in the reciprocal influence of 
chronic illness upon both the patient and 
his family (or its institutional surrogates), 
Perhaps future technicians will be free to 
assume unorthodox roles in the care of 
chronically ill people—roles divorced from 
social and professional opprobrium, proud 
roles, tolerant of dignity in the dying. 
pi 6. Teaching. In having been taught 

how to teach,” having practiced teaching 
before their peers, and through familiarity 
with audiovisual equipment, technicians will 
qualify in the instruction of others: other 
personnel, volunteers, patients, student visi- 
tors, and community 
tantly, as members of college “teaching 
teams,” they can participate in the educa- 
tion of future technicians. 

7. Behavioral modification techniques, 
Technician students, by participation in a 
plethora of Maryland state hospital pilot 
programs, should move easily as graduates 
into the support of similar investigative 
work and its application to patient care, 

8. Liaison techniques, In Activities bridg- 
ing the interface of administratively in- 
dependent | but "functionally" articulated 
Clinical units—a hospital adolescent ward 
and the community's high school, for ex. 
ample— technicians will act as expeditors(4, 
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5). And as “ombudsmen,” they can medi- 
ate between those needing help and the 
agencies or professionals appropriate to 
their specific needs. 


The Technician Career Series 


Concomitant with the earliest college 
curriculum planning, the department sought 
to establish a permanent job classification 
and career series within Maryland Civil 
Service. College collaboration and the re- 
cruitment of good students are realistically 
achieved only when actual jobs, pay scales, 
and career opportunities are clearly visible; 
preferably long before the first class enters? 

Mental Health Technician I positions 
are now fully authorized: the student grad- 
uating today could be hired by any of the 
department's hospitals or community health 
centers, Pay begins at $5,925; annual in- 
crements bring this to $7,783 in six years, 
even without promotion to Technician Il. 
Current proposals recommend advancement 
to the II level upon successful completion 
of any one of a variety of one-year in-service 
Programs keyed to the special clinical 
“know-how” required in the regular job as- 
signment (child care, retardation, commu- 
nity mental health, as examples). Most 
technicians would be paid, after their first 
year, at the Technician II, $6,518 to $8,- 
562, salary scale, j 

Employment within the department will 
be either in our emerging community men- 
tal health centers or the larger state hospital 
complexes (gradually being unitized on a 
geographic basis). Work in the community 
centers, themselves profusely nontradition- 
al and without long-standing structural tra- 
ditions, will pose fewer problems in role, 
conflict and assimilation. In the older hos- 
pitals technicians will be deployed in groups, 
first on “model” units, chosen because of 
known leadership, flexibility, and, above all, 
their specific requests for technician man- 
power. 


E ea QN. 
.. 5 A sense of continued acceleration is required 
in the initiation of new and unorthodox programs; 
administrative and professional inertia wel 
heavily and the zeal of early supporters is rarely 
rekindled once momentum falters. 
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Rather than being assigned to any of the 
professional departments (i.e., nursing ser- 
vices, psychology. social work), technicians 
will be administratively under the program, 
unit, or ward chief responsible for the area 
in which they are working, taking direction 
from the program chief along with their col- 
leagues from the other disciplines. The 
unit chief knows what he wants done, 
knows the capabilities of his staff, and is 
best able to assign priorities for activities 
in relation to the unit’s over-all program 
goals. 

We believe this will allow the technicians 
to most rapidly identify with, and under- 
stand, the institution’s responsibilities and 
service objectives on a broad basis and not 
merely from the professional perspective of 
a single discipline(20, 21). For this reason, 
and to diminish the inevitable rivalries and 
pressures tending toward role “diffusion,” 
we would take strong exception to any 
"apprenticing" of technicians for work as 
“assistant social workers" or “assistant re- 
habilitation therapists." No doubt young 
technicians will be called upon to support 
the professional efforts of all the traditional 
disciplines; many of their roles could justi- 
fiably be termed “beginning” social work or 
Psychology activities. Nonetheless, such an 
“assistant” category, administratively sanc- 
tioned, would thwart evolution of an inde- 
pendent identity and lead to permanent 
“second-class” status. 

Utilization of technicians on therapeutic 
teams and in areas using a community- 
milieu approach to patient care will be 
given initial preference, on the assumption 
that Where all disciplines are already work- 
ing together toward common clinical ob- 
Kctives under unified leadership they will 
find it easier to gain acceptance on their 
Individual merits(2). 

It will not be easy; we anticipate prob- 
lems with institutional “cliques,” from edu- 
Cational purists, and from the lower echelon 
Personnel. Much will bend and many will 
Compromise if the technician program is to 
Succeed. The greatest of the challenges, how- 
‘ver, faces the young technicians, each 
struggling to find for himself both an in- 
Stitutionally acceptable identity and a pur- 
Poseful, helping role toward patients from 


Amer. J. Psychiat. 125: 8, February 1969 ` 


1019 


a position at the bottom of the professional 
“totem pole.” Thus it will be critical to 
sustain peer group relationships and the 
continuity of their own self-image. 


The Associate Professional Concept 


As a means of developing qualified man- 
power, the associate professional concept is 
predicated upon two premises: 1) that as- 
sociate professionals are beginning profes- 
sionals, inherently capable of growth to full 
professional competence, and 2) that quality 
supervision and continued educational pro- 
grams will be readily available during those 
years of personal metamorphosis. 

Upon graduation technicians should be 
neither finished professionals nor perennial 
subordinates. Without grooming them for 
any single specialty role, we anticipate their 
gradual narrowing of clinical focus, once 
employed, according to personal predilec- 
tion and institutional requirements—pre- 
suming that both provisions for step-wise 
career advancement and collateral education 
are built into institutional regimes. 

We believe no single role or arbitrary 
collection of specific activities can be pre- 
scribed in detail, a priori, for all institutions 
and every graduating technician. Evolving 
community centers, embarking upon innova- 
tive services, just as much as “old-line” 
hospitals will have to join with their first 
technicians (and their faculty) and together 
—on the job, if necessary—jointly discover 
bold new roles appropriate to particular 
situations. 

Institutions and their technicians should 
delineate a continuum of occupational roles 
and levels of responsibility cutting across a 
wide spectrum of intelligence, personal in- 
terests, and background experience. In the 
heterogeneity of the technician group there 
is a wonderful potential for diversity of 
talents and special skills. If admission stan- 
dards to the colleges and job classifications 
remain sufficiently flexible, then the match- 
ing of people to jobs, maximizing both job 
satisfaction and clinical proficiency, be- 
comes an institutionally feasible goal. 

Job assignments should be structured to 
encourage experimentation in manpower 
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utilization, the accommodation of new ser- 
vice patterns, and the inevitable develop- 
ment of the individual technician’s special 
capacities. We would hope that the tech- 
nicians’ role will emerge existentially out of 
an over-all institutional context, which in 
turn is inseparable from the total commu- 
nity and the needs of its people(6). 


A Realistic Appraisal of Institutional 
Manpower 


The emergence of technicians upon the 
manpower scene gives cause for state sys- 
tems and other treatment facilities to re- 
examine their manpower policies and ex- 
plore the refashioning of professional roles 
in more exacting conformity to modern, 
more effective patterns of care delivery.* 
Agencies and institutions. should honestly 
appraise their present professional man- 
power, not by academic degrees or positions 
budgeted, but in terms of the actual com- 
petence of the real people physically on 
the job—particularly vis-à-vis vacancies. If 
their existing personnel are unequal to the 
challenges at hand, they should consider 
establishing a graded series of job assign- 
ments most of which could be adequately 
performed by some of the Soon-to-be- 
graduated technicians. 

Not every beginning technician will auto- 
matically be suitable for any and all of the 
designated tasks, but individual technicians, 
qualified and interested in each of the var- 
ious assignments, could be found and hired 
without difficulty. It would be presumptuous 
of the program to claim that the technicians 
are fully trained and ready for random as- 
signment. Preferably, Program directors 


E EM Beek 

* Parenthetically, the economics of mental 
health care, at a time of increasing public aware- 
ness and demand, creates the paradox of a 
Society unable to pay for levels Of services it is 
simultaneously recommending to itself as an 
absolute minimum. Ten years’ education prelim- 
inary to professional employment, for the most 
Part training in areas unrelated to the final 
specialty field, is an inefficiency eliminated 
through the use of associate professionals who 
train on the 
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should select individuals carefully, just as 
they do professional staff, coordinating per- 
sonal interests with the requirements of the 
job. In addition, most institutions should 
plan to provide in-service education and 
close supervision over the first year as spe- 
cific skills are mastered, clinical judgment 
refined, and institutional routines learned. 
Much of this supervisory role, however, 
could in a few years be delegated to ex- 
perienced technicians. 

Planning for technicians should begin 
well in advance of their employment—not 
so much in terms of what they will do but 
with their impact upon the status quo and 
their ability to further the work being done 
by the existing staff. Frank and open discus- 
sion among personnel of all echelons about 
forthcoming technicians is mandatory (al- 
though their presence as practicum students 
eliminates much of the fantasy involved, 
making later employment less of an insti- 
tutional “shock”), Information about who 
they are and their pay, duties, background, 
and extent of training requires general dis- 
semination. The more ephemeral issues re- 
quire discussion as well—their clinical 
prerogatives, status, (Maryland students, 
for instance, have never worn uniforms), 
and relationship to all levels of staff. 

Second, it is imperative to separate out 
from the sum of the professionals! many 
duties what is truly a function of graduate 
Professional education and-later clinical ex- 
perience from less demanding tasks which 
could be safely and expeditiously delegated 
to associate professionals. Such a listing 
should include room for professional growth 
on the part of technicians yet also clearly 
define permissible parameters for indepen- 
dent clinical judgment or action and the 
Supervisory responsibilities of their superiors. 

Are technicians worth the trouble? Im- 
mediately, no! But with their increasing 
numbers and increasing clinical skillfulness 
Over a few years, they stand ready to mul- 
tiply manyfold our available manpower in 
the public sector of mental health care. Mc- 
Pheeters emphasizes the unlikelihood of 
technicians displacing anybody: previously 
“dead-end” nonprofessionals will move up- 
wards into their ranks, while professionals 
Will finally have a trained manpower pool 
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for manning otherwise impossible research, 
service, or administrative programs(11). 


Maintaining Career Opportunities for 
Technicians 


Preliminary discussions with several four- 
year colleges have raised the possibility of 
parallel four-year programs, similar in basic 
theme to the technician curriculum but with 
the addition of electives, advanced mental 
health practicum and social science courses, 
and other general education requirements 
for the B.S. degree. The advantages to the 
community college technicians would lie in: 
1) full transferability of technician college 
credits; 2) upward mobility within both 
their own "career" and the traditional col- 
legiate system; and 3) the provision of a 
Stepping stone to graduate professional 
school for those so motivated. 

Graduates from such a “mental health 
counselor” curriculum would dovetail with 
community college technicians gaining pro- 
motion to the Technician III level (paying 
$7,170 to $9,417, again in six steps). Al- 
though far from finalized, plans call for 
Technician III positions within the depart- 
ment for key supervisory, teaching, or spe- 
cialized clinical duties, drawing candidates 
from both experienced Technician IIs and 
baccalaureate “counselor” graduates. 

In addition to general personnel issues— 
Whether a given individual is “right” for the 
Particular job—promotion from Technician 
II to III would require collateral in-service 
9r advanced collegiate education. Three 
(or eventually more) equally acceptable 
educational pathways are envisioned: 1) ad- 
vanced on-the-job courses, consistent with 
Standards of professional education and 
Preferably under joint college-departmental 
auspices; or 2) completion of a specified 
Series of certificate courses in job-related 
fields, to be offered at neighboring commu- 
nity colleges or university medical center 
Complexes; or 3) a B.S. degree with a major 
in any of the human behavior fields. 

_ Our wish for the incorporation of tradi- 
tional educational prerequisites for career 
advancement derives from the associate pro- 
fessional concept and its unalterable com- 
mitment to eventual full professional skills 
(and commensurate responsibilities, pres- 
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ce alone, even 
for the most talented i Vidya in ie di 
sence of bona fide professional training, 
could not guarantee the breadth of com- 
petence we expect of professionals, Un- 
orthodox in pattern, innovative in its pre- 
sentation and scheduling, perhaps, but in 
pedagogical standards and in faculty, ad- 
vanced training for the associate professional 
must be identical with professional school 
programs. 

Preserving these criteria, while making 
good on promises for open career ladders, 
may well demand of the department the 
fashioning of appropriate educational vehi- 
cles on its own initiative and expense. Work- 
study programs, allowing employees to 
pursue full-time study without penalty in in- 
come, are also needed. The technician pro- 
gram cannot succeed in our monolithic 
institutions if the department’s nonprofes- 
sionals do not have free access. And, unless 
one were to engage in hypocrisy, “free” 
access must be measured in truly realistic 
terms, taking into account family and finan- 
cial obligations, educational liabilities, and 
more subjective psychological barriers and 
prejudices as well. (Married psychiatric 
aides in their 30s cannot return to nursing 
school, for example, on an $1800 federal 
fellowship. ) 

We have tried to avoid the pitfall of 
creating yet another new program aimed at 
attracting previously ignored manpower 
sources, which subsequently leads to a dead 
end below the aspirations or potential of 
even a small percentage of those recruited, 
We believe that if personnel are to commit 
themselves wholeheartedly to a program's 
therapeutic objectives, in concert wit that 
program's professional leadership, they must 
feel wholly involved in its mainstream of 
personnel development—which in health in- 
stitutions means sharing in the machinery 
for professional advancement. Nobody en- 
joys drudgery, everyone wants to play his 
part; even more important, everyone needs 
the recognition emanating from higher levels 
of job mastery, which is, unfortunately, 
accorded only by upward progression in the 
institution's primary hierarchical system. — 

Participation in major decisions of poli- 
cy, high pay, and the assumption of program 
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responsibility—that is, giving directions to 
others in search of better modalities of pa- 
tient care—are never entrusted to “the best 
darn aide in the hospital!” (10). Today he 
feels it, and so does every other aide. The 
youngest rookie policeman may realistically 
aspire to the police commissioner’s job; we 
would commend this principle and hope to 
someday see educational programs in the 
mental health field capable of achieving that 
goal—without either undermining orthodox 
graduate education or violating standards of 
professional education essential to positions 
of medical responsibility. 

One mechanism might be to build into 
all in-service programs the educational 
wherewithal required for entry into training 
for the next highest level. Albeit most 
would never apply and many more would 
fail during the advanced training, none- 
theless at least nobody could be excluded 
from "giving it a try." (As an example, if 
admission to R.N. programs requires a high 
School degree, then one aspect of L.P.N. 
training should be sufficient remedial work 
in general education to assure completion 
of the high school equivalency exam. ) 

Another proposal has been to inaugurate 
a different kind of undergraduate third and 
fourth years for A.A. program graduates, 
leading to a B.S. degree in one of the health 
disciplines(22). Philosophically based on 
the engineering school model, these pro- 
grams could enable A.A. graduates to trans- 
fer, at any time in their careers, to profes- 
sionally oriented undergraduate curricula, 
gaining both professional tutelage in the 
health discipline of their choice and a wider 
horizon in general education subjects. For 
those persons unsuited to the rigors of top 
master's and doctorate programs (emphasiz- 
ing independent research, comprehensive 
mastery of the literature, and the writing of 
a thesis), there would at least be possible 
Sound, systematic well-supervised curricula 
in basic social work, psychiatric nursing, 
rehabilitation therapy skills, and so on. 

Lastly, the department has initiated a 
continuing dialogue with the other pertinent 
state agencies (correction, welfare, health, 
education, probation and Parole, juvenile 
Services) in the hope of promoting fluidity 
of lateral mobility for the: technicians. If 
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relatively consistent minimum educational 
standards, or even core curricula, could be 
established at entry levels and at conspic- 
uous intervals upwards, then career Oppor- 
tunities for all would be significantly en- 
larged. While some experienced technicians 
might be lost to mental health programs, 
they would remain in the helping profession, 
all the more valuable for their psychiatric 
skills. More important, better career pros- 
pects attract finer recruits, and individuals 
moving upward or laterally to another agen- 
cy are more fully realizing their own poten- 
tial, which, after all, is the “name of the 
game” in our mental health fields. 
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Let no man imagine that he has no influence. Whatever he may be, and 
Wherever he may be placed, the man who thinks becomes a light and a power. 
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On the Distinction Between Social Roles and 
Social Types, with Special Reference 
to the Hippie 


BY THEODORE R. SARBIN, PH.D. 


Social, or folk, typing can be used to 
identify individuals who occupy relatively 
undifferentiated social positions and thus 
cannot be adequately distinguished from 
other members of a collectivity by means 
of role characteristics. The author discusses 
the hippie as a folk type resembling that of 
the early gnostics and offers some specula- 
tions, based upon observations of the fate 
of similar historical groups, about the ulti- 
mate destiny of the hippie type. 


pe CONCEPT of role has often been 

tegarded as the bridge between person- 
ality and social Structure, the connection 
between the individual and Society. The 
concept connotes a set of actions performed 
by an individual to make good the posi- 
tions he occupies in the social Structure. 
The standards of Performance are in the 
form of role expectations held by relevant 
others, 

Variations in the quality of role enact- 
ment may be assessed along dimensions of 
appropriateness, Propriety, and convincing- 
ness. Such observed variations in role 
enactment, it has been demonstrated, may 
be accounted for in terms of six relatively 
independent antecedent conditions, These 
are: 1) the validity of the actor's role ex- 
Pectations, determined by the degree of 
match with the role expectations of relevant 
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others; 2) the accuracy with which the 
actor locates himself in the social structure 
through attending to appropriate ecological 
cues; 3) the lack of incongruity between 
the requirements of the role and characteris- 
tics of the self; 4) sensitivity to role de- 
mands generated by situational conditions; 
5) the quality of the actor's general and 
Specific role-taking skills; and 6) the 
readiness to perceive guiding and reinforc- 
ing responses from the actors audiences 
(8, 10). 

The utility of role theory needs no defense 
here. Its variables are demonstrably more 
continuous with social conduct than, for 
example, the variables of psychodynamic 
theories. Further, predictions of behavior— 
the ultimate test of the credibility of a 
proposition—are more likely to be con- 
firmed when roles and positions are in- 
corporated into the propositional structure. 

The explanatory power of the theory of 
social roles, however, has its limits. It is 
one thing to predict the day-to-day be- 
havior of a man if we know his roles: 
physician, psychoanalyst, golfer, father, 
president of the local school board. It is 
another thing to predict the variations in 
behavior of a person who Occupies a rela- 
tively undifferentiated social position such 
as a recruit in boot camp, prison inmate, 
college student, department store clerk, 
slum dweller, etc. Since large numbers of 
Persons enact such undifferentiated roles, 
stylistic variations in performance—although 
accountable in role theory terms—are not 
Codified through the use of labels that or- 
dinarily ‘denote roles. 


Social Typing 


It is at this point that we find a second 
bridge between the individual and society, 
the concept of social types or, better, folk 
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types. It is axiomatic that whenever a large 
number of persons are concurrently enact- 
ing the role behavior called for through the 
occupancy of an undifferentiated position, 
stylistic variations in performance will oc- 
cur. Whatever the antecedents of such per- 
formance styles, they provide a basis for 
other members of the collectivity to differ- 
entiate persons, to recognize "characters." 

Social types provide models of conduct 
that may be used to enculturate the young. 
Klapp(6) has taken this approach in his 
analysis of social types. He was able suc- 
cessfully to classify most social types as 
heroes, villains, or fools. I acknowledge the 
importance of social typing for this pur- 
pose. My interest, however, is focused on 
another aspect of social typing: namely, 
that social types provide the pool of re- 
cruits for filling new positions created in a 
constantly changing society. The social type 
is constructed out of the observed variations 
in role enactment. Those observations that 
are related to the “run of attention" of the 
community are singled out and given a 
name. 

The folk type is constructed out of exag- 
Berations in expected conduct. The exaggera- 
tion, if it relates to value orientations in the 
collectivity, serves as the focus for social 
typing. 

Since variations in role performance are 
almost universal and since members of a 
collectivity cannot escape their values (or 
axes of life, a felicitous term coined by 
Strong[15]), social typing or folk typing is 
likely to be engaged in by nearly everyone. 

Thus, any collectivity will contain a 
number of folk types. Strong’s studies(15, 
16) of social types in Chicago's Negro 
Community in the late 1930s turned up a 
number of differentiated types that were 
fasily recognized by the participants in the 
Community: for example, the “white man’s 
nigger,” the “mammy,” the “big shot,” the 
Uppity,” the “muck-t-much,” the “flunky,” 
and the “cat.” Schrag’s study of a prison 
Population(13) turned up such types as 

tight guy,” “the outlaw,” “the politician,” 
and “the square john.” A recent effort to 
Study social types on a college campus yield- 
d types as the “sallie,” the “freddie,” 
the « jock,” the “head,” the “wimp,” and 
e "Wheeler-dealer"(9). 
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Under conditions of crisis and social 
change, newly created positions are filled, 
not by chance, but by recruitment from 
social types, when the public features of 
the type have some face validity for the 
emerging role. To illustrate from a recent 
social change: When banks were subject 
to pressures to computerize their operations, 
an individual had to be appointed to install 
and program the computers. How was such 
a person selected? As in any other col- 
lectivity, informal social typing had oc- 
curred as a result of variation in the enact- 
ment of management roles. Among the 
types recognized were “public relation 
types,” “scholarly types,” “social climbers,” 
and “mathematical types.” When the need 
arose for creating a new position, a person 
who had already been categorized as a 
“mathematical type? was recruited. Thus, 
the introduction of computer systems led 
to the creation of a new status, and the 
first occupant of the status was a person 
identified as a mathematical type. A social 
type became, under the press of social 
change, the core of a social role. 

Such illustrations could be multiplied ad 
infinitum. Perhaps the most striking demon- 
stration of this sequence is to ask the read- 
er to think of instances where he partici- 
pated in selecting a recruit for a new role 
in a hospital, office, or school. It is 
probable that his nominee was a person 
who, in his system of categorizing persons, 
belonged to a certain type, and that type 
presumably had the properties called for 
by the new position. 


Psychological Typing 


Of typing and typology a great deal has 
been written, most of it from the viewpoint 
of scholars trying to simplify the nature of 
man by constructing types to which all men 
could be allocated. Every era has had its 
psychological type constructs for ordering 
persons: the Greeks had the sanguine, mel- 
ancholic, choleric, and phlegmatic types 
based on the humoral theory of Galen. 
Renaissance medicine resurrected the Ga- 
lenic typology, which persisted into the 
19th century. Philosophers and phy- 
sicians of the 19th century introduced 
psychological types based on body build 
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and on psychiatric nosology. The beginning 
of the 20th century witnessed the develop- 
ment of such systems as Freud’s oral, anal, 
phallic, and genital types, Jung's introver- 
sive and extroversive types, Jaensch’s inte- 
grate and disintegrate types, and many more. 
More recently psychologists have used type 
constructs to illuminate cognitive styles such 
as sharpeners and levelers(3), perceptual 
defenders and perceptual sensitizers(14), 
field-dependent and field-independent(20). 

The vast literature on psychological 
types is relatively sterile in providing a 
basis for understanding the phenomenon 
of social typing. A part of this sterility 
may be attributed to the fact that the social 
typologist is generally the man-in-the-street, 
a person whose epistemological background, 
need for cognitive clarity, and communica- 
tive skills are not congruent with those of 
the psychological typologists. 

Psychological typing is to social typing 
much as a theorem is to an axiom. One 
requires chains of inference, the other is 
"given." When one contemporary college 
student asks a friend about another student, 
"What sort of a person is Smith?" the 
reply is ordinarily given as a type, such as 
"Smith is a grind," "Smith is a jock," or 
"Smith is a wimp." To the members of the 
collectivity who construct and use such 
folk types, the terms are informing in that 
their meanings contain exemplars of public 
conduct. On the other hand, if answers to 
such questions were to be given in the 
language of psychological types, such as 
"Smith is introverted" or "Smith is cere- 
brotonic,” the meanings contain no unam- 
biguous exemplars of public conduct but 
have to be worked out through measure- 
ment and/or chains of inference. 

Several important differences between 
the two kinds of typing may be noted. 
First, the purpose of Psychological typing 
is to locate through a series of inferences 
all persons in an aprioristic linear dimen- 
sional scheme; the purpose of social typing 
is to place a particular person into a 
formed figural category with certain easily 
recognizable properties. Second, the under- 
lying model of psychological typologies is 
à set of universal constructs or genotypes. 
such as "neuropsychic dispositions" n 
"mental traits." The model for folk typing 
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is a grouping of observable particulars or 
phenotypes, such as performance styles, 
Third, the data for placing a person in one 
psychological type category rather than 
another are the selected attributes called 
for by the underlying theory and may in- 
volve esoteric assessments and complicated 
measurements. The data for placing a per- 
son in a folk type, on the other hand, are 
the visible behaviors that are relevant to 
the value orientations of the members of 
the collectivity. 

Fourth, it follows from the differentiae 
already mentioned that the inferences of the 
psychological typologist are essentially de- 
ductive, while the inferences of the folk 
typologist are primarily inductive. Fifth, 
the process of labeling types is different, 
too. The labels of psychological typologists 
conform to the old scholastic practice of 
coining Greco-Latin names for scientific 
and quasi-scientific concepts: e.g., intro- 
versive, recipathic, cerebrotonic, and re- 
surgent. The labeling of folk types makes 
use of common speech, vernacular, and 
slang. The labeling is more continuous with 
the salient features of the conduct for which 
the type name is struck: e.g., the “striver,” 
the “bitch,” the “righteous man," the 
"right guy," the "grind," the "wolf," the 
“allrightnick.” Finally, the psychological 
type implies a causal relationship between 
the type and behavior. Folk types bespeak 
no causality. 

It is not ordained that the two 
approaches to typology may not converge. 
The late Robert C. Tryon recognized the 
value of constructing psychological types 
for the scientific purpose of predicting be- 
havior(18). He developed a sophisticated 
method for constructing psychological types. 
cluster analysis, which is not dependent 
on the cultural thought model of a small 
Set of common dimensions or traits into 
which all persons must be classified. His 
method makes use of the notion of a con- 
figuration of characteristics that support @ 
general motif—the origins of which may be 
in dispositional characteristics or in social 
characteristics, $ 

Parenthetically, using Tryon’s method, 
we have succeeded in constructing a Ps% 
chological typology for a large number of 
urban youths(11). Three of the types hi 
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been processed through juvenile courts, six 
of the types had had no serious encounters 
with the police, and one type was inde- 
terminate as far as adjudicated delinquency 
was concerned. Among our next steps is an 
effort to determine if there are any systematic 
relations between constructed psychologi- 
cal types and folk types generated in the 
youth subculture. Among the folk types so 
far identified are the “punk,” the “beanie,” 
the "rice-eater," the “dude,” and the “cold- 
blood.” 

The relationship of the concept social 
type to the concept stereotype should be 
mentioned. Bogardus(4), preferring the 
term sociotypes, distinguished the two forms 
of typing. His major requirement for socio- 
types is that they be scientifically construct- 
ed without reference to value parameters 
and based on careful observation, represen- 
tative sampling, and attention to the canons 
of logic. Stereotypes, on the other hand, are 
constructed unscientifically through activat- 
ing the prejudices, values, and sets of the 
typologist. 

The force of this distinction is lost be- 
cause of the description of sociotypes as 
based on analytical procedures. When one 
constructs a type on the basis of social 
conduct, it is well-nigh impossible to cut 
out one’s guiding postulates, including val- 
ue orientations, from the cognitive process. 
In fact, social types, being social, cannot 
exist outside of the observer’s concern for 
conduct that deviates from expectations. 
Bogardus? sociotypes most nearly correspond 
to the class psychological types as used in 
this paper. Stereotypes, then, are a sub- 
Class of folk types. That overinclusion may 
Occur and that ethical and moral dilemmas 
may be involved in the construction and 
use of folk types is not denied. 


Historical Folk Types 


The study of social types is by no means 
4 new enterprise. Many of the literary 
characterologists, beginning with Theophras- 
tus (372-287 B.C.), made generous use 
of folk types. In fact, the characterology 
of Theophrastus nicely fits our criteria for 
Constructing folk types. The character, like 
= folk type, arises out of noting exaggera- 
lons in conduct. When the form of the 
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conduct is related to the value system, a 
label is coined. Thus, Theophrastus intro- 
duced the folk type “Loquacious Man" by 
defining loquacity as incontinence of talk. 
His introductory sentence contains the 
dispositional term "loquacity" to note the 
public conduct that stands out; it also 
contains—by implication from the phrase 
“incontinence of talk"—the value placed 
upon the control and modulation of one's 
utterances. The folk type “Penurious Man” 
is introduced by the sentence "Penurious- 
ness is too strict attention to profit and loss” 
(5). The negative valuation declared on 
extreme behavior is connoted in the defini- 
tion. The exaggerated conduct is labeled 
with the dispositional term “penuriousness” 
and leads to the substantive labeling of the 
type. 

The character writing that flourished in 
the 17th and 18th centuries resembles our 
present conception of folk typing. For ex- 
ample, John Earle (1601-1665) wrote a 
number of character descriptions that also 
fit the criteria of social types. Among his 
types were the young raw preacher, the 
grave divine, the downright scholar, the 
mere dull physician. Excerpts from the 
latter are informative of the dimensions 
upon which the folk type was constructed. 


His practise is some business at bedsides, 
and his speculation an urinal: he is distin- 
guished from an empiric, by a round velvet 
cap and doctor's gown, yet no man takes de- 
grees more superfluously, for he is doctor 
howsoever. He is sworn to Galen and Hip- 
pocrates, as university men to their statutes, 
though they never saw him. . . . The best cure 
he has done, is upon his own purse, which 
from a lean sickliness he hath made lusty, and 
in flesh. His learning consists much in reckon- 
ing up the hard names of diseases, and the 
superscriptions of gally-pots in his apothecary's 
shop, which are ranked in his shelves and the 
doctor's memory. He is, indeed, only languaged 
in diseases, and speaks Greek many times, 
when he knows not. If he had been but a by- 
stander at some desperate recovery, he is slan- 
dered with it though he be guiltless; and this 
breeds his reputation and that his practice, 
for his skill is merely opinion. . . . If he see 
you himself, his presence is the worst visita- 
tion: for if he cannot heal your sickness, he 
will be sure to help it. He translates his apothe- 
cary's shop into your chamber and the very 
windows and benches must take physic. He 
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tells you your malady in Greek, though it be 
but a cold, or head-ache; which by good en- 
deavour and diligence he may bring to some 
moment indeed(2). 


Chaucer, Shakespeare, Dickens, and many 
others found it useful for their literary pur- 
poses to single out social types, configura- 
tions of observed behaviors with at least 
one central guiding motif. Recent entries 
have enriched our vocabulary with such so- 
cial types as Babbitt, Eliza Doolittle, Sadie 
Thompson, and Willy Loman. 

The systematic study of folk types, how- 
ever, was not opened up by social scien- 
tists until the present century. Perhaps in- 
fluenced by Weber's notion of ideal types, 
such social scientists as Park and Miller 
(7), Wirth(19), Strong(15), Schrag(13), 
Sykes(17), and Klapp(6) turned their at- 
tention to the types generated by persons 
in their efforts to meaningfully differentiate 
others. Their efforts have given new direc- 
tions to the study of the varieties of human 
conduct, and equally important, to the social 
and cognitive antecedents of such variation. 


Folk Typing as a Cognitive Process 


Folk typing, like any other classifica- 
tory behavior, may best be understood as 
a cognitive process. Two conditions are 
required for folk typing: 1) the noting of 
individual differences in the public per- 
formance of'roles, and 2) the recognition 
that a particular performance style is rele- 
vant to the values intrinsic to the life of 
the collectivity. Many stylistic variations 
in conduct go unnoticed and unnamed— 
they are irrelevant to the "run of attention? 
of the group. 

The cognitive process is no different from 
that involved when neutral sensory inputs 
are converted to cues, i.e., given meaning 
( 12). Input per se remains noninforming 
until. it makes cognitive contact with the 
matrix of beliefs and values—the residue 
of prior experience. The beliefs and values 
that have high access-ordering in one's 
Cognitive organization stand ready, as it 
Were, to instantiate, to make sense of any 
input. 

Thus an increase in the tempo of a man's 
performance in an occupational role would 
be noticed and named if the observer's 
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values were concerned with uncontrolled 
competitiveness and its dysfunctional effects. 
The exaggerated behavior or performance 
style would at first be characterized by isolat- 
ing its qualitative characteristics—in our il- 
lustration, the increase in tempo might be 
labeled “striving” or “eagerness.” However, 
the identification of the performance style is 
not isolated from the actor who is the exem- 
plar of the noticed variation in performance. 
Holding together the actor and the action 
leads quite naturally to the construction and 
use of type names. When the action term is 
transformed into a substantive one, the folk 
type is formed. The motif striving or 
eagerness would be captured in such col- 
loquial type names as the “striver” or the 
“eager beaver” or the “rate-buster.” 


The Hippie 


Having suggested how the difference be- 
tween social roles and folk types may be 
studied, I turn to a more detailed analysis 
of a current folk type—the hippie. By our 
usual definitions the hippie is not enact- 
ing a social role. There are no complemen- 
tary roles, no recognized social structures 
containing a position designated “hippie,” 
no system of rights and duties that center 
on a status called “hippie.” Rather, the 
hippie is a social or folk type. 

As an occupant of the undifferentiated 
youth status in contemporary society, his 
performance style is readily recognized by 
others. The cues that lead an observer to 
infer that a particular person is an exemplar 
of the folk type “hippie” are variations in 
dress, manner, demeanor, health and sanita- 
tion habits, content of speech, art prefer- 
ences, and conduct presumably related to 
drug usage. To be sure, other variations in 
performance style may be noted. But it is 
important to raise the questions: Why have 
these variations been noticed rather than 
others? And by whom? Applying the lan- 
guage used earlier, what are the elements 
in the belief-value matrix of the observers 
that give cue-value (meaning) to the ob- 
served stylistic variations in conduct? I 
submit that the sensory input generated by 
the performance style makes contact with 
that part of the cognitive ‘system of the 
nonhippie world that centers on the value 
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ormity, on the belief that extreme 
ices in performance styles may lead 
tely to disastrous societal or personal 
equences. 
"would be instructive to examine the 
ns of performance styles that serve as 
focal dimension for the hippie folk 
Taking into account a number of 
ations, it is plausible to assume that 
‘performance style is a way of com- 
cating the belief that existing social 
ations provide little or no means 
d establishing a social identity. Elsewhere 
T have presented a detailed account of social 
‘identity as the placement of self in a social 
structure through responding to the valua- 
E. of relevant others to one's role en- 
"aetments. If one holds no membership in 
Social structure, then there are no role 
erformances to be evaluated by relevant 
1 "others, and no social identity. 
To some members of our society, the 
Contradictions inherent in a rapidly chang- 
‘ing social order render invalid the enact- 
"ment of roles in conventional society. Fo- 
Bp on such contradictions, the potential 
"hippie asks, “Who am I?" Answers to such 
A question tend to be in the form of labels 
for customary social roles or their deriva- 
tives. When he examines his actual and 
latent statuses he discovers that the roles 
available to him are not congruent with his 
belief system. A transvaluation of social 
identity occurs: his answers to the who am 
T question make no sense. He “drops out” 
Of established social institutions, thereby 
giving up the most readily available oppor- 
tunities for achieving a social identity. 
As I said before, the argument can be 
“Made that for some individuals, contradic- 
tions in values—inevitable in a rapidly 
inging social and world organization— 

Tender difficult the search for answers to the 
Who am I questions. That is to say, the 
quest for an acceptable social identity leads 
only to dead ends. 

_ However, the habit of asking and answer- 
Mg questions of the ecology is not lost. In 
Me search for answers to existential ques- 
Ons, the questioner may shift the form of 
Ne question from who am I to what am I. 
Dum Ough the question is seldom asked in 
uch simple terms, it is reasonable to infer 
Mat the complex behavior of the questing 
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youth is an attempt to locate himself with 
reference to the cosmos. The inputs that he 
had sought to help construct a social identity 
are noninforming (irrelevant) in his new 
efforts to establish an existential or, if you 
will, a cosmological identity. 

His search now is not for signs and sym- 
bols that have social meanings but rather 
for inputs that help him differentiate self 
from nonself. Such inputs are derived from 
stimulation of a sensate kind—visual, audi- 
tory, tactile, and somatic excitations. Such 
excitations may be in the form of externally 
generated colors, lights, sounds, noises, and 
touches, or in the form of motorically 
induced or drug-induced stimuli in the sever- 
al modalities. Commerce with such happen- 
ings helps a person locate himself with 
reference to the world of “raw experience,” 
a world presumably undeformed by social 
constraints. Whatever its side effects, the 
deployment of attention to the world of 
proximal stimulus inputs provides assurance 
that one has a place in the cosmos, even if 
he has no place in the social order. 

This sketchy analysis of the antecedents to 
performances that are noticed and named 
and ultimately formed into the hippie type 
must suffice for our present purposes. Some 
additional speculations are pertinent, how- 
ever, following upon my earlier remarks 
about folk types providing a: pool of differ- 
entiated persons for recruitment into emerg- 
ing social roles. 

In a recent paper, Adler(1) has argued 
that the hippie is a current manifestation of 
a type that arises under conditions of politi- 
cal crisis and prolonged societal strain. Go- 
ing back to the third century, he has noted 
the similarities in conduct of persons who 
were disenfranchised when the social order 
changed. Such persons tend to deny the 
validity of concurrent moral law and engage 
in conduct that is nonconventional and anti- 
conforming. Borrowing the theological meta- 
phor, Adler refers to this type as the 
antinomian character. 

A prominent feature of antinomian move- 
ments is the rejection of the approved modes 
of acquiring knowledge in favor of revela- 
tion, magic, and other gnostic forms. A di- 
rect parallel is evident in the belief of early 
gnostic sects that they possessed esoteric 
spiritual knowledge and in the belief of the 
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hippies that they, too, are “in the know” in 
that they have special avenues to other kinds 
of esoteric knowledge. In this connection, it 
is interesting to point to the probable der- 
ivation of the word “hippie.” It is the 
diminutive of “hip” which in turn is derived 
from “hep,” as in “hepcat,” a term used by 
jazz musicians to mean “to be with it,” to 
know the beat and the score, etc. The jazz 
musician, however, intended no allusion to 
extraempirical or unconventional forms of 
knowing. The current meaning of “hip” is 
still “to be with it,” but in addition it 
carries some of the same connotations as in 
the beliefs of early Christian sects who 
claimed a form of wisdom superior to that 
of the established churchmen. 

Let us return to our earlier assertion that 
in the natural history of folk types a pool of 
recruits is provided for emerging statuses, 
Are there signs that the hippie type is ready 
to step into some new position created by 
political and technological change? At the 
present time, the hippie type appears not to 
have the properties needed to balance any 
strains in the system. 

Perhaps we can acquire a clue as to the 
fate of this folk type from the study of 
earlier gnostic sects and other antinomian 
movements. Under some conditions, the type 
dies out—it has no survival value. The in- 
dividual “drops in” to Straight | society. 
Among undifferentiated youth, where there 
is no social organization, replacement is like- 
ly to be haphazard, and “dropins” may ex- 
ceed “dropouts.” Under other conditions, 
the type merges into roles that are specialized 
units of viable subcultures—usually reli- 
gious or quasi-religious Organizations, As 
soon as one moves from being an exemplar 
of a folk type enacting only undifferentiated 
roles to being the occupant of a status in a 
religious institution, he is on the way to a 
new social identity. The new Social organiza- 
tion provides opportunities for differentiated 
tole enactments and also for valuations to be 
declared on performances, A second possible 
outcome is membership in utopian or mil- 
lennial organizations, Again membership 
confers a role, and the distinguishing features 
of the folk type are blurred. A third Possible 
outcome is to acquire membership in a 

political organization. It is said that in the 
1930s, German adolescents struggling to 
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find acceptable social identities—a social 
type not dissimilar from the current hippies 
—found new identities in roles offered by 
membership in Hitler Youth organizations, 


Summary 


This paper is intended to clarify the no- 
tion of social typing—as differentiated from 
psychological typing—as a second bridge 
between the individual and society. The con- 
cept supplements the role theoretical ex- 
planation of human conduct. Among the 
uses of social types is the provision of 
recruits for newly emerging roles. 

The hippie as a folk type was discussed 
as a modern version of gnosticism. Some of 
the antecedents of the exaggerated role en- 
actments were examined and related to the 
transvaluation of social identity. Following 
from the proposition that folk types supply 
recruits for emerging social organizations, I 
advanced some speculations about the ulti- 
mate destiny of the hippie folk type: renewal 
of membership in straight society or ac- 
quiring acceptable social identities through 
taking out membership in religious and 
quasi-religious organizations, through par- 
ticipating in utopian organizations, or 
through joining political organizations. 
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Classification of Behavior Problems of Children 


BY RICHARD L. JENKINS, M.D. 


DSM-II subdivides behavior disorders of 
childhood and adolescence into seven cate- 
gories: "hyperkinetic reaction," “withdraw- 
ing reaction,”  "overanxious reaction,” 
"runaway reaction," “unsocialized aggres- 
sive reaction,” and “group delinquent re- 
action," plus “other reaction." The first six 
reactions represent clinically recognizable 
symptomatic clusters supported by re- 
search studies. The author outlines the 
problems of treating children in each of 
these groups, noting that the treatment 
can with advantage be individualized from 
a general pattern appropriate to the gener- 
al type of problem. 


Ta SECOND EDITION of the Diagnostic 
and Statistical Manual of Mental Dis- 
orders (DSM-II) of the American Psy- 
chiatric Association utilizes the category 
behavior disorders of childhood from the 
eighth revision of the International Clas- 
sification of Diseases. Since childhood is 
commonly conceived to include adoles- 
cence and yet the symptoms prone to occur 
in these two phases of immaturity may be 
perceptibly different, DSM-II permits the 
separation of behavior disorders of child- 
hood and behavior disorders of adoles- 
cence. Each of these Categories is sub- 
divided into seven groups, the hyperkinetic 
reaction, the withdrawing reaction, the 
overanxious reaction, the runaway reac- 
tion, the unsocialized aggressive reaction, 
the group delinquent reaction, and other 
reaction. The last, of course, is a miscel- 
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laneous group without further definition 
which is included to avoid forcing cases 
into groups which they do not fit. 

The manual states that this major cate- 
gory of behavior disorders *is reserved for 
disorders occurring in childhood and ado- 
lescence that are more stable, internalized, 
and resistant to treatment than Transient 
situational disturbances but less so than 
Psychoses, Neuroses, and Personality dis- 
orders. This intermediate stability is at- 
tributed to the greater fluidity of all be- 
havior at this age." 

This subdivision of behavior disorders 
of children takes its origin from group- 
ings which appear repeatedly in statistical 
clusterings of large numbers of children 
brought to child psychiatry services and 
child guidance clinics(1, 3-8, 10-12, 17). 
These same groupings are recognizable in 
the clinical study of individual children(2). 

Although these groupings are arrived at 
by a purely descriptive clustering of cases 
with similar behavior, an examination of 
the family backgrounds in which these dif- 
ferent disorders of behavior develop re- 
veals contrasting types of family situations 
more or less specifically associated with 
five of these types of behavior disorder. 
A consideration of the behavior disorder 
in relation to the background factors 
makes it evident that each of these five 
groupings embodies a faulty way of en- 
deavoring to cope with the world. One 
behavioral grouping, the hyperkinetic re- 
action, resembles the results of an organic, 
handicap(5, 11). 


The Hyperkinetic Reaction 


The hyperkinetic or hyperactive reac- 
tion is widely recognized in child psychi- 
atry. It is disproportionately frequent be- 
fore the age of eight years and tends 
gradually to become less frequent and less 
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prominent thereafter. It usually disappears 
by the middle teens. 

The traits distinguishing this group are 
overactivity, restlessness, distractibility, and 
short attention span. Poor concentration, 
excitability, impulsiveness, mischievousness, 

. and changeable moods are often present. 
These children tend to be socially immature 
and uninhibited. They are likely to talk in- 
cessantly. There is usually some general 
overreactivity and lack of self-control. Us- 
ually they do not appear anxious except 
as their hyperactivity may at times be inter- 
preted as evidence of anxiety. 

When organic brain damage can defi- 
nitely be diagnosed, the diagnosis should 
fall under mental disorders not specified 
as psychotic associated with physical con- 
ditions. However, this reaction is certainly 
intensified in circumstances in which the 
child is under tension. This implies a func- 
tional element, and there is no present 
justification for assuming that all cases are 
due to organic brain damage. 

When hyperkinetic children develop in 
à strong, understanding, and stable home, 
they usually become adequately trained 
and socialized, although their training re- 
quires more than the usual amount of pa- 
tience, Tepetition, firmness, and consistency. 
In an unstable, inconsistent home they 
tend to develop increasing conflict with 
their parents and to get out of control. 

Paradoxically, cerebral stimulants such 
às the amphetamines or methylphenidate 
characteristically have a quieting effect on 
these children, reducing their hyperactivity 
and distractibility and ‘increasing their at- 
tention span. This often makes them toler- 
able in regular school classes when they have 
not previously been tolerable and typically 
Increases their rate of school progress. This 
Tesult appears to be obtained by improving 
their attention span and application. It does 
Not typically improve their intelligence test 
Performance, at least in individual testing. 

Some clinicians consider a favorable 
TésPOnse to cerebral stimulants and an un- 
favorable Tesponse to phenobarbital as clini- 
Cal evidence of organic brain dysfunction. 

here is particular need for patience, 
Madness, understanding, restraint, and 
indiy repetition in the training of the 
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hyperkinetic child. One should not. expect 
to check the hyperkinesis but should rather 
seek to channel the activity constructively 
and to avoid unnecessary distracting stim- 
uli and situations. 


The Withdrawing Reaction 


The withdrawing reaction is characterized 
by “seclusiveness, detachment, sensitivity, 
shyness, timidity, and general inability to 
form close interpersonal relations, This diag- 
nosis should be reserved for those who can- 
not be classified as having schizophrenia and 
whose tendencies toward withdrawal have 
not yet stabilized enough to justify the diag- 
nosis of schizoid personality.” 

The reaction of withdrawal and detach- 
ment has long been recognized as a de- 
fensive device utilized by the individual 
who is convinced he cannot win and who 
finds involvement too painful. It is one of 
the patterns which repeatedly emerge from 
cluster analysis of children’s behavior 
traits(5, 8) and is quite common in the 
age range of five to seven years. 

There are enormous differences among 
individuals in their tendencies toward the 
reaction of autistic withdrawal. It is not 
easy to produce such withdrawal either in 
vigorous persons who seem wedded to life 
or in dependent persons who have de- 
veloped confidence in others and actively 
seek the support of others as a way of 
coping with life. However, at a certain 
point of hurt and frustration even hitherto 
dependent persons may, in emotional des- 
peration, turn away from others, detach 
themselves emotionally, and  defensively 
tell themselves that it really does not mat- 
ter or that there is no help whatever to be 
had from turning to others. 

The traits shown by the withdrawing 
children include seclusiveness, daydream- 
ing, listlessness and apparent apathy(8), 
and an absence of close friendships or, 
indeed, of close relationships of any 
kind(5). Having given up hope of satisfac- 
tion in the human world and the real 
world, these children turn to daydreaming, 
fantasies, unrealistic thinking, or autistic 
thinking as a compensation. Impulsive 
destructiveness is not infrequent, apparent- 
ly as an expression of frustration. 
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In turning away from objective reality, 
these children turn away from the normal 
practice of constantly checking their ex- 
pectations against experience. With such 
turning away, their capacity to distinguish 
fact from fancy tends to deteriorate. They 
function inefficiently and fail to develop 
effective patterns of behavior. As they fail 
to check their thinking against the thinking 
of others, their own thinking becomes 
more and more idiosyncratic, and they are 
increasingly regarded as queer. 

It is natural enough that this reaction of 
withdrawal and detachment is prone to 
occur when the child's relationship to his 
parents is unsatisfactory and lacking in 
warmth. Maternal ill health in the form of 
psychosis, instability, withdrawal, chronic 
illness, serious crippling, or physical im- 
pairment are disproportionately frequent(5). 
The mother is likely to report alcoholism or 
chronic illness or disability in her parental 
home. In any event, she has often failed to 
give the child any clear, consistent, under- 
standable relationship. She is likely to be 
overly permissive toward the child, infan- 
tilizing and overprotective, and yet is fre- 
quently punitive in her attitude. If the child 
does not feel rejected by the mother, neither 
does he feel adequately supported or direct- 
ed. He has no consistent relationship to a 
Parent. He does not know what to expect and 
he has no confidence in human relations. The 
father’s reaction to the child’s problem is 
likely to be indifferent, detached, or min- 
imizing. The parents may be suspicious 
and jealous of each other, but overt sex- 
ual conflict between them is not charac- 
teristic, 

The problem of treating the withdrawn 
child involves developing a Telationship or 
encouraging others to develop a relation- 
ship with him through which he can gradually 
be drawn out of his autistic fantasies and 
into the real world, and gradually helping 
him to deal more and more successfully with 
the real world until autistic withdrawal no 
longer effectively competes with living in the 
real world(2), While Such withdrawal still 
may occasionally occur, it is used only for an 
occasional vacation from the hard realities 
of the real world, 
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One aspect of treating the withdrawn 
child is illustrated by Aesop’s fable of the 
contest between the north wind and the 
sun as to which could make the traveler 
remove his cloak. The protective covering 
of the withdrawn child cannot be com- 
manded away or torn away. It must be | 
melted away. 


The Overanxious Reaction 


Children showing the overanxious reac- 
tion are "characterized by chronic anxiety, 
excessive and unrealistic fears, sleepless- 
ness, nightmares, and exaggerated autonomic 
responses. The patient tends to be immature, 
self-conscious, grossly lacking in self-confi- 
dence, conforming, inhibited, dutiful, ap- 
proval-seeking, and apprehensive in new situ- 
ations and unfamiliar surroundings" (1, 4, 8, 
10, 11). Parents often describe these chil- 
dren as worrisome, sensitive, shy, nervous, 
and discouraged. They cry easily, often feel 
inferior, and may show disturbed sleep, being 
particularly prone to nightmares(5, 6, 17). 
They are likely to be submissive. 

This is the pattern of the anxious, fear- 
ful child who feels inadequate and con- 
sequently feels very dependent upon others. 
He feels keenly a need to meet the expec- 
tations of others, particularly his parents, 
and so to please them, for this is his 
Source of security(1, 10). Sometimes 
the child's anxiety is stimulated by an over- 
anxious mother(6, 17). Sometimes illness 
of the child has contributed to his insecu- 
rity(1, 10). In general, the overanxious 
Teaction tends to occur particularly in 
middle-class families with parents who are 
educationally ambitious(11) and who ex- 
pect much of their children and hold them 
to high standards of behavior and achieve- 
ment(1, 10, 14). The child is not freely 
given security for his position as a mem- 
ber of the family, but from an early age 
is made to feel he must earn his acceptance 
in the family by his conformity and his 
Performance. Love, affection, and emo- 
tional Support are made to seem condition- 
al to the child. He is held to an exacting 
standard and comes to feel that his place 
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in the family is dependent upon very con- 
trolled behavior and very superior per- 
formance. He incorporates severe stan- 
dards for himself and becomes overly 
exacting and overly critical of himself. 
This results in an overinhibited, overdu- 
tiful adjustment to life which becomes his 
way of coping with the world. 

The overanxious individual is in general 
responsive to those methods of individual 
psychotherapy which have been derived 
from psychoanalytic theory and which in- 
crease self-understanding and  self-toler- 
ance(1, 2, 4, 10). He needs initially a 
feeling of support and human warmth in 
the treatment relationship. Then, as he is 
asked to trace back in his own history and 
experience the elements which have led to 
his overanxious, overdutiful, self-critical 
tendencies, he finds the focus of his atten- 
tion shifted from his severe and critical 
judgments of himself to a consideration of 
how these tendencies have developed in 
him through the experiences to which he 
has been subjected. 

Such a shift of frame of reference in- 
volves a shift from his looking at himself 
as villain toward looking at himself as a 
victim of circumstances. When we are 
dealing with a person whose judgment of 
himself is unduly harsh and guilt-ridden, 
this shift in emphasis may have a very 
Constructive, salutary, and therapeutic ef- 
fect. The uncovering or exploratory meth- 
ods of psychotherapy, if skillfully handled, 
commonly have a constructive and ther- 
apeutic effect in such cases, particularly if 
Some more reasonable integration of ob- 
Kctives and values is encouraged in the 
latter stages of this process. A general 
anxiety and self-critical judgment tends to 
be replaced with a measure of self-toler- 
ance and more discriminating self-judg- 
Ment, with positive benefits. 

It may be stated that one of our major 
Problems in child psychiatry is that psy- 
choanalytic thinking has attained such a 
dominance in our field that the psycho- 
neurotic model has been overextended and 
that the treatment appropriate for the 
°veranxious child has tended automatically 
to be extended to all types of children re- 
Sardless of whether or not it is appropriate 


Amer, J, Psychiat. 125: 8, February 1969 


1035 


for their needs. Unfortunately, it is inap- 
propriate to five of our six groups and 
thus leads to many poorly conceived treat- 
ment efforts. 


The Runaway Reaction 


The children who fall into this group 
all repeatedly run away from home over- 
night. They are timid and furtive and are 
inclined to stealing, particularly stealing 
in the home(7). Often the child will steal 
money in the home and then run away. 
These children are unhappy in their homes 
and stay out late at night. They tend to 
be discouraged. Frequently they are seclu- 
sive and apathetic. Often they seek the 
protection of peers whom they regard as 
stronger and more adequate than them- 
selves. They may become involved in pas- 
sive homosexuality, sometimes as a means 
of seeking a protector. In any event, they 
tend to associate with companions whom 
the community regards as undesirable and 
may become hangers-on of the delinquent 
gang(12), but they lack the loyalty or ade- 
quacy necessary to make or be accepted 
as good members of a well-knit delinquent 
gang. They are more furtive and more de- 
ceptive than most delinquents. 

The home background of the chronic 
runaway children is typically one of paren- 
tal rejection from birth or before birth(7) 
and one of parental severity and inconsis- 
tency. As a group these children do not 
show the muscular development that is 
fairly characteristic of children who devel- 
op a truly aggressive adjustment to life. 
As a consequence, any aggressiveness is 
less likely to be successful and is less likely 
to meet any reward than is the case with 
the unsocialized aggressive child. Typically 
there is a gross lack of self-confidence and 
a very poor self-image. The unwanted ille- 
gitimate child is very common in this 
group, and only child status is extremely 
common(7). This child has lacked social- 
izing experiences with siblings as well as 
with parents. 

The treatment of these children is diffi- 
cult. Treatment of the home is essential. 
If the parents cannot be successfully en- 
couraged toward a more accepting attitude 
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than is usually present, at least temporary 
removal from the home is necessary. These 
children usually have conspicuously poor 
self-images(18), and the development of 
Some sense of personal value is necessary. 

If management in the home cannot be 
effectively and constructively modified, 
they will need a relatively prolonged peri- 
Od of treatment and training in a foster 
home or treatment institution. Even then, 
these children cannot be returned home 
Successfully without very substantial modi- 
fication of the home atmosphere and home 
management. 


The Unsocialized Aggressive Reaction 


Unsocialized aggressive children are 
characterized by “overt or covert hostile 
disobedience, quarrelsomeness, physical 
and verbal aggressiveness, vengefulness, 
and destructiveness. Temper tantrums, sol- 
itary stealing, lying, and hostile teasing of 
other children are common”(1, 2, 4-12, 
17). They are sexually uninhibited and in- 
clined to be sexually aggressive(7, 9). 
There appears to be a basic defect in 
socialization, and the aggressive behavior 
itself appears to be in the nature of a 
frustration response. The work of Norman 
Maier(15) has demonstrated that in rats, 
at a certain level of frustration, adaptive 
behavior is replaced by what he calls 
frustration behavior. Frustration behavior 
is maladaptive, Stereotyped, Tepetitive, and 
is typically increased by punishment, All 
Coe characteristics are evident in the 
ehavior of the unsocialized i 
child(4, 16), ial 
_ It is clear that the home life of the unso- 
cialized aggressive child has typically been 


very frustrating, The 
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ceptance, and he has never had a basis 
for developing trust in an adult(14). Be. 
cause of family instability he is very likely 
to have a stepparent(6, 17). These chil- 
dren may be only children and are not 
likely to have many siblings. 

A good musculature and male Sex both 
show a significant association with the un- 
socialized aggressive reaction. Although re- 
jected, these children are also often some- 
what overprotected by their parents(7), 
These types of maternal behavior, rejec- 
tion and overprotection may, in fact, be 
complementary, as David Levy pointed 
out 25 years ago(13). The rejecting moth- 
er may seek to redeem herself in her own 
and the public's eye by going through the 
Bestures of maternity, but she may do so 
resentfully and in a way which actually 
Testricts and frustrates the child. These 
parents not infrequently shield their chil- 
dren from the natural consequences of 
their delinquent acts. Such actions, and an 
inconsistent and unpredictable severity of 
punishment which may relate more to how 
the parent feels at the moment than to what 
the child has done, are characteristic, 
These parents are likely to alternate sever- 
ity with bribery in the effort to control the 
child. They are unlikely to agree with each 
other and unlikely to support each other 
in discipline. 

Persistent enuresis is a common prob- 
lem(11). 

Successful treatment of the unsocialized 
aggressive child is not possible without al- 
tering his management. The younger the 
age at which this can be undertaken, the 
better, for the longer it goes on the more 
hostility and distortion are produced in 
the Personality of the child. Many women 
are not able to be maternal when over 
burdened in an unhappy marriage. Yet the 
maternal instinct is deeply rooted, and à 
combination of emotional support and guid- 
ance will improve the maternal behavior of 
most of these women. Some cases call for 
Temoval from the home. This ordinarily re- 
quires the intervention of a court. Some- 
times a combination of some treatment in 
a hospital or other treatment institution 
and return to the home after a period of 
Work with the parents is indicated. 
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When the child is hospitalized, he needs 
an environment that is warm, kindly, and 
accepting, yet firm and patient in its re- 
fusal to be bullied or blackmailed into 
making concessions to his aggressiveness. 
The limitations and the reasons for these 
limitations must be explained again and 
again and must be maintained effectively. 
The child’s immediate response to a limi- 
tation is typically: “You don’t like me!” 
The adult must reassure the child of his 
accepting attitude and give evidence of it 
as the occasion arises, while still maintain- 
ing the limits. Care must be taken to begin 
with first things first and not to try to 
bring on too many points at once, but 
rather to follow a step-by-step procedure 
at a gradual pace. Meanwhile, the family 
must be worked with and helped to show 
their acceptance of the child while main- 
taining a reasonable arid consistent pro- 
gram of control. The extreme of the unso- 
cialized aggressive reaction develops into 
the antisocial or psychopathic personal- 
ity(3). 


The Group Delinquent Reaction 


The groups of behavior disorders we 
have described to this point represent in- 
dividual types of maladaptations. By con- 
trast, the socialized delinquent represents 
group rebellion against the structure and 
limitations of our society. This group be- 
havior is largely learned behavior and 
represents social group conflict more than 
individual psychopathology. Viewed from 
the Short range, it is functional, adaptive, 
Motivated, understandable behavior which 
as a goal. 

This group of delinquents averages a bit 
Older than the groups of children we have 
heretofore discussed. These delinquents are 
distinguished by group rebellion, with 
Cooperation (and often loyalty) among 
the members of the group. They have typ- 
‘cally been involved in group or gang delin- 
quency, stealing (particularly cooperative 
Stealing), and truancy from  school(l, 
3-12, 17), 
eost socialized delinquents are boys. 
is are less prone to group rebellion, 
åte Not prone to “gang up,” and when they 
Telate to more or less organized delinquent 
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gangs it is typically as the girl friends of 
gang members, although not infrequently 
girls may cooperate in shoplifting. 

The socialized delinquent is distin- 
guished from the unsocialized aggressive 
child and the runaway by his greater basic 
socialization, particularly by his capacity 
for loyalty. Usually he has experienced 
more or less normal mothering in his in- 
fancy and early childhood, but there has 
been a lack of parental supervision and 
particularly of paternal supervision dur- 
ing his later development(5). Group de- 
linquency is a phenomenon that is more 
common in the impoverished and disad- 
vantaged areas of our cities. The large 
family in poor housing on the wrong side 
of the railroad tracks, the working mother, 
the absent or alcoholic father, the broken 
home, the stepfather who has conflict with 
his adolescent stepson—these are all ele- 
ments that appear with disproportionate 
frequency in this group(5). 

The socialized delinquent represents not 
a failure of socialization but a limitation 
of loyalty to a more or less predatory peer 
group. The basic capacity for social rela- 
tions has been achieved. What is lacking is 
an effective integration with the larger 
society as a contributing member. 

The socialized delinquent needs to be- 
come a functioning and productive part 
of this larger society. He needs first of 
all a tie, a loyalty, to one or more social- 
ized adults who can help him. integrate 
himself to school and to the job world of 
adults(2). Elements which interfere with 
this integration are very important. Read- 
ing disability is an extremely common 
contributing factor to school maladjust- 
ment. Opportunities for earning money 
and for gaining status thereby are very 
important, and limitations of these oppor- 
tunities because of minority status or 
educational deficiencies make major contri- 
butions to delinquency. Although employ- 
ment of the juvenile appears constructive, 
periods of high employment tend to be 
accompanied by more delinquency than pe- 
riods of low employment. This is presum- 
ably because in periods of high employment 
the children are more likely to be un- 
supervised. 


[73] 


1038 


Prevention is generally more successful 
than treatment and involves effective lead- 
ership in neighborhood youth activities. 
Juvenile delinquency tends to develop in a 
hiatus between effective schooling and in- 
tegration with the adult society and may 
be combated by furthering such integration. 
The development of a personal relation- 
Ship with a strong, interested, socialized 
man is most important in bridging the gap. 
Increasing maturity, interest in marriage, 
the establishment of family life all create 
powerful pressures tending to make the 
socialized delinquent give up his delin- 
quency and get a job, thereby becoming 
a productive member of Society. For the 
individual with an aptitude for it and who 
has really developed group loyalty, mili- 
tary service may offer an alternative 
route. 


Summary 


The six reactions listed under behavior 
disorders of childhood and adolescence 
represent clinically ^ recognizable symp- 
tomatic clusters Supported by different 
Studies using different clustering methods. 

The hyperkinetic reaction resembles the 
behavior seen in children with minimal 
brain damage. 

The withdrawing reaction is prone to 
Occur when real life offers too little satis- 
faction to the child, as may be the case 
for the child with inadequate parents who 
are detached, Overly permissive in behav- 
lor, and yet punitive in attitude, 

The Overanxious reaction tends to Occur 
particularly in middle-class, educationally 
ambitious families in which children are 
held to high standards of behavior and 
achievement and may come to feel that 
their acceptance in the family is dependent 
upon maintaining these standards. 

The  unsocialized aggressive reaction 
tends to occur as a Teaction to parental 
Tejection coupled with some Parental over- 
Protection. 

The Iunaway reaction tends to Occur as 
a reaction to simple undiluted Parental re- 
Jection. 

The group delinquent reaction tends to 
occur as a result of group rebellion in the 
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adolescent years and in the absence of pa- 
rental and particularly in the absence of 
paternal, supervision. 

Consideration is given to the problems 
of treating children falling in each of these 
groups. While the treatment of all children 
must be individualized, it can with advan- 
tage be individualized from a general pat- 
tern appropriate to the child’s general type of 
problem. The widespread present tendency 
to generalize the treatment of all cases 
from the psychoneurotic model is self- 
defeating and humanly wasteful. 
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Brief Psychotherapy of Psychiatric Reactions 
to Physical Illness 


BY EDWARD H. STEIN, M.D., JESSICA MURDAUGH, ACSW, 
AND JOHN A. MACLEOD, M.D. 


Physical illness or trauma often leads to 
psychiatric complications. sufficiently com- 
plex to require psychotherapeutic interven- 
tion. The authors have found brief psycho- 
therapy to be especially suitable in such 
cases. They emphasize three techniques 
they have found to be useful: 1 ) a focus 
upon denial as the primary defense; 2) 
attention to the narcissistic injury which 
is so frequently created by the illness or 
trauma; and 3) exploration of the patient’s 
cognitive understanding of the illness, with 
@ particular search for cognitive blocks 
that retard recovery until detected and re- 
solved. A case report is presented to illus- 
trate these techniques. 


I^ RECENT YEARS increasing attention 

has been directed toward the develop- 
ment of techniques of short-term psycho- 
therapy(1, 9, 21, 22, 29, 31-33, 37, 41, 
42). During the course of work in a short- 
term psychotherapy clinic, we have noted 
a number of cases in which the psychiatric 
disability seemed to be an outgrowth of 
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Some organic medical illness or physical 
trauma. This paper will report on tech- 
niques applicable to the brief treatment of 
psychiatric reactions to physical illness. 
Attention will be focused upon a case ex- 
ample of a man who developed an inca- 
pacitating anxiety reaction following a 
myocardial infarction and several episodes 
of cardiac arrest. 

The renewed interest in brief treatment 
methods is in part a response to the ever- 
increasing numbers of patients requiring 
psychiatric treatment and the limited num- 
ber of trained personnel available(4, 5). 
Other stimuli to the development of brief 
treatment have been social and financial 
pressures. There is an increasing trend to- 
ward insurance coverage for outpatient 
Psychiatric treatment, yet financial consid- 
erations often limit such coverage to rela- 
tively few visits, with an emphasis upon 
early detection and  intervention(24). 
Tompkins has pointed out that insurance 
introduces *the expectation of shorter pe- 
riods of treatment" and has highlighted the 
Profession’s responsibility to further elab- 
orate treatment techniques for short-term 
therapy(35). 

However, the indications for short-term 
therapy do not stem merely from the un- 
availability of longer-term treatment. It 
is increasingly recognized that there are 
many instances in which short-term ther- 
apy is the treatment of choice(13, 21, 41, 
42). There seems to be a real place in the 
Psychotherapeutic armamentarium for a self- 
Tespecting short-term psychotherapy aimed 
at the achievement of limited yet significant 
goals. 

Frequently patients may not desire long- 
term reconstructive psychotherapy oF 
would not benefit from such endeavors. 
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erg has stressed the deleterious ef- 
that long-term treatment may have 
certain patients, notably patients with 
dependency needs who have been 
ioning tenuously at a marginal level 
independence and who may regress 
long-term treatment into refractory 
positions of dependency, and patients with 
fragile ego structures who may develop 
disruptive transference reactions or may 
disintegrate following probing efforts to re- 
lease repressed material in long-term treat- 
ment(40, 41). The concept of “emotional 
crisis” is highly useful in brief treatment 
work(30, 33), and a brief course of treat- 
ment centering around a focal crisis may 
frequently set into motion a process of 
growth by enabling the individual to uti- 
i the healthy elements in his personality. 
Much attention has rightly been given 
10 the identification of the types of patients 
that are treated most appropriately by short- 
fem psychotherapy(21, 22). One category 
of patient that has often responded quite 
favorably, in our experience, consists of 
those who have succumbed psychiatrically 
tthe aftereffects of physical illness, trauma, 
Of surgery. In the past, attention has focused 
largely on training the nonpsychiatric prac- 
fitioner to deal with the emotional problems 
Of general medical and surgical patients(6, 
17). While this general approach is of ex- 
treme importance, it has been our impres- 
sion that frequently the psychiatric reactions 
that develop following illness are sufficient- 
Y complex to require the training and 
Skill of the psychiatrist for optimum treat- 
Ment, Additional participation by psychia- 
Mists is needed in this interface between 
Medicine and psychiatry, and new tech- 
niques should be developed and applied(36). 
~ Mne clinical setting in which our experi- 
has been accumulated is an early- 
S brief treatment subdivision of a 
Community-supported outpatient psy- 
sOMleraby clinic, Central Psychiatric 
ee Which is affiliated with the depart- 
Aent Of psychiatry at the University of 
h Cincinnati, The brief treatment project has 
"described previously by MacLeod and 
In(20). Patients are accepted from re- 
fal sources within a few days after the 
lial application and are seen for up to six 
S, each lasting from 15 to 50 minutes. 
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Visits are paced to patient needs but usu- 
ally average one visit per week. 

The emphasis is upon accepting patients 
who have acute and relatively severe prob- 
lems of recent onset, often in response to 
a "focal precipitating event." Psychologi- 
cal testing and collaborative casework ther- 
apy are available and frequently used. 
Traditional criteria for suitability for in- 
sight-oriented therapy, such as psychologi- 
cal-mindedness, are not emphasized in the 
selection of cases. Treatment goals are 
purposely kept limited— restoration to a 
previous level of psychological functioning 
and social adaptation, as well as relief of 
symptoms. 

Gottschalk and his co-workers have 
conducted research studies on the thera- 
peutic outcome of patients treated in this 
emergency brief psychotherapy clinic divi- 
sion(15). Their results have confirmed 
that a symptomatic and functional im- 
provement occurs in a majority of patients 
treated, and this improvement tends to 
last through their period of observation. 
In their paper they also discussed criteria 
for patients most likely to benefit from 
short-term treatment, as well as therapist 
factors and their relation to treatment 
outcome. 

To illustrate many of the principles in- 
volved in treating patients with emotional 
reactions to physical illness, we shall pre- 
sent the following case report of a patient 
recently treated in this short-term treat- 
ment clinic. 


Case Report 


The patient is a 50-year-old married man 
who applied for treatment because of ex- 
treme nervousness and inability to work, which 
developed subsequent to a heart attack. He 
was a foreman at a metal-working factory, and 
his history indicated that he had always been 
an extremely hard worker with almost no ab- 
senteeism. About a year and a half prior to 
our contact with him, he had developed an- 
gina pectoris. His angina progressed and he 
developed EKG changes revealing coronary 
insufficiency. His internist felt that a myo- 
cardial infarction was impending and advised 
him to take a few months off from work. 
However, the patient could not be prevailed 


[77] 


1042 


upon to slow down from his routine of work- 
ing 11-hour shifts. i 

Four months prior to our contact with him, 
he developed severe chest pain which awakened 
him from sleep, and he was taken to a local 
hospitals emergency room. His physician 
met him there and discussed with the patient's 
wife how to broach the news of the coronary 
to the patient, anticipating that there would 
be an adverse reaction. When his physician 
finally went over to the patient and told him 
that "he wouldn't be able to work for several 
hours," the patient suddenly stopped breath- 
ing and turned blue, A diagnosis of cardiac 
arrest was confirmed by EKG, which revealed 
ventricular fibrillation. 

He was treated promptly and definitively 
for cardiac arrest, with full cardiac resuscita- 
tive measures. Soon after effective cardiores- 
piratory action was restored, he suffered an- 
other arrest, and again cardiac action was 
restored. He was kept on the pacemaker for 
four days. When he regained consciousness, 
he was unable to see for one and one-half days, 
apparently due to cortical blindness from cere- 
bral anoxia. He also had amnesia for three 
days, as well as loss of the senses of smell and 
taste, presumably also on the basis of cortical 
anoxia, — 

His subsequent medical course was uncom- 
plicated, and he made an excellent recovery. 
However, his reactions to the acute illness and 
hospitalization were noteworthy. He was rest- 
less and "angry that this had happened to him." 
He was upset by the intravenous cutdown 
and the oxygen tent and once ripped off the 
pacemaker. He was found out of bed against 
orders, walking around in his room, and was 
described as “very uncooperative.” One day 
he refused breakfast, was Very upset, and said 
he "didn't want anyone to feed him and didn't 
Want to stay in bed." He insisted on leaving 
the hospital after 31 days and continued his 
convalescence at home for two and one-half 
months. 

One month before our first clinic contact 
with him, he persuaded his internist to let him 
return to work, He returned to his job at the 
metal-working factory, but found that he was 
anxious, scared, and nervous. He felt inade- 
quate, had no confidence in himself, and wanted 
to run away from work. While at work he broke 
down and cried in the nurse’s office several 


frequently at home. 

Whereas before his infarction he had worked 
daily, despite anginal pain, he was unable to 
return to work at this time and no longer 
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wanted to do so. His wife and daughters were 
supporting the family and making most of the 
decisions. Whereas before he had always been 
hyperindependent, his wife now described him 
as “looking like a whipped puppy.” This was 
his state when he was referred for psychiatric 
treatment and was admitted to the Special Ser- 
vices Project for early-access short-term psy- 
chotherapy. 

At the initial diagnostic evaluation, the 
clinical impression was acute anxiety and 
depression, with a question of organic brain 
syndrome secondary to the period of cortical 
anoxia. In line with our general policy of con- 
tacting the referring physician for information, 
we contacted his internist and consulted and 
teviewed the hospital chart from his hospitali- 
zation for the coronary. Also in accordance with 


the project policy of frequently involving sig- . 


nificant family members, a casework appoint- 
ment was set up with his wife, Formal mental 
Status examination revealed deficits in imme- 
diate recall and in ability to concentrate. The 
patient was encouraged to consider returning 
to work so that we might work with the anxiety 
feelings we anticipated would occur. 

Since it was suspected that the patient had 
misconceptions and anatomic distortions about 
the myocardial infarction process and the sub- 
sequent healing process, an early effort was 
made to explore his understanding of these 
processes. He was very reluctant to share his 
thoughts about this, insisting that he was no 
doctor. With much effort and strong encourage- 
ment on the therapist's part, the patient “opened 
up” and indicated that he understood that the 
heart is a muscle and that it “tears like a piece of 
paper" during a heart attack and then “heals 
with a scar." In describing the heart attack it- 
self, he said: “I died twice, turned blue, and 
my veins collapsed, and they had to cut into 
my veins to get them up.” He was puzzled 
by the disappearance of angina since the heart 
attack, and his understanding of this was that 
in a heart attack “the strain tears the heart 
valves, and they are now healing and may 
heal still better.” 

When asked why he felt his memory and 
brain were not working right (these were major 
concerns of the patient), he replied that each 
Part of the heart has an artery coming off it, 
and he guessed his heart attack had occurred 
at the opening of the “artery to the brain.” 
Thus he presumed that the ensuing “healing 
by scarring” must have occluded this artery, 
Tesulting in insufficient blood supply to the 
brain. At this point, the therapist drew 2 
Tough sketch of the heart to ensure that he 
fully understood the patient's conception of his 
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5 pa the circulation to his brain (see 
"figure 1). 

M The therapist then proceeded to correct the 
"distortions involved. He explained that there 
jg a single common outflow artery, not any one 
artery to the brain that arises directly from 
the myocardial wall. A great deal of time was 
spent on correcting the patient's cognitive 
grasp of the events of his myocardial infarc- 
tion and the circulation to the brain. Because 
of the memory deficit revealed in the mental 
status examination and the suspicion of organ- 
ic brain damage, psychological testing had been 
carried out. These results indicated no evi- 
dence of organic deficit but considerable im- 
pairment due to marked anxiety. The therapist 
shared with the patient the finding that anxiety, 
not organic damage, seemed to be causing his 
memory troubles, and this was reassuring to 
him. 

During concurrent casework interviews with 
the patient's wife, it was learned that her 
mother had suffered from a heart ailment. 
Some of her childhood fears about her mother's 
illness were being reactivated by her husband's 
heart attack, resulting in her being overpro- 
fective and infantilizing toward him. As a re- 
sult of casework therapy, she was able to allow 
him to assume more responsibility around the 
house. 

Th later sessions with the patient, attention 
Was directed to his fears that working would 
damage his heart. Direct reassurance was giv- 
en that he could work to the limits allowed by 

Internist, who at this time felt he was 
Physically quite able to return to work. Medi- 
Cal facts were reiterated, and famous people 
Who had had coronaries and returned to useful 
pork Were cited as examples in an effort to 
ND identification. By the sixth and final 
m the patient reported that he had re- 
fame iy work for half days, with some symp- 
see a faintness and dizziness. He was now 
a E. without difficulty. He was encouraged 
ata ES through on his return to work, 

DL. eft Saying that it was “now time for 
E. in the driver's seat and see if he 

make it through." 

ee interviews with the patient’s in- 
«ist One year after termination of the six- 
Session cou, i indi 

Gee the irse of brief treatment, indicated 
f Work E patient had rapidly returned to regular 
fi p laborer at the same company, work- 
Bh wir -hour week of active physical work. 
um e reported that his nerves were “now 
"Ir than before the heart attack.” 

: ta two-year follow-up, it was learned that 
A Bron had continued working regularly, 
j ad recently been hospitalized by his in- 
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FIGURE 1 
Patient's Conception of Circulation 
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ternist for diagnostic studies because of in- 
creasing angina. At this time the patient could 
accept the doctor's recommendation to seek 
lighter work (in contrast to his response earli- 
er) and was cooperating with company of- 
ficials in finding such work. Psychiatrically, 
the internist judged that the patient was doing 
remarkably well. 


Techniques for Brief Treatment of 
Reactions to Physical Illness 


It seems appropriate to review some of 
the principles we have found to be of par- 
ticular value in the brief treatment of these 
psychiatric reactions to physical illness. 
Many of the general techniques that have 
been employed in short-term psychother- 
apy, and described elsewhere, are utilized: 
keeping treatment goals limited, with an 
aim of symptom relief or restoration to a 
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previous level of functioning; early institu- 
tion of treatment as soon after symptoms 
appear as possible; a focus upon the pre- 
cipitating stress; and flexibility about fre- 
quency of visits(7, 9, 21, 29, 41, 42). 

Early formulation of the clinical ma- 
terial is essential in brief treatment(20). 
Theoretical guidelines assist in organizing 
the clinical material and greatly facilitate 
early formulation. Some of the themes we 
have found useful as guidelines are the 
following: 1) focus on denial as the primary 
defense; 2) attention to the narcissistic injury 
which is so frequently created by the illness 
or trauma; and 3) emphasis upon the pa- 
tient’s cognitive understanding of the illness, 
with a particular search for cognitive blocks 
which must be detected and dealt with. 
Familiarity with these recurring themes has 
assisted early formulation and enhanced our 
ability to initiate treatment quickly and. ef- 
fectively. These principles will be considered 
in some detail. 


1. Denial 


Denial is one of the most prevalent de- 
fenses utilized by patients in response to 
blows to self-esteem or bodily injury. Al- 
though much has been written on the def- 
inition of denial(34, 39), we shall use 
denial here to refer to an unconscious 
ego defense against “danger” or “pain,” 
which operates in the service of avoiding 
narcissistic injury. Denial is often the pri- 
mary defense with which we deal in the 
treatment of emotional reactions to illness 
and trauma(12, 27). Treatment Success 
generally hinges on how effectively we are 
able to develop techniques for working 
through denial with a Biven patient, relying 
heavily all the while upon the therapeutic 
alliance. , 

Lindemann has likened denial to the 
pupillary action of the eye(19). Just as 
the iris constricts when necessary to avoid 
Overstimulation of the retina by too much 
light, so the ego defense of denial serves 
to Protect the ego from overstimulation: by 
excessive input stimuli. While denial may 
serve an important Protective Purpose, an 
ever-present danger is that denial mecha- 
nisms may be maintained long after the 
need for them has passed, thus preventing 
accurate reality assessment. 
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Analytic observations have traditionally 
focused primarily on the inner struggle be- 
tween the instincts and the ego, and less 
emphasis has been placed upon denial ag 
a primary pathogenic mechanism(14), 
Lindemann's paper highlighting grief and 
its denial is well known, and Rado has 
described the relationship of denial to the 
development of traumatic neuroses(18, 25). 

Rosen, in a study of patients who man- 
ifested pathological psychiatric responses 
following acute surgical removal of body 
parts, noted in the patients’ life histories 
a pattern of dealing with threatening situa- 
tions by a characteristic combination of 
denial and active mastery(28). He links 
these two character traits by noting that 
in the young child it is largely the ability 
to deny the possibility of bodily injury 
that enables the child to attempt active 
mastery. This combination of character 
traits in many ways fits the coronary char- 
acter(38). Certainly, in the case we have 
presented, active denial of body danger 
was closely linked with a character style 
Of active mastery through work and phys- 
ical activity. 

Denial was a prominent defense in this 
patient, as witnessed by his inability to 
acknowledge the angina he was experienc- 
ing prior to the attack or to take time off 
from work when his doctor felt an infarc- 
tion was impending. It is interesting that it 
was when this denial was punctured by the 
doctor's toned-down statement that the pa- 
tient "wouldn't be able to work for a few 
hours," that ventricular fibrillation ensued. 
"Sudden death" has been reported under 
similar circumstances(11, 43). The onset of 
the acute infarction, with the undeniable 
physical restrictions and medical measures, 
appears to have broken down the patient's 
"denying mechanism" too abruptly, and with 
it went the "active mastery" style that had 
Served him so well previously. With this 
gone he became physically incapacitated and 
was no longer able to “carry on” in work as 
he had done so stalwartly before. 

Thus a major task in therapy was to 
rework the occurrence of the acute infarc- 
tion, in a gradated fashion, with frequent 
countering of the exaggerated pessimism 
and unwarranted hopelessness which pre- 
vailed after his denial mechanisms had 
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token down even though good med- 
overy had occurred. The therapist 
serving in a role similar to the pro- 
: parent who makes painful and 
g reality less intolerable to the 
thus enabling the child to accept 
face reality, with its hazards, rather 
having to deny and “shut out.” In 
ay, a more adaptive adjustment was 


e dangers of excessive reliance upon 
ego defenses of denial in attempting to 
exclude painful external realities have been 


impinge and force an abrupt change of life. 
The ego then finds itself once more con- 
fronted with the same threats it has learned 
to deal with only by denial—hence the 


ability of patients with this charac- 
nse pattern. The task of the psy- 
3 st in such problems is to sensitively 
“titrate” denial with reality, with heavy 
lee upon the therapeutic alliance—to 
the patient accept the reality of the 
SS or disability without at any time 
enwhelming" the ego in the process. It 
lie overstimulation and excessive inten- 
Of experience which constitute the 
Eum and which must be avoided(16). 
therapeutic aim is to present reality 
l'a gradated way, over an adequate period 
"lime, so that the ego may deal integra- 
tively With the reality that must be ac- 
Thus economic considerations of 
and timing are of primary impor- 
* in dealing therapeutically with deni- 
id the success of treatment depends 
"y upon these variables. 


2. Na 


ircissistic Injury 


"Central focus in our work has been 
Ictions to the narcissistic injury which 
TY, trauma, and illness frequently 
we. Patients often react to loss of a 
Part or organ, whether by surgery or 
Dh ma, as a blow to their concept of 
aal integrity or “wholeness.” Causal 
jene is between the narcissistic in- 
| is the psychiatric symptoms are of- 

lous to the therapist, but are, with 
Ing frequency, quite “unconnected” 
Patient’s mind. Direct discussion of 
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these connections and relationships with 
patients is often beneficial. 

When denial does not serve to avert 
narcissistic injury, symptom formation or 
clinical decompensation frequently occurs, 
Bibring emphasized the role such narcis- 
sistic blows serve in the production of 
depression(10). We have found narcis- 
sistic injury to be equally important in the 
production of incapacitating anxiety reac- 
tions (as in the zase example cited), psy- 
chotic reactions, and a variety of other 
psychiatric syndromes. Often affective re- 
sponses such as anger, rage, and hostility 
result from narcissistic injuries. Although 
it may be prominent, this intrinsic anger 
is often quite unrecognized by the patient, 

The patient who has suffered mutilating 
surgery or debilitating illness is really an- 
gry “at what has happened to him.” How- 
ever, displacements of these angry feelings 
often occur, with no awareness that the 
anger is really intrinsic, stemming from 
the narcissistic blow itself. The usual lack 
of any appropriate external object for 
these angry feelings only compounds the 
difficulties the patient has in dealing with 
these feelings. Bringing this intrinsic anger 
over narcissistic injury to the patient's atten- 
tion and identifying displacements of anger 
are highly important therapeutic activities. 

Negative counterfeelings are easily 
aroused in physicians and family members 
by the patient's displacing his angry feel- 
ings onto them, as frequently occurs. When 
such angry feelings are displaced onto the 
surgeon, for instance, alienation in the 
doctor-patient dyad frequently occurs, and 
the patient thereby deprives himself of the 
very source of support he needs the most, 
namely, his physician(23, 26). Similarly, 
displacement of "intrinsic anger at a narcis- 
sistic injury" onto family members or other 
important objects can introduce alienation 
in important family relationships, only 
worsening the patient's plight. Frequently, 
identifying with the patient the intrinsic 
nature of the angry feelings and pointing 
out displacements helps to diminish aliena- 
tion in these important relationships, thus 
making continuing support from them 
available to the patient. 
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3. Cognitive Blocks 


A technique we have found of particular 
importance in working with these psychi- 
atric syndromes that occur as sequelae to 
physical illness is a careful search for medi- 
cal misconceptions and anatomic distortions 
the patient may have about the illness. We 
have been most impressed with the frequency 
with which some cognitive misconception 
exists concerning some important facet of the 
illness(8, 9). These misconceptions are not 
easy to elicit. The patient is generally all 
too content to demur on the grounds that 
he is not a doctor or does not have the 
necessary knowledge of medicine to answer 
inquiries. But the central importance of 
one’s own body and one’s own health is 
such that there are bound to be some cog- 
nitive efforts at understanding the illness, 
and it is these cognitive gropings that we 
find so often to be incorrect, distorted, and 
incomplete. 

In the example cited, it took forceful 
and persistent efforts on the part of the 
therapist to get the patient to overcome 
his shame enough to share his notions 
about his illness. Yet they turned out to be 
of crucial importance. With a cognitive 
block, such as his belief that there was an 
“artery to the brain” arising directly from 
the heart at the point of his myocardial 
infarction, which had become occluded by 
the scarring, it is difficult to envision how 
any amount of dynamic interpretation or 
working through would have led to allevia- 
tion of the anxiety stemming from his con- 
viction that his brain had sustained irre- 
versible damage. 

Arieti has emphasized the importance 
of cognition in psychotherapy(2, 3). Many 
important emotional responses are inti- 
mately related to cognitive processes, and 
Cognitive processes themselves often create 
clinically important emotional reactions. 
Our own observations reinforce the impor- 
tance of these concepts. Particularly when 
cognitive distortions and misunderstand- 
ings reach proportions where they consti- 
tute a cognitive block, it is necessary to 
deal directly with these. While at times 
cognitive misconceptions may arise merely 
from lack of exposure to proper informa- 
tion, often, despite the availability of such 
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information, anxiety and dynamic conflict 
have interfered with proper integration of 
that information. Although a dynamic 
basis often exists for the fantasies and cog. 
nitive distortions, we generally do not ex- 
plore or deal with these "roots" of the 
misperceptions in short-term treatment but 
concentrate, rather, at the cognitive level, 
In working toward cognitive mastery, the 
important steps include, first, the gradual 
working through of denial, with heavy re- 
liance on the therapeutic alliance, and sec- 
ond, gradual presentation of reality after 
the fantasies and cognitive distortions have 
been explored and clarified. The resulting 
improved cognitive perception of reality per- 
mits a more stress-free adaptation to be 
achieved. 
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Orientational Perception: III. Orientational Percept 
Distortions in Depersonalization 


BY DANIEL CAPPON, M.B., D.P.M. 


The author reports a study of orientational 
percept (OP) distortions using 20 depersonal- 
ized and derealized patients and matched 
controls. His findings tend to support a 
heuristic theory of abnormal (verbal) be- 
havior relating reports of OP distortions to 
the symptoms of depersonalization and de- 
realization. The indices of OP and of deper- 
sonalization, derealization relate reliably to 
other more established predictors of psy- 
chiatric states and to the verbal behavior 
of patients and controls. 


qu HEURISTIC theory upon which this 
work was originally based holds, in es- 
sence, that disturbances in orientational per- 
ception (OP) are important determinants 
of psychological illness and, subsequently, 
of pathological behavior(5). Orientational 
perception, like all perception, has subjec- 
tive components and “objective,” or task- 
oriented, judgmental components. Orienta- 
tion comprises percepts of the dimensions 
(lengths) and weight of external objects 
and also of one’s own body, as well as inte- 
grating these percepts in time and space in 
relation to the perception of position and 
movement of both external objects and one’s 
own body. 

The heuristic hypothesis is that these per- 
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cepts, by virtue of their functions, com- 
plexity, and high (psychological rather than 
psychophysiological) level of integration, 
are generally unstable, especially in the pro- 
tracted period of their development in the 
first two or more decades of life. Accord- 
ingly, during the individual's maturation, 
when OP is being established, a great vari- 
ety of events depressing consciousness for 
any length of time (fever, emotional shock, 
extreme fatigue, twilight states, drugs) may 
distort a number of these percepts. Eventual 
susceptibility to OP distortion could result 
from a succession of "traumatic" or stressful 
events or from an intrapsychic “set” (viz, 
dreaminess, dazed feelings) in response to 
truly or falsely perceived stress. 

Clearly, this theory does not exclude the 
possibility of an inherent or primary per- 
sonality defect or high-level brain injury 
antedating the sequence of events leading 
to chronic OP distortion: But it emphasizes 
the possibility of the individual’s secondarily 
acquiring such a defect as a result of a 
persisting inability to test reality through 
OP. Whatever the associated determinants, 
the heuristic theory postulates that facilita- 
tion or susceptibility to OP distortion leads 
to the learning of inadequate responses to 
an ever-widening system of stimuli and 
situations. This occurs partly as a result of 
the internal feedback system whereby the 
emotional response to OP distortion and 
the ideational misinterpretations that follow 
reverberate and hit back into the OP set, 
causing further distortion. 

One assumes that this is inevitable be- 
cause people necessarily react to basic dis- 
tortions in the perceptual parameters of 
reality, viz., the time, space, and gravity 
(weight) framework as the dimensions of 
the real world, with misleading or faulty 
emotions, viz., terror or pleasure, and with 
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misinterpretations—viz., "I am going in- 
sane; someone is affecting me this way; I 
am experiencing a feeling of oneness with 
the world and God (cosmic consciousness) ; 
I am different from others." Anyone who 
has taken LSD trips, floated alone on the 
high seas, stood alone on high mountains, 
experienced accelerated gravity or falling in 
space, "broken off’ from the earth in 
stratospheric flights, explored the inner 
space of waters, or levitated in dreams or 
twilight states would bear witness to these 
inevitable faulty emotional and ideational 
associations and to a primary perceptual 
distortion in orientation. 


Effect of OP Distortions 


Be that as it may, the theory holds that 
habituating patterns of OP distortions would 
merge into symptoms of depersonalization 
(DP) and derealization (DR), viz., “feel- 
ings of unreality, of being another person, 
of standing outside one’s own body.” Fur- 
ther, this syndrome might become a some- 
what fixed state (DP and DR). The crucial 
test marking the further transition between 
this state and the onset of a psychotic break- 
down is the individual’s loss of a standard 
of reference. 

Up to this point in the evolution of a 
Psychotic process, the person means and 
says, “It is as if time stood still, or as if I 
felt one with infinite space, but I knew that 
nothing changed in the real world, viz., that 
time flowed on as usual; that nothing 
changed in the physical aspect of space or 
of the body.” This is the “as if” stage, a 
800d step beyond verbal analogy. It is de- 
scriptive of a stage in dissociation. Beyond 
the “as if” stage of DP and DR, orientational 
percept distortion reaches psychotic magni- 
tude (the equivalent of hallucinations) when 
the Person loses his standard of reference 
Or time, space, weight, and length as they 
exist in the real world. Then he says and 
means, "Indeed, time stood still. Space was 
infinite. The body floated freely in space. 

he body size was huge (or very small),” 
With no “ifs” or “buts,” at least at the time 
of the psychotic episode. 

It is a credit to the plasticity of OP and 
ultimately to the malleability of mental 
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functions that even after many such abso- 
lute departures from the physical frame- 
work of time-space-gravity-reality, people 
return to a norm. Then they say, “I really 
was huge in size at the time, but I know 
now that my size (or weight or body posi- 
tion) never changed.” 

However, one suspects that if severe OP 
distortions occurred frequently during ma- 
turation to the point of grayout, manifest 
disorientation, and a loss of standard of ref- 
erence, recovery becomes less and less fre- 
quent and complete. This might result in a 
lifelong tendency to DP and DR, complete 
with a matched set of emotional distortions 
and ideational misconceptions. At this stage, 
not paradoxically, the person’s complaints 
of DP and DR seem to cease, and the DP 
state submerges because spontaneous com- 
plaints of such dysfunctions or dissociations 
can only exist when there is a stable stan- 
dard of reference for comparisons. 

Now that I have described this heuristic 
theory in discursive style, let me break it 
down to a minimal number of. postulates 
which, if borne out by these data, entitle the 
theory to survive and, if rejected, diminish 
its validity to the point of impugning it. 
This report will concern itself only with the 
subjective aspects of OP. ` 


Experimental Questions 


1. Do reports of OP distortions correlate 
with reports of DP and DR symptoms? Do 
reports of OP distortion in childhood, be- 
fore age 13, predict reports of DP and DR 
symptoms later in life? 

2. Do reports of OP distortion relate to 
psychopathology? Specifically, do deperson- 
alized and derealized patients differ from 
controls in this respect? Particularly, do pa- 
tients and controls differ in terms of reports 
of OP distortion currently? 

Does OP correlate with more established 
general predictors of psychiatric status, with 
such tests as the Cornell Medical Index and 
Maudsley neuroticism questionnaire? 

In the context of psychopathology de- 
scribed in the theory, there ought to be a 
correlation between reports of OP and re- 
ports of changes in other intrapsychic pro- 
cesses, viz., distortions in sensory modalities 
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and ideation and disturbance of emotions. 

3. Does OP distortion in fact occur as a 
result of the individual’s exposure to stress- 
ful conditions—potential inducers of per- 
ceptual change—both in the laboratory and 
in real life situations? If so, at least the re- 
ported frequency of the occurrence of these 
conditions in life and the reaction to their 
equivalent in the laboratory ought to dif- 
ferentiate patients, or at least the DP, DR 
type of patients, from controls. 


Method 
Population 


The patients were 20 serially selected 
psychiatric patients with spontaneous com- 
plaints of depersonalization and derealiza- 
tion. The 20 control subjects had no overt 
psychiatric history; they were equated with 
the patients for age, sex, and education. 


Experimental Conditions 


The four experimental conditions, de- 
scribed more fully elsewhere(1, 352627). 
were; 

l. Caloric Labyrinthine Stimulation 
(CLS)—the running of 8 ounces of water 
at 15° C. into the subjects’ right eardrums 
in 40 seconds, 

2. Rotation—the whirling of subjects to 
the right at 32 r.p.m. for 3 minutes, in a 
rotating chair, with their eyes open and 
heads moving backward and forward in a 
ratio of one movement for every two body 
rotations, 

3. Sensory Isolation—the placement of 
subjects for three hours in à totally dark 
room with diminished auditory (15 db.), 
kinesthetic, and tactile input. 

4. Sleep Deprivation—50 hours of sleep 
deprivation carried out in a Broup setting. 
, Subjects’ exposure to successive condi- 
lions was set at minimum intervals of three 
days, with sleep deprivation Occurring last, 


Materials and Procedure 


All subjects self-rated Teports of the in- 
cidence of different DP, DR symptoms oc- 
curring over their lifetime as well as those 
occurring before age 13 (questionnaire 19» 
A lifetime score was derived by rating their 
reports of the intensity, frequency, and dura- 
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tion of occurrence of these symptoms (on 
a three-point equally weighted scale). 

Next, all subjects similarly self-rated re- 
ports of OP over their lifetime and before 
age 13 (questionnaire 2). A lifetime score 
was derived in the same way. The same 
indices (number of different OP and DP, 
DR symptoms) were used in the labora- 
tory when the subjects were at rest, before 
exposure to experimental conditions, viz., 
current OP and DP, DR indices. These 
three time settings (lifetime, before 13, and 
current) were applied to the two main in- 
dices (OP and DP, DR) and.were used 
both in comparisons and correlations. 

Other pencil and paper tests, including 
the Cornell Medical Index (CMI) and the 
Maudsley neuroticism questionnaire (MN), 
were given to all the subjects. 

In addition, the subjects were given a Dis- 
sociability Index (DI) questionnaire (de- 
vised in our laboratory) which has two 
main components: a developmental depriva- 
tion index (DI dev.), whose main features 
were reported elsewhere(2), and a survey 
of the incidence of various naturally occur- 
ring life conditions which may be regarded 
as potential inducers of perceptual, particu- 
larly orientational, distortion. 

The subjects’ natural OP responses to the 
different life conditions (viz., being dazed by 
sleeplessness, fever, drugs, high altitudes, 
and twilight states) which might induce DP 
States were stimulated in our laboratory by 
the experimental conditions described above. 

All subjects self-rated reports of OP and 
DP, DR at the height of exposure (during) 
and immediately at the end of (after) ex- 
posure to experimental conditions. 

Finally, a rating was taken of the sub- 
jects’ over-all or lifetime experience of dis- 
tortions of sensory modalities, occurrences 
of extreme and pathologic emotions, and of 
ideations connected with reports of OP dis- 
tortion. This rating was also repeated before 
and after the subjects’ exposure to each of 
the experimental conditions, 

The data were analyzed by using correla- 
tion coefficients (Pearson product moment 
—T) to test predictive power, t tests for 
comparisons between patients and controls, 
and analysis of variance to determine the 
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TABLE 1 
i OP as Predictor of DP, DR Symptoms 
oP 
OCCURRENCE OF TOTAL SCORE TOTAL TOTAL 
WP, DR SYMPTOM LIFETIME LIFETIME UNDER AGE 13 CURRENT 
Total i 
(lifetime) 0.63* 0.68* 0.44* 0.54* 
Total 
Group 
patients 0.59* 0.63* 0.46* 0.39 
controls 0.50* 0.37 0.45* 0.21 
Score 
(lifetime) 0.54* 0.69* 0.47* 0.60* 
Total 
Group 
patients 0.52* 0.63* 0.55* 0.49* 
controls 0.19 0.46* 0.26 0.13 
Total 
(current) 0.20 0.34* 0.29 0.76* 
Total 
Group 
patients 0.03 0.19 0.29 0.70* 
controls — um. = +! 


* Significance p < .05. 


differential effect of experimental conditions 
9n patients and controls. 


Results 


Table 1 shows that the four indices of OP 
(total number of different OP over lifetime, 
Score over lifetime, total number of different 
OP before age 13, and total number of 
different OP currently) predicted reliably 
the Occurrence of DP, DR symptoms over 
lifetime: invariably when the total group 
(N= 40) is counted and usually (seven 
b Of eight) when patients alone are in- 
*xed. Only the indices OP lifetime score 
5 Current OP number predicted current 
di P. DR symptoms. The difficulty in pre- 

ting the behavior of the controls existed 
A ause they did not produce DP and DR 
Bron: when observed in the laboratory. 

l'able 2 presents a comparison between 
Patients and controls on four OP indices. 
a a cases there were significant differ- 
ae between the means of patients and 
1 Tols, except for OP number before age 
aa Where, nonetheless, patients exceeded 
i trols by a factor of 2. 
N the same context, one should add that 
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the indices of DP, DR symptoms also re- 
liably discriminate patients from controls in 
all parameters. This is to be expected be- 
cause the patients were characterized by 
their spontaneous complaints of DP, DR, 
but it was reassuring to thus validate these 
indices and to find that reports of current 
DP and DR symptoms were also capable 
of differentiating patients from controls. 
Table 3 shows that OP indices correlate 
significantly with other more established 
predictors of psychiatric status in cases 


TABLE 2 
Mean OP Comparisons Between Patients and Controls 
MEANS (x) 
op PATIENTS CONTROLS T TEST 

Total 

lifetime 38 19 2.5* 
Score 

lifetime 25.6 10.9 3.06* 
Total 

under age 13 1.05 0.50 11 
Total 

current 1.90 0.05 3.0* 
*p«.05. 
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TABLE 3 
Correlation of OP with Other “Predictors” 
OP (CORRELATION COEFFICIENTS r) 
TOTAL SCORE TOTAL TOTAL 

PREDICTORS LIFETIME LIFETIME UNDER AGE 13 CURRENT 
CMI ; 

(physical) 0.49* 0.53 0.28 0.54* 
Total 
Grou * 

bin 0.41 0.40 $3 br 

controls 0.35 0.40 P k 
CMI 1 1 

(mental) 0.46* 0.51* 0.31 0.61 
Total 
Group l 

patients 0.42 0.39 0.31 0,50 

controls 0.05 0.15 0.12 0.13 
MN . 
Total 0.53* 0.58* 0.31* 0.58 
Group ; 

patients 0.53* 0.55* 0.29 0.54 

controls 0.19 0.16 0.17 0.01 
DI (dev) 
Total 0.36* 0.39* 0.46* 0.37" 
Group 

patients 0.16 0.28 0.46* 0.40 

controls 0.38 0.31 0.43 0.08 
*p« 0s, 


where the total group of subjects is used. 
Acceptable or borderline rs emerge when 
patients alone are used. It was gratifying to 
see that the index of dissociability, which 
we developed with a view to predicting per- 
ceptual distortion from a description of de- 
velopmental deprivation, worked satisfac- 
torily. 

With respect to relating OP indices to dis- 
tortions in sensory modalities, emotions, 
and ideation, no consistent and reliable cor- 
relations were found over the subjects’ life- 
time or even currently, although patients 
always showed more changes in these pa- 
rameters than did the controls, both in re- 
ported experiences over lifetime and in the 
laboratory following exposure to experi- 
mental conditions. Occasionally other dis- 
tortions in mental functions, viz., ideation, 
did correlate significantly with OP follow- 
ing exposure to experimental conditions. 

Table 4 shows the effect of experimental 
conditions on OP in terms of before, dur- 
ing, and after the subjects’ exposure, and 
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it uses means for the total groups. In each 
condition, except for sleep deprivation, the 
effect on OP (as well as DP, DR) was to 
increase these indices significantly (p < .05). 
The difference between patients and controls 
(not shown in the table) was significant 
throughout these conditions. However, in 
no case did their exposure to experimental 
conditions increase the difference in OP 
between patients and controls, although sen- 
sory isolation did show such an effect with 
DP, DR. An additional effect of these experi- 
mental conditions was to bring the relation- 
ships between OP, DP, and DR indices and 


TABLE 4 
Effect of Experimental Conditions on Total OP Number 
EXPERIMENTAL 
CONDITIONS MEAN OP, TOTAL GROUPS 
(TOTAL SUBJECTS) PRE DURING post 
CLS 0.5 29 12 
Rotation 05 25 08 
Sensory isolation 03 22 03 
Sleep deprivation 13 im T 
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TABLE 5 
Correlations Between OP and Natural Life Conditions 


CORRELATION COEFFICIENTS (rs) 


LIFE CONDITIONS LIFE CONDITIONS 
oP UNDER AGE 13 TOTAL 

Total 

lifetime 0.55* 0.65* 
Total 
Group 

patients 0.48* 0.69* 

controls 0.46* 0.37 
Score 

lifetime 0.68* 0,76* 
Total 
Group 

patients 0.65* 0.80* 

controls 044* 0.37 
Total 

under age 13 0.63* 0.44* 
Total 
Group 

patients 0.70* 0.54* 

controls 0.45* 0.06 
Total 

current 0.65* 0.47* 
Total 
Group 

patients 0.61* 0.36 

controls 0.30 0.11 
*p<.05, 


Pathological sensory, emotional, and idea- 
tional changes into the range of significance, 
particularly under sensory isolation. 

A Table 5 shows that the subjects' reports of 
incidence of different life conditions both 
Over lifetime and before age 13 relates re- 
liably to OP indices: invariably for total 
groups and in seven out of eight cases for 
Patients, but, again, less well for controls. 
One might add that these reports of life 
Conditions also predict powerfully the oc- 
currence of DP, DR symptoms throughout 
the groups, 

Table 6 shows that this same incidence 
Of different life conditions both over life- 
time and before age 13 also differentiates 
Patients from controls. 


Conclusions 


To answer the experimental questions: 
P does relate to DP, DR both over 
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TABLE 6 
Comparisons Between Patients and Controls in Reports 
of Natural Life Conditions 


FACTOR PATIENTS CONTROLS T-TEST 
Life conditions 
under age 13 40 0.9 32* 
Life conditions, 
total 85 3.7 34* 
*p«.05. 


lifetime and before age 13, but it does not 
consistently predict the occurrence of DP, 
DR symptoms at any one time unless the 
more powerful index of OP score is used. 
2) OP, except in instances under age 13, 
also differentiates patients from controls, 
and it and DP, DR indices are related to 
more established indices of psychiatric sta- 
tus. However, it was not possible to relate 
OP to changes in the reports of other intra- 
psychic (sensory, emotional, ideational) in- 
dices except, weakly, in the cases of idea- 
tion and following subjects’ exposure to 
sensory isolation. 3) Both experimental and 
naturally occurring life conditions were 
found to distort OP, DP, and DR. Patients 
reported having experienced these natural 
life conditions more often than controls. 


Discussion 


This study suggests that the report of 
DP, DR symptoms, at least as structured in 
the questions asked (questionnaire 1), is an 
extension into psychopathology of the report 
of orientational percept distortion, at least as 
structured in the questions asked (question- 
naire 2). Theoretically, there seemed to be 
a logical extension between OP and DP, DR 
symptoms. This is upheld by the experiments 
reported. 

If one attempts to dichotomize or frag- 
ment further, in order to relate orientational 
percepts dealing with the body to DP and 
those dealing with external objects to DR, 
the one-to-one relationship becomes a little 
more tenuous but is still upheld: r for OP 
(body) number and DP number (both over 
lifetime) is 0.65 ! for total group (patients, 
0.59 ` and controls, 0.791), and r for OP 
(external objects) and DR number (both 
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over lifetime) is 0.45? (patients, 0.37 * 
and controls, 0.42 °). OP body does not re- 
late quite so significantly to DR, but OP 
(external objects) does relate weakly to DP. 

It is of some importance in this context 
to draw attention to the fact that the author, 
wishing to pursue this theory to the level of 
more manifest behavioral differences and 
also to bypass the uncertainties of verbal 
report, has reported(5, 8) and will report 
further(9, 10, 11) that the objective or 
judgmental (estimates) component of OP 
does not reliably differentiate the behavior 
of DP, DR patients from their matched con- 
trols. 

It might well be that until the point of 
grayout or loss of standard is reached, the 
objective parameters of OP, notoriously 
“noisy” or variable in their manifestations 
even in normals (or difficult to measure 
with accuracy), do not differentiate pa- 
tients from controls, whereas perhaps be- 
fore that stage is reached, only the subjec- 
tive parameters differentiate patients from 
controls because there is still an integral 
standard of reference (or degree of nor- 
malcy) from which patients feel themselves 
to be deviating. This would be consistent 
with the over-all heuristic theory. 

The reports of OP distortions in child- 
hood do not work uniformly well, probably 
because they are vague and forgotten, nor 
do reports of associated sensory percept, 
emotional and ideational changes, Thus, in 
this ‘respect of early distortions and subse- 
quent reinforcing, teverberating changes in 
the “little black box” (the psyche) feeding 
back and amplifying distortions, the theory 
Is not supported by the evidence brought in 
this form. 

5 However, it is of considerable importance 
in verifying the heuristic theory that condi- 
tions which were theoretically regarded as 
potential distorters of orientation and in- 
ducers of DP, DR, whether they occurred 
naturally before age 13 or over lifetime, or 
were applied experimentally in the labora- 
tory, predicted and amplified reports of dis- 
tortions in the OP, DP, DR continuum and 
differentiated patients from controls. Per- 
haps such experimental conditions might be 
regarded as “psychotomimetic” or producers 
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of experimental neurosis as long as it is 
realized that they do not affect patients and 
controls differentially and that they are, in 
this respect, nonspecific stressors. 

In this context it is also remarkable that 
individuals’ exposure to natural “traumatic” 
occurrences distorting orientation and de- 
velopmental deprivation (as indexed by us 
in the DI test) are the two psychogenetic 
factors responsible for the chain of events 
leading from early distortions in the param- 
eters of reality (orientation) to psychopatho- 
logic states. It was somewhat disturbing to 
find that sleep deprivation had the least 
power in inducing OP, DP, and DR, be- 
cause our previous experience (with nor- 
mal controls only) showed a significant ef- 
fect of wakefulness(4). However, in that 
situation—a talkathon—the stress might 
have been beyond the critical intensity both 
in terms of the prolongation of wakefulness 
(88 hours total) and in terms of the total 
stress—viz., subjects had to talk continuous- 
ly. Thus the little lapses restoring functions 
to normal were more effectively preventable 
than in the case of our experimental condi- 
tion. 

From this report and our work over the 
years, some of which has already been re- 
ported (5, 7, 8), one might conclude that for 
the most part, in the realm of psychiatric 
disturbance, the significant pathology is in 
verbal behavior and so presumably in sub- 
jective experience. 

The skeptic might argue, especially from 
our ordering of the “yes-no” responses, that 
patients suffer primarily from the “yes” syn- 
drome. He might even find support for this 
in our finding that indices of suggestibility 
(body-sway test and autokinetic responses) 
differentiate patients from controls with pa- 
tients showing the greater suggestibility, es- 
pecially before, during, and after sleep depri- 
vation. However, one can explain the findings 
reported in this study in the broader per- 
Spective of the heuristic theory delineated. 
According to this theory of abnormal be- 
havior, a crucial aspect in the genesis of dis- 
turbance in the over-all sense of unreality 
Occurs in the domain of orientational per- 
ception. Also, only in the extreme range 
of the psychiatric spectrum (and the OP 
to DP spectra) does manifest behavior be- 
come measurably different in patients when 
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adequately compared with controls. Other 
theories relevant to psychiatry (ethology, 
developmental deprivation, and stress reac- 
tion) seem relevant in the context of this 
heuristic theory and its experimental evi- 


dence. 
Summary 


This report of 20 depersonalized and de- 
realized patients and their matched controls 
tends to support a heuristic theory of ab- 
normal (verbal) behavior relating reports 
of orientational percept distortions to the 
symptoms of depersonalization and dereali- 
Zation, to the status of this type of psy- 
chiatric patient, and to the occurrence of 
both natural life conditions and experimen- 
fal exposure to similar conditions amplify- 
ing existing differences in these parameters 
(OP and DP, DR symptoms) between pa- 
fients and controls. The indices of OP and 

— DP, DR relate reliably to other more es- 
tablished predictors of psychiatric states and 
to the verbal behavior of patients and con- 
trols at any one point of observation. The 
Conclusion is drawn that reports of OP dis- 
tortion are important in the genesis of sub- 
jective "breaks from reality" and that de- 
Velopmental deprivation and certain life 
Conditions of stress are important to the 
genesis of reports of OP distortions. 


Questionnaire 1 


1. T have felt as if there was 

INFINITE SPACE or NO 

SPACE at all ae O YES NO 

2 I have felt as if my BODY, or 

some part of it, MELTED INTO 

SPACE or DISAPPEARED ... YES NO 
3. I have felt as if OBJECTS or 

PEOPLE around me MELTED 

INTO SPACE or 

DISAPPEARED ............ YES NO 


= 


YES NO 


a 


Some part of it, was 
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FLOATING in a STRANGE 
or UNREAL way ........... YES 


. I have felt as if OBJECTS or 


PEOPLE around me were 
FLOATING in a STRANGE 
or UNREAL way ........... YES 


. I have felt as if I was OUTSIDE 


MY BODY, or APART 
FROM TRIAS Soe fune .. YES 


. I have felt as if I was 


ANOTHER PERSON ........ YES 
I have felt as if I was in an 
UNREAL WORLD in which 
OBJECTS or PEOPLE 

around me were STRANGE 

or UNREAL) 1). 12 GE YES 
Did you have any of the above 
feelings before you were 13? .. YES 
If *YES," please circle the fol- 
lowing number(s), referring to 

the questions above, to indicate 
which feelings they were: 
1,5243.045/55,6,/1.58/59:010 


Questionnaire 2 


. I have felt that SPACE around 


me was SMALLER or 

LARGER, while at the time I 

knew it had not changed 

Vias Qe S PM Dg OS YES 


.. I have felt that my BODY, or 


some part of it, was SMALLER 
or LARGER, while at the time 


I knew it had not changed 
ini Size) So ORDER A34 YBS 


. I have felt that OBJECTS o! 


PEOPLE around me were 
SMALLER or LARGER, while 
at the time I knew they had not 


changed in size ..... Hou YES, 


. I have felt that TIME wa: 


passing very much FASTER or 
very much SLOWER, while at 

the time I Knew it had not 

changed in speed ..........; YES 


. I have felt that my BODY, or 


some part of it, was HEAVIER 

or LIGHTER, while at the time 

I knew it had not changed 

in weight ........--+-.--- . YES 
I have felt that my BODY, or 
some part of it, was MOVING 

or WHIRLING, while at the 

time I knew it had not moved .. YES 


. I have felt that OBJECTS or 


PEOPLE around me were 
MOVING or WHIRLING, 


NO 


NO 


NO 


NO 
NO 


NO 


NO 


NO 


NO 


NO 


NO 
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while at the time I knew they 


had not moved NO 


. I have felt that my BODY, or 


some part of it, changed in 
POSITION, while at the time I 
knew its position had 


not changed NO 


. I have felt that OBJECTS or 


PEOPLE around me changed 
in POSITION, while at the time 
I knew their positions had 

not changed 
Did you have any of the above 
feelings before you were 13? .. YES 
If "YES," please circle the fol- 
lowing number(s), referring to 

the questions above, to indicate 
which feelings they were: 

1 2 3455-3. 58/^9 


NO 
NO 
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The Psychological Aspects of the Architectural Environment: 
A Review 


BY WILLIAM V. GRIFFIN, M.D., JOSEPH H. MAURITZEN, M.D., 
AND JOYCE V. KASMAR, PH.D. 


An adequately designed hospital environ- 
ment is essential to the aim of humanizing 
psychiatric treatment and making it more 
efective, The authors cite studies which give 
some basis for recognizing an environmental 
influence on behavior but note that there 
are at present no guidelines to help the 
psychiatrist who would like to include “the 
environment” in his treatment plans. They 
urge interdisciplinary research and collabora- 
tion by psychiatrists, architects, and be- 
havioral scientists to fill this gap. 


Pang INTEREST is being shown in 
the architecture of mental hospitals(1, 
2,10, 11, 23, 30), and it has been repeated- 
ly suggested (3, 9, 28) that the effect of men- 
tal hospital ecology on patient behavior is a 
fertile area for research. Accepting Winston 
Churchill’s maxim, “We shape our buildings 
and then they shape us,” this paper presents 
aà review of the literature on the effect of the 
man-made physical environment on be- 
avior, 

Architecture is limited by the structural 
materials available and influenced by the 
functional needs of those using it. We have 
à good understanding of the physical and 
ne capabilities that determine the 
n qualities of our environment, but 
i are only beginning to be aware of the 
“tionship between man’s biological and 
Social needs and design. 


A Wes time this paper was written Drs. Griffin 
auritzen were third-year psychiatric _ resi- 
aliforni. europsychiatric Institute, University of 
Private a at Los Angeles. Dr. Griffin is now in 
Rivereqetactice; his address is Suite 301, 3808 
zen eid’ Dr., Burbank, Calif. 91505. Dr. Maurit- 
Health S% Staff psychiatrist with the U. S. Public 
an instruo 1ce, Leavenworth, Kans. Dr. Kasmar is 
stitute 4ot0r in residence, the Neuropsychiatric In- 
1 University of California at Los Angeles. 
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While other animals have had to adapt to 
the environment for survival, man has been 
able to adapt his environment to fit his 
physical needs. The limits of man’s biologi- 
cal range are determined by his ability to 
manipulate his environmental surroundings; 
to that extent, he can adapt the surroundings 
to sustain his life in the Arctic, beneath the 
sea, on the moon, and even beyond our 
solar system. Man is becoming increasingly 
responsible for his own ecology, and he is 
constantly undertaking revision of that 
ecology without understanding the conse- 
quences to himself, his fellows, and his 
children. 

What is man's optimum environment? A 
plastic species such as man, with his tre- 
mendous social skills, may have many kinds 
of optimal environments for different people 
in different stages of life and different cul- 
tures, as Osmond(29) has suggested. Os- 
mond has also noted that intelligent zoo 
directors have been able to recreate in cap- 
tivity environmental situations which so 
simulate animals' original habitats that the 
animals can be maintained in a healthy state; 
and he wonders whether man is aware of his 
own needs as much as the zoo keeper is of 
his precious animals’ needs. From the fore- 
going, it is apparent that an awareness of 
how the physical environment affects the 
physiological, psychological, and social be- 
havior of man is crucial. 


Animal Experimentation 


Rats have often been used in studying the 
environmental effects on behavior. Calhoun 
(6, 7) assessed the effects of overcrowding 
on rat behavior, using four interconnected 
pens. The interconnection of the pens was 
such that the majority of the rats collected 
in the center pen and produced what he 


[93] 


1058 


called a “behavioral sink.” In this “behavior- 
al sink” the animals manifested many ab- 
normalities. Females experienced difficulty 
in carrying fetuses to term, and if they 
carried to term, they were sometimes unable 
to deliver their young. Death frequently oc- 
curred at that time. Males developed pan- 
sexuality in which they would mount other 
rats regardless of their age, sex, or receptivi- 
ty. Also, the incidence of aggressive be- 
havior increased. Nest-building behavior be- 
came completely disrupted. 

Chance and MacKintosh(8) observed the 
effects of caging on rats and found behavior 
to be affected by the size of the cage and the 
materials used to construct the cage. Laroche 
(24) studied the influence of the physical 
environment on drug activity in animals and 
found that temperature, humidity, light, and 
noise affected the drug activity. 

Experimental investigation may in time 
advance our understanding of analogous 
problems confronting man. Any physical 
environment, whether a bungalow, school 
or office building, or hospital, may have sig- 
nificant effects on the behavior of its oc- 
cupants. 


Human Ecology 
Effects of Space 


Turning now to work on the interaction 
between the physical environment and hu- 
man behavior, it has been noticed that 
man, as well as animals, lays claim to terri- 
tories as a division of the Space in which he 
exists and that cultures differ in the way 
they define a territory. For example, an 
anthropologist, E, T. Hall(15, 16, 17), has 
noted that the personal and transactional 
Space for an Arabian is quite different from 
that of an American. For an Arabian the 
normal distance for conversation is where 
one can smell the breath of the other person. 
For an American this Would be considered 
much too close for conversation. 

In a somewhat different vein, Black(4) 
Studied the effects of rooms of different 
Sizes, shapes, and Ieverberation times upon 
speaker rate and intensity. Both vocal rate 
and intensity were affected by the rooms in 
which the readings occurred. Phrases were 
read more slowly in large rooms than small, 
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and among the large rooms the rate was 
slower in “live” than in “dead” rooms, In- 
tensity of reading was greater in “dead” 
than in “live” rooms. 

Several studies have been done on the 
optimum personal space for living. Groot- 
enboer(13) studied the relationship be- 
tween crowding and psychiatric problems, 
In families where the available living space 
fell below 8 to 10 square meters per per- 
son, it was noted that there were twice as 
many social and physical disorders. Children 
were much more susceptible to the influence 
of crowding than adults. The author theo- 
rized that the results were due to an inter- 
action between social and environmental 
factors. The effects of crowding, using fall- 
out shelters as the confined space, have 
been studied by Hammes and Osborne(19) 
and Hammes, Ahearn, and Keith(18) under 
varying conditions for variable lengths of 
time up to two weeks. The available living 
Space was 8 square meters per person. Their 
results show no deleterious physiological or 
psychological effects on the subjects. 

Effects of Design 

Karmel(20) examined the effects of a 
windowless classroom on high school stu- 
dents' drawings. The results for 1,000 stu- 
dents show that the children in the school 
with windowless classrooms drew schools 
with significantly more windows than did 
their peers attending a school with windows. 
After studying the drawings Karmel con- 
cluded that more unhappy or maladjusted 
Children attended the windowless school, 
but he could not determine whether the 
maladjustment was related to the lack of 
windows, 

Sommer, a psychologist, has done several 
studies pertaining to how furniture design 
and arrangement can affect interpersonal be- 
havior. Two of his studies(32, 33) showed 
that people prefer to sit across from one 
another rather than side by side, except 
when the distance across is too far for com- 
fortable conversation (greater than five feet) 
or when the distance across markedly ex- 
ceeds the distance between the side-by-side 
chairs. In addition, he demonstrated that in . 
the arrangement of furniture, the closeness 
of chairs tends to vary inversely with the 
Size of the room. 
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In an earlier study Sommer(31) found 
that people seated at the corner positions of 
atable interact more than those seated op- 
posite or alongside each other. When two 
subjects were asked to seat themselves at a 
rectangular table to discuss a topic, they 
significantly more often selected the corner 
positions. Schizophrenic subjects, on the 
other hand, sat at what can be described as 
“distant” arrangements, while none of the 
nonschizophrenic subjects used that arrange- 
ment. 

Equally pertinent are the results of two 
studies dealing with the effect of spatial ar- 
rangement on social interaction. Blake, 
Rhead, Wedge, and Mouton(5) found that 
in long, open barracks recruits knew the 
names of more people than they did in 
partitioned barracks, but they had more 
friends or “buddies” in partitioned arrange- 
ments, Gullahorn(14) noted the same effect 
in office areas. Open offices were found to 
lead to a greater number of acquaintances 
but fewer friends than partitioned offices. 

The effect of the environmental setting on 
subjects’ perception of photographs was in- 
vestigated by Maslow and Mintz(26). Three 
visual-aesthetic settings were used: a “beau- 
tiful,” an “average,” and an "ugly" room. 
Subjects were asked to rate the “fatigue/ 
energy” and “displeasure/ well-being” of ten 
Negative-print facial photographs. The rat- 
ings in the “beautiful” room were signifi- 
cantly higher, i.e., there were more ratings 
of “energy” and “well-being,” than the rat- 
ings made in either the “average” or “ugly” 
Toom. Also, the “average”-room ratings 
Were somewhat higher than the ratings 
made by subjects in the “ugly” room. 
, In a concurrent study(27) the two exam- 
Mets, who spent prolonged sessions testing 
Subjects in the "beautiful" and the "ugly" 
Tooms, were unaware that they were being 
Used as subjects. Those examiners’ ratings of 
the photographs confirmed the other re- 
Search findings, In addition, a testing-time 
Comparison showed that the examiner in 
the “ugly” room usually finished testing 
more quickly than the examiner in the 
cutie” room. In the “ugly” room the 
it iners had such reactions as monotony, 
t d headache, discomfort, irritability, 
“p avoidance of the room, while in the 

Sautiful^ room they had feelings of com- 
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fort, pleasure, enjoyment, importance, ener- 
gy, and a desire to continue their activity. 
Furthermore, the differences were not lim- 
ited to initial adjustments but continued over 
a three-week period; hence, there did not 
appear to be an adaptation to the environ- 
ment. 

These results strongly suggest that visual- 
aesthetic surroundings can have a significant 
effect upon persons exposed to them. The 
studies cited, reporting on the effects of de- 
sign on human behavior, raise questions 
germane to the effect of design on psychiat- 
ric patients. 


Effects of Psychiatric Architecture 


Thomas Kirkbride(22), who wrote in 
the mid-19th century, believed in the ther- 
apeutic importance of environmental design 
and gave early recognition to the psychiatric 
hospital as a separate field of architecture. 
The average number of patients on a ward 
was to be 15; the hospital was to be a ther- 
apeutic community in which the dignity and 
individuality of the patients were to be pre- 
served. One hundred years ago the best 
hospitals in the world were mental hos- 
pitals. The superior quality of mental hos- 
pitals in the United States in the mid-19th 
century was followed by a 75-year period 
of marked deterioration in the name of ef- 
ficiency. 

In the 1880s German psychiatrists intro- 
duced the concept of “brain” rest, based on 
long-term bed rest with continuous bathing. 
This treatment approach suggested the adop- 
tion of large wards. The realization of the 
tremendous economic advantage of the 
large hospital and large ward was a big 
factor in the development of the gigantic 
dormitory which became the hallmark of 
psychiatric hospitals. There are no studies 
comparing the effect of large and small ward 
structures on psychiatric patients, and in- 
deed, there are very few studies on the effect 
of architectural design. on patient behavior 
per se. 

One recent experimental study(21) as- 
sessed the effect of two contrasting visual- 
aesthetic settings (a "beautiful" room and 
an "ugly" room) on psychiatric patients' 
mood, perception of the room, and their 
perceptions of a psychiatrist. While there 
were significantly different ratings of the 
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two experimental rooms, those environ- 
mental differences were not found to in- 
fluence either the patients’ mood or their 
ratings of the psychiatrist in any simple way. 
There were significant differences in the 
patients’ perceptions of the psychiatrists 
according to the psychiatrist personality 
dimension under consideration and, in a 
complex manner, to the age and sex of the 
subjects in conjunction with the experimental 
environment. The authors indicate the need 
for further research investigating the com- 
plex interaction of the psychiatric environ- 
ment with subjects’ age and sex, especially 
as that interaction is related to the behavior 
of psychiatric patients, 

In a somewhat different vein Osmond(28) 
has conceptualized space as being either 
“sociopetal” or “sociofugal.” Sociofugal 
Space discourages human interaction and 
tends to keep people apart; examples are 
the waiting rooms of bus Stations and the 
seating arrangement found in churches and 
in many mental hospital dayrooms. So- 
ciopetal space has just the opposite effect 
and tends to encourage social interaction. 
Close face-to-face furniture arrangements 
exemplify the sociopetal spatial arrangement. 

Using Osmond's concept of spatial ar- 
Tangements, Sommer and Ross(35) rear- 
ranged the furniture of a *model" geriatric 
ward in which the patients had been ob- 
Served to be apathetic in Spite of supposed- 
ly bright and cheerful surroundings. As a re- 
sult of the rearrangement from sociofugal 
to sociopetal, the number of conversations 
among the patients was more than doubled, 
In a more recent Study(34) it was noted 


It is time that we recognize that the cus- 
todial nature of many mental hospitals ang 
the mechanics of housekeeping may be 
anti-therapeutic by tending to encourage 
Sociofugal, isolated arrangements of furni- 
ture. Nurses, too, in their quest for order 
and neatness, may compound the error by 
arranging chairs sociofugally so as to dis- 
courage conversation and interaction, 
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Behavior Cues and Design 


Stainbrook(37) raised the serious ques- 
tion of whether the cues given to patients 
and to staff about expected behavior in 
specific hospital environments arise directly 
out of the interior design and decor. He 
speculates that the seatless toilets, security 
hardware, crude and rugged furniture, and 
bare walls convey to the patient how the 
hospital personnel think he will behave, 
and the patient, in turn, obliges by regres- 
sion and loss of control. Following Stain- 
brook’s speculations it is interesting to find 
several reports in the literature noting that 
where tile flooring was replaced by carpet- 
ing, changes in patients’ behavior did occur, 
Lee(25) reports that the most dramatic 
change after conversion from tile to carpet- 
ing is the great reduction in noise. Anecdotal 
accounts reported by Greco(12) suggest 
that patients become less irritable and ex- 
citable and appear to exercise more control 
following the installation of carpeting, and 
in addition, both employees and patients 
modulate their voices with the introduction 
of carpeting. 

Recently another aspect of mental hos- 
pital design has been assessed. Spivack (36) 
observed tunnels and corridors in mental 
hospitals and attempted to show how detri- 
mental they can be to the patient’s per- 
ception and behavior. Examining the cor- 
ridors and halls in a VA mental hospital, he 
found that the long, well polished halls, 
especially those illuminated by sunlight, 
caused notable visual and perceptual dis- 
tortions. He hypothesizes that these distor- 
tions, in combination with auditory rever- 
berations and sound accentuations, Can 
cause anxiety and frustration in schizophre- 
nic patients who already only have a tenuous 
hold on realistic environmental perceptions. 
In addition, he noted that the very long, 
uniform corridors tend not to give one 4 
Sense of progression and that without that 
Cognitive and sensory feedback, one’s sense 
of time and distance becomes distorted. His 
observations led him to conclude that the 
long, Seemingly endless corridors which typ- 
ify so many mental hospitals are very anti- 
therapeutic. 
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One source(10) reports a conference and 
a proposed project for “architectural modi- 
fication to meet functional change.” The 
plans involve the architectural modification 
of an existing ward so that it can thera- 
peutically enhance the establishment of pa- 
tient identity and patient social interaction. 
This proposed project offers hope for 
meaningful data, and its findings, when 
available, should be of major interest. 


Conclusion 


The reader who hoped to find an empir- 
ically based rationale for decisions about the 
use of architectural space in the treatment 
of the mentally ill is probably disappointed 
by now. The lack of systematic research 
on the effect of the human environment gen- 
erally and of the psychiatric environment 
Specifically should be obvious. The litera- 
ture cited gives some basis for recognizing 
àn environmental influence on and interac- 
tion with behavior, but there are only a few 
isolated results which might serve as guide- 
lins to the psychiatrist who now would 
like to include “the environment" in his 
treatment plans. 

Before more definitive data are available, 
We need not just more research and not 
Just collaboration between psychiatrists and 
architects, Neither their collaboration alone 
Tor more research per se will provide the 
answers and guidance sought. Only collab- 
Orative research, undertaken by psychia- 
Utists, architects, and behavioral scientists 
and addressed to studying the effects of the 
environment in all of its complexity, will 
Suffice, 

, To study the effect of one environmental 
ie (such as color) in isolation can 

y Provide findings of limited applicability. 

's time to look at the complex environ- 
pou all of its interacting environmental 
tie les (e.g. size, noise, aesthetic quali- 
aa etc.), and attempt to cull from 
facio Plexities exactly which environmental 
patien, In combination are of relevance to 
be to what patient behaviors, for 
Point Classes of patients, and at what 
na (s) in treatment. Perhaps then we will 
ia m beginnings of an empirical base 
CUM light of which we can incorporate 

Onmental variables within the total 


4 
EC op, Sychiat. 125: 8, February 1969 


1061 


milieu program for the differential treatment 
of the emotionally disturbed. 
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Metronidazole in the Treatment of Alcoholism 


BY S. B. PENICK, M.D., RUSSELL N. CARRIER, M.D., 
AND JUDITH B. SHELDON, R.N. 


Earlier studies of the effectiveness of 
metronidazole in treating alcoholism have 
reported divergent findings. The authors 
tested the drug vs. placebo in a long-term, 
double-blind study of 100 alcoholic pa- 
tients; the drug failed to demonstrate a sig- 
nificant positive effect on abstinence, The 
only positive finding was a “metronidazole 
effect” —a decreased desire for and tolerance 
of alcohol—which was slightly linked with 
treatment success. The authors suggest that 
metronidazole may be useful as an adjunct 
lo therapy with patients who develop this 
effect. 


ETRONIDAZOLE IS A PROVEN trichomon- 

acide; it also has been reported to be 
useful in the treatment of alcoholism, orig- 
inally by J. A. T. Taylor(4). Following 
Taylor’s published case report, positive 
Tesults in other uncontrolled studies were 
Teported by Semer(3) and Lehmann(2). 
Goodwin published a report of a small 
Controlled study with negative results in 
April 1967(1), 
_ Investigators have claimed that metro- 
nidazole decreases the individual's desire 
for alcohol and further renders the inges- 
tion of alcohol unpleasurable without caus- 
mg disulfiram-like reactions. Some have 
claimed that its use permits social drink- 
mg in former alcoholic patients. The neces- 
Sity for long-term, double-blind evaluation 
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of these claims is self-evident. The follow- 
ing report briefly summarizes our experi- 
ence in a random double-blind design testing 
metronidazole versus placebo in 100 alco- 
holic patients who were followed for periods 
of one to 16 months. 


Patient Population and Methods 


Beginning in February 1966 metronida- 
zole was studied in 100 patients at the 
Carrier Clinic, a private psychiatric hos- 
pital. The results reported represent data 
obtained from the first 50 patients admit- 
ted, all of whom were followed for six 
months or more, and a second group of 
50 patients with shorter follow-up. 

The study population included 64 male 
and 36 female patients ranging in age from 
22 to 71 years. The average male patient 
was 50.3 years of age; the average female, 
45.7 years. This population is generally 
middle class and is not debilitated. The 
chronicity of their drinking pattern is shown 
in table 1. Only 39 patients reported previous 
hospitalizations for alcoholism. Table 2 il- 
lustrates the subjects’ history of inpatient 
treatment. 


TABLE 1 
Alcoholic Chronicity Pattern 


NUMBER OF YEARS 


OF DRINKING MEN WOMEN TOTAL 
Less than 1 year 8 3. 11 
15 19 14 33 
6-10 12 10 22 
11-15 6 2 8 
16-20 5 2 7 
21-25 1 1 2 
More than 25 years 6 0 6 

“Chronic” (number of 

years unspecified) 7 4 1 
Total &i — 85 100 
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TABLE 2 
Previous Hospitalizations for Alcoholism 
NUMBER OF 
HOSPITALIZATIONS MEN WOMEN TOTAL 
None 39 22 61 
1 17 6 23 
2 3 1 4 
3 4 2 6 
4 1 1 2 
5 0 0 0 
More than 5 1 2 3 
"Several" 0 1 1 
Total 65 35 100 


All patients received a routine admis- 
sion physical and laboratory work-up (chest 
and skull X rays, complete blood count, 
urinalysis, and level of serum glutamic oxala- 
cetic [or pyruvic] transaminase). Twenty 
patients showed above normal transaminase 
values (range, 43-166 units; average, 75.9 
units), Hepatomegaly was present in 20 pa- 
tients. Only one patient had liver function 
test results compatible with well developed 
Laennec's cirrhosis. In summary, our popu- 
lation represents an early stage in the devel- 
opment of chronic alcoholism. 

The institution’s alcoholic regimen or a 
modification of it was then initiated for the 
subjects’ physical Withdrawal and rehabilita- 


pared (50 boxes 
250 mg. tablets, and 50 contained placebo) 
and were randomized and key-numbered. 
The double-blind code Was not broken unti] 
the first 50 patients had completed six or 
more months of therapy. 

The patients were admitted to the study 
four days to three weeks following hospital 
admission and were assigned a study num- 
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ber which corresponded with the boxed | 
metronidazole or placebo number. Each pa- 

tient was interviewed by at least one of the. 

authors and was informed of the investiga- 

tional status of the drug, its potential effects 

in the treatment of alcoholism, possible side 

effects, and follow-up procedure. The pà- 

tients then began to take metronidazole, 250) 

mg., or placebo three times daily. 

This dosage regimen was continued. 
throughout the entire hospitalization and 
follow-up period. Treatment other than 
study drug was entirely at the discretion 
of the managing physician. In the majority. 
Of cases patients took only the study drug 
toward the end of hospitalization and fol- 
lowing discharge. Follow-up information 
was acquired from the patient, his family, 
the referring physician, or the staff psy- 
chiatrist if the patient returned to the Car- 
rier Clinic on a routine outpatient basis. 

A patient was considered a treatment 
success if he was able to control his drink- 
ing for six months or more, even if during 
that time he took an occasional drink, 
Treatment failures were individuals whose 
drinking became uncontrolled to their so- 
cial detriment; many of these were read- 
mitted to the hospital. 


Results 


Since a valid evaluation of abstinence 
depends on a follow-up period of at least 
Six months, data on only the first 50 pa- 
tients were considered adequate for evalua- 
tion of abstinence. Since “metronidazole 
effect” is present or absent shortly after 
therapy is initiated, the entire series was 
analyzed for the Presence or absence of 
this phenomenon regardless of follow-up 
Period. 

Forty-four of the first 50 patients were 
available for adequate follow-up, Nine 
drug patients (20 percent) did not resume 
drinking for six months or more. They 
Were therefore termed metronidazole suc- 
cesses. Similarly, 15 patients (32.6 per- 
Cent) were placebo successes, Twelve of the 
patients (26.7 percent) who took metro- 
nidazole resumed drinking during the first 
Six months following discharge. The pla- 
cebo failure rate was comparable at eight - 
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TABLE 3 
Abstinence 
Six-month Follow-up—First 50 Patients 1 
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TABLE 4 
“Metronidazole Effect” 
100 Patients? 


TREATMENT GROUPS? SUCCESS FAILURE 
Metronidazole 9 12 
Placebo 15 8 

1Lost to follow-up: 6 

“chi-square = 1.404; p, n.s. 

patients (17.4 percent). Table 3 sum- 


marizes these results. There was no statis- 
tical difference between drug and placebo 
groups. 

Of the nine patients who benefited from 
metronidazole, two were able to drink so- 
cially while the other seven abstained. Of 
the 15 patients who were successful taking 
the placebo, three were able to drink socially. 
Six of the metronidazole failures relapsed 
only after they had voluntarily discontin- 
ued the medication. 

Six patients were lost to follow-up be- 
cause of location changes, changes of phy- 
sicians, or organic brain involvement, 
which made the gathering of reliable data 
Impossible. Analysis of the second series 
for the abstinence gave similar results to 
the first series; it is not reported in detail 
because of short-term follow-up. 

Side effects were noted by three metro- 
nidazole users. The first patient developed 
nausea after three months of use; the sec- 
ond complained of nausea and anorexia 
after two weeks on the drug; dizziness and 
light-headedness were reported by the third. 
All three patients stopped therapy because 
Of these side effects, None of the placebo 
Users reported side effects. 

A disulfiram-like effect was cited by one 
metronidazole user. After six months of 
qe tronidazole therapy, he drank whiskey 
0 excess, Immediately following this in- 
m he experienced severe nausea and 
Omiting, Since this episode he has re- 
mained abstinent. 
*cause this series of 50 patients dem- 
me ed No significant effect of metronida- 
Yi a abstinence from alcohol, the code 
o Token earlier in the second series of 
zi Since the only positive finding in the 
T Eu in the area of “metronida- 
ix Sect" (alcohol tasted different, aver- 

to alcohol, development of inebriate 


Ons 
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TREATMENT GROUPS? EFFECT EFFECT 
Metronidazole 15 32 
Placebo 5 42 


TLost to follow-up: 6 
* chi-square = 5.448; p < .025 


status on much less alcohol than when un- 
treated), we focused on the presence or 
absence of this effect in the second series. 
Of the 100 patients, 15 on drug and five 
on placebo reported this effect. By chi- 
square, this is significant at the 2.5 percent 
level (table 4). This suggests that the occur- 
rence of “metronidazole effect" is signifi- 
cantly correlated with metronidazole ad- 
ministration. 

Of the 50 patients who were followed 
long enough to be analyzed for abstinence, 
there were six metronidazole patients who 
reported “metronidazole effect"; four were 
treatment successes and two were treat- 
ment failures. This finding would seem to 
exceed the over-all drug success rate of 20 
percent, but the numbers are too small for 
valid statistical analysis. 


Discussion 


In a controlled double-blind evaluation 
of metronidazole, the drug failed to dem- 
onstrate a significant effect on the subjects" 
ability to remain abstinent. 

However, it was apparent that a “metro- 
nidazole effect” was significantly correlated 
with metronidazole administration. We 
were unable to find any difference between 
metronidazole patients with the “metro- 
nidazole effect” and those without it with 
respect to age, sex, physical status, chro- 
nicity of alcoholism, and number of pre- 
vious hospitalizations. 

Evidently the effect which occurred in a 
relatively small percentage of metronida- 
zole patients was not of sufficient impor- 
tance to increase the \success of treatment 
in general when all metronidazole patients 
are considered together regardless of the 
presence or absence of “metronidazole 
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effect.” Possibly in a larger series of pa- 
tients, considering only those who report 
the presence of “metronidazole effect,” a 
significant improvement in abstinence rate 
might be observed. 

If metronidazole has a place in the man- 
agement of alcoholism, it is a relatively 
minor one. Possibly certain patients who 
develop “metronidazole effect” may be 
able to use the drug as an adjunctive deter- 
rent to alcohol ingestion. An analogy could 
be drawn to the role of appetite-depressant 
drugs in the treatment of overeating. 

The possibility that subtle differences of 
either a metabolic or psychological nature 
may exist between patients who develop 
this effect and those who do not is in- 
triguing and should be a subject for future 
investigation. 

These results may help to explain di- 
vergent published opinions of the efficacy 
of metronidazole in alcoholism. This study 
also emphasizes the need for caution in 
interpreting uncontrolled as well as double- 


The measure of a man's real character is what he would do if he knew 


he would never be found out. 
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blind controlled drug studies. A drug may 
work in a small proportion of patients; 
yet this drug effect may be lost in large 
double-blind studies. This is especially 
true when the “diagnosis” (alcoholism in 
this case) represents a pseudo-homoge- 
neous group which is in fact heterogeneous, 
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The Enduring Effect of the Jewish Tradition 
Upon Freud 


BY LARY BERKOWER, M.D. 


Freud’s background included many signifi- 
cant sources of contact with traditional Jew- 
ish scholarship. From this background, in 
part, his intense rational and analytical ap- 
proach to psychology undoubtedly originat- 
ed, The author notes remarkable similarities 
to Jewish scholarship in Freud’s determin- 
ism, his utilization of metaphorical com- 
munication, and his study and interpretation 
of associations and dreams. Freud proudly 
acknowledged this influence and inspira- 
tion. On the other hand, there is little to in- 
dicate that Freud was seriously affected by 
Jewish cabbalistic and mystical movements, 
as has been proposed by others. 


UCH HAS BEEN written concerning in- 
tellectual and scientific influences upon 

the life work of Sigmund Freud. These in- 
fluences, including the important literary 
and philosophical writers before and of 
Freud's time, are discussed extensively in 
Ernest Jones’ biography and in other works. 
On the other hand, comparatively little is 
known about Freud's Jewish antecedents. 
hus Jones states, *Of Freud's religious 
background not a great deal is known" (16, 
P. 19). Yet, we do know that Freud was in- 
fluenced by his Jewish upbringing and 
training. For example, Freud himself wrote 
n his Autobiographical Study, “My deep 
Engrossment in the Bible story (almost as 
Soon as I had learnt the art of reading) had, 
as I recognized much later, an enduring ef- 
ect upon the direction of my interest” (9, 
W ). Because of this apparent gap in our 
"oWledge it will be interesting to explore 
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what the “enduring effect” upon Freud 
might have been, both from an inspirational 
and even a methodological standpoint. 

In his book, Sigmund Freud and the Jew- 
ish Mystical Tradition, David Bakan sought 
to place the origin of psychoanalysis within 
the framework of Jewish mysticism, Thus 
Bakan asserts, perhaps with a tinge of an- 
tagonism, “We believe that Freud often 
wrote with obscurity, that he was motivated, 
consciously or unconsciously, to hide the 
deeper portions of his thought, and that 
these deeper portions were Cabbalistic in 
their source and content"(2, p. 35). The 
author searches for comparisons and paral- 
lels with psychoanalysis in a variety of rath- 
er esoteric Jewish sources and movements, 
including the Cabbala, the Zohar, Jewish 
messianism, and Chassidism. It is true that 
Bakan sometimes refers to less mystical Jew- 
ish writings, such as the Pentateuch, Tal- 
mud, and important commentaries, but often 
thesis. 

The biographical information that we pos- 
sess concerning Freud and Judaism does not 
reveal any unusual mystical Jewish training 
or later preoccupation with cabbalistic 
knowledge or Jewish messianic movements. 
However, Freud was interested in Jewish 
Biblical, historical, and cultural expressions, 
despite his well-known agnosticism, and 
made references to them throughout his life 
in his writings, as will be shown. No similar 
mystical Jewish allusions could be found. 

Jones was led to conclude, “When Freud 
spoke of his having been greatly influenced 
by his early reading of the Bible he can only 
have meant in an ethical sense, in addition to 
his historical interest"(16, p. 19). Freud 
himself regretted his comparatively limited 
Hebrew education and wrote in his Letter to 
the Editor of the Jewish Press Centre in 
Zurich (1925): “In the time of my youth 
our free-thinking religious instructors set no 
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' store by their pupils’ acquiring a knowledge 
of the Hebrew language and literature. My 
education in this field was, therefore, ex- 
tremely behindhand, as I have since often 
regretted”(8, p. 291). 


Freud’s Family Background 


In addition to his own Jewish education, 
however, Freud had access to the broad 
outlines of the Jewish tradition of scholar- 
ship through his family background. His 
great-grandfather and grandfather were 
rabbis, and it can be assumed that other 
family members were in a position to impart 
some Jewish awareness(16, pp. 2 and 19). 
His wife’s family includes a grandfather who 
had been chief rabbi of Hamburg; Jones 
described her family as “distinguished in 
Jewish culture”(16, p. 100). 

Josef Breuer, Freud's early collaborator 
and co-author of Studies in Hysteria, was 
the son of a famous Jewish religious leader 
and teacher(13, p. 71). Moreover, Freud 
attended Jewish social and cultural meet- 
ings through his B'nai B'rith lodge every 
other week from 1895 onward, furnishing 
additional sources of contact for Freud with 
Jewish knowledge. The fact that Freud him- 
self would occasionally give lectures at his 
lodge is indicative of the high level of dis- 
cussion at these meetings(16, p. 330). Thus 
Freud could have gained an understanding 
of the basic approaches of Jewish scholar- 
ship through a variety of means. 

A detailed exposition of Freud's Jewish 
roots from a social-historical viewpoint is 
presented in Earl Grollman’s book, Judaism 
in Sigmund Freud’s World(13). This author 
shows how thoroughly Freud’s upbringing 
was permeated with Jewish influences, In 
addition, most of Freud’s friends and col- 
leagues throughout his life were Jewish. 
Anti-Semitism was always present in Austria 
and served to intensify Freud’s awareness of 
being Jewish, For further sociological details 
the reader is referred to Grollman's work. 

Those who, like Bakan, argue that Freud 
was preoccupied with mysticism point out 
the significant papers Freud Wrote on such 
subjects as the "uncanny," demoniacal neu- 
roses, and telepathy as indicative of the op- 
eration of these hidden influences. Indeed, 
we know that Freud did have certain super- 
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stitious tendencies and partially accepted 
telepathy. As Jones wrote: “In it [Freud's 
attitude toward occultism] we find through- 
out an exquisite oscillation between skepti- 
cism and credulity so striking that it is 
possible to quote just as many pieces of evi- 
dence in support of his doubt concerning 
occult beliefs as of his adherence to them.” 
We can note that in Jones' thorough chapter 
on Freud's occultism there is no mention 
whatsoever of anything Jewish in its con- 
tent or quality( 18, p. 375-407). 

However, it should be emphasized that 
Freud was interested in all manifestations 
of human behavior, and this would certain- 
ly include occult and mysterious elements. 
In addition, when Freud wrote about these 
subjects his essential approach was rational 
and analytical: he sought to reveal the psy- 
chological significance of these forces. A 
good example of this is Freud's study of “A 
Seventeenth-Century Demonological Neu- 
rosis" in which he found that the devil with 
whom a 17th-century painter signed a pact 
was a “direct substitute for his father"(7). 

What then was the influence of the Jewish 
tradition upon Freud and psychoanalysis? 
We do know that Freud was aware of the 
Jewish heritage of scholarship and devotion 
to learning. One such indication is the He- 
brew inscription his father wrote in the 
Bible he presented to his son.when Freud 
was 35: "It is the Book of Books; it is the 
well that wise men have digged and from 
which lawgivers have drawn the waters of 
knowledge"(16, p. 19). My thesis is that 
Freud transmitted to the study of human 
behavior the same value, intensity, and 
thorough concentration that his ancestors 
committed to the study of the Torah, and 
that there are certain resemblances in meth- 
odology that Freud may have acquir 
from his upbringing. 

He also, as I shall show, was stimulated 
by the examples of some of the great heroes 
and pathfinders of Jewish history an 
knowledge. Thus from our viewpoint Freud's 
Jewish influence, rather than being “mysti- 
cal,” a word implying the presence of occult 
and mysterious forces, is instead primarily 
of a rational, analytical, and inspirational 
nature, and not so far removed from the 
German scientific and literary spirit of bis 
time, from which he also arose. It is, 9 
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not possible to distinguish fully be- 
Jewish and non-Jewish influences; 
wer, some of the methodological simi- 
to be discussed, such as the emphasis 
upon the association of ideas, will 
seen to be quite uniquely Jewish in ori- 


The Jewish Scholarly Approach 


—To readers unfamiliar with the main- 
stream of Jewish tradition, the following 
“quotation is offered to show what the Torah 
meant to someone devoted to its study. I 
ote from the preface to a translation of the 
Book of Ruth. 


“Its [the Bible's] words must be weighed and 
"measured. Sages and scholars have vied with 
‘one another in their efforts to reveal the 
"treasures hidden in this Book, Their meticulous 

and loving care, lavished upon every letter, 
“Word, turn of phrase, and every minute pe- 
-euliarity of diction in this immortal Book, 

“has disclosed a wealth of intriguing problems 
and a host of fascinating solutions which often 
into intricate labyrinths of exegesis. From 


k exploration, they brought back gems of 
parables, homilies, and allegories, with many 
lessons of infinite worth on good conduct and 
“Saintly living(20).1 

Ab 


Y One can compare this with the intense 
"and dedicated attention Freud brought to 
the problems of human psychology, his 
"searching for underlying meaning and inter- 
Telationships in the material he obtained. In 
ade tion, Freud, too, found significance in 
BE letter, word, turn of phrase, and every 
| minute peculiarity of diction.” It should be 
"emphasized that the above quotation is from 


‘Bible (Ruth) and is very typical of the 

eWish tradition of scholarship. 

| — Interesting parallels exist between the psy- 
‘hological constructs and methodology of 
feud and traditional Jewish scholarly ap- 
- Proaches to the Torah. A few examples will 

lustrate these similarities. To begin with, 

fundamental to the work of Freud is the 

Ptinciple of psychic determinism. As Bren- 


fhe author expresses his appreciation to Son- 
Press for permission to use this quotation. 
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ner in his Elementary Textbook of Psycho- 
analysis expressed it: “The sense of the prin- 
ciple is that in the mind, as in physical nature 
about us, nothing happens by chance, or in 
a random way. Each psychic event is deter- 
mined by the ones which preceded it" (3). 

In the Jewish tradition the interpretation 
of the Bible was conducted in a like manner, 
as we can see in the quotation from I, Slot- 
ki. It was assumed by the Jewish commen- 
tators that each word, statement, person, or 
event in the Bible had a special significance 
in the order presented. On the other hand, 
the rabbis insisted upon an ultimate moral 
free will of the individual to choose between 
good and evil for himself(14). But here, 
too, we can note, it was implicit in psycho- 


'analysis that the final responsibility rested 


with the patient in therapy betweeen the 
choice of neurotic illness and health. Thus 
Freud applied a determinism to psychology 
which in the Jewish tradition was devoted to 
the Torah; yet each stressed individual re- 
sponsibility in the end. 

Another area of similarity between the 
work of Freud and traditional Jewish schol- 
arship involves the attention placed upon the 
association of ideas. In other words, the 
fact that one idea or subject followed an- 
other (in the psychological material of free 
associations or in the Bible) was often as 
significant as the subject matter itself of the 
connected ideas. This principle of study was 
familiar to Jewish school boys who had 
learned the Bible with commentaries as did 
Freud, who studied the Philippson Bible(18, 
p. 350). 

An example of the Jewish use of associa- 
tions in the Bible is the connection of the 
dedication offerings to the sanctuary of the 
tribal princes of Israel and the lighting of 
the candelabra (menorah) by Aaron and 
his priestly family. The most famous Jewish 
Bible commentator, Rashi (an abbreviation 
for Rabbi Solomon ben Isaac of Troyes, 
France, 1040-1105), wrote about this as- 
sociation, which occurs in Numbers 7:2: 
Why was the section of the menorah adjoined 
to the section of the princes? For when Aaron 
saw the dedication of the princes, his mind 
grew faint, since he was not together with 
them in the dedication, neither he nor his 
tribe. The Holy One Blessed Be He said to him: 
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“By thy life, thine is greater than theirs, for 
thou lightest and cleanest the lamps”(19). 

In this manner the commentator sought out 
the meaning in the association of subjects, 
akin to Freud’s later use of this approach. 

Freud also elucidated the significance of 
associations of thoughts based upon simi- 
larities in phrasing, sound, and verbal am- 
biguity. He noted the use of “switch words” 
and “verbal bridges" (6, p. 530). This, too, 
had antecedents in rabbinic exegesis which 
was and is quite well-known to students of 
Jewish learning. Thus the second principle of 
logic as set down by Rabbi Ishmael for the 
expounding of the Torah was the “Inference 
from similarity of phrases in texts”’(15). In 
other words, deductions were made on the 
basis of the use of similar language in sep- 
arate places in the Bible. 

In addition to this, the rabbis found hom- 
iletic and interpretive significance in words 
of similar sounds which they would inter- 
change to clarify and add meaning to a 
Biblical passage. This was not considered a 
“mystical” device, but rather was looked 
upon as intrinsic to the original root deriva- 
tive of the word by Jewish scholars. A 
well-known Talmudic example of this is the 
following: “Rabbi Elazar said in the name 
of Rabbi Chanina, ‘The disciples of the 
Sages increase peace throughout the world, 
as it is said, and all thy children shall be 
taught of the Lord; and great shall be the 
peace of the children [Isaiah 34:13]. Read 
not here banayich, thy children, but bona- 
yich, thy builders’ RET 

Thus the Hebrew words of like sound 
and construction for “children” and “build- 
ers” were interchanged to heighten the sig- 
nificance of the Biblical text. The fact that 
this general method of study transcended 
mere “word play” is attested to by the philo- 
logical thoroughness with which Rabbi Sam- 
son Raphael Hirsch of Frankfurt, Germany. 
employed it. Rabbi Hirsch (1808-1888) is 
one of the foremost influences upon con- 
temporary traditional Jewish Bible study. 

The utilization of indirect and metaphor- 
ical means of communication is also com- 
mon to the methodology of Psychoanalysis 
and the Jewish tradition of scholarship. Thus 

the Talmud, the encyclopedia of Jewish 
knowledge compiled by the year 470, con- 
sists of two main sections( 12, p. 231). 
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One section, known as the Mishna, em- 
bodies the principles of law and ethics of 
earlier rabbis. Often it appears as a very 
condensed and ambiguous statement, obvi- 
ously requiring interpretation. The second 
section, the Gemara, is the elaboration and 
interpretation of the Mishna. Parts of one 
section follow the other throughout the Tal- 
mud, the comparatively brief statement of 
the Mishna and its detailed development 
in the accompanying Gemara. 

Frequently the Gemara discusses the 
preceding Mishna in a metaphorical man- 
ner, introducing the formula “Here (in the 
Mishna) we are talking of such a case” 
to explain the Mishna, even though the 
case in question is far from apparent. One 
can note the resemblance to the psycho- 
analytic interpretation of condensed dream 
material quite readily. It should be empha- 
sized that what we are discussing does not 
assume Talmudic knowledge on Freud’s 
part; rather this was the basic modus 
operandi of Jewish scholarship and would 
be known to anyone with an interest in 
Jewish culture and history who had even 
a superficial scholastic background him- 
self. 

The Talmudic influence upon Freud’s 
mode of work was recognized by Freud’s 
co-workers. Thus Karl Abraham wrote the 
following in a letter to Freud dated May 
11, 1908: 


I find it easier to go along with you rather than 
with Jung. I, too, have always felt this in- 
tellectual kinship. After all, our Talmudic way 
of thinking cannot disappear just like that. 
Some days ago a small paragraph in Jokes 
Strangely attracted me. When I looked at it 
more closely, I found that, in the technique of 
apposition and in its whole structure, it was 
completely Talmudic(1). 


Considerations of space do not permit & 
detailed comparison of written material from 
the Talmud and from Freud’s work; how- 
ever, this writer is currently working on such 
a project in an attempt to demonstrate more 
clearly the similarities that Abraham de- 
scribed. 

Freud’s early “deep engrossment in the 
Bible story” and its “enduring effect" upon 
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the direction of his later interest was men- 
tioned earlier. In this connection we can 
surmise that the interaction of Biblical 
characters, such as the patriarchs and ma- 
triarchs and their children, resulted in a 
lasting psychological curiosity on Freud's 
part. Perhaps he wondered why the Bible 
went to such length, for example, in pro- 
hibiting incest, for he discussed this taboo 
so extensively among primitive tribes in 
Totem and Taboo. 

Even the oedipal relationship has its an- 
tecedents in the Bible, which Freud prob- 
ably discovered when he was young. Thus 
the Bible tells how shocked Jacob was 
when he learned of his eldest son Reuben's 
sexual approaches with his (Jacob's) con- 
cubine Bilhah; partly for this Reuben for- 
feited his rights as firstborn (Genesis 35: 
22 and 49:3, 4). Freud's detailed factual 
knowledge of this section of the Bible is 
indicated, in addition to his special interest 
in Joseph, by a reference he made in a let- 
ter of June 19, 1885, to his future wife 
fo the seven years "according to our patri- 
arch’s custom—for my courting to suc- 
Ced"(4). Here Freud was alluding to 
the seven years Jacob served Laban for 
the right of marrying his younger daughter, 
Rachel, as described in Genesis 29. The 
Violation of his father by Ham, the son of 
Noah (Genesis 9:20-27), also touches 
"pon a theme which Freud was to illumi- 
nate in psychoanalytic writings such as To- 
hi 4nd Taboo and Moses and Monothe- 
ism, 

Perhaps the most remarkable conver- 
Bence of Freud's thought with the Jewish 
tradition concerns the valuation placed 
"pon the interpretation of dreams. It is 
true that Freud’s monumental contributions 
Went far beyond the prophetic, symbolic 
merpretation of Joseph in the Bible, as 
reud himself noted(6, p. 97). Nevertheless, 
“veral references are made to the dreams 
ba Joseph unraveled in Freud’s Interpre- 
i ‘on of Dreams. For example, Freud used 
id 2 ene Pharoah to illustrate the prin- 
of thi T5 Separate and successive dreams 
may t ind may have the same meaning, and 
pulses ; giving expression to the same im- 
also in different material,” which Joseph 

Tecognized(6, p. 334) when he ex- 
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claimed, “The dream of Pharoah is one” 
(Genesis 41:25). 


Sources of Inspiration 


In addition to calling to Freud’s atten- 
tion at an early age the significance of 
dreams, the inspirational effect of the Bib- 
lical Joseph upon Freud must have been 
extraordinary. Freud himself wrote in a 
footnote to The Interpretation of Dreams: 
"It will be noticed that the name of Josef 
plays a great part in my dreams (ie., 
the dream about my uncle). My own ego 
finds it very easy to hide itself behind 
people of that name, since Joseph was the 
name of a man famous in the Bible as an 
interpreter of dreams"(6, p. 484). We 
can wonder how Pharoah's words to Joseph 
might have stirred the young Freud: “For- 
asmuch as God hath shown thee all this, 
there is none so discrete and wise as thou" 
(Genesis 41:39). 

Freud's deep interest in Joseph persisted 
throughout his life, as illustrated in a let- 
ter he wrote to Thomas Mann on Novem- 
ber 29, 1936, after reading a new volume 
of Mann’s tetralogy, Joseph and His Broth- 
ers. In this letter, which is presented in 
Appendix A of Jones’ biography, Freud 
asks, “Is there an historical person for 
whom the life of Joseph was a mythical 
pattern, so that the phantasy of Joseph 
may be divined as the secret dynamic mo- 
tor through his whole life? I think Na- 
poleon was such a person.” Freud con- 
tinued to develop this theme brilliantly in 
the letter(18, p. 462). Given Freud’s stat- 
ed dream identification with Joseph, one 
can speculate whether Joseph to some ex- 
tent had a similar effect upon Freud. 

Concerning the influence that Moses had 
upon Freud, Jones had the following to 
say: “There is every reason to suppose 
that the grand figure of Moses himself, from 
Freud’s early Biblical studies to the last 
book he ever wrote, was one of tremendous 
significance to him. Did he represent the 
formidable Father-Image or did Freud 
identify himself with him? Apparently 
both, at different periods"(17, p. 364). 
In spite of Freud's agnostic religious at- 
titude, his works include such studies as 
Moses and Monotheism (1939) and “The 
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Moses of Michelangelo” (1914), albeit 
from a nontraditional orientation. 

Bakan relates Freud’s interest in Moses 
to what he considered to be a competi- 
tive, antagonistic attitude toward Moses 
on Freud’s part, in addition to “Freud’s 
Messianic identification” (stemming from 
the influence of earlier Jewish mystical 
messianic movements which Bakan de- 
scribed)(2, p. 169). Here, too, Bakan 
tends to place himself upon . unstable 
ground in terms of the available facts. We 
can more conservatively note the inspira- 
tion and parallel between Moses, the law- 
giver of our Western moral code, and 
Freud, who constructed from his observa- 
tions essential laws of human psychology. In 
this connection we are reminded that Freud’s 
first choice of profession was the law(9, p. 
8). 

Another noble figure of Jewish history 
who inspired Freud was Jochanan ben 
Zakkai. In a time of considerable peril to 
himself and the Jewish people, this re- 
nowned sage of the Talmud and statesman 
was offered by the Roman general Vespa- 
sian in the year 70 C.E.* one request 
which the Romans would fulfill. The rabbi 
chose the opportunity to establish an acad- 
emy of learning at Jabneh. This later be- 
came a famous center for the cultivation 
of Jewish values(12, pp. 194-197). What 
greater evidence of the lasting inspirational 
effect of the Jewish tradition of learning 
upon Freud is there than the fact that 
Freud commented to the Vienna Psycho- 
analytic Society in 1938, when he was 81 
and about to be forced by the Nazis to 
leave Vienna for London: “After the des- 
truction of the Temple in Jerusalem by 
Titus, Rabbi Jochanan ben Zakkai asked 
for permission to open a school at Jabneh 
for the study of the Torah. We are going 
to do the same. We are, after all, used to 
persecution by our history, tradition, and 
some of us by personal experience" (18, 
P. 221). Freud also wrote about this act 
of Rabbi Jochanan ben Zakkai in Moses 
and Monotheism, and added, “From that 
time on, the Holy Writ and intellectual 
concern with it were what held the scat- 
tered people together"(11, p. 115). In- 


? Christian era, 
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terestingly, after Freud left Austria, the 
English-speaking world, rather than Vien- 
na, became the center for psychoanalysis, 

Persecution and the contempt of outsid- 
ers were characteristic features of Jewish 
history which Freud himself experienced 
and described, especially in Moses and 
Monotheism. Freud observed howjthis led 
to a defiance and turning ima by the 
Jewish people into achievements\in schol- 
arship, as well as contributing to their de- 
tachment from the societies in which they 
lived(11, pp. 90-92, 115). Here, too, Freud 
was aware of the parallel with his own 
life and identified with Rabbi Jochanan ben 
Zakkai in this respect, as I have shown. 
Like his fellow Jews, Freud stood compara- 
tively alone for what he believed to be true 
much of the time and reacted to the scorn 
of detractors with, if anything, aggressive 
creativity. 

However, we should note that the Jewish 
tradition also flourished in eras in which 
the Jewish people dwelled in peace and 
freedom, relatively free of discrimination, 
such as during the *Golden Age" of Spain 
(900 to 1200 C. E.) from which Mai- 
monides and other brilliant scholars 
emerged(12, pp. 323-338). In this con- 
nection, many of Freud’s most important 
discoveries were made at a time of com- 
parative outward tranquility. The Inter- 
pretation of Dreams was largely written 
in the summer of 1899 during such a peti- 
od when the Freud family was living in 
the country(16, p. 335). Freud described 
his life at this time in a letter to Wilhelm 
Fliess, dated August 20, 1899: “I have 
got on so well with my work here, in peace 
and with nothing to disturb me, and in al- 
most complete health; and in between 
times I have gone for walks, and enjoyed 
the mountains and woods” (5). 

The inadequacy of persecution as 3? 
explanation for Jewish learning is also 1- 
dicated by the fact that other groups of 
people have been subjected to oppression 
without significant resultant scholastic at- 
tainments. Therefore, we can conclude that 
Persecution and discrimination, though 0% 
ten present, were not necessarily essentia 
factors in understanding Jewish cultur 
history or Freud's life work. 
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Conclusion 


We can see how Freud arose from a 
Jewish milieu in which the intensive devo- 
tion to study was admired beyond any- 
thing else. Freud was aware of this 
throughout his lifetime and identified him- 
self with it. In Freud’s constant search 
for knowledge concerning human behavior 
he was carrying over to psychology the 
same spirit’ of scholarship that his fore- 
fathers applied to the Torah, guided by 
the Biblical injunction: “And these words, 
which I command to thee this day, shall 
be upon thine heart; and thou shalt teach 
them diligently unto thy children, and 
shalt talk of them when thou sittest in 
thine house, and when thou walkest by the 
way, and when thou liest down, and when 
thou risest up” (Deuteronomy 6:6, 7). 

Additionally, we have noted in Freud’s 
deterministic approach to psychology, his 
study of associations, his utilization of 
metaphorical communication, and his in- 
terpretation of dreams certain remarkable 
Similarities in methodology to that of the 
Jewish tradition. The inspiration of such 
grand figures of Jewish history as Joseph, 
Moses, and Jochanan ben Zakkai, among 
others, was undoubtedly a source of 
strength for Freud, Thus Freud wrote in 
1930 in a preface to the Hebrew transla- 
tion of Totem and Taboo: 


If the question were put to him [Freud]: “Since 
you have abandoned all these common char- 
acteristics of your countrymen what is there 
left to you that is Jewish?” he would reply: 
A very great deal, and probably its very 
essence.” He could not now express that essence 
Clearly in words; but some day, no doubt, it 


om accessible to the scientific mind 
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This Month’s Special Section 
Private Conflict with Public Consequences 


Psychosocial Constraints on the Important Decision-Maker 


BY LESTER GRINSPOON, M.D. 


Although institutions may take impressive 
steps to safeguard the physical health of 
their highest decision-makers, they tend to 
ignore and in fact exclude provision for safe- 
guarding vital interpersonal needs. The suc- 
cessful executive experiences a restriction of 
freedom in his relationships with other peo- 
ple, lessened objectivity and candidness 
among his subordinates, and increasing iso- 
lation and loneliness. There is no easy way 
for decision-makers and institutions to com- 
pensate for these psychosocial constraints, 
but the importance of devising some means 
seems clear. 


DS THE FACT that many techniques 
have been developed to generate and 
Systematize data to help corporate, military, 
government, and other important decision- 
makers be more "rational and objective," 
even the most optimistic decision-theorist 
recognizes that the process of making deci- 
Sions remains obscure. Game theory, simula- 
tion, computers, operations research, sam- 
pling, systems analysis, organization theories, 
and the like may help a decision-maker to 
deal with the external influences which con- 
tribute to his working out a decision, but they 
cannot identify or put into perspective the 
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internal influences. None of these theories 
or techniques can determine the extent to 
which and the ways in which a man’s inner 
life may affect his decisions. “The heart,” said 
Pascal, “has its reasons which reason knows 
not of.” 

In this paper I shall be concerned with 
identifying some of the constraints which a 
high responsible position imposes on its oc- 
cupant in his relationships with other people 
and the ways in which these constrained 
relationships alter aspects of his inner life 
to affect his self-image, his means of testing 
the reality of some facets of his environ- 
ment, and the degree to which he feels alone. 
It will then be demonstrated how these al- 
terations in his inner life may affect decisions 
he must make. Coupled with this, I will 
briefly consider some aspects of precon- 
scious and unconscious influences on the 
important decision-maker. 


Success and the Loss of Freedom 


Although the men who seek and pat 
ticularly those who attain important deci- 
sion-making posts may have distinguishing 
Character traits; emotional needs, and per- 
Sonal histories, we cannot assume that their 
need for varied interpersonal relationships 
is any less than it is among other people. 
The need for such relationships may, in fact, 
become greater as the role increasingly im- 
Poses its peculiar constraints, ^ 

Clarence B. Randall, a retired industrial 
executive, described some of the ways exec 
utive responsibility constrains interpersonal 
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relationships and breeds isolation(11). An 
increasingly successful executive who begins 
his career as an ordinary commuter moves 
first into the exclusive car at the rear of the 
train and then into a chauffeured limou- 
sine, He eventually loses control over his 
appointment book so that whom he talks to, 
about what, and for how long are largely 
determined by business considerations. Even 
his lunches are private and prearranged. In 
his social life, too, contact with people of 
diferent views and backgrounds becomes 
more and more improbable because people 
who do not have certain kinds of creden- 
tials, so to speak, are excluded. 

As the decision-maker gains more power 
and accepts more responsibility, he becomes 
increasingly isolated, a prisoner to his of- 
fice, while those who serve and protect the 
office become his guards. Randall empha- 
sized the perils of becoming “divorced from 
the tumult of outside thought.” The danger 
of this kind of isolation is illustrated by the 
Versailles Court, established to insulate 
Louis XIV and his successors from all con- 
tact with their subjects; it succeeded so well 
that it undoubtedly laid the foundation for 
the French Revolution(8). In modern times, 
Wilson became extremely isolated during his 
illness and this, because it prevented him 
from being attuned to the atmosphere in the 
Senate, is thought to have been significant 
for the failure to ratify the Treaty of Ver- 
Sailles(2) 

More specifically, the hazard of this pro- 
‘ection and isolation is not simply that the 
decision-maker becomes dangerously un- 
a of some facets of the external reality 
ut, perhaps even more importantly, that 
i I5 prevented from seeing some aspects of 
it. It is not merely that the office 
iss him access to many people but that 
hi » forced to depend largely upon a small, 
ci elected group, most of whom are 
" d^ inates who defer to him and are care- 

Out how they disagree with him and 
Over what issues, 


mun Serious a problem this is is roughly 
sibilit to the degree of power and respon- 
: nus office commands. While it may 
an E importance to the man who has 
bis oe Secretary or two, it may be of 

iderable consequence to the assistant 
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secretary, the bureau head, or the general, 

the man who has achieved a position where- 
in almost all of his human transactions are 

with people who see their vital interests 

ee served by pleasing and impressing 
im. 

It would overstate the case to suggest 
that all who surround such a figure are 
sycophants. It may be that some are so 
identified with him that theirs is a kind of 
self-flattery, or they may have so much love 
for him that they want to protect him from 
anything that they believe might hurt him. On 
the other hand, some office guardians might 
experience considerable anxiety should their 
ambivalent feelings about their chief be 
aroused by some expression of candor, while 
for others agreeable and flattering behavior 
may be a reaction formation in defense of 
deep-seated hostile and competitive feelings. 


The Loss of Candor 


The important decision-maker contrib- 
utes directly or indirectly to the selection 
of those who surround him, and men do 
not generally surround themselves with 
those who seem critical. This is illustrated, 
perhaps to an extreme degree, in Alexander 
and Juliette George's description of Wil- 
son: 


All of Wilson's close friends—the men, the 
women, the professors, the politicians, the 
socialites—shared one characteristic: they 
were, or at least had to seem to him to be, un- 
critical admirers of the man and of every- 
thing he did. Intellectual disagreement or the 
feeling that a friend disapproved of some proj- 
ect he had in hand aroused intolerable anx- 
ieties(4). 


It is not always the incumbent himself who 
is at fault in this selection of uncritical 
subordinates, since the office itself as an 
institution with its prestige and its tradi- 
tions may have come to have little toler- 
ance for candor. 

Julius Caesar in Thorton Wilder’s The 
Ides of March writes of Cleopatra’s con- 
viction that she is a goddess and how this 
belief receives daily reinforcement from 
the worship of those around her. Caesar 
stresses with considerable insight one of 
the dangers of being surrounded by flat- 
terers: 
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Nothing seems to me to be more dangerous— 
not only for us rulers, but for those. who gaze 
upon us with varying degrees of adoration— 
than this ascription of divine attributes. It is 
not difficult to understand that many persons 
will feel at times as though they were inflated 
by unusual powers or caught up into currents 
of some inexplicable rightness. I had this feel- 
ing frequently when I was younger. I now 
shudder at it with horror. How often have I 
had it thrown back at me, generally by flat- 
terers, that I said to the timid boatman in the 
storm: “Have no fear; you bear Caesar"(17). 


The reactions of other people provide a 
most important reflection of ourselves, but 
if the mirror is grossly warped, the image 
is not just worthless but perhaps harmful. 
When a man becomes surrounded by peo- 
ple who do not, for one reason or another, 
accurately reflect the impact of his ideas, 
his feelings, in short, his person, upon 
them, then that man is in grave danger of 
having a distorted view of himself. He is 
endangered by the fact that there may be 
no one who is unafraid to ask, “Where 
are the emperor's clothes?" 

But it is not only the self-image which 
may become distorted in the environment 
of the important decision-maker; distortion 
may also affect the information that he re- 
ceives. The ancient kings often disposed of 
messengers who bore them news they did 
not wish to hear. 

Today the bearers of bad tidings are 
not consciously dealt with as though they 
were also their cause. Nevertheless, when 
subordinates provide information to a de- 
cision-maker, they may be influenced con- 
sciously or unconsciously by what they 
believe he does or does not wish to hear. 
In. 1917 the German Ambassador to St. 
Petersburg “doctored” his Teports to Ber- 
lin to fit what he thought his superiors 
wished to hear and recorded in his diary 
what he really believed(10). Of course, 
the makeup of a particular subordinate 
and his relationship to his chief may be 
such that the underlying wish is to defy 
or anger the chief. In this case, information 
may be distorted in the Opposite direction. 

When it is an Opinion the decision- 
maker needs, what he hears from his sub- 
ordinates may again be influenced con- 
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sciously or unconsciously by their implicit 
judgment of how much is open for con- 
sideration. The formation of this judgment 
and its reciprocal effects on the chief him- 
self may indeed come to resemble a posi- 
tive feedback system in that the more the 
decision-maker limits the area which is 
open for discussion, the less likely are his 
subordinates to explore anything beyond 
that area, and the more likely are they to 
reinforce a view which thus becomes in- 
creasingly limited and rigid. 

This is not to say that the decision- 
maker consciously limits the area open for 
discussion and consideration; the limits 
may evolve through a subtle intuitive pro- 
cess involving both the chief and his sub- 
ordinates. For instance, a subordinate may 
take as given and not subject to reexamina- 
tion some prior expressions of the decision- 
makers views or even some casual or 
perhaps inpulsive remarks of his. Or, more 
subtly, he may intuitively arrive at an esti- 
mate of the limits of the area open for 
discussion through the sum total of his ex- 
perience with the decision-maker. However 
the assessment is achieved, the opinion, 
the recommendation, or the "position pa- 
per" that a subordinate presents may 
closely resemble the views the decision- 
maker has already entertained. The danger 
here lies in the decision-maker's believing 
that these opinions are really independent, 
which may result in the reinforcement of 
his tentative, casual, and even impulsive 
thoughts and in the increasing limitations 
of the area open for discussion. 

The importance of receiving an opinion 
from outside the establishment—one that 
has not been subjected to this process—is 
illustrated in Lincoln Steffens’ discussion 
of Wilson’s decision against going to war 
with Mexico. In this case, a decision was 
crucially influenced by an objective opin- 
ion from someone completely removed 
from the establishment(15). When a man 
wishes to test an idea as objectively as 
possible, he would do well to seek critics 
whose qualifications beyond competence 
include disinterest where he is concerned. 
The top decision-maker who has lost some 
or all of his anonymity may have difficulty 
in finding such people. 
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Loneliness, the subjective sequel to the 
isolation of the important decision-maker, 
is another consequence of his growing 
power and responsibility. Increasingly iso- 
lated from those who used to be able to 
share his burdens, he is bound to experience 
an enhanced sense of aloneness. As Shake- 
speare's Henry V muses: "What infinite 
heart's-ease must kings neglect that private 
men enjoy" (13). 

The important decision-maker's oppor- 
tunities for relieving his sense of loneli- 
ness are limited, perhaps to his wife, other 
family members, and hopefully a trusted 
friend or two. Yet even here there may be 
obstacles in the path of understanding. 
There was a time not so long ago when a 
man’s wife or friend knew about as much 
as he did of the technical aspects of his 
work simply because there was little or no 
technology. Today there is vast technology 
which is growing geometrically. Further- 
more, decisions in government often in- 
volve information which cannot legally or 
morally be shared with those outside the 
bureaucracy. Moreover, many of the top 
executive’s burdens take the form of impor- 
tant decisions, and the extent to which they 
ultimately can or should be shared is ques- 
tionable. 

The importance of having a person with 
whom one can talk freely is indicated by 
Wilson’s remark to Colonel House, “You 
are the only one in the world to whom I 
can open my mind freely and it does me 
good to say even foolish things and get 
them out of my system"(6). Sometime 
later he added, “. . . you are the only one 
to whom I can make an entire clearance 
of mind” (12). Í 

Because the man of high office is in a 
very real sense constrained in his social 
interactions by his position, he must often 
move in narrower circles than people hold- 
ing lesser office. Even though he meets 
more people, he knows fewer with whom 
he can share his innermost concerns since 
the problem of finding people he can trust 
becomes especially difficult. “Trustworthy 
here refers not only to the ability to keep 
a confidence, personal or otherwise, but 
also the willingness to be candid. 
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Once having overcome the difficulties 
imposed by high position in establishing a 
close, honest, give-and-take relationship, a 
decision-maker may come to overvalue such 
a relationship and to attribute virtues in- 
correctly and delegate more responsibility 
than he should; in general, then, he may be- 
come too dependent on this overvalued re- 
lationship. In fact, when such a relationship 
comes to an end, it may be an especially 
difficult loss for the decision-maker. Henry 
II's loss of Becket, as portrayed by Anouilh, 
was perhaps the more devastating because 
he was the only person Henry had ever found 
in whom he could place his confidence(1). 


Institutional Neglect of 
Interpersonal Functions 


We have up to this point described how, 
as a man moves into posts of ever-increas- 
ing importance, he is increasingly isolated, 
lonely, and influenced by the aura of his 
own importance, sagacity, and omnipotence 
as reflected from those who surround him. 
It is a curious paradox that as a man’s 
decisions are likely to affect a greater num- 
ber of people he becomes more isolated 
from the people and that as he becomes in- 
creasingly well-known he also becomes 
lonelier. 

Furthermore, as it becomes increasingly 
important for him to have every clue as to 
the part which his own weaknesses, idio- 
syncracies, and feelings are contributing to 
his decisions, he may more and more be 
kept in ignorance, For all that an institu- 
tion may do to protect his physical health 
and well-being, to facilitate his communica- 
tion and transportation, to apprise him of 
current and technological developments, it 
creates an unhealthy situation with regard 
to some vital interpersonal functions. With 
whom can he frankly discuss the personal 
aspects of a problem? Who can stand allow- 
ing him to give vent to his feelings? Who 
can afford to disagree with him? Who can 
directly or indirectly indicate to him his 
excesses or his weaknesses? To whom can 
the decision-maker who bears such enor- 
mous responsibility unburden himself? 

These and other questions suggest func- 
tions for which high executive offices not 
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only do not provide but indeed tend to ex- 
clude. The important decision-maker has 
available to him people who are experts in 
assessing all kinds of information—mili- 
tary, legal, marketing, public opinion, sales, 
etc. People whose job it is to call to his 
attention those data which are relevant to 
the decisions he must make surround him; 
but the identification and: evaluation of in- 
fluences which arise from within himself are 
matters of chance in that they depend upon 
his capacity for insight or his good fortune 
in having people who can help him in this 
respect. 

Those who are close to a decision- 
maker may, whether they realize it or not, be 
of great help to him simply by being avail- 
able for listening and sharing. In his book 
on Dwight D. Eisenhower, Robert J. Don- 
ovan emphasizes this point, speaking of the 
President's brother as follows: 


His brother Milton usually offers advice only 
in a few particular fields, but he listens to the 
President and lets him work his thoughts out 
on him. Sometimes when Milton is in Wash- 
ington, the two will sit together in the Presi- 
dent's bedroom for hours while the President 
grinds out his ideas on different subjects(3). 


But those who are intimate with a de- 
cision-maker may do more than this. If 
they are skillful and sensitive enough they 
may be able to point out to the person of 
high office what may be most obvious to 
everyone but the chief himself. For exam- 
ple, they might simply say, “But you're 
angry now,” or "You're quite flattered by 
these people,” or “You have a tendency 
not to be able to say no to the military peo- 
ple,” or “You seem to take very personally 
any criticism of that policy.” 

Feelings such as anger, fear, elation, 
sadness, and many others may exert impor- 
tant influences on his behavior. Because 
these influences are preconscious ones, they 
may become part of the decision-maker's 
awareness through introspection or through 
the verbal or even nonverbal reaction of 
others. They differ from unconscious in- 
fluences in that they can so readily be made 
explicit and can often be meaningfully in- 
tegrated; for these reasons, they are the 
kinds of influences that intimates of a de- 
cision-maker are in a position to call to his 
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attention. For instance, a close associate of 
President Truman might have brought to 
his attention his excitement and elation 
over the success of the Hiroshima bomb at 
the time he was making the decision to go 
ahead with the plans to use a second 
bomb(16). This would not necessarily have 
influenced the decision, but it would have 
made this information available so that it 
could be considered and weighed along with 
all the other factors which go into such a 
complex act as making a decision. 

Insightful decision-makers will have less 
need for this kind of help. Others will 
have less tolerance, and while they may not 
banish a good and wise counselor as King 
Lear did Kent, they will do little to en- 
courage the development of this kind of 
relationship. 


The Unconscious in Decision-Making 


Psychoanalysis has shown how much of 
man’s inner life exists in the unconscious, 
of which he ordinarily has no awareness. 
It has also revealed the importance and 
the pervasiveness of the unconscious in- 
fluences on behavior. Important decision- 
makers, of course, are not exempt from 
unconscious influences, and since the un- 
conscious does not distinguish between 
what is personal and what is professional 
there can be little doubt that unconscious 
elements contribute in some measure to all 
decisions from the most banal to the most 
momentous. 

Still, that contribution is unknown to the 
decision-maker or, in fact, to anyone else, 
and there is serious question as to whether 
it is knowable through any means other 
than psychoanalysis. To date, this is the 
only systematic way of acquiring the kind 
of insight that one needs to become aware 
of unconscious influences. While to make 
these influences explicit is part of the psy- 
choanalytic process, their interpretation by 
some other person, someone outside the 
psychoanalytic relationship, may at best be 
of little consequence, at worst unfortunate. 
This is so because these are very special 
kinds of data which cannot ordinarily be 
accepted and certainly not integrated except 
at the right time and under the right cir- 
cumstances. 
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Since a personal analysis requires a large 
investment of time and involvement, why 
should the important decision-maker, as 
such, undertake analysis? One suspects that 
the action-oriented decision-maker whose 
career is built on successful manipulation 
would not be especially interested in an 
experience so profoundly introspective as 
psychoanalysis. He might be so inclined if 
there existed substantial evidence that such 
an endeavor would help him to make “bet- 
ter" decisions. However, to know that the 
unconscious exerts important influences on 
decisions does not necessarily mean that an 
awareness of the inner as well as the outer 
reality will actually affect the way in which 
these influences determine decisions. Ernest 
Jones wrote: 


An impartial observer cannot fail to be struck 
by the disconcerting fact that analysed people, 
including psychoanalysts, differ surprisingly lit- 
tle from unanalysed people in the use made of 
their intelligence. Their greater tolerance in 
sexual and religious spheres is usually the only 
mark of a change in the use of the intellect. 
In other spheres they seem to form their judge- 
ments, or rather to maintain their previous con- 
victions and attitudes, on very much the same 
lines of rationalised prejudices as unanalysed 
people do(7). 


Thus, while we may acknowledge their ex- 
istence in and their importance to the de- 
cision-maker, what can or should be done 
about the unconscious determinants of de- 
cision-making must at this time remain an 
open question. 


Mental Illness and the Public Figure 


Finally, these considerations lead us to 
one further problem, that which arises when 
the important decision-maker becomes men- 
tally ill. For the person of high office, as 
for anyone else, mental illness may vary 
greatly in both its duration and its severity. 
Laymen have no difficulty in recognizing 
severe mental illness; however, cognitive 
and behavioral manifestations of early or 
mild mental illness are often dismissed by 
the untrained observer as of no consequence 
or as minor aberrancies. Subordinates who 
do not want to believe that anything is 
wrong with their chief may have consider- 
able difficulty in recognizing that there is 
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untoward significance to the pattern of 
change in his behavior. 

Beyond the difficulty of recognition, 
there is the problem of what to do once a 
person of high office is considered to be 
suffering from a mental illness. Whereas 
people with most kinds of illness. usually 
seek medical help on their own initiative, 
those with mental illness frequently do not. 
It remains for those close to the mentally 
ill person to convince him that he should 
seek help or to seek it for him, in some 
cases against his most threatening objec- 
tions. 

Moreover, those close to the important 
decision-maker may fear that acknowledg- 
ment of his need for psychiatric help 
would jeopardize his career. Some may 
fear his response to their suggestion that 
he seek help. Thus, in the case of a person 
in high office, there may be some special 
obstacles in the path of early recognition 
and treatment. 

One such case is that of Earl K. Long, 
the former Governor of Louisiana, who be- 
came ill in 1959. Because his office 
made him above committal in Louisiana, 
he was taken against his will to another 
state for commitment(5). On his return to 
Louisiana he freed himself from a mental 
hospital there by removing the superinten- 
dent and replacing him with a political 
friend, who declared the Governor sane 
and free. He then proceeded to purge those 
who had anything to do with his confine- 
ment(14). 

Another such instance is that of James 
D. Forrestal, first Secretary of Defense, 
who was evidently becoming mentally ill 
late in 1948. By January of 1949 he was 
having increasing difficulty in concentrating 
and was becoming less able to make de- 
cisions. At first these deficiencies were 
attributed to fatigue, but two months later 
he was having so much difficulty that he 
was asked to resign. A few days after this 
he was admitted to a naval hospital with 
a full-blown depression, and in less than 
two months he committed suicide(9). 


Conclusion 


Modern political institutions deprive 
their most important decision-makers of 
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some vital interpersonal functions, narrow 
their means for fulfilling others, and leave 
other essential ones to chance. It is clear 
that this is dangerous for both the individ- 
ual and the institution he serves. What 
is not so clear is just how individual deci- 
sion-makers and large institutions can sys- 
tematically compensate for these most 
important psychosocial constraints. 

What can the decision-maker do to com- 
pensate for the kind of distortion which 
his high office, through the constraints it 
imposes on his relations with other people, 
introduces into his view of both the world 
and himself? What can he do to encourage 
people at all levels to disagree honestly 
with him and to propose ideas which they 
think may be unpopular with him, when 
in fact they generally believe that to do so 
may compromise their best interests? How 
can he be sure that unreasonable behavior 
on his part will be called to his attention? 
Important decision-makers may or may 
not be fortunate in their capacity for self- 
awareness and insight, but all important de- 
cision-makers are unfortunate in that the 
conditions of their lives are so altered that 
many of the ordinary orienting influences, 
particularly contact with others, do not func- 
tion in the same way they do for others. 
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DISCUSSION 


ABRAHAM ZALEZNIK, D.C.S. (Cambridge, 
Mass.).—Dr. Grinspoon opens for considera- 
tion a series of questions concerning the func- 
tion of executives. He asks us to examine the 
impact, on those who use power, of their 
interpersonal relations and of preconscious and 
unconscious forces. I take him to mean, when 
he suggests we examine unconscious forces, 
the impact of intrapsychic conflict and the 
mechanisms of defense which become activated 
in response to the anxiety associated with 
such conflict. 

The paper, while in many ways general 
and suggestive, is nevertheless valuable in the 
sorts of questions it asks in relation to decision- 
making. I do not read Dr. Grinspoon's paper 
as intending to foreclose the issues he raises, 
although at times he does get uncomfortably 
Close to using premises as conclusions. Let us 
take as an example the executive's need for 
interpersonal relationships and the problem of 
the loneliness of command. From my experi- 
ence in research on executive motivation and 
behavior, there is evidence on both sides: many 
executives indeed are lonely and subject to 
the distortions of their own fantasies. But it 
would not be accurate to conclude that loneli- 
ness is a consequence of the office in compari- 
son with the executive's personality. 

That the man shapes the office is a con- 
vincing argument, and in support of this con- 
tention I would recommend highly Richard 
Neustadt’s Presidential Power(3) and Philip 
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Geylin's Lyndon B. Johnson and the World(2). 
Neustadt demonstrates how different occupants 
of the position of the Presidency could shape 
the office and its staff function to accord with 
their stylistic dispositions, which in turn are 
influenced by unconscious as well as con- 
scious factors. F.D.R. could establish com- 
petitive relationships among staff to assure a 
variety of studies of policy and he could also 
use ambiguity to free himself of commitments 
which he had no intention, or perhaps no 
way, of keeping. On the other hand, Dwight 
David Eisenhower instituted a highly formal- 
ized staff structure delegating enormous pow- 
ers to Sherman Adams. I have cited these il- 
lustrations to shift attention away from the of- 
fice itself to the man and his interaction with 
those selective aspects of his responsibility 
which become highly cathected for him. The 
man is less the victim of the office and more 
the author of its function, especially as one 
studies executives who have a great deal of 
power. 

In reading Geylin's study of Lyndon John- 
son and foreign policy, one could easily con- 
clude that the problem facing President John- 
son stemmed not from his obsessions with a 
single point of view, which his staff reinforced 
in their efforts to comply with a powerful man, 
but rather that Johnson was overly preoccupied 
with consensus and the effort to achieve the 
middle of the road. Geylin shows how this 
preoccupation with consensus worked very well 
for the majority leader of the Senate but less 
well for the President concerned with foreign 
policy. 

It would not be accurate to identify John- 
son's problem with foreign policy as a prob- 
lem of isolation from others. Rather, again 
drawing inferences from Geylin, the problem 
may have been that Johnson had too many peo- 
ple around him. As a result of group structure 
and dynamics, a process occurred which James 
C. Thomson, Jr., in a recent article(4) called 
the “domestication of dissent.” There were a 
number of dissenters around Johnson, includ- 
ing George Ball and William Moyers. Perhaps 
Johnson had less to do with deflecting their 
observations than did the presence of many 
other officials who were all too eager to foster 
their point of view. 

Johnson also, as do other Presidents and 
executives, used people for consultations who 
could afford to tell him the truth because they 
operated outside his official family. I would 
include in this category such people as Clark 
Clifford before he became Secretary of De- 
fense, Abe Fortas, who still functions as ad- 
visor while sitting on the Supreme Court, and 
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Dean Acheson, the former Secretary of State 
but now without office. 

This observation brings me to another issue 
implicit in Dr. Grinspoon’s ‘paper. While he 
did not use this concept, I believe he opened 
for consideration the effects of the narcissism 
of the executive on his decision-making and 
mental health. Here again we face an extra- 
ordinarily complex problem in the relationship 
of personality and social structure. Narcissism, 
or the investment of libido in the self, can lead 
to a detachment from reality, In its most se- 
vere and exaggerated states, the individual 
cares more for his fantasy, which he uses to 
heal the pains connected with reality. 

But we can easily turn the problem around. 
The leader who is narcissistic (and what lead- 
er isn’t) is often able to act with more objec- 
tivity in evaluating ideas of subordinates than 
the more object-oriented executive. The danger 
which Dr. Grinspoon points to is real indeed: 
namely, that the executive overinvests in his 
ideas and may consequently act in a very 
rigid manner in the modifications of policy 
which he entertains. The recent action of Pres- 
ident Johnson to take himself out of the Presi- 
dential contest shows how complex the issues 
are and the extent to which Dr. Grinspoon is 
dealing with a rich area of research. 

Dr. Grinspoon distinguishes between the 
preconscious and unconscious forces imping- 
ing upon the executive’s decision-making ca- 
pacity. He suggests that a wise counselor can 
present the preconscious ideas in a way that 
the executive can use and integrate into his 
personal calibrations in handling data. Dr. 
Grinspoon accurately concludes that uncon- 
scious material, assuming there is a trained 
observer who recognizes it, cannot so readily 
be assimilated. In fact, it may be dangerous to 
attempt to interpret such material to the execu- 
tive. This conclusion is in line with Freud’s 
clarifications about wild analysis, which at best 
is useless and at worst an aggressive act. 

Dr. Grinspoon poses an open question: 
What can or should be done about the un- 
conscious determinants of decision-making? 
One answer is to study the problem, The in- 
creased interest in psychobiography, which 


has been stimulated to a marked degree by the 


work of Professor Erik Erikson, provides a 
very significant area for examining the uncon- 
scious forces in the development of leaders, 
Such studies tend to suggest that we are deal- 
ing with the intricate relationship of neurotic 
structures in personality and work. This rela- 
tionship is by no means wholly or even largely 
negative. As Erikson has suggested in his 
study, Young Man Luther(1), in the “great 
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man's" struggle with his conflicts he can use 
the inner battle in the service of important 
reality problems and social gains. 

I believe this formulation is much in keep- 
ing with the understanding of the neuroses in 
the ordinary as well as the great man. Clinical 
psychoanalysis has shown that the reason the 
character neuroses, in contrast to the symptom 
neuroses, are so difficult to alter is that they 
serve many adaptive functions and often pro- 
vide important rewards for the individual. Of 
course, these rewards come at great personal 
cost, often expressed in poor object relations. 
But the character traits and their underlying 
dynamics do not fall easily into categories of 
pathology or normality. 

In this connection, I should like to make 
one correction of a factual sort in Dr. Grin- 
spoon's paper. As I understand the condi- 
tions surrounding James Forrestal’s removal 
from the post of Secretary of Defense, he was 
not dismissed because of symptoms of mental 
illness. Rather, his dismissal came about as a 
result of his falling out with President Tru- 
man. Professor Rogow suggests that Forrestal 
had ambitions of becoming President, that he 
competed with Truman and hedged his bets on 
who would be elected in 1948. These actions 
may have been motivated by his desire to be 
on the winning side to preserve his chances of 
reappointment. Why Forrestal fell ill with a 
paranoid psychosis may have some connection 
to his loss of relationship with President Tru- 
man and his loss of this important appointed 
position. 
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This correction of fact brings me to a con- 
cluding observation on this interesting and 
suggestive paper. There is a need, in my opin- 
ion, to tread carefully on the ground of mental 
health and mental illness and the work of ex- 
ecutives. Very important people can and do 
fall ill, but from my observation, I would ven- 
ture the guess that they are, on the whole, 
less prone to those illnesses which incapacitate 
and result in gross distortions of reality. We 
know all too little about the meaning of work, 
especially on the part of gifted people. Work 
may encapsulate and render benign those 
forces which in other cases contribute to the 
onset of virulent mental illnesses, such as the 
psychoses. As for neurotic disturbances, we 
again know all too little about the relationship 
between conflict and the stresses experienced 
in particular occupations. The executive career 
provides fertile ground for developing our 
knowledge in this important area to which 
Dr. Grinspoon has contributed. 
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T. E. Lawrence: A Study of Heroism and Conflict 


BY JOHN E. MACK, M.D. 


There is a great need to deepen our under- 
standing of the psychological forces which 
motivate individuals whose actions in the 
public sphere affect the lives of all of us. 
T. E. Lawrence, because of an extraordinary 
gift of psychological insight and a compel- 
ling need for introspection brought about 
by his emotional suffering in World War 1, 
has proved to be an excellent subject for 
such study. In this essay the author con- 
centrates on one aspect of his psychology, 
the problem of self-esteem, and the relation- 
ship between this problem and Lawrence's 
public actions. 


66 N THE THRESHOLD of the contempo- 
rary Middle East wrote Elie 
Kedourie, an authority on the history of 
this region, "stands the figure o^ T) E. 
Lawrence, an object at once of awe and 
pity. . . . The consequences of his actions 
have touched numberless lives, and yet 
their motives were strictly personal, to be 
sought only in his intimate restlessness and 
private torment . . . and the cruel irony of 
fate is that, though he was intent chiefly 
on the salvation of the soul of T. E. Law- 
rence, a private person, it is as Colonel 
Lawrence, a public legend, engaged in a 
dubious adventure, that he may claim to 
survive in men’s memories”(8). i 
But after having thus brought us with 
this too harsh judgment to the threshold 
of our problem, the relationship between 
individual conflict and public action, Kedou- 
rie abandons the psychological field, retreat- 
ing before what he calls “our ultimate con- 
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fusion” and the “unknowableness of human 
motive.” 

Yet if we acknowledge, as Kedourie 
does, that the “force of a demonic will” 
can have such a profound impact on the 
course of events and upon the lives of so 
many people, then should we not accept 
what Professor William Langer has called 
the historian’s “next assignment"(11) and 
try to deepen historical understanding by 
the application of modern psychological 
approaches? Actually we know that the 
historian is continuously applying a com- 
mon sense psychology, or whatever ap- 
proach he believes is applicable, as he 
attempts to reconstruct and interpret his 
facts. I am suggesting here only that this 
psychological dimension may be refined in 
its application to history, as have the other 
tools of historical analysis that the histo- 
rian regularly employs. 

Lawrence has proved to be a superb 
subject for such study. He is near enough 
to being our contemporary that living rela- 
tives, friends, and other persons who 
knew him could still supply information 
not to be found in documents, especially 
regarding the childhood years. Further- 
more, documentary evidence has been 
available that is especially revealing of 
psychological motives and other aspects of 
his inner life. Above all, Lawrence has 
proved to be himself a superb psychologist, 
given to endless, searching introspection, 
This quality is richly rewarding for the 
psychologist, however irritating and con- 
fusing it may be for those critics, especially 
in England, who deplore the self-absorption 
and prefer a romantic hero to be not, as 
Irving Howe has described Lawrence, “a 
man with a load on his mind"(7) but a 
man of action pursuing an ideal with less 
reflection and surely less pain. 


[119] 


1084 


Interestingly, this quality of self-search- 
ing, the oscillation between personal reve- 
lation and concealment that has so often 
been described by Lawrence’s biographers, 
was not prominent before the tragic events 
of the desert campaigns confronted Law- 
rence with the enormous task of restoring 
some degree of psychic equilibrium. It is 
the outgrowth of conflict. In Lawrence’s 
case the value of psychological imbalance 
or abnormality for our understanding is 
demonstrated once again. Its importance 
lies in the fact that the revelation of the 
deepest psychological sources of action 
tends to occur as a by-product of the strug- 
gle to master internal disruptions and con- 
flicts. My task in this study of Lawrence 
has been to relate psychological forces, 
motives, and conflicts to publicly signifi- 
cant actions—to link individual psychology 
and historical result. 

The research, which has spanned the 
past five years, has taken me from manu- 
script rooms at the University of Texas 
to Bedouin camps in the Jordanian desert. 
I have been fortunate in having the coop- 
eration of Lawrence’s brother, Professor 
Arnold Lawrence, and. his wife, Barbara, 
and of a number of childhood friends who 
have helped me to understand aspects of 
his personal life and background. In this 
paper I will emphasize one aspect of Law- 
rence's psychology, the problem of self- 
esteem. Conflicts over self-esteem may be 
traced through much of Lawrence’s life, 
Through heroic action he sought to redeem 
a debased self-regard, and thus fulfill the 
irrational demands of soaring but unyield- 
ing ideal expectations. However successful 
his actions may appear from the historian’s 
viewpoint (and there is disagreement in 
this matter), they failed unutterably to re- 
solve this internal purpose. If this issue 
is not the most central one in Lawrence’s 
psychology, it is perhaps most immediately 
relevant to his publicly significant actions. 


Lawrence's Importance 


Lawrence's importance as a historical fig- 
ure lies chiefly in three areas, the mili 
political, and what I have designated às 
"ethical-ideological." It is much beyond the 
scope of this presentation to describe more 
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than briefly his achievements in these three 
spheres or to review and weigh the many 
historical accounts of the events in which 
he took part or the judgments that have 
been made of his contribution. In each of 
these domains he effected his purpose more 
through his influence upon others than by 
direct actions, more through advising and 
encouraging those in authority than by tak- 
ing command himself. 

In the Arab uprising of 1916, which be- 
gan in the Hedjaz and carried to Damas- 
cus and beyond before the Armistice, Law- 
rence's principal role was as an advisor to 
Prince Feisal. He did not try to impose 
control, but as a liaison officer with the 
British army operating on the right flank of 
Allenby's army he helped the Arab leaders 
transform a discoordinated rebellion into 
an effective revolt against a Turkish army 
advised by Germans. He lived as an Arab, 
understood the Arabs' strivings and aims, 
and helped the tribesmen coordinate their 
efforts to implement them in a type of war- 
fare suited to their psychology, political 
purposes, limited numbers, and vast desert 
terrain. 

The surviving Bedouins in Jordan that I 
have spoken with who took part in the cam- 
paigns are explicit that Lawrence taught 
them how to use modern weapons and en- 
abled them to be effective against the 
Turks. But by their accounts, he worked 
entirely through their leaders and did not 
lead them directly. He hated direct clashes. 
The makers of the film Lawrence of Arabia 
(Columbia Pictures, 1963) are terribly 
wrong to show him in the thick of battle 
covered with blood and leading a slaughter; 
accounts obtained from both a British offi- 
cer! and an Arab officer(26) who witnessed 
the battle in question state explicitly that 
Lawrence's energies in this situation were 
directed toward restraining Arab bands hun- 
gry for revenge for atrocities committed 
against one of their villages. Finally, tech- 
niques of guerilla warfare, now tragically 
familiar, were developed by Lawrence in this 


1 This account, written in 1963 in response to 
the film, was provided to the author through the 
courtesy of Professor A. W. Lawrence. 
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earlier 20th century example of national 
revolution.” 

In the political sphere Lawrence’s ef- 
forts, principally in the thrée years follow- 
ing the Armistice, were aimed at influencing 
British colonial policy in the direction of 
granting national autonomy to the Arab 
regions formerly held by Turkey. Whatever 
estimate is made of Lawrence’s specific suc- 
cess in these endeavors, which culminated 
in the Cairo conference of 1921 that estab- 
lished the independent states of Transjordan 
and Iraq, the absorption with the feelings 
and nationalistic strivings of nonwhite col- 
onized peoples, with which he so irritated 
and embarrassed British officials of that 
period, has become a more accepted aspect 
of relations between Western and non-West- 
ern nations. His suggestion in 1920 that the 
British “might find our best helpers not in 
our former most obedient subjects, but 
among those now most active in agitating 
against us"(16) still carries a challenging 
ring. 


Ethical-Ideological Realm 


In the ethical-ideological realm we are 
dealing with a still more subtle and difficult 
area to assess. In his study of Luther, 
Erikson has instructed us in the complexi- 
ties of ideological example(6). In Law- 
rence’s case we are concerned with such 
intangibles as shifting conceptions of hero- 
ism, of the influence of ethical example or 
of the public display of an exaggerated 
sense of personal responsibility, and finally 
of the paradox between public triumph and 
private tragedy, despair and pathology. 
Sargent Shriver, for example, in his book 
about the Peace Corps, calls for a new pol- 
itics—a politics of ideas or of peace that 
concentrates on the needs of other peo- 
ples(23). The first example that he offers 
is Lawrence’s work with the Arabs. 

The first indication of the grand concep- 
tion which Lawrence held before him in 
pursuing the revolt occurs in the introduc- 
tory chapter of Seven Pillars of Wisdom 


2“The techniques of General Giaps South 
Viet Nam ie E actually originated on ie 
Arabian peninsula where T. E. Lawrence " 
codified Revolutionary Warfare's rules," accord- 
ing to C. L. Sulzberger(25). 
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that was suppressed on the advice of 
Bernard Shaw for “political reasons"(16). 
There he warns that the "dreamers of the 
day" such as himself are “dangerous men, 
for they may act their dream with open 
eyes, to make it possible." He said that he 
meant to “make a new nation, to restore a 
lost influence, to give twenty millions of 
Semites the foundation on which to build 
an inspired dream-palace of their national 
thoughts"(16). 

In this grand fantasy, however noble in 
its aim, we learn that Lawrence's part in 
the revolt was meant to fulfill a highly per- 
sonal design, and his view of the campaigns 
and his part in them far transcend the reality 
of a British intelligence officer helping a 
limited segment of the Arab population to 
gain independence from Turkey while at 
the same time contributing to the British 
war effort. It is a testimony to his extra- 
ordinary insight and gifts that he was able 
to adapt his fantasy sufficiently to the ac- 
tualities of the military and political situa- 
tion to enable the Arabs to achieve what 
they did. 

Other elements in the lofty conception 
can be found throughout the early chap- 
ters of Seven Pillars. The Arab revolt is 
likened to the waves of Semites that had 
come out of the desert in biblical times 
and before, and its leaders are seen as the 
most contemporary of the prophets with 
“illimitable possibilities"(15). He speaks 
of the *Arab epic" and at times perhaps 
exaggerates his personal responsibility for 
the whole operation. He sought to "ar- 
range the minds" of the enemy as well as 
of his cwn men and even to remove murder 
from war. One needs merely to match these 
glorious ideals with the realities of any war 
in order'to appreciate that Lawrence might 
ultimately be confronted with disillusion- 
ment and despair. 

What were the realities he encountered 
in this war? In the first place, no matter 
how magnificently arrayed in desert robes 
he and his Ageyl bodyguard, might be, the 
Arab bands he led could not usually sus- 
tain his biblical and medieval romantic con- 
ceptions of them as pure and noble peoples 
guided by abnegation, renunciation, and 
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self-restraint. Instead they were often poor- 
ly coordinated and given to rapacity and 
bloody looting. Eye witnesses have ob- 
served that he often lost his patience with 
them(19). 

More significantly Lawrence encountered 
in each day of the war personal experiences 
which relentlessly jarred his dreams. These 
included the constant close-up involve- 
ment with killing and maiming on both 
sides, the necessity of settling disputes even 
by killing with his own hand, repeated ago- 
nizing injuries and illness, the loss of loyal 
young companions of whom he was deeply 
fond, and above all the horror of the vi- 
cious beating and sodomy inflicted upon 
him at Deraa. This ghastly experience 
which, as he has written, shattered his bod- 
ily integrity(1, 15) and left him with a pro- 
found sense of shame and uncleanliness, 
must be seen in relation to the other hor- 
rors of the war and in contrast with the 
glorious design with which he had origi- 
nally approached his mission. 


Dream and Reality 


A. tone of failure and despair comes in- 
creasingly to mark the pages of Seven Pil- 
lars as the book advances and seems to 
parallel the widening gulf between the de- 
based reality of Lawrence’s experience and 
the exalted nature of his dream. Simul- 
taneously, statements of his conscious pur- 
pose—to bring about a magnificent epic 
revolution—give way to a searching inward 
for lowlier, more personal motives. He of- 
fers repeatedly the insight that the glorious 
design had in the first place been intended 
to reverse primary, less lofty motives that 
had heretofore not been conscious. In the 
later chapters he speaks repeatedly of re- 
demption and his efforts to achieve it 
through endurance and sacrifice in this 
alien cause. 

When he wrote “we had borne the vicar- 
ious for our own sakes,” the plural *we" 
is used in the literary sense. He means 
himself and adds that “escape from this 
knowledge" could occur "only by a make- 
believe in sense as well as in motive." 
His self-awareness is pitiless as he recog- 
nizes the “hidden selfishness” of “choosing 
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voluntarily anothers evil to perfect the 
self.” He warns repeatedly of "false no- 
bility and its later awakened due of 
heavier sentence."(15) It is of course likely 
that this recognition of unconscious mo- 
tives was not present fully during the cam- 
paigns but occurred in the course of writing 
his book, a therapeutic task in part that 
he undertook three times, having lost the 
manuscript once in 1919 and burned it in 
1922(9). 

The war left Lawrence an inwardly shat- 
tered man. From interviews with those close 
to him and from written accounts, it has 
been possible to document several periods 
of depression reaching the point of despair 
during the years following the war. Notes 
written during Lawrence's Air Force basic 
training in 1922(17) and letters to a friend 
in 1923 from the Tank Corps(14), where 
he had run after publicity had driven him 
from the Air Force, reveal a powerful need 
for self-degradation and an extraordinarily 
debased self-regard. It was only after his 
second enlistment in the R.A.F. where, in 
a protected environment, he was able to do 
good works and help others that he achieved 
some degree of emotional peace. Although 
there is no evidence Lawrence’s death in a 
motorcycle accident was a suicide, it oc- 
curred two months after his mandatory re- 
tirement from the Air Force—an important 
loss which inevitably brought some recur- 
tence of depression in its wake. 


Forced Ordeals 


The war experiences, especially the as- 
sault at Deraa, also precipitated in Lawrence 
a complex set of symptoms, including a 
flagellation ritual and various other forced 
ordeals he required of himself to extinguish 
sexual impulses and fulfill a need for pun- 
ishment while at the same time adding to 
his sense of degradation? This problem, 
which was known to Professor and Mrs. 
Lawrence from the time of his death and 
first alluded to by A. W. Lawrence in his 
essay in T. E. Lawrence by His Friends 
("his subjection of the body was achieved 
by methods advocated by the saints whose 


3 Sources for this material were obtained from 
Professor A. W. Lawrence in 1967 and 1968 
and later with the aid of staff members of the 
London Sunday Times. 
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lives he had read" [13]) was recently made 
public in a series of articles in the London 
Sunday Times with the title of *The Secret 
Life of Lawrence of Arabia"(24). 

The beating ritual continued at least 
from 1923 to 1934, although it may have 
begun earlier. In order to get another ser- 
viceman to carry out the beating while at 
the same time absolving him of responsi- 
bility, Lawrence fabricated a complicated 
tale about an “Old Man,” a certain uncle 
(he had no uncle at the time in question) 
who demanded his enlistment, the whippings, 
swimming in the freezing North Sea, and 
other ordeals as punishment, redemption, 
and rehabilitation for the crime of filching 
money from him when Lawrence was al- 
legedly in dire financial straits. 

One man, who joined the Tanks Corps 
in 1923, administered the beatings, which 
could be very cruel. These occurred on ap- 
proximately ten occasions, usualy when 
Lawrence could obtain leave (not neces- 
sarily on the anniversary of the Deraa in- 
cident, as the Times asserts, although the 
mastery of this traumatic experience in 
which Lawrence broke under torture was 


most likely one of the underlying purposes. 


of the beatings). The "Old Man" main- 
tained his hold over Lawrence through 
threatening that should Lawrence fail to 
submit to his demands, he would disgrace 
him by revealing the sins of the family and 
the facts of Lawrence’s illegitimacy. 
Lawrence kept intact the structure of 
this symptom complex, which also included 
physical training and swimming and horse- 
back riding lessons, through an elaborate 
correspondence between himself, the few 
others he involved in the problem, and the 
*Old Man." For example, in 1933 as Mr. 
“E, Shaw" he wrote to Mr. G. D. McGee, 
who ran a riding and hunting establish- 
ment in Southampton, for riding instruction 
for his recalcitrant nephew “Ted,” warning 
“he will not be an easy pupil." Then as Ted 
he would show up for the lessons and later 
receive a report on himself from the riding 
instructor addressed to Mr. E. Shaw. In this 
way he lived out both sides of the internal 
conflict, playing the parts both of the erring 
boy and the exacting or punitive parental 
authority, while at the same time control- 
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ling the process and satisfying himself that 
the terms of his inner demands were being 
met. , 

It is essential for our purposes that we 
try to understand the reaction of despair 
and the need for self-degradation that fol- 
lowed the war, for its explanation is linked 
with the motives that impelled Lawrence to 
pursue his military and political activities 
with such relentless energy. Although the 
experiences of the war precipitated this re- 
action, they cannot in themselves account 
for it. We have to look for something in 
Lawrence's earlier development. If there 
were not a "crack in the firing" as John 
Buchan(4) has suggested, we need at least 
to examine the earlier predisposition to 
such a disturbance. 

Nor should we emphasize too strongly, 
except as a rationalization for his deeper 
distress, Lawrence's preoccupation with false 
promises of independence made during the 
war to the Arabs. These promises, inso- 
far as they were clearly made by the Brit- 
ish (and debate continues as to the de- 
gree to which this was the case[10, 20]), 
were not principally Lawrence's responsi- 
bility in his liaison role as an intelligence 
officer, although as the Englishman best 
known to the Arabs he did represent "the 
British." The sense of falsehood was in- 
tensified, however, by Lawrence's need to 
distort and exaggerate his responsibility for 
what assurances were given. In actuality he 
was strongly devoted to the cause of Arab 
national autonomy, as perhaps no other 
Englishman has been, and by most judg- 
ments did as much as might be expected to 
achieve it. 

We have already spoken of the glorious 
dream upon which Lawrence's efforts in the 
revolt were based, and we have seen that a 
central psychological function of this dream 
was to reverse a lowlier self-regard through 
heroic action. We need to ask then from 
what source this debased self-regard de- 
rived, for his compelling need to transform 
it becomes a fundamental determinant of 
his actions. To approach this question we 
must turn to certain facts regarding Law- 
rence’s family background, the circum- 
stances of his birth, and aspects of his early 
childhood. 
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Lawrence’s origins bear a curious resem- 
blance to what Otto Rank has described 
as the circumstances of the birth of the 
mythical hero(22). The unjustified fall from 
nobler ancestry, the separation from a past 
filled with distinction, the obstacles put be- 
fore the parents, their secret intercourse—all 
these play a part in Lawrence’s development. 

Lawrence’s father, Thomas Chapman, 
was descended from a line of Protestant 
Anglo-Irish gentry that had settled west of 
Dublin on land given to them before 1600. 
He had made an unfortunate marriage to 
an unattractive woman by whom he had 
four daughters. In approximately 1880 he 
brought from the Isle of Skye a capable, 
attractive young woman to help care for the 
children, One of the daughters has recalled 
how her father’s face would come alive 
when this young woman would come into 
his presence(21). It is perhaps a striking 
example of the power of romantic love or 
of unconscious wishes (or both) that Law- 
rence's mother, herself probably illegitimate 
but having been raised in the most rigidly 
correct Scottish household, should have 
entered into an intimate relationship with 
Lawrence’s father, already married, and 
have taken him from his wife and children. 

The couple eloped to Dublin and assumed 
the name of Lawrence. A boy was born in 
Dublin in 1885, a second, Lawrence him- 
self, in Wales in 1888, followed by six oth- 
er boys over the next 12 years, two of whom 
were born dead and one who died a few 
hours after birth. Though settled in Oxford 
with their children, the couple could never 
marry as the father’s wife would not allow a 
divorce. Deeply devoted to each other, they 
shunned social contact outside of relation- 
ships with neighbors or activities connected 
with the children, living in fear that their 
guilty secret would emerge. 

My informants have provided a consistent 
picture of the mother as a highly correct 
woman of extraordinary charm, determina- 
tion, and strength, profoundly religious and 
imbued with a sense of sin so pervasive that 
it dominated the household atmosphere in 
Lawrence’s childhood. Her ambition was 
that all five of her sons be dedicated in the 
service of the Lord’s work in order to expiate 


[124] 


T. E. LAWRENCE 


her sin. It was the mother who administered 
the punishments to the children, humiliating 
whippings with the trousers pulled down. 
Regarding these beatings she once confided 
to her youngest son, “I never had to do it 
to Bob, once to Frank (the first and fourth 
sons) and frequently to Ned (T. E.)." 

The one beating which the youngest son 
recalls receiving was for the purpose of 
breaking the child's will, precisely what Law- 
rence found most disturbing when it occurred 
at Deraa. Although Lawrence's flagellation 
problem after the war was probably pre- 
cipitated by the experience at Deraa, the 
childhood beatings at the mother's hands is 
an important early determinant of the later 
difficulty. Lawrence's extensive early read- 
ings of the lives of medieval saints, for 
whom flagellation was a well-worn path to 
purification, most likely contributed to the 
form of his self-imposed purgation. 

The father, who died in an influenza 
epidemic in 1919, was a sportsman; he 
never worked after the elopement but im- 
parted many skills and interests to Lawrence 
and his brothers such as carpentry, boating, 
bicycling, photography, and a fascination 
with the Middle Ages and its monuments. 
Though not the ineffectual person Law- 
rence's biographers have claimed, the fa- 
ther had, in the son's eyes, been brought 
down in station and weakened by the moth- 
ers determination to reform his habits, 
especially his drinking. 


Attitude toward Illegitimacy 


The evidence that I have gathered sup- 
ports the view that despite denials, the dis- 
covery of his illegitimacy—especially in 
the face of the extraordinarily severe at- 
titudes toward sexuality he had incorpo- 
rated from his parents—had a profound 
impact upon Lawrence's development. It 
also is important to keep in mind the far 
greater opprobrium attached to illegitimacy 
in Victorian England than in our own time. 
At the age of four he first became aware 
of a connection between his father and 
another family in Ireland when he over- 
heard conversations between his father and 
solicitors. By ten he had put together other 
Pieces of evidence such as his father's 
Occasional return trips to Ireland and 
“knew”(12). 


Amer. J. Psychiat. 125: 8, February 1969 


EE 


JOHN E. MACK 


It pained Lawrence deeply, for example, 
that the family circumstances prevented 
his attending a public school such as Eton, 
and as a young man he must have found in- 
furiating the snobbery he encountered in 
the established social circles from which 
his illegitimacy excluded him. His life- 
long contempt for the officer caste or other 
“regulars” is related to this. 

Lawrence's view of his mother and the 
deeper significance for him of his percep- 
tion of his parents’ relations is provided in 
letters to Charlotte Shaw(2, 3). He wrote, 
for example, in 1927: 


Mother is rather wonderful: but very exciting. 
She is so set, so assured in mind. I think she 
“set” many years ago: perhaps before I was 
born. I have a terror of her knowing anything 
about my feelings, or convictions, or way of 
life. If she knew they would be damaged: vio- 
lated: no longer mine. You see, she would not 
hesitate to understand them: and I do not un- 
derstand them, and do not want to. Nor has 
she ever seen any of us growing: because I 
think she has not grown since we began. She 
was wholly wrapped up in my father, whom 
she had carried away jealously from his former 
life and country, against great odds: and whom 
she kept as her trophy of power. Also she 
was a fanatical housewife, who would rather 
do her own work than not, to the total neglect 
of herself. . . . 

My father was on the large scale, tolerant, 
experienced, grand, rash, humoursome, skilled 
to speak, and naturally lord-like. He had been 
35 years in the larger life, and a spendthrift, 
a sportsman, and a hard rider and drinker. My 
mother, brought up as a child of sin in the Is- 
land of Skye by a bible-thinking Presbyteri- 
an,‘ then a nurse maid, then “guilty” (in her 
judgement) of taking my father from his wife 
.. .. To justify herself, she remodeled my 
father, making him a teetotaler, a domestic 
man, a careful spender of pence. They had us 
five children, and never more than £400 a 
year: and such pride against gain, and such 
pride in saving, as you cannot imagine. Father 
had, to keep with mother, to drop all his old 
life, and all his friends. She by dint of will 
raised herself to be his companion: social 
things meant much to him: but they never went 
calling, or on visits, together. They thought al- 
ways that they were living in sin, and that we 
would some day find it out. Whereas I knew it 
before I was ten, and they never told me; till 


~ 4 Probably in actuality an Episcopalian minis- 
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after my father’s death something I said 
showed mother that I knew, and didn’t care a 
straw. 

One of the real reasons (there are three or 
four) why I am in the service is so that I 
may live by myself. She has given me a terror 
of families and inquisitions. And yet you'll un- 
derstand she is my mother, and an extraor- 
dinary person. Knowledge of her will prevent 
my ever making any woman a mother, and 
the cause of children. I think she suspects 
this: but she does not know that the inner con- 
flict, which makes me a standing civil war, is 
the inevitable issue of the discordant natures of 
herself and my father, and the inflammation 
of strength and weakness which followed the 
uprooting of their lives and principles. They 
should not have borne children(2). 


In another letter to Mrs. Shaw, who 
came to be a kind of maternal transference 
figure for Lawrence, he described his at- 
traction to his mother while revealing at 
the same time his intense fear of her pene- 
trating his inner life. 


I wonder how you will like her. She is monu- 
mental, really: and so unlike you. Probably 
she is exactly like me; otherwise we wouldn't 
so hanker after one another, whenever we are 
wise enough to keep apart. Her letters are 
things I dread, and she always asks for more 
of mine (I try and write monthly: but we 
haven't a subject we dare be intimate upon: 
so they are spavined things) and hates them 
when they come, as they do, ever so rarely. I 
think I’m afraid of letting her get, ever so little 
inside the circle of my integrity: and she is 
always hammering and sapping to come in. A 
very dominant person: only old now, and, so 
my brother says, very much less than she has 
been. She has so lived in her children, and in 
my father, that she cannot relieve herself, 
upon herself, at all. And it isn't right to cry 
out to your children for love, They are pre- 
vented, by the walls of time and function, 
from loving their parents(3). 


It is striking to compare the language of 
this last passage with Lawrence's account 
to Mrs. Shaw of his sexual violation by 
the Turks at Deraa: 


You instance my night in Deraa. Well, I'm al- 
ways afraid of being hurt: and to me, while I 
live, the force of that night will lie in the 
agony which broke me, and made me surren- 
der. It's the individual view. You can't share it. 
About that night. I shouldn't tell you, be- 
cause decent men don't talk about such things. 
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I wanted to put it plain in the book, and 
wrestled for days with my self respect . . . 
which wouldn't, hasn't let me. For fear of be- 
ing hurt, or rather to earn five minutes respite 
from a pain which drove me mad, I gave away 
the only possession we are born into the world 
with—our bodily integrity. It’s an unforgiv- 
able matter, an irrecoverable position: and it's 
that which has made me forswear decent liv- 
ing, and the exercise of my not-contemptible 
wits and talents. 

You may call this morbid: but think of the 
offence, and the intensity of my brooding 
over it for these years. It will hang about me 
while I live, and afterwards if our personality 
survives. Consider wandering among the decent 
ghosts, hereafter, crying “unclean, unclean!” 
(G05 


The boy who has heretofore been sub- 
jected to the strictest moral atmosphere 
and teaching thus learns in the latency 
period that he is himself the product of an 
illicit sexual relationship that he cannot 
help but judge harshly. As he grew to ma- 
turity after this initial shock these attitudes 
hardened, and in passage after passage of 
his writings he makes clear that he re- 
garded the sexuality of women, the sexual 
act, and the sexual aspect of himself as 
something sinful, debased, and dirty(13, 
14, 15). 

Lawrence’s self-esteem as a boy and still 
more so as a man is inextricably bound to 
the value he attaches to his mother. He is 
deeply identified with her, resembles her 
in many respects in both appearance and 
character, and has, despite his rationality 
in other matters, internalized her harsh at- 
titudes toward sexuality. But by these very 
judgments she is herself a fallen and con- 
demned person and, insofar as his ego is 
formed out of his identification with her, 
he too must be judged without value—an 
estimate with which he flays himself re- 
peatedly. This is the conflict, the “stand- 
ing civil war” of which he writes. The per- 
sonally tragic events of the war only 
served to substantiate a judgment of him- 
self the basis for which had existed from 
childhood. 

This formulation makes more intelligible, 
I believe, the repeated Observations by 
Lawrence’s childhood friends that as a boy 
he had already begun to put himself 
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through all sorts of physical ordeals, some 
quite dangerous, in order to test what he 
could achieve or endure, as if in prepara- 
tion for some ultimate test of his worth. 
As a schoolboy, he later wrote(15), he 
had dreamed of leading a national move- 
ment, and his childhood readings were dom- 
inated by medieval heroic romances. Law- 
rence's struggle for heroism, to give value 
to the Arab cause, to turn a beleaguered 
struggle into a glorious triumph, may be 
regarded psychologically as a displace- 
ment—an attempt to redeem his fallen 
self-regard by elevating an “alien people,” 
by helping them fulfill their idealistic aims. 
He states so repeatedly. 

Stripped of sexual meaning and main- 
tained on the plane of ideas and ideals, it 
appeared that the noble revolution might 
succeed in its psychological purposes as 
well as in its military and political ones. 
But the realities of the war and perhaps 
the determining power of the unconscious 
conflict itself revived once more—espe- 
cially as a result of the events at Deraa— 
the issue of sexuality, shame, and guilt, and 
confronted Lawrence with the crippling 
force of his inner struggle, from which he 
eventually retreated into a more limited 
existence. 

Helene Deutsch(5) has stressed the im- 
portance of the idealistic union with the 
mother in the biographies of great men. 
Such children are conceived, she points out, 
not out of lust, but “pro maiore dei gloria.” 
If in the latency period a sexual view of 
the mother has interfered, as in Lawrence’s 
case, with the desexualization and idealiza- 
tion of her, the ego ideal that is based on 
this idealization and which is vital for the 
pursuit of heroic activity becomes highly 
vulnerable. In this situation later events 
which befall the hero, especially sexual 
traumata, may be experienced as corrupt- 
ing both the self and the ideals themselves. 
Under these circumstances the heroic ef- 
fort ceases to seem worthwhile. In the public 
sense it means the end of heroic activity. 
For the individual it may mark the start 
of depression and despair. 


Continuation of Influence 


_Lawrence’s capacity to influence others 
did not end with his death. It is an intan- 
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gible, often subtle thing, but his influence 
continues. I have found it in the fellow 
airmen he served with who felt they were 
able to realize what was best in them- 
selves through association with him, and 
in the letter of a troubled adolescent girl 
to Lawrence’s brother last summer that de- 
scribes how his writings contributed to her 
recovery(18). I have found it in the words 
of countless persons whom his life and 
writings have reached. The pattern is now 
familiar to me. There is always a common 
element, regardless of how articulate or 
inarticulate the individual may be. Each 
person indicates that in some way he was 
enabled to feel worthwhile, of value as a 
person, through knowledge of Lawrence's 
life and writings. Lawrence’s influence en- 
abled them to realize their own potential, 
what was of most value in themselves. 
What he could not bring about success- 
fully within himself he continued to effect 
in others. In this role the lasting effect of 
Lawrence’s need to redeem through others 
his fallen ego ideal can still be seen. 

There is an aspect of paradox with 
which I would like to conclude this essay. 
It lies in the fact that certain roots of 
Lawrence’s lasting influence seem to de- 
rive less from the military and political 
success of his actions than from the psy- 
chology of failure that was its aftermath. 
An exaggerated and distorted sense of per- 
sonal responsibility for each aspect of a 
campaign he did not invent and did not 
command was his first departure from the 
more familiar attitude of the military 
leader. This was followed by acts of re- 
nunciation and finally by retreat into a life 
of good works devoted largely to reforming 
the Air Force and helping other people. — 

But in this abnegation there are the in- 
gredients of a different conception of her- 
oism, more relevant to our times than the 
outmoded glamour of militarism. Glory is 
or should be out of date, and the only hero 
of action we can endure in this age is the 
one who will himself take responsibility 
for the meaning of what he does in the pub- 
lic domain. Lawrence’s exaggerated atti- 
tude of personal responsibility, based. on 
his inner conflicts, provides a precocious 
ethical example and can contribute to à 


Amer. J. Psychiat. 125: 8, February 1969 


O eS eee a x c-——— EN T m 


1091 


shifting conception of heroism. Thus the 
creative transformation of inner struggles 
which may finally lead the individual to 
despair may act ultimately as a force that 
contributes to historical change. 
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DISCUSSION 


WILLIAM L. LANGER, LL.D. (Cambridge, 
Mass.).—Dr. Mack’s thorough and judicious 
study seems to me to clinch the argument that 
the circumstances of Lawrence's birth, the 
character and influence of his mother, and 
the general tenor of his family life explain the 
drives that led him into the Arab Revolt, I 
subscribe also to his contention that disillu- 
sionment with British policy with respect to 
the Arabs will not explain Lawrence’s abrupt 
departure after the capture of Damascus and 
his subsequent flight into the security of the 
R.A.F. One must look rather to his failure to 
redeem a debased self-regard in order to ac- 
count for such unusual action. In short, it is 
clear that in his case personal conflict led to 
public action, and failure of public action to 
resolve what he calls his “standing civil war” 
ended in retreat and withdrawal. 

I will address myself to one facet of the 
problem that seems to me important for Dr. 
Mack’s general thesis. 

As far as I can see, Dr. Mack is prepared 
to accept the Lawrence story as it appears in 
the works of friends which he supported and 
especially in his own Seven Pillars of Wisdom. 
True, Dr. Mack admits that there is consider- 
able difference of opinion about the impor- 
tance of the Arab Revolt and Lawrence’s 
part in it. He concedes that Lawrence neither 
planned nor led the revolt and that he tends 
to exaggerate his own role in it, But he seems 
to accept the major items in the story—the 
attack on Aqaba, the Damascus campaign, 
and above all the hideous episode at Deraa, 
where Lawrence claims he was captured by 
the Turks, flogged mercilessly when he re- 
fused to submit to the sexual demands of 
the pasha, and eventually, worn down with 
suffering, gave in to the abuses of his guard, 
which left him in a sense of profound shame 
and uncleanliness. This Story, in particular, 
seems most implausible and has been rejected 
by many writers, 

I think I am not misstating the situation 
when I say that in historical terms it is recog- 
nized that the Arab Revolt contributed to the 
defeat of the Turks in Palestine and Syria. 
But it was hardly more than a sideshow in a 
sideshow. The Arabs harassed the Turkish 
communications and no doubt tied up a cer- 
tain number of Turkish troops. But in the last 
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analysis the Turks were so weak, underfed, 
ill-equipped, and war-weary that they could 
offer no effective resistance. Allenby’s victory 
in 1918 was a pushover, with or without the 


"Arabs. As for Lawrence, it is clear from his 


contemporary reports in the Arab Bulletin, 
from statements of his associates, and from 
the evidence of the Arabs that his later ac- 
count in Seven Pillars is full of exaggeration, 
distortion, and even downright fabrication. 

It is important for the historian to know 
why a participant, like Lawrence, should have 
wanted to misrepresent not only his own role 
but the entire historical episode. Here is my 
explanation: 

Lawrence thirsted for fame—probably, as 
Dr. Mack suggests—to counterbalance his 
insurmountable feeling of inferiority and 
shame. Yet at the same time he had an uncon- 
querable dread of being exposed for what 
he thought he was—something of a charlatan 
and a fraud. He built himself up by giving 
Lowell Thomas, Robert Graves, and Liddell 
Hart the material for the Lawrence legend 
but then demanded that they disavow his aid 
and participation. Even more important, he 
felt impelled to write Seven Pillars (a ther- 
apeutic task, says Dr. Mack) and then, hav- 
ing glorified himself in a highly dramatized 
account of the Arab Revolt, he would show 
it to only a few intimáte friends. Nothing, 
neither their praises nor their importunities, 
would induce him to allow its publication 
during his lifetime. 

How can one explain his refusal to come 
before the world with this masterpiece of nar- 
rative of psychological insight except by the 
fear of showing himself and of being attacked 
for the fraudulent account of his achieve- 
ments? As Dr. Mack says, he realized more 
and more that his lofty design was meant to 
counteract his hitherto unconscious motives, 
that while he desired to lead, leadership made 
him too prominent, too open to scrutiny. He 
recognized his constant concern lest he give 
himself away. This, it would seem, is enough 
to explain his flight into Obscurity. Consider- 
ing his aversion to all things sexual and more 
Particularly the sense of shame for his moth- 
er’s sin, his passionate effort to shun the 
limelight is as understandable as his effort to 
demonstrate through heroism his superiority 
to other men. 

Lawrence is really a pathetic rather than 
an heroic figure. As he appears now, 50 years 
after his great adventure, he is apt to live 
longer as the author of Seven Pillars than 
as the knight in shining armor fighting for 
the freedom and independence of the Arabs. 
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Private Illness and Public Policy: 
The Cases of James Forrestal and John Winant 


BY ARNOLD A. ROGOW, PH.D. 


The illnesses and suicides of James For- 
restal and John Winant are examined for 
their possible relevance to problems of 
stress and breakdown in political decision- 
making areas. The depressions of Forrestal 
and Winant are related to their personal 
lives and political careers. The author ar- 
gues that some of their personal problems 
found expression in their careers but that 
the serious consequences of these problems 
for policy decisions were checked by a 
variety of restrictions on office holding in 
American government. Much more re- 
search is needed, however, to determine 
what might be done to prevent mental ill- 
ness and breakdown in high office. 


AMES ForresTaAL and John Gilbert 
Winant did not hold public office at 
the time of their deaths, but they are the 
two highest-ranking American public offi- 
cials to have committed suicide. Forrestal, 
who jumped from his 16th-floor room at 
Bethesda Naval Hospital in May 1949, had 
been Secretary of the Navy and the nation’s 
first Secretary of Defense. Winant, who 
fatally shot himself in November 1947, had 
been Governor of New Hampshire and war- 
time Ambassador to Great Britain. 
Forrestal, 57 at the time of his death 
(1892-1949), had been universally re- 
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garded as a success in all areas of his 
life, and until the end there were those 
among his devoted friends who thought— 
or at least hoped—that his political future 
would include the White House itself. 
Winant, 58 when he died (1889-1947), 
was also regarded as a conspicuous success 
who—-his friends believed and hoped— 
would go a good deal further in political 
life. Both of them, it seemed at the times 
of their deaths, had everything to live for— 
family and friends, economic security, dis- 
tinguished careers—and practically nothing 
at all to be despondent about. Editorial 
writers and others were therefore inclined 
to attribute both deaths to “exhaustion,” 
and there were also rumors of illness, men- 
tal in Forrestal's case, and physical (per- 
haps cancer) with reference to Winant. 

The resemblance between the two men, 
however, does not end with the facts and 
inferences so far stated. Both grew up in 
homes marked by a good deal of domestic 
discord: Forrestal’s parental home was 
dominated by the mother, who was a strict 
Catholic and firm disciplinarian; Winant’s 
parents were divorced (apparently while he 
was still a young man). Both ran away, 
in a sense, from the parental value system, 
thereby incurring severe parental disap- 
proval, or worse: Forrestal left the Cath- 
olic Church (where his mother intended 
him, the youngest of three sons, for the 
priesthood) to become a Wall Street lib- 
eral; Winant broke with the Republican 
Party orthodoxy of his father to become a 
Republican New Dealer much admired by 
Frances Perkins and some of her liberal 
friends such as F. D. R. 

Both went to Princeton but never grad- 
uated—presumably because of difficulties 
in studying. Both had brothers who were 
something less than ego ideals. Both were 
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married once to women very different from 
themselves. Both owed their political ca- 
Teers on the national scene to Roosevelt, 
both entertained fantasies about being 
President, both were unable to achieve 
much rapport with‘ Truman, and both were 
unable to make a satisfactory adjustment 
to private life after years spent at or near 
the center of public events. 

For Forrestal the last few months of 
life, culminating in a psychotic breakdown 
and suicide, were full of intolerable trou- 
bles and disappointments: increasing pes- 
simism with regard to the world situation; 
growing anxiety about the Soviet menace; 
Truman’s indifference to his views in for- 
eign policy and defense; a cabal within 
the Administration to replace him as Sec- 
retary of Defense; Dewey's defeat in the 
1948 Presidential election; and events in 
his private life that reactivated conflicts, 
guilts, and anxieties from the past. 

Winant toward the end was in fact ill 
with kidney problems, anxiety he tried to 
relieve by heavy drinking, and a worsening 
neurodermatitis that interfered with sleep 
and his efforts to write his memoirs, (Let- 
ter from Grosvenor Square[4], the only 
volume of the projected three that was ever 
published, appeared the month of his death, 
and it fell very short of what he had hoped 
to accomplish.) And Winant was also op- 
pressed by personal problems which ap- 
peared to him to be insoluble, 


Depressive Illness 


By now it is clear that the “private 
illness” referred to in the title of this paper 
is depression. But it may be useful to try 
to distinguish between the depressive states 
that afflicted Forrestal and Winant. For- 
Testal, according to the Navy's chief of 
Psychiatry who treated him, was suffering 
from involutional melancholia With accom- 
panying paranoid ideation; some psychia- 
trists, familiar with his case to one degree 
or another, disagreed. 

So far as I am aware, Winant was not 
treated by a psychiatrist, and certainly T 
am not competent to make a clinical diag- 
nosis of his condition. If, however, I were 
forced to attach a label to his state of 
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mind in 1947, I would be inclined to 
choose—cautiously and tentatively—reac- 
tive depression, by which is meant a de- 
pressive state arising from real or imagined 
losses in one's life. Certainly Winant ex- 
perienced many such losses the final year 
of his life, and he died convinced that his 
situation would become even worse in the 
months ahead. 

In any case, and whatever clinical terms 
one might choose for their illnesses, the 
personalities of Forrestal and Winant lend 
themselves to the hypotheses stated about 
depression. Both were extremely consci- 
entious, compulsively hard-working, and 
inclined to make excessive demands up- 
on themselves and others. Everyone who 
worked for them agrees that they drove 
their aides very hard, but—it is always 
added—they drove themselves even harder. 
Both found it difficult to relax (for example, 
neither developed hobbies—unless Forres- 
tal's penchant for exercise can be regarded 
as a hobby), and both had difficulty es- 
tablishing warm and intimate relations with 
others, while showing great capability in 
inspiring devotion and loyalty on the part 
of friends, colleagues, and subordinates. 

Both inclined to be overscrupulous and 
morally rigid, especially with regard to de- 
mands upon the self, with the result that 
painful guilt feelings were generated when 
morality was violated in thought or prac- 
tice. Both indulged freely in self-criticism 
and suffered from feelings of inadequacy 
even at moments of great achievement. 
Both Forrestal and Winant, in a word, 
were tormented by excessive superego de- 
mands that may have originated in child- 
hood environments that were strict, Puri- 
tanical, and lacking in genuine affection. 

Since I have dealt at length with Forres- 
tal's life and career elsewhere(2, 3), and 
since he is a much more familiar figure, 
I would like now to deal mainly with cer- 
tain facets of Winant's demeanor and be- 
havior that are consistent with a depressive 
syndrome. 


Winant's Characteristics 


If some of the key descriptive words for 
Forrestal's personality are "determination," 


Amer. J. Psychiat. 125: 8, February 1969 


ARNOLD A. ROGOW 


» € 


“dedication,” “grimness,” and “tough-mind- 
edness,” the comparable ones for Winant 
are “inner sadness,” “reticence,” and “ideal- 
ist.” One of his former aides has noted 
that Winant was particularly affected by 
the misfortunes or personal tragedies of 
others, that he was inclined “from early 
manhood to carry the problems and bur- 
dens of others"(1). Since he was 6/4" in 
height and rather rugged in appearance, he 
was sometimes described in the press and 
elsewhere as “Lincolnesque,” and it is pos- 
sible he had a conscious self-identification 
with Lincoln (whom he occasionally quoted 
in speeches). At the psychological level 
this may have had some relationship to 
Lincoln's well-known “inner sadness" and 
tendencies toward melancholia. 

His idealism and seriousness were well 
suited to the British mood in 1941 and 
thereafter, and he was almost immediately 
a great success as ambassador; it is pos- 
sible that he was the most popular ambas- 
sador in the history of that post. Shy in 
manner, careless of dress, eschewing lux- 
ury and frivolity, seeming to prefer Labour 
Party intellectuals and ordinary people to 
the aristocracy and moneyed classes (but 
careful not to offend the latter), he struck 
some of the English as a latter-day Jeffer- 
son or Lincoln who incorporated in his 
manner most of the American virtues. If, 
at times, he appeared somewhat naive in 
his discussion of postwar goals or in his 
praise of the "common people," this could 
be seen as an aspect of his honesty and 
simplicity rather than as a clue to what the 
American position was to be after the war. 

Unfortunately for Winant, the qualities 
that endeared him to the British did not 
work to his advantage with his fellow Amer- 
icans. The British, whose contacts with 
the American government were conducted 
through a variety of channels, could be in- 
different to the fact that Winant was a care- 
less administrator of his embassy, but offi- 
cials high in the State Department were 
incensed by Winant’s indifferent attitude 
toward protocol and the niceties of diplo- 
matic behavior. 

To many of them, as the war drew to a 
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close, Winant's commitment to an enduring 
peace and One-Worldness seemed less well- 
meaning naivete than a soft-mindedness 
and gullibility that was dangerous in the 
postwar world. What was needed, they 
thought as the Cold War developed, was 
not idealism but realism, not persuasion 
but coercion, not softness but hardness. 
Hence the hardline appointments of 1945- 
47 that terminated the careers of Winant 
and others: Byrnes and Acheson to the 
State Department; Forrestal to the newly 
created Defense Department; and Harri- 
man as Winant's immediate successor in 
the ambassadorship. 

Rather than registering his disapproval 
of the American course, much less dis- 
avowing these appointments, Winant chose 
to retire from the scene, full of doubt and 
disappointment. *We also are (here) to 
discuss war and peace," he told a New 
York Herald Tribune forum in October 
1947, less than two weeks before his death, 
*and I would like to put a question to you. 
Are you doing as much today for peace as 
you did for this country in the days of war? 
I am not." He undoubtedly was thinking, 
as he said these words, “ . . . because I 
am not permitted to do as much.” 

There is much evidence that he was hurt 
by Truman's failure in 1946-47 to find a 
place for him in the government commen- 
surate with his ability and experience. Per- 
haps this is also the reason for his concern 
on at least two occasions in Letter from 
Grosvenor Square that the wartime ser- 
vices of such men as Robert Lovett and 
Ivan Maisky, Russia's wartime Ambassa- 
dor to Great Britain, “not be forgotten— 
will always be remembered," as he put it 
with reference to Lovett(4). Lovett's ap- 
pointment as Under Secretary of State in 
July 1947 was one way of rewarding his 
services and certainly a far more significant 
“remembering” than Winant's own appoint- 
ment, following his ambassadorship, as 
United States representative on the United 
Nations Economic and Social Council. 


!His speech on this occasion, rambling and 
disorganized, is suggestive of the distressed state 
he was in at the time. 
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Public Consequences 


Finally we come to some possible “pub- 
lic policy” consequences of the “private ill- 
nesses” of Forrestal and Winant. To begin 
with, neither Forrestal nor Winant was a 
key policy maker when he was seriously 
ill—Forrestal because he was not in the 
Truman inner circle and Winant because 
he held no high office. A case can be made 
that one of the most important built-in 
safeguards of office holding in a hierarchical, 
bureaucratic form of government is that 
most key policy decisions are distributed 
over a number of persons and a variety of 
agencies. 

Hence Forrestal could recommend, advo- 
cate, urge, and even insist that certain ac- 
tions be taken in the 1947-49 period, but 
he could not require or order that these 
actions be taken against the opposition of 
the President and some of his close ad- 
visers. Of course, as a nation we have 
never—or not yet?—had to deal with the 
problems that could arise if the President 
himself were mentally ill; if and when, it 
remains to be seen whether the 25th Amend- 
ment is a satisfactory solution. 

A second safeguard against the tragic 
consequences for public policy of private 
illness is the tendency of the bureaucracy 
to remove or reduce the decision-making 
authority of the sick official while leaving 
him in office, Thus, as Forrestal's illness 
progressed, an increasing amount of his 
work was shared out among colleagues and 
staff aides, and there is evidence that Win- 
ant's workload was also reduced during his 
last months at the United Nations. The 
Principal staff motives in both Cases were 
to make life somewhat easier for these 
"exhausted" officials, but paradoxically, 
the effects were to enhance feelings of in- 
adequacy and failure and thus contribute 
to a worsening of the illness, 

In Winant's case the tendency of his 
friends, Observing his increasingly an- 
guished struggle to write his memoirs, was 
to leave him alone in his Study on the 
assumption that such isolation would facili- 
tate his work; instead it added to his lone- 
liness and feelings of desertion and loss. 
It is noteworthy that on the night of his 
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death, Winant was alone in his New Hamp- 
shire house except for his private secretary 
and a maid. 

Despite the safeguards against unfor- 
tunate consequences, the Forrestal and 
Winant cases demonstrate that personality 
factors, including illness, do play a role in 
public policy formation. In both instances 
self-sacrificing zeal and compulsive work 
dedication lent themselves readily to the 
war effort and its immediate aftermath, 
Internal conflicts and anxieties could be 
held off by submersion in the Allied strug- 
gle for victory which at times involved 
both men in demanding physical routines 
and exposure to danger that left little time 
for either self-doubt or loneliness occasioned 
by deteriorating or nonexistent personal re- 
lationships. It is probable that for both men 
the win-the-war effort served as a win-the- 
war therapy that, because it was totally 
demanding and fulfilling, helped to check 
tendencies toward depression and a sense 
of failure. 


Postwar Letdown 


With the war over, it was less easy for 
Forrestal and impossible for Winant to 
find an enterprise equally absorbing, al- 
though both made efforts to do so. In 
Forrestal's case (as is well known) that 
enterprise was the Cold War, in which he 
became even more deeply involved than he 
had been in the 1941-45 effort. With re- 
Spect to the Soviet Union Forrestal was, 
in today’s parlance, a “hawk,” but an in- 
creasingly frustrated, embittered, and de- 
spairing hawk until, as he saw it, he was 
shot down by a coalition of liberals, Com- 
munists, Zionists, do-gooders, office-seckers, 
and others. 

Unlike Forrestal, Winant was a New 
Deal liberal, although nominally a Repub- 
lican, and an idealist—one of Forrestal's 
do-gooders. Forrestal's personality, espe- 
cially the need to appear "tough" partly as 
a defense against passivity, found expres- 
sion in his advocacy of strong measures 
against the Communist conspiracy at home 
and abroad. Winant's personality, espe- 
cially his need to be admired as a pillar of 
rectitude and moral probity, badly needed 
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a noble cause with which to identify, and 
there is evidence that in 1945 he hoped to 
be appointed Secretary General or Deputy 
Secretary General of the United Nations. 
Instead, he was reduced to making speeches 
in favor of peace and rising living stan- 
dards, and writing his memoirs. 

Had their personal lives been more re- 
warding, perhaps both men would have sur- 
vived the precipitous descent from political 
fame to private obscurity, as many another 
man had done in similar circumstances.? 
Unfortunately, both were public men to the 
core, and both in their public lives were 
acting out private dreams, fantasies, and 
nightmares. In that sense, politics for For- 
restal and Winant was a form of therapy, 
and when that therapy was terminated their 
illnesses had to run their tragic course. 
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DISCUSSION 


Jupp Marmor M.D. (Los Angeles, 
Calif.) —Dr. Rogow has presented a lucid 
and logical thesis, the premises of which are 
clearly stated and the conclusions from which 
are modestly and conservatively drawn. The 
heart of the problem that he poses is the 
crucial question of how society can be pro- 
tected from the consequences of such private 
illness upon public policy. 

One often hears the view expressed that 
the answer lies in requiring all high govern- 
ment officials to undergo periodic medical or 
psychiatric examinations. I am inclined to 
doubt this, It is not that I would be opposed 
to such a plan if it were really feasible, but 


these men were Presidential candidates or “hope- 
fuls" at one time until dismissed from Bus or 
retired by the voters. A study of these appy 
or resigned losers in American politics wou! 
be rewarding. 
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I do not believe it is. Most high government 
officials probably do undergo periodic medical 
examinations voluntarily, but we know only 
too well from recent history that the results 
of such examinations generally remain care- 
fully guarded secrets from the public. 

Indeed, one could make an argument that 
they ought to be. The doctor-patient relation- 
ship is a privileged and confidential one and 
even a man in public office should be entitled 
to such privacy, although one would like to 
hope that a high sense of responsibility 
would cause a person with a disabling illness 
to voluntarily remove himself from the de- 
cision-making process if his illness were a 
handicapping one. The difficulty, of course, 
is that when an illness affects intellectual or 
judgmental capacities, adequate insight may 
be lacking to enable such a sense of respon- 
sibility to be operative. 

Moreover, in contrast to ordinary medical 
checkups, the question of psychiatric exam- 
inations for government officials is beset by 
other complicating factors. Medical exam- 
inations may not require more than the pa- 
tient’s physical presence, but an adequate 
psychiatric examination requires his whole- 
hearted cooperation, except when we are deal- 
ing with frank psychosis. We know only too 
well from clinical experience that if a patient 
is determined to conceal or dissemble, an 
adequate psychiatric diagnosis can often be 
rendered impossible. ` 

It is my conviction, therefore, that the ul- 
timate protection of the public from private 
illness in high office does not lie in the hands 
of doctors but rather in the nature of political 
process and governmental structure. Profes- 
sor Rogow has put his finger on the heart of 
the problem when he says that “one of the 
most important built-in safeguards of office 
holding in a hierarchical, bureaucratic form 
of government is that most key policy deci- 
sions are distributed over a number of persons 
and a variety of agencies,” 

However, although this is true for decisions 
at a subordinate level of government, it is 
not true for top leadership. The Chief of 
State in a great nation is in a position to 
wield enormous power, and his decisions and 
judgments can have a fateful effect upon the 
destinies not only of his country but of the 
entire world. Excluding living political fig- 
ures, one has only to call to mind the power 
wielded by such persons as Hitler, Stalin, 
Roosevelt, and Churchill to underline the 
point that I am making. The only meaning- 
ful protection that a nation can have against 
such private illness rests in a democratic 
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Process of checks and balances that will not 
permit inordinate or arbitrary power to be 
exerted by any one individual. 

In our system, the balance of power ex- 
erted by Congress and the judiciary can act 
as important controls to the unwise use of 
power by the Chief of State. Moreover, the 
precious rights to dissent and to criticize po- 
litical leaders and the existence of a free 
press are of inestimable additional importance 
as checks on the arbitrary exercise of power. 
The absence of such checks or restraints, as 
exemplified under Hitler and Stalin, illus- 
trates the full measure of the tragic conse- 
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quences that can occur when a mental or 
emotional disorder colors the policies of a 
leader in a totalitarian state. 

I should like to make it clear that the 
distinction I am making is not between free 
enterprise and socialism but between democ- 
racy and totalitarianism, Free enterprise is 
not necessarily synonymous with democracy, 
nor does a socialistic form of government 
necessarily carry with it the implication of 
totalitarianism. As recent history has amply 
demonstrated, a democratic political process 
can be either present or absent under both 
forms of economic organization. 


of Thomas Jefferson 


BY CARL BINGER, M.D, 


Thomas Jefferson achieved what the author 
considers an extraordinary mastery of his 
life, which was, however, not devoid of 
conflicts. Dr. Binger describes Jefferson's 
inner struggle relating to the Separation of 
the colonies from Britain, his depressive 
withdrawal when his wife was seriously ill 
and their infant son died, his unhappiness 
and indignation following his censure by 
the Virginia legislature for failure to call 
out the militia during a period of emergen- 
cy, and his and Alexander Hamilton's mu- 
tual hostility, 


Ho RECENTLY attempted to write 

a biography of Benjamin Rush, in 
whose life conflicts were rife, I turned with 
some relief but also temerity to a study of 
his contemporary and friend, Thomas Jef- 
ferson. The more I read of him, the more 
was I struck again with his singularity and 
his many-faceted genius. There came to 
mind what President Kennedy said of him 
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at the White House dinner for the Ameri- 
can Nobel Prize winners, when he referred 
to his guests as “the most extraordinary 
collection of talent, of human knowledge, 
that has ever been gathered together at the 
White House, with the possible exception of 
when Thomas Jefferson dined alone”(7). 

In most respects, Thomas Jefferson 
achieved an extraordinary mastery of his 
life. These are not the attributes that one 
usually encounters in patients. Indeed, 
Thomas Jefferson was a phenomenally un- 
neurotic person, or at any rate his defenses 
were more than adequate. They undoubted- 
ly led to a certain coldness and inacces- 
sibility in him, but on better acquaintance 
he seemed to have had warmth, enthusiasm 
and affection, and an excellent humor. His 
charm and conversational gifts were such as 
to delight his friends and attract all kinds 
of people to him. 

He was the most tolerant and least snob- 
bish person, although he of course made 
Some political enemies. He was reviled and 
attacked by many: John Adams, Aaron 
Burr, Alexander Hamilton, John Jay, John 
Marshall, and other Federalists, But each 
in turn could not help valuing Jefferson’s 
great gifts and perhaps even his single- 
minded dedication. If his name remained 
anathema for a hundred years or more to 
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some of his own countrymen, it was extolled 
as ardently both in France and at home. 

One of Jefferson’s many biographers, 
James Parton, said this of him: 


The least effeminate of men, he was very 
feminine in many of his ways, feelings, and 
tastes . . . . People could live with him many 
years and not once see him angry, ill-humored, 
irritable, or melancholy. He rose jocund to 
greet the dawn, and lived a festal life to the 
going down of the sun, his hours all filled 
with occupation innocent, elevated, and be- 
coming. . . .In his private and public life there 
was the happiest possible mixture of the firm 
and tractable. And the special wonder of the 
case was, that the beast and the savage had 
been bred out of him and educated out of 
him without in the least impairing his original 
vivacity(4). 


Although this is a heart-felt tribute, no 
one experienced in the dynamics of human 
behavior can fail to question its accuracy. 
People are just not like that. If they are as 
perfect as this, that perfection must be won 
at a certain cost. It can be granted that 
Jefferson was indeed an almost perfect 
citizen who believed in his species and 
practiced habitually the methods of an edu- 
cated man. Not a belligerent by nature, he 
surrounded himself with trusted allies, such 
men as Madison and Monroe, for example, 
to do the fighting for him. This gave him 
the reputation with his enemies of being 
scheming and duplicitous. Yet in fact he 
was a gifted and astute politician. To quote 
again from Parton: “He defended the honor 
of the human intellect when its natural foes 
throughout Christendom conspired to revile, 
degrade, and crush it. . . .He keenly en- 
joyed his existence, and made it a benefac- 
tion to his kind" (4). 

This last one might regard as the sov- 
ereign hallmark of a healthy mind—the 
ability to enjoy one's life and to make it a 
benefaction to others. It implies a signifi- 
cant absence of irrational and unconscious 
guilt and the absence, as well, of those 
neurotic, masochistic traits that lead to 
self-damaging behavior and can blight many 
a potentially good life. From these traits 
Thomas Jefferson was mercifully free. All 
this is not to say that his life was devoid of 
conflicts. No life worth its salt can be. In 
the remaining part of this paper I shall in- 
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quire into the nature of these conflicts and 
show how he handled them. The presence of 
conflicts is, in itself, no evidence of neurosis 
or other emotional disturbance. 

Thomas Jefferson lived to the age of 84. 
It is not possible to present in a short space 
even a thumbnail sketch of a life so varie- 
gated, so rich, and so full of sorrow, of 
inventiveness, and of the joys of creation. 
I would like instead to consider a few situa- 
tions characteristic both of Jefferson and 
some of the conflicts that confronted him. 


Absence from Home 


He was and preferred to be a country 
man. In spite of his urbanity and even 
elegance, the city held out few charms for 
him. When he was sorely pressed, his first 
impulse was to retite to the land and the 
people he loved—his acres in the uplands of 
Virginia and his family. But his active diplo- 
matic and political life kept him away from 
his home, where alone he could breath the 
easy and familiar air of his native state. 
Why he was away from home so much of 
the time, in spite of its alleged attractiveness 
to him, is a question one has the right to 
ask, even if it cannot be answered com- 
pletely. 

Politics, of course, confronted him with 
conflicts, as it has most men. He wrote: 
“When I first entered on the stage of public 
life, I came to a resolution never to engage, 
while in public office, in any kind of en- 
terprise for improvement of my fortune, nor 
to wear any other character than that of a 
farmer. I have never departed from it in a 
single instance"(4). This early decision, 
reached before he was 25, spared him much. 
Indeed, he felt himself richer in content- 
ment that he would have been with any 
increase in fortune. 

From 1772 to 1782 Jefferson’s active 
part in public affairs kept him away from 
home much of the time. He wanted more 
than anything to be with his family, his 
flowers and fruit trees, and his agricultural 
experiments and pursuits. During this de- 
cade his wife gave birth to six children—all 
daughters but one. Of the six, only two, 
Martha and Mary, lived beyond infancy. 
There is scant mention of this source of 
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grief to him. He was not given to display- 
ing his intimate feelings in public; in fact, 
he took special pains to conceal them, This 
fact can be extolled as an admirable example 
of self-control, but it can also be seen as 
further evidence’ of the denial of feelings at 
which he was so adept. Although he pre- 
served his voluminous correspondence, noth- 
ing remains of the many letters that passed 
between him and his wife, and in the many 
published letters he mentions her only about 
a half-dozen times. 


Ties to Britain 


Although he was deeply enveloped in 
the gathering storm clouds of war with 
Britain, he was reluctant to take the in- 
evitable step of Separating from the mother 
country. Indeed, separation had not yet 
entered his mind. As late as November 
1775, he wrote 


about 
s from 
this fact alone something about his con- 


flicts, especially as he was so outspoken 
about his attachment to his father. He tried 
to separate himself from Britain, but he was 
reluctant to take this inevitably painful step. 
In a sense, he could achieve freedom only 
by devaluing her and by keeping his own 
hostility in check as long as he could. One 
cannot, of course, always infer that per- 
sonal conflicts lead to public consequences, 
but it seems safe to assume that Jefferson’s 
feelings for his upper-class English-born 
mother influenced his feelings toward the 
English aristocracy and helped make a rey- 
olutionary of this eminently sensible man. 
Less than one-half year earlier he had 
composed the peroration to the report for 
the Crown on the “Causes of taking up 


Arms,” in which he used these memorable 
words: 


We are reduced to the alternative of choosing 
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an unconditional submission to the tyranny 


of irritable ministers, or resistance by force. | 
The latter is our choice. We have counted — 
and find nothing so _ 


the cost of this contest, 
dreadful as voluntary slavery. . . „Our cause 
is just. Our union is perfect—our internal re- 
Sources are great. . . .Against violence actually 
offered, we have taken up arms, We shall lay 
them down when hostilities shall cease on the 
Part of the aggressors, and all danger of 
their being renewed shall be removed, and not 
before(4). 


Having finally settled this conflict for 
himself as between loyalty to England and 
separation, he never wavered, never cast 
back a lingering and longing glance. In 
fact, from then on he found the English less 
and less congenial to him, in spite of his 
own origins. He thought them cold, self- 
seeking, and ruthless. 


Depressive Withdrawal 


On May 14, 1776, Mr. Jefferson took 
his seat in Congress. Although the House 
had been almost continually in session dur- 
ing the elapsed year, events at home had 
kept him in Virginia. His pocket account 
book reports some of these, including the 
death of his mother and of a second daugh- 
ter. He reacted to these events with a 
marked depression, signalized by his ex- 
treme withdrawal and by the state of in- 
activity into which he fell during the debate 
over the Declaration of Independence. In 
a sense he was not ready to declare his 
personal independence. 

But he was almost immediately placed 
on the committee charged with drafting the 
Declaration. John Adams said of him: “Dur- 
ing the whole time I sat with him in Con- 
gress, I never heard him utter three sen- 
tences together"(5). Others have testified 
to his weak and husky voice. Were these 
evidences of his depressed feelings? The 
Declaration did not pass Congress without 
meeting impassioned resistance, but he said 
Dot a word for it himself. Was this due to 
feelings of guilt and to his reluctance to 
allow his aggression to come to the surface? 

Franklin was aware of the fact that Mr. 
Jefferson was writhing a little under the 
acrimonious debate. Two months after the 
Signing Jefferson was released from his seat 
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in Congress and hurried home because of 
his wife's serious illness and because of 
pressing duties in his native state, where he 
had been elected to his old seat in the 
legislature. In his pocket account book there 
is a brief notation, saying, *June 14. Our 
son died 10 h 20 m P.M."(5). That was 
all. It was their only son. There were to be 
three more children, but only one of these 
lived beyond infancy. 

On June 1, 1779, Jefferson was elected 
Governor of Virginia at a time when the 
state was threatened by the enemy at all of 
the points of the compass. This was a time 
of tireless activity and danger for him. He 
barely managed to escape the British forces 
and to establish his wife and three children 
safely in the house of a relative at Tucka- 
hoe, Va. At the end of his second term 
Jefferson resigned his commission as gover- 
nor. The state of his wife's health was a 
source of constant anxiety to him. Jefferson 
was blamed for not having called out the 
militia. One has the right to question wheth- 
er this was a realistic decision or whether 
it was based on the difficulty experienced 
in facing his aggressive impulses. 

During all the disputes about the pro- 
priety of his conduct in office he remained 
quietly at Poplar Forest, far from the legis- 
lature. But he took the implied criticism 
deeply to heart and brooded over it for 
many months, which suggests the depth of 
his underlying conflict and guilt. He was 
not only unhappy but indignant—so much 
so that he resolved to forswear public ser- 
vice forever and to return to the legislature 
just once more to face his accusers. 

He had been asked by the President of 
Congress to serve with Benjamin Franklin, 
John Jay, and Henry Laurens and join 
John Adams at the negotiations for peace 
in Paris. He wanted above all things to go 
but for the legislative censure. He was too 
proud to turn tail under fire. It was perhaps 
no accident that in the midst of so many 
disheartening events, and the attendant de- 
pression following the death of their infant 
son, he fell from his horse and suffered 
severe contusions. Was this a kind of self- 
inflicted symbolic punishment, and did the 
injury help him recover from his depression? 
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Vindication by Legislature 


On October 18 Cornwallis surrendered at 
Yorktown, Jefferson had been reelected to 
his seat as a member from Albemarle Coun- 
ty. He was ready to meet and answer any 
charges against him. The House of Dele- 
gates held its hearing on December 19. His 
accuser was absent. There was silence in 
the chamber. Mr. Jefferson rose to make 
his reply, whereupon the General Assem- 
bly expressed in the strongest manner their 
high opinion of Mr. Jefferson and voted to 
remove all “former unmerited Censure” (1). 

But even this did not heal the wound. He 
had made up his mind to withdraw from 
public life and to shun the sessions of the 
legislature. Apparently he had decided to 
contain his aggression so that he might 
reap the reward he craved, his mother’s 
love and reunion with her, if only in the 
grave. The only reward he had ever wanted, 
he said, was the affection of his country- 
men, but the disapprobation of their rep- 
resentatives had inflicted a wound on his 
spirit that would “only be cured by the 
all-healing grave”(4). 

Through all this period he never men- 
tioned the thought uppermost in his mind— 
the dreadful suspense over Mrs. Jefferson’s 
rapid decline. She died on September 6, 
1782. They had been married for ten years. 
A good deal of this time he had been away 
from home. One has the right to wonder, 
under these circumstances, how much real 
evidence there is for a deep and close re- 
lationship to his wife and how much the 
reaction to her loss was a displacement 
from his mother. 

His grief on this event is vividly de- 
scribed by his eldest daughter. For three 
weeks he kept continuously to his room, 
walking the floor incessantly, day and night. 
A month later he wrote his sister, saying 
that he found himself absolutely unable to 
attend to anything like business. “This mis- 
erable kind of existence is really too bur- 
thensome to be borne and were it not for the 
infidelity of deserting the sacred charge 
left me, I could not wish its continuance a 
moment. All of my plans of comfort and 
happiness severed by a single event and 
nothing answering in prospect before me but 
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gloom unbrightened with one cheerful ex- 
pectation"(1, 4). d 

He probably never recovered from his 
wife’s death and certainly never had an- 
other important love relationship. There was 
gossip about him and one of his female 
slaves, but this was maliciously concocted 
as part of the political campaign against 
him when he ran for the Presidency. 


Envoy to France 


Two months after his wife’s death Jef- 
ferson was again offered, by unanimous vote 
of Congress, the appointment as envoy to 
France just at the time when he thought he 
had “folded himself in the arms of retire- 
ment and rested all prospects of future 
happiness on domestic and literary objects” 
(4). He accepted the appointment and 
sailed for France on July 5, 1784, remain- 
ing away for seven years. 

To assuage his loneliness he took his 
elder daughter, Martha, and put her in a 
convent school, acting as a mother as well 
as a father to her, buying all her clothes 
and giving her wise (if somewhat senten- 
tious) advice but obviously winning her 
confidence and her tender devotion. Later, 
he sent for his other daughter, Maria, who 
joined Martha in the convent. When Martha 
expressed the wish to become a Catholic, 
he whisked them both out of school with- 
out a word of explanation, either to them or 
to the authorities, 

While in Paris as envoy, Jefferson met, 
through the American artist Trumbull, a 
family named Cosway. The husband was a 
miniature painter, very much older than his 
pretty wife and ambitiously seeking out 
prospective clients while leaving his wife to 
her own devices, Maria Cosway was a be- 
witching, coquettish, and gifted lady of 27. 
She had both musical and artistic talents 


tentions? 


On one of their happy outings, while 
promenading along the Seine near the Place 
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de la Concorde Jefferson must have been 
feeling his oats, for in spite of his mature 
years—he was then 43—he jumped over a 
low fence, caught his foot, and crashed to 
the ground. He tried to break the fall with 
his right hand but succeeded only in break- 
ing or dislocating his wrist. The accident 
caused him agonizing pain and confined him 
to his residence for a fortnight. 

It was again a symbolic punishment 
which made the guilt associated with this 
relationship with Maria (also the name of 
his youngest daughter) more tolerable. At 
that time he managed a shaky letter to 
Maria, written with his left hand. After a 
sleepless night, he impetuously decided that 
he must see her since she was leaving im- 
mediately for England. He accompanied the 
Cosways to the post house at St. Denis, 
where he helped Maria into her carriage, 
turning in his own words "more dead than 
alive"(2) to his own to be driven home. 


Renunciation 


Even at the time of this accident, which 
necessarily changed his immediate plans and 
incidentally made it impossible for him 
ever again to play his beloved fiddle, Jef- 
ferson seems to have been aware of its 
deeper meaning for him. He felt it as the 
passing of youth and the beginning of middle 
age. This comes with the force of revelation 
to some men. He was now over the water- 
shed of his life, He would never again allow. 
his heart to prevail over his head because, 
for him at least, his head was the more 
trustworthy instrument. In Spite of his in- 
tense romantic nature, he was a realist who 
knew that his life lay in other directions. 

And so he allowed the relationship to 
change into a tender, gentle, and lasting 
friendship. He had dealt with his heartache 
by sending Maria a long letter, written with 
obvious difficulty with his left hand. It 
purported to be a dialogue between his head 
and his heart. It exposed his conflict vividly 
and especially his great reluctance to allow 
his deeper feelings to disturb him as well as 
his need to Suppress them. His heart says; 
"I am indeed the most wretched of earthly 
beings. . . .I would willingly meet whatever 
Catastrophe should leave me no more to 
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feel, or to fear"(3). His head then chides 
him and tells him that these feelings are 
"the eternal consequences of your warmth 
and precipitation" (3). 

It was not like him, however, to be in a 
state of conflict over his personal relation- 
ships. They were in the main surprisingly 
clear and open in spite of his initial reserve. 
Yet he was an essentially lonely man, great- 
ly in need of warmth. His success in France, 
following on the heels of the adored Frank- 
lin, must have done much to comfort him. 
His seven years there confirmed him in his 
love of that country, although he became 
progressively more homesick toward the 
end of his stay. 

France spoke to the feminine side of 
Jefferson. He was "violently smitten" (his 
words) with the Hótel de Salm at the 
Tuileries, where he went almost daily. To 
the Comtesse de Tesse, an aunt of Lafayette, 
he wrote from Nimes: “Here I am, Madam, 
gazing whole hours at the Maison Quarrée 
like a lover at his mistress. . . .This is the 
second time I have been in love since I 
left Paris"(6). The first was with a Diana 
at the Chateau de Lay-Epinaye in Beau- 
jolais, a “delicious morsel of sculpture" (6), 
as he called it. 

After traveling through rural France for 
three and one-half months, which had passed 
more delightfully than any he had ever 
experienced, Jefferson returned to Paris. He 
had been quite alone on his journey, but 
he was content with his own company. He 
spent little time in the great cities, but over 
the olive groves and orangeries he was in 
raptures. Nothing escaped his searching eye, 
no agricultural or architectural detail. 3 

As he was to write in later years: “Archi- 
tecture is my delight, and putting up, and 
pulling down one of my favorite amuse- 
ments"(4). This solitary adventure in 
France fulfilled his deep aesthetic needs 
and allowed him for a time to live out the 
feminine side of his nature; this made him 
supremely happy. Throughout his. life, in 
spite of much grief Jefferson retained his 
capacity for enjoyment and for a kind of 
creative curiosity. He therefore found ready 
sublimations for his conflicts. . 

One can learn something about him by 
examining the few occasions when his great 
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gift for sublimation appears to have failed 
him. One has already been mentioned; name- 
ly his almost stuporous reaction to his wife's 
death. How much there was of guilt in this, 
one cannot say. The accident to his wrist is 
another example, coming at a time when 
he was in the throes of a battle between 
his head and his heart. In addition, there 
were instances of psychosomatic disorders, 
notably his prostrating attacks of migraine, 
often of many weeks' duration and coming 
on the heels of some protracted conflict. 


Conflict with Hamilton 


One of the bitterest of these conflicts 
was that with Alexander Hamilton. Both 
men sat in Washington's Cabinet—Jeffer- 
son as Secretary of State, Hamilton as Sec- 
retary of the Treasury. Hamilton had al- 
ready demonstrated his cunning genius, his 
overweening pride and ambition, and his 
exalted self-esteem. Although antipodal in 
their habits of thought and their social 
philosophies, Jefferson never underestimated 
Hamilton's gifts; in fact, he made every 
effort to get along with him. 

But it was inevitable that the two should 
clash. Between them there were differences 
in breeding, tastes, and ideals that remained 
irreconcilable. Hamilton had a large and 
thriving department, with 70 subordinates, 
while Jefferson worked around the clock 
with only five. Hamilton's love was for 
England; Jefferson's, for France. Hamil- 
ton's hero was Julius Caesar; Jefferson's 
heroes were Bacon, Newton, and Locke. 
Both men were firmly attached to Washing- 
ton, who tried to make peace between them. 
But eventually Washington accepted Jef- 
ferson's resignation, 

Anyone trained in depth psychology or 
in psychodynamics will not fail to see in 
the mutual hostility between Jefferson and 
Hamilton certain motifs that enter into the 
lives of many men—although often unbe- 
known to them. First, one can detect an 
overweening competitiveness, in this in- 
stance for the love and approval of an 
authoritative father figure. The stage was 
set for just such a battle in Jefferson, who 
had lost his father at an early age. Thc 
lasting influence of this stalwart pioneer on 
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his son is a well-recorded fact, Hamilton, 
the illegitimate son of a sea captain, can 
have had little emotional support from his 
absent father during his formative years. 
Both men were left with unsatisfied de- 
pendent needs, and both turned to Washing- 
ton, not without ambivalence, as a living 
father symbol to satisfy their longings. This 
brought them into immediate and inevitable 
conflict. 

Their rivalry was complicated by their 
mutual admiration, in which unconscious 
elements of attraction no doubt entered, 
This in turn had to be defended against, 
and it fanned the flames of their mutual 
enmity. It also led in Jefferson to a great 
reluctance to be competitive and even to 
assuming responsibility, as, for example, 
in his fiscal policy; and it explains in part 
his constant wish to withdraw from the 
battle of political life and to retire to his 
estates. If he was inept in the management 
of the public economy, he was meticulously 
compulsive in his personal finances, ac- 
counting in what looks like a Picayune way 
for the last penny, 

Jefferson’s differences with John Adams 
were of another nature. He always admired 
and looked up to Mr. Adams. But the 
political battle between the Republicans and 
the Federalists naturally drew them apart. 
Adams was by nature stubborn and irascible 
and could not forgive Jefferson his fervent 
democratic ideals. It was not until years 
later that Benjamin Rush took on the role 
of an angel of peace and brought these two 
old patriots into a long and cherishing cor- 
respondence. They both managed to die on 
the same day, and that day was the 4th of 
July, 1826. Perhaps this was no accident but, 


rather, an example of what has been called 
historical inevitability, : 
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DISCUSSION 


L. H. BUTTERFIELD, LirT.D. (Cambridge, 
Mass.).— "Jefferson yet lives," John Adams is 
reported to have said as he lay dying on the 
50th anniversary of the Declaration of In- 
dependence in July 1826. Adams was not 
literally correct, for his old friend Jefferson 
had died on his little mountain top in Virginia 
à few hours earlier. Still the statement was 
symbolically true, and it remains as true today 
as ever, At a time when our society is shaken 
by a turbulence of revolutionary intensity, we 
study Jefferson, a revolutionary of unimpeach- 
able credentials, seeking guidance, solace, and 
à secret. 

For Jefferson, as Dr. 
shown, had a secret, and a mighty important 
one. He "achieved an extraordinary mastery 
Of his life" by building singularly effective 
defenses against the forces that the minds of 
mortals are prey to. 

In the astonishing letter that Jefferson wrote 
to Maria Cosway in which the head and the 
heart set forth their respective claims to do- 
minion, the head clinches its case (at least to 
its own satisfaction) by observing that "This 
is not a world to live at random in as you do" 
(2). Surely this is Jefferson's definitive view, 
for while he never ceased to the end of his 
long life to be susceptible to feminine charms, 
and was perhaps more dependent on them 
than most men, he had concluded by 1786 
that real happiness could never be attained 
through indulgence, excesses, or impulsive con- 
duct of any sort. 

Hence the great and constant emphasis in 
Whatever he wrote on the primacy of order, 
planning, system, study, industry, and self- 
discipline, reflected in the thousands of pages 
of neatly written letters and letter copies, mem- 
oranda, personal accounts, surveys, architec- 
tural drawings, records of legal and plantation 
business, and catalogues of his books that sur- 
vive to document every aspect of his multisided 
life. Hence, too, the sense of compulsive neat- 
ness that one feels in visiting Monticello today, 
beginning with the grounds and gardens and 
going on to the superlatively correct classical 
Orders and symmetry of the main building and 
its dependencies, and finally the ingenious ar- 
Tangement of the rooms and of their contents. 
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Professor Winthrop Jordan has recently said 
that “beneath [the] stiltedness [of the head 
and heart dialogue] one senses a man not 
naturally cool but thoroughly air-conditioned” 
(5). The man who the visitor at Monticello 
feels may well be in the next room was one 
who ordered the smaller affairs of his life in- 
tensively not because he was fussy but be- 
cause he wanted to get on to, and with, greater 
ones. 

Thus I agree without serious qualifications 
with the drift of Dr. Binger’s discussion, I 
demur a little at his attributing to Jefferson 
“an excellent humor” unless he means (and he 
does not say) “humor” in the old physiological 
sense of “temperament,” as used in medieval 
medicine. One sometimes thinks that Jefferson 
would have been a happier man if he had had 
a gift of humor in the common modern sense 
of the word. His lack of it was part of the cost 
he paid for his successful self-discipline. He 
could not joke. When he tried to, which was 
rarely, he made some of the worst jokes on 
record. An ‘example will be found in the little 
third-person note he wrote to the younger 
Abigail Adams (who had recently become 
Mrs. William S. Smith) from Paris in January 
1787: 


Mr. Jefferson has the honour to present his 
compliments to Mrs. Smith and to send her 
the two pair of Corsets she desired. He 
wishes they may be suitable, as Mrs. Smith 
omitted to send her measure, Times are 
altered since Mademoiselle de Sanson had 
the honour of knowing her. Should they be 
too small however, she will be so good as to 
lay them by a while, There are ebbs as well 
as flows in this world. When the mountain 
refused to come to Mahomet, he went to 
the mountain, Mr. Jefferson wishes Mrs. 
Smith a happy new year . . .(3). 


One cannot imagine Jefferson indulging in 
the little prank John Adams did in renewing 
his correspondence with his friend at Monti- 
cello after many years of coolness and silence 
between them. Adams sent Jefferson new year's 
wishes and “two pieces of New England home- 
spun." Before receiving the package, Jefferson 
replied to the letter with his usual urbane grace 
and a substantial discourse on domestic man- 
ufactures in the United States. But in a day 
or two he had to answer again, acknowledging, 
not actual homespun, but two published vol- 
umes of John Quincy Adams' Boylston lectures 
on oratory and rhetoric. Students of human 
character will also note that, if Jefferson could 
not joke like John Adams, neither could he 
avail himself of the therapeutic effect of losing 
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his temper. No matter what provocation he 
might have had, he could never have fired half 
his cabinet on an issue of personal loyalty and 
public policy, as President Adams did in 1800. 

Both men paid the prices fixed for these 
things—the one for his lack of restraint and 
the other for his over-restraint. I should like to 
ask those among you who, like Dr. Binger, 
have long and thoughtfully observed human 
nature in action, who paid highest? 


Avoidance of Conflict 


“Take things by the smooth handle,” Jef- 
ferson liked to advise young men. The essence 
of his approach to personal relations was the 
avoidance of either actual or seeming con- 
flict. Any hint of it by another toward him 
wounded him grievously. The significance of 
his correspondence with the Tory John Ran- 
dolph in 1775, cited by Dr. Binger, lies in my 
opinion not in any Freudian symbolism of 
“the mother country” (a much overworked 
metaphor of the time) but in the way in 
which Jefferson avoided an argument by exag- 
gerating his love for England and then went 
on to read Randolph a subtly worded but 
unambiguous lecture on the strength and de- 
termination of American resistance. If this 
was deviousness, Jefferson’s political enemies, 
then and ever since, have made the most of 
it, putting him down as a crafty and deceitful 
fellow. 

All through life Jefferson resorted to such 
devices, or wiles if you please, in order to 
escape hostile confrontations. These he found 
intolerable. When the only alternative available 
to him was silence, he used it; and to a close 
reader Jefferson’s silences are sometimes as 
eloquent as his best prose. A detailed study of 
his relations with Patrick Henry would il- 
lustrate these points vividly, but there is time 
here for only a hint or two. Henry, whose 
temperament was that of a gamecock, pos- 
sessed all those demagogic arts which Jefferson 
lacked and which he therefore (as I am afraid 
psychiatrists would automatically say) disap- 
proved and even despised. In Jefferson’s view, 
Henry was “all tongue without either head 
or heart"(1, p. 205). At the moment of 
Virginia’s gravest crisis during the. Revolution, 
when Jefferson felt obliged to retire as gover- 
nor in favor of a military leader, Henry took 
it upon himself to engineer both a public 
censure of Jefferson’s official conduct and a 
dictatorship for the state with himself as dic- 
tator. Beyond the fact that neither plan suc- 
ceeded, the details are obscure, and Jefferson 
permitted himself little comment. 
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That little, however, was uncharacteristically 
bitter. I know nothing else in the whole body 
of his writings to match the figure he used in 
writing of the proposed motion of censure in 
the Virginia Assembly of December 1781. “The 
trifling body [a certain George Nicholas] 
who moved the matter was below contempt,” 
Jefferson reported to an intimate friend, men- 
tioning no name here or later. “His natural 
ill-temper was the tool worked with by another 
hand. He was like the minners which go in 
and out of the fundament of the whale. But the 
whale was discoverable enough by the tur- 
bulence of the water under which he moved” 
(1, p. 143). Jefferson then quickly shifted to 
quite unrelated and much more congenial sub- 
jects, as if ashamed of having shown his feel- 
ings even for a single unguarded moment. 

My last point is a complicated one, reach- 
ing the inmost recesses of Jefferson's private 
life (his wife, his marriage) and at the same 
time extending to the broadest question of 
morals, politics, and the ultimate fate of the 
American Union. I am talking about the whole 
complex of problems that clustered around 
the Negro and the institution of slavery in the 
antebellum South. The conflicts it imposed on 
Jefferson as husband, citizen, planter, philoso- 
pher, and President were so acute, numerous, 
and insoluble that Dr. Binger might profitably 
have devoted his entire discussion to them. 

To raise the question in its starkest form: 
How could the author of the Declaration of 
Independence, the man who said in a hundred 
stirring passages that “the God who gave us 
life gave us liberty at the same time"—how 
Could this man have been a slaveowner all 
his life, and what did he suffer inwardly from 
being caught in this predicament? 

Before attempting even a fumbling answer, 
let me complicate the issue further by noting 
that the wife whom he idolized was the daugh- 
ter of an enterprising slave-trader and brought 
to Monticello from her father’s estate at least 
one whole family of “bright mulattoes” who 
were known to be close blood relatives of hers 
—her own father’s children by a slave mother. 
And to turn the Screw one thread deeper, 
what must have been the sensations of a man 
so exquisitely sensitive as Jefferson when news- 
Paper poets and political pamphleteers gave 
general circulation. to the canard that the 
handsomest of the females in this mulatto 
family (Sally Hemings, or “Black Sal”) was 
his own chief solace at Monticello from the 
Cares of state and the mother of a p of 
slaves sprung from his own loins? 

To the charges that. involved him personally, 
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Jefferson simply did not reply, silence being 
his sole shield against thrusts that must have 
caused him indescribable anguish. But about 
the Negro and slavery he had, early and late, 
a good deal to say; and that he was honest 
with both himself and his countrymen on these 
issues can be confirmed by actions of his that 
are a matter of record. 

It is possible to say categorically that Jef- 
ferson meant the great doctrine he had set 
forth in the Declaration of Independence to 
apply literally to “all men"—black as well as 
white. In his Revisal of the Laws of Virginia, 
Projected very soon after independence was 
asserted, he proposed that this doctrine be put 
into effect by intensive training, emancipa- 
tion, and colonization of all Negroes born after 
a certain date. Since he believed that they could 
never successfully compete with, and hence 
live happily among, descendants of Europeans, 
he developed in his own mind a kind of reser- 
vation or ward system for Negroes, such as 
was later adopted for American Indians. 

Economic forces and the combined apathy 
and greed of his countrymen obliged him in 
later life to abandon hope for this scheme and 
to support, though not very confidently, plans 
for African colonization. He continued to train 
those among his own slaves who he judged 
were capable of earning their way as freemen, 
and from one of them, Isaac the Lynchburg 
blacksmith, we have priceless glimpses of the 
Master of Monticello as seen through the eyes 
of a slave. But when the first great sectional 
split occurred over the admission of Missouri 
in 1820, Jefferson prophetically declared it 
"a firebell in the night" portending the disrup- 
tion of the Union. For, as he said in another 
vivid figure, "We have the wolf by the ears, 
and we can neither hold him nor safely let 
him go. Justice is in one scale, and self-pres- 
ervation in the other"(4). 

The problem was, in short, insoluble. Since 
we have not really solved it yet, we have no 
right to feel patronizing toward Jefferson, who 
was locked into a system he profoundly de- 
plored. His plantation records show that he 
continued to work steadily for every possible 
alleviation of the system as far as it affected 
individual slaves, and there is every reason to 
suppose that he would have done more if 
agricultural disasters in Virginia during the 
last few years of his life had not swallowed up 
his assets. Meanwhile he went on with an al- 
most inviolable outward cheerfulness, Surely 
we may agree with Dr. Binger that his subject 
Possessed a singularly healthy mind. We wish 
him well in his further exploration of it. 
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EDITOR'S NOTEBOOK | 


A More Active Social Role for Psychiatrists 


pss OFFICIALS throughout the country, including J. Edgar 

Hoover, report a frightening increase in the rate of criminal 
activity of all kinds. A high percentage of this rate of increase is 
attributed to the adolescent or the young adult. That this kind of 
activity is extraordinarily widespread is evidenced by reports from 
many countries—not only countries with the oldest viable cultures, 
but also newly formed nations. 

In considering the meaning of these reports, we must examine 
a number of factors. First, the reasons that are popularly given as 
causes of violence must be carefully scrutinized. The violence and 
aggression seen on television are frequently inculpated. Our pub- 
lic law officials are called to task for being too soft or too “under- 
standing.” Our courts are thought to be too liberal and protective of 
criminals. Conversely, among some groups the harsh suppressive 
activities of the police and the rigidity of courts are thought to be 
so provocative that they cause rebellious criminality. Which, if 
any, of these reasons is truly causative? 

Second, there are many technical advances which have brought 
changes to humanity at large. For example, the highly sophisticated 
techniques of the news media make nearly immediate widespread 
distribution of news commonplace. Does this make it appear that 
violence is a more frequent occurrence in our society today, while 
in reality it is the Teporting that is more frequent? Is there indeed 
a tendency toward exploiting Sensationalism, and does this distort 
the incidence of violence? 

Culture changes are upon us, and their influence on individual 
Psychology is only Brossly explored. The increased mobility of 
our population must have some effect. What is it? How is it mani- 
fest? Is there widespread dilution of parental roles in our coun- 
try? If so, how has this influenced mother-child interaction and 
child-rearing practices? Certainly the confused parent is less con- 
fident and linear in his Iesponses to his children's behavior. There 
are conflicting reports on Sexual attitudes and practices among our 
adolescents and young adults, Many questions regarding correla- 
tions between sexual activities and violence could be posed. Final- 
ly, we know that those Who feel oppressed can sometimes become 
more tyrannical than their fantasied or real oppressors. 

In an editorial in the New York Times on December 6, 1968, 
appears a comment about tyranny on the campus: 
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Recent episodes at Fordham University, New York University, and 
San Francisco State College mark a new upsurge in the recurrent effort 
of a tiny minority to disrupt academic life. College and university officials 
should have learned by now that it is useless and dangerous to appease 
or compromise with such disruptive tactics. There is no place and no 
excuse for violence on the campus. 


Where do these issues fit into the genesis or cycles of violence? 

When we comment on the marked increase of such behavior, we 
tend to overlook some very extensive periods of violence in our 
past history. These occurred at a time when the machinery for vi- 
olence was much less efficient than it is at the present time. Never 
before has it been possible for the total population of the world to 
be destroyed in a potential holocaust. The fact that we are all liv- 
ing on the brink of such potentiality would seem to increase the 
feelings of insecurity and anxiety and tend to make more common 
our reactions to frustration. 


Vannevar Bush has stated(1): 


Fear is not new in the world nor the problem of evil. There are life and 
beauty in the world, but fear and evil with them, for that is how the world 
was formed. And man who gives these things names wonders at his lot 


and is baffled and confused. 
There was no compassion in the world until man brought it. Nor was 


there beauty or virtue until he thought it so. His values do not all derive 
from his will to live or from the sifting of selection. That a man will 
devote his life to the good of his fellows is not always the product of 
evolution or self-seeking that is sublimated. Altruism is a product of his 


mind, not of his seamy history. 


It would seem important to ponder our problems, permitting 
ourselves the serenity of detachment from our "seamy" history. 
It is important to not judge in terror nor shout in anguish, but 
reach for one of the most noble achievements of men—to cherish 
our state of being while we explore it. 

A number of conferences and commissions have investigated 
and discussed the problems associated with aggression and vio- 
lence. Our president, Dr. Lawrence Kolb, has emphasized the need 
for the involvement of our profession in studying the nature and 
possible solutions to this problem. 

With this point of view I would most sincerely agree. It is time 
for psychiatrists as professionals in the field of human behavior to 
take a more active and positive role in the social problems of our 
time. Else, what we construct as ivory towers today will be found 


to be corroded by the rust of inactivity and detachment tomorrow. 


RAYMOND W. WAGGONER, M.D., Sc.D. 
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EDITOR’S NOTEBOOK 


Training of Nonpsychiatrist Physicians: 
Some Criteria 


"pone PROGRAMS in psychiatry for nonpsychiatrist physi- 
cians are an established and significant part of continuing 
postgraduate medical education. According to American Medical 
Association figures, of a total of 1,264 courses offered in 1963-64, 
124 were in psychiatry; by 1965-66 that number had climbed to 
253, and courses in psychiatry thus constituted 15 percent of all 
medical postgraduate courses. Even those figures, however, tell 
only half the story, for a survey by the National Institute of Men- 
tal Health in 1964 revealed that the actual number of courses in 
Psychiatry was 248 rather than the 124 reported by the AMA survey. 
NIMH training grants have provided the major support for such 
courses. During the past decade approximately 11,000 physicians 
(55 percent of whom are general practitioners) have participated 
in NIMH-sponsored programs. What have these programs ac- 
complished? What effects have such courses had on the partici- 
pants? And what benefits have patients derived from such training 
of their physicians? These and related questions press insistently 
for answers, Particularly since grant support for future programs is 
likely to expand less rapidly, even though proposals to initiate 
new programs increase. It is clear that new directions must be 
found and that more eflective use must be made of available 
education resources for Physicians. In order to accomplish this, 
greater attention will have to be Paid to program planning at 
all levels—national, regional, state, and local—and to special 


training for program directors in Program planning and adminis- 
tration. 


of 
chiatry to nonpsychiatrist physicians Sponsored by the American 


Education Branch, 
However, results, at least as 


judged by measured effectiveness of 
Current programs, have been 


others have gradually exhausted themselves and died out, while 


Tevision in order to survive at all. 
an overburdened faculty with minimal background in 
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program planning and educational methods has taught practition- 
ers too busy to devote more than small amounts of time to the 
program. And in few programs has it been possible to assess the 
worth of the learning experience. 

It seems clear that the program most likely to survive and 
flourish will be the one that satisfies the following minimal cri- 
teria: 

1. Determination of the needs and lacks on the part of the 
prospective student population. 

2. Formulation of educational objectives in terms of what the 
successful participant will be able to do, or will be able to do 
better, once he has completed the program. 

3. Selection of teaching methods appropriate to the stated edu- 
cational objectives. 

4. Integration of the training program with other developing 
comprehensive health efforts, such as community mental health 
centers, regional medical programs, comprehensive health planning, 
Model Cities programs, and Office of Economic Opportunity pro- 
grams. 

5. Evaluation of results in terms of the degree to which specific 
achievement goals have been attained. 

The Psychiatry and Medical Practice Committee and the Physi- 
cian Education Project of the APA consider it part of their re- 
sponsibility to assist those operating and planning programs in 
continuing education in psychiatry for nonpsychiatrist physicians 
to meet these minimal criteria. Our proposed methods of doing 
this are through expanded consultation services to program opera- 
tors and intensive teacher training sessions for those who wish as- 


sistance in planning and improving programs. 


NicHOLAS E. SrRATAS, M.D. 


Ed. Note: Dr. Stratas is chairman of the APA Committee on Psy- 
chiatry and Medical Practice. 
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Existentialism in American Psychiatry—Ten Years Later 


BY MILTON H. MILLER, M.D., CARL A, WHITAKER, M.D., 
AND CARL H. FELLNER, M.D. 


In the early 1950s it seemed that existen- 
tialism was destined to have a major in- 
fluence upon American psychiatry, The 
authors assess the important professional 
changes which have occurred during the 
last decade and describe existential in- 
fluences upon these changes. Even though 
a distinct existential movement has not de- 
veloped, existential thinkers have con- 
tributed substantially to the emerging 
American psychiatry. 


p THE MIDDLE 1950s, the book Exis- 

tence, edited by Rollo May, was pub- 
lished in the United States(2). It repre- 
sented for American audiences a first 
widely read introduction to the theories 
and clinical experiences of existential psy- 
chiatric practice. Earlier efforts to provide 
this introduction had proven more obtuse. 
And for most medically trained clinicians, 
attempts to read Husserl, Heidegger, Sar- 
tre, Merleau-Ponty, and Kierkegaard 
proved a very difficult undertaking. How- 


Read at the 124th annual meeting of the 
American Psychiatric Association, 
Mass., May 13-17, 1968. P fom. 
The authors are with the department of psy- 
chiatry, University of Wisconsin Medical School, 


where Dr. Miller is professor of 'chiati d 
department chairman, Dr. Whitaker d pi iles 


ever, the publication of Existence, the 
establishment in close temporal proximity 
of the Journal of Existential Psychiatry 
and the Review of Existential Psychology 
and Psychiatry, and the founding of the 
American Ontoanalytic Association ten 
years ago made it seem that American 
psychiatric soil would provide a fertile base 
for existential psychiatry. 

Some anticipated a development which 
would parallel psychoanalysis. For one 
thing, the existential psychiatric movement 
in Europe had been well established for 
more than a decade. Also, by the middle 
1950s psychoanalysis in the United States 
appeared to be undergoing substantial 
Change in response to mounting pressures 
from within and without. An increasing body 
of clinical experience cast considerable doubt 
upon the clinical efficacy of long, process- 
oriented psychotherapy. Further, a mounting 
number of research studies seemed to refute 
most of the hypotheses associated with classi- 
cal psychoanalysis. There were rumblings 
of open discontent with the nature of psycho- 
analytic forums which led to the establish- 
ment of the Academy of Psychoanalysis. 
The growing strength of academic depart- 
ments of psychiatry in medical schools 
offered promise of a more research-minded, 
more experimental, less hierarchical deter- 
mination of the validity of psychotherapeu- 
tic hypotheses. 

In short, existential psychotherapy ap- 
peared on an American scene marked by 


This section includes articles which are usually, 


preceding articles. Included are clinical notes (for 
sponsibility), case reports, historical notes, and oth 


although not always, less lengthy than the 
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[148] . 


Amer. J. Psychiat. 125: 8, February 1969 


WM ER 1 o 100001 000 


BRIEF COMMUNICATIONS 


mounting discontent with existing psycho- 
therapeutic systems, a newly developed 
research-mindedness, and a growing spirit 
of openness to experimentation. It was 
from such a beach that one could look 
out upon the incoming sea and view the 
wave of existential psychiatry moving to 
crest at the shore. 


Existential Psychiatry 


What is existential psychiatry? We pro- 
pose the following five statements: 

1. “To the things themselves.” Let 
“what is” be disclosed as it is and not as 
though it were symbolically something 
else(1). If the patient can adequately de- 
scribe his own world of experience, the 
need to seek hidden or veiled causality 
disappears. Symptoms make sense when 
viewed in the context of the patient's ex- 
perience of his world. 

2. A perfunctory kiss is a human sex- 
ual perversion; it may be a greater perver- 
sion than any other. Indeed, it is precisely 
perfunctoriness which obscures and de- 
stroys meaning in human life. 

3. Psychopathology—mental disease—is 
most parsimoniously understood as the “in- 
ability of John to be where he is as John." 
Instead, John becomes the representative 
of “the they," speaking for them. Instead 
of being the one who chooses, *He makes 
himself such that he is waited for by all 
the tasks placed along his way. Objects are 
mute demands and he is nothing in himself 
but the passive obedience to these demands" 
(3). 

4. That which is likely to be healing 
is the person of the therapist and the na- 
ture of the therapeutic climate. 

5. An existential psychotherapy move- 
ment embodies no concept of "Medicus 
Rex," and thus it could only hold as ab- 
surd the creation of a hierarchy of psycho- 
therapists based on "knowledge of pro- 
cess." 

Restated, existential psychotherapy pre- 
dicates: 

1. Seek the event itself and not some 
symbolic representation. z 

2. Perfunctoriness is a perversion. 

3. Psychotherapy is the coming together 
of two people who are 99 percent similar. 


Amer. J. Psychiat. 125: 8, February 1969 


1113 


The difference is that, one hopes, the ther- 
apist is more open to experiencing than 
the patient. 

4. What we are as individuals is likely 
to speak louder than what we say as ther- 
apists. 

5. An adjective check list for an exis- 
tential psychotherapy includes “the thing 
itself,” “authenticity,” “equality of the 
participants,” “the ability to tolerate 
vagueness,” “no pretending,” and “therapy 
ends and the search continues.” 


Psychiatry Today 


Grouped together, these ideas were in- 
troduced to the American mental health 
professional in the mid 1950s. A decade 
later, that giant oncoming wave that was 
existential psychiatry has not thundered 
onto the shore. Few psychotherapists call 
themselves “existentialists.” There are no 
large existential institutes, although there 
are several settings in the United States 
where seminars, lectures, and courses are 
offered. Yet the existential movement as a 
distinct, recognizable subgroup of Ameri- 
can psychiatry has remained quite diffuse. 
Although there are two existential journals, 
few articles on existential psychiatry ap- 
pear in other journals. If success is 
counted in numbers of members or pub- 
lished articles or in recognition of brand 
name, the American existential movement 
is something of a failure. This is not to 
imply that there are not a number of dis- 
tinguished contributors to, and leaders of, 
existential thought in America. It is rather 
to suggest that the existential movement 
has found a mode of expression distinct 
from that predicted in 1955—and without 
the elaboration of organizational super- 
structure. Instead, the fundamental exis- 
tential hypotheses are embedded within the 
new fabric of today’s American psychiatry. 

What are the characteristics of the 
emerging American psychiatry? What is 
the composition of its growing edge? What 
are the residents in training programs 
doing that the staff men are not? Where is 
the excitement for the new generation of 
psychiatrists? 

A new kind of psychiatrist is emerging. 
In important respects he is different from 
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the psychiatrist who entered practice ten 
years ago. The new psychiatrist practices 
group and couple therapy, works with 
families, is involved with social agencies, 
works among the poor and in areas here- 
tofore shunned. He is readier to “mix it up” 
with his patients, their families, and with co- 
professionals in other fields. He is less 
restricted by the “confidentiality ploy” 
which often served only to isolate and 
maintain as secret, certain aspects of the 
therapist. The tight division of American 
psychiatrists into drug-prescribing, public 
health-oriented, and intensive psychother- 
apy subspecialties is dissolving. Less often 
one hears repartee between psychother- 
apists around the issue of “He said," 
"Then I said," “Then he said," “Then I 
said," “Then he began to cry and said he 
guessed he had known it all the time." 
Perhaps there is a greater appreciation of 
other personal relationships that may be 
decisive in the outcome of the patient's 
efforts to improve his level of comfort 
and satisfaction. 

Almost all therapists elect to work out- 
side the exclusive one-to-one model with 
its emphasis upon the development of and 
the working through of “transference dis- 
tortion.” When one works with a family 
9r group, people compare notes, and the 
person of the therapist is less insulated, 
less secret, and less protected. The indi- 
vidual patient often takes a long time to 
develop enough courage to "take on" a 
therapist all by himself, but a couple, a 
couple and their children, or a nonrelated 
group may tackle that job quite early. 
Even in more traditional One-to-one psy- 
chotherapy there is a new parity between 
the therapist and patient. 

This is not disharmonious with the 
Spirit of the times. All over the world 
people are demanding the right to speak 
as equals. The “one down” role of the 
patient, and the therapeutic techniques 
Which Often served to reinforce and sus- 
tain that imbalance, are on their way out. 
This must Surely be a significant advance 
for both patient and therapist. For not 
only does power corrupt and absolute 
Power corrupt absolutely, but power also 
infantilizes, and in Psychotherapeutic re- 
lationships an imbalance of power infan- 
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tilizes both therapist and patient and en- 
courages both to believe in magic. 

What happened in the American mental 
health professions in the 1950s as exis- 
tential psychiatry rose on the horizon, was 
that a larger wave appeared, blended with 
existentialsim, and crested onto the shore 
in such a manner as to engulf the entire 
professional scene. Indeed, this was part 
of the larger inundation of the world by 
the irrepressible spirit of freedom. Young 
people began the overthrow of the old 
establishment, exposed the protected niche 
of the wealthy and entrenched aristocracy, 
caused the downfall of long-held shib- 
boleths, and raised the incessant cry of 
“the king is naked.” The heretofore voice- 
less have overthrown or displaced the for- 
mer establishment. The very social forces 
which are changing nations and interna- 
tional compacts are, in vignette, finding 
direct expression within the rapidly changing 
American psychiatric profession. 


Challenge to Psychiatry 


Psychiatrists are confronted with a chal- 
lenge akin to that uttered by Liza Doolittle 
in “My Fair Lady”: “Words, words, 
words. . . . First from him, now from 
you; is that all you blighters can do?” 
Hierarchical stratifications within the pro- 
fession are beginning to crumble. Most im- 
portant, the young people in the profes- 
sion, a giant wave of them, appear to be 
doing the most creative things. Our jour- 
nals are filled with new names. The view 
which held that only very experienced 
clinicians, well versed in theory and its 
application, could contribute to the intel- 
lectual growth of the profession has been 
repudiated. The profession is changing 
not only from above but by major revolu- 
tion from below. And these changes are 
being achieved not only in our profession 
but in associated professions as well. The 
Social worker is losing the self concept of 
“low-man-on-totem-pole,” content to de- 
Vour scraps left by the higher-status phy- 
Sicians and psychologists. The day of 
“Medicus Rex" is over, and the psychia- 
trist has become one mental health pro- 
fessional among many, although he is the 
best paid, 
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This has been a healthy development 
because all too often, artificial “staked- 
out” areas were claimed among the various 
mental health professions, and the elabo- 
rate maintenance of boundary guards ob- 
scured the very nature of the terrain being 
protected. As an example, while insisting 
that the rest of medicine should attempt 
to focus upon “the whole man” rather than 
looking for diseased organs, many psychia- 
trists assigned the man’s family to the 
social worker. Importantly, the breakdown 
of essentially status-based boundaries with- 
in medicine and among psychiatry, psy- 
chology, social work, and various marital 
and family counselors has led to the de- 
velopment in the last decade of more ade- 
quate kinds of professional training for 
all mental health workers, psychiatrists 
included. 


A New Composite 


An American psychiatry is emerging 
which is a composite of traditional psy- 
choanalysis, eclecticism, and hypotheses of 
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existential psychiatry, along with a more 
delineated appreciation of biological and 
chemical adjuncts—all cast into a new per- 
spective by the overwhelming spirit for 
social change which engulfs the world. 
That all people have a right to adequate 
health care, that no man towers above 
another, that the institution is established 
to serve the individual, that conformity is 
not a virtue but a vice, and that the wel- 
fare of any given man is intimately tied 
to the welfare of all within his own family 
and those others who establish and make 
up his society—these are important hypoth- 
eses to explain what happens in the broad 
world scene and within the psychiatric realm. 
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Marriage-Growth or Disaster? 


BY WARREN L. JONES, M.D. 


The test of an individual's growth is his 
capacity to relate effectively and intimately 
to significant others. A challenge in adult 
life is to achieve a marriage that contains 
creative communication, It is necessary for 
an individual to be intact as a person in 
order for him to develop a capacity to relate 
empathically and knowingly with a mate. 
If this relating is mutual, a synergism of 
gratifying stimulation to each is the outcome. 
The psychiatrist's activity in conjoint therapy 
is to facilitate empathic communication and 
to assist with the working through of regres- 
sive, defensive investments within the marital 
relationship. 


T. AVALANCHE of statistics regarding 
disrupted families and the incidence of 


Dr. Jones is in private practice at 301 E. 


Colorado Blvd., Suite 530, Pasadena. Calif. 
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Amer. J. Psychiat. 125: 8, February 1969 


divorce cause people to ponder the question: 
Is a good marriage a myth, an antique, un- 
able to survive in an atomic age? 

Though cynics assert there are no good 
marriages, I know this is not true, Mar- 
riage remains a creative act and there are 
many strong, productive, happy marriages. 
Study of a number of these creative relation- 
ships has resulted in consistent observations: 
Each spouse has a strong sense of personal 
identity, and each seeks intimacy with the 
other. These couples always have an active 
dialogue, see each other as allies, and re- 
spect each other’s autonomy. 

A sense of individual identity provides 
a husband and wife with the capacity to 
engage in dialogue(4). They can argue and 
remain allies. Intimacy and autonomy are 
their privilege and right. They can be close 
as a couple but retain the responsibilities 
of individuality and freedom. Accomplishing 
creativity as a couple is love. 
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When the tasks of adolescence are in- 
complete, an individual’s role is shaky(9). 
The confusion of self-concept leads to be- 
wilderment in relationships. Anxiety and 
interpersonal estrangement are the inevitable 
results. 

Scrutiny of the communication in good 
relationships reveals the involvement of the 
couple in an ongoing, flexible dialogue. 
Their marital debates range in a spectrum 
from profound to whimsical. These chan- 
nels of communication can sustain vigorous 
argument and, on occasion, verbal combat. 
A crucial factor is the capacity for con- 
tributing and accepting new ideas, progres- 
sively reinforcing mutual respect. Adapta- 
tion to life and to each other is ever a 
challenge rather than a dependency. 

The components I have outlined merge 
into a dynamic progression. The couple 
experiences intercourse emotionally, phys- 
ically, and intellectually. The active dialogue 
of allies stimulates intimacy and challenges 
autonomy. Identity is a dynamic process 
furthered by interaction, with individual and 
mutual creativity as the outcome. 

A central problem in unsuccessful mar- 
riages often arises from the impairment of 
a sense of identity. Role confusion causes 
the couple to interact with anxiety, which 
breeds the fight or flight reaction in each 
individual. Bewilderment and anxiety cor- 
rode the positive bonds of the relationship 
and provide fertile soil for the growth of 
adversaries, 

Frightened and angry people regress, their 
relative maturity dissolves, the strength in 
the individual and in the relationship grad- 
ually consolidates in the service of defen- 
siveness, Withdrawal, emotional isolation, 
being the martyr, and an endless variety of 
games people play grow like cancers, With 
a physical malignancy tissues are destroyed. 
With advancing marital pathology the pro- 
gressive infiltration destroys the life of the 
marriage. The residue is a symbiosis of 
despair. 

A brief case history will help outline this 
problem of relationship deterioration. 


Case Report 


Nancy and Larry were deeply involved in 
the academic world, Though they performed 
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well in most areas of life, their marriage was 
on the rocks. Nancy had been born and 
raised in an upper middle-class, intellectually 
and esthetically oriented family. Her physical 
beauty and intelligence brought her much ap- 
proval. She was an excellent student, a gifted 
artist, and a musician. Following her educa- 
tion she had moved to a distant city in the 
hope of achieving a sense of independence. 
Her relationships with men had always been 
strictly supervised, and she was eager to have 
new experiences. 

Larry had recently completed his Ph.D. 
and was an outstanding young professor. His 
remarkable accomplishments had brought him 
international recognition, but his relationships 


with women had gradually led him to con- + 


clude that he was superficial and missing the 
opportunity to have a family, While on a vaca- 
tion he met Nancy and was overwhelmed 
with the conviction that she was the kind of 
girl he wanted for a wife. The relationship 
flowered: Nancy thrilled to the prospect of 
having found her knight in shining armor. 
They were dazzled by each other's brilliance 
and fantasied their future studded with the 
achievements of royal academic pinnacles. 
Caught up in the giddy thrust of romance, 
the remote genius and the artist became 
lovers. 

After the honeymoon strange things began 
to happen. The atmosphere of the relation- 
Ship became less romantic, and Nancy be- 
came emotionally unstable and inconsistent. 
Larry in turn behaved more like a "big kid" 
than an adult. When Nancy pressed for a re- 
turn of the earlier excitement in their relation- 
ship she was pushed away. 3 

Consciously Nancy combated the rejection 
and her anxiety about Larry's peculiar moods 
by alternating between her hobbies and the 
Struggle to prove to herself that she was an 
adequate housewife. Her attempts to achieve 
more closeness resulted in Larry's becoming 
more distant. She was challenged by her strong 
Silent husband and sought to gain access to his 
spontaneity. Occasional breaks in his with- 
drawal and passionate interludes encouraged 
her. Her evocative talent warmed to the ex- 
Citement of discovering a dormant Errol 
Flynn, but she was crushed by the results. 
Her knight in shining armor was carrying à 
lance of defensiveness and was wearing the 
armor of isolation. 3 

Ten years of marriage were fraught with 
misunderstandings. Communication dwindled 
to platitudes and necessities. A careful review 
of their communication revealed a subtle, pro- 
gressive interference in their understanding of 
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each other. The initial intensity of their rela- 
tionship had passed into confusion about what 
each partner wanted of the other and how 
each felt about the other. As Nancy and Larry 
became reticent about clarifying problems, 
their communication could no longer provide 
intimate contact. 

Channels for understanding emotional nu- 
ances shut down. Struggles to reestablish a 
feeling of closeness resulted in each party’s 


misconstruing the efforts and frustations of - 


the other as an attack. Romance flickered to 
occasional rapport. As large areas of com- 
munication dimmed out rapport was no longer 
possible. They saw one another as problems to 
be lived with. The frustration and lack of 
communication resulted in anxiety; each one 
saw the other as an adversary, more deeply 
as an enemy. What was once rich communica- 
tion and a delightful aspect of their lives 
became defensiveness, combat, and despair. 
The point of no return was when they ceased 
to care. 

Nancy and Larry compromised as follows: 
“Because I cannot reach my partner and my 
partner is so cold, I have my intellect to keep 
me warm; I have my science or art to keep 
me warm, my academic degrees, my re- 
search, my publications.” Each adapted to 
their incompatibility by creating a barrier and 
becoming more isolated. . 

Eventually Larry and Nancy, through their 
unusual talents, developed lives separate from 
each other. They discovered marginally grat- 
ifying relationships with their students and 
looked forward to finding what had been so 
pitifully missing in marriage in the achieve- 
ment of academic prizes. In the background, 
however, was the realization that this goal, no 
matter how laudable as an incentive, was a 
tragic striving for a right thing for the wrong 
reason. 


Discussion 


Repeatedly in individual psychoanalysis 
it is noted that the potential for a neurosis 
Was activated by the emotional stress of 
initiating a marriage relationship. These nor- 
mal frictions trigger the dormant disability. 
The interpersonal aspect of the onset re- 
sults in an intertwining of the partners 
neuroses and they may become enmeshed 
to the point of a hopeless stalemate. —— 

A common problem is the inability to 
maintain autonomy as individuals and si- 
multaneously to achieve the intimacy of 
gratifying each other. The fear of intimacy 
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and adverse reactions to autonomy result 
in painful attacks and rejections. A regres- 
sive chain of events comes to a stalemate 
of passive or active combat. 

Three major hazards to remaining emo- 
tionally healthy are the attachment to in- 
fancy, the cul-de-sac of childhood, and the 
challenge of productivity. Ideally we re- 
liniquish our infancy, overcome being child- 
ish, and hold to the goal of creativity. 

The failure to achieve creative autonomy 
results in stagnation and role confusion, ham- 
stringing the capacity to sustain intimacy. 
Failure of maturity strivings results in a 
compromise on childish objectives and pat- 
terns of interpersonal interaction. The con- 
flicts of childhood come to life again in adult- 
hood. 

The complexities of adjusting to the adult 
world with unresolved childhood patterns 
imposes an ever greater burden. Eventually 
the healthy adaptational process of the in- 
dividual reverts to attachments of infancy. 
These regressions to passive dependent, in- 
fantile controlling stages are well known to 
students of human personality. 

Freud, when asked for a definition of 
mental health, answered tersely: “To be 
healthy is to be able to love and work.” 
He made this statement years ago, but it 
has not been improved upon. Using this 
statement as a springboard it is possible to 
pinpoint the often elusive evidence of neu- 
rosis as it becomes evident in the marital 
relationship. 

A clinical point of reference in a history 
is when the individual dropped away from 
relating effectively to his family and became 
defensively involved in his work. (The house- 
wife and her family duties or civic activities 
is the counterpart. ) 

The deterioration of a marriage or a neu- 
rotic interlocking marital problem is not the 
product of one or a few simple factors. The 
couple selected each other originally in the 
hope of achieving gratification and on the 
basis of a sense of compatibility. This com- 
patibility factor involves their personalities 
at all levels, including the compatibility of 
neurotic personality elements. 

The dilemma is the center of dramatic at- 
tention in T. S. Eliot’s play, The Cocktail 
Party (3). 
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I see now why I wanted my wife to come 
back. 3 

It was because of what she had made me into. 

We had not been alone again for fifteen 
minutes 

Before I felt, and still more acutely— 

Indeed, acutely, perhaps, for the first time, 

The whole oppression, the unreality 

Of the role she had always imposed upon me 

With the obstinate, unconscious, sub-human 
strength 

That some women have. Without her, it was 
vacancy. 

When I thought she had left me, I began to 
dissolve, 

To cease to exist. That was what she had done 
to me! 

I cannot live with her—that is now intoler- 
able; 

I cannot live without her, for she has made 
me incapable 

Of having any existence of my own. 

That is what she has done to me in five 
years together! 

She has made the world a place I cannot 
live in 

Except on her terms. I must be alone, 

But not in the same world. So I want you to 
put me 

Into your sanatorium. I could be alone there?! 


As a symbiotic degree of investment de- 
velops, the point of no return has been 
encountered by the couple. They cannot 
survive without the attachment to each other. 
This deadlock may become literal, leading to 
the tragedies of murder and suicide. 

Overt murder-suicide cases are obvious. 
In Los Angeles in 1967 there were 39 re- 
corded cases of death resulting from mur- 
der-suicide (report from the Los Angeles 
County Coroner's office). This is, however, 
the tip of an iceberg, Ask yourself how 
often this fatality occurs with the weapon 
a speeding automobile, drugs, alcohol, or 
psychophysiological illness? 

A big step in the solution of this problem 
is personal responsibility and the effort to 
become expert on the subject of oneself 
and relationships with significant other peo- 
ple. A large part of the problem is a com- 
bination of lazy communication, bad habits, 
‘inertia, ignorance, and the misconception 


1 Reprinted by Permission from Eliot, T, S.: 


The Cocktail Party, N. T 
& World; 1950, arty. New York: Harcourt, Brace 
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that to leave well enough alone does no 
harm to a relationship. 

Neurotic interaction with mutual regres- 
sion can result in either separation, which 
can be a sensible solution, or progressive 
interlocking of the two personalities, cul- 
minating in a stalemate. The solution is 
communication, spending time on commu- 
nication, and, if necessary, obtaining help 
with communication. 

Marital counseling can help a couple re- 
pair and open two-way channels for sending 
and receiving in their relationship(7). The 
catalytic effect of a competent therapist is 
amazing. A couple often experiences con- 
joint therapy as a relief from a feeling of 
interpersonal futility. Communication is like 
tennis, The concept is simple: Get the ball 
over the net and inside the court. But the 
skill and fun of the game are outgrowths of 
learning, work, practice, and tenacity. 

Communication impediments and neu- 
rotic marital entanglements are becoming 
more solvable with the development of 
family and group therapy techniques(1, 6). 
Group therapy for married couples is a 
recent development in the updating of psy- 
choanalytic psychotherapy (8). à 

The phenomenon of communication is a 
vital growing force in relationships be- 
tween people. Interchange between husband 
and wife is an opportunity for a progressive 
deepening of communication or its decom- 
pensation, The involvement and interaction 
between two people when both strive to 
understand what takes place in the other 
is an integrative process. The goal is to eX- 
perience depth of feeling individually and 
empathically. Without this they have noth- 
ing(2). 

The essence of relating, with its attendant 
gratification and growth, is to experience 
oneself in context with significant other per- 
sons. “To experience and to communicate 
are as one; the infant assimilates and dis- 
Poses of his first contact with the world 
by a cry. Object relations are therefore the 
elementary unit of the mind structurally, 
dynamically and economically(10).” 

Conjoint therapy is the participation of 
the therapist with the married couple in a 
revision of the maladaptation in their inter- 
action and communication. 
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The interconnection of the neuroses in a 
couple is described as the marital neu- 
rosis(6). This is feedback pathology, con- 
ceptualized as being maintained by pro- 
cesses which, instead of correcting (negative 
feedback), often increase its extent and 
direction (positive feedback). The art of 
therapy is to break into this circuit and 
change positive feedback into negative or 
corrective feedback(11). 

Empathic communication occurs through 
the reading of subliminal signs of another 
person’s behavior and emotions. The re- 
ceiver of the message experiences the feel- 
ing state itself, whether consciously or un- 
consciously, by a similar reverberation of 
feeling in his own psyche(13). 

The capacity for understanding another 
person is the process of encouraging through 
facilitation, by empathic understanding, a 
contact that is catalytic to the individual 
growing processes(5). The struggle to 
achieve meaning and to sense contact with 
one another more deeply is gained through 
communication—verbally, intuitively, and 
empathically. These communicative chan- 
nels, when obstructed, can be opened to a 
regenerative encounter and interaction. The 
prime objective is to gain à corrective, com- 
municative feedback. E 

An interesting phenomenon that requires 
persistent attention is the couple's attach- 
ment to the deficit aspects of their relation- 
ship. Each one provides the other with a 
defense. This defense is constructed of ac- 
cumulated grievances; tyrannical or long- 
suffering behavior alike become ingrained in 
their concepts of each other. The couple con- 
sciously strive for a freer relationship but 
become each other’s chief stumbling block 
by unconsciously clinging to the defects and 
regressive traits of their partner. 


Treatment Results 


Larry and Nancy worked in individual and 
group therapy for couples. The experience was 
time-consuming and often uncomfortable but 
also stimulating and rewarding. f 

The first few months dealt with their nearly 
atrophied curiosity about each other. How they 
experienced each other with faulty perceptions 
of attitudes and feelings gradually tapped a 
basic curiosity. They wondered what life could 
be for each if they could become free of their 
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mutual and individual neurotic encumbrances. 

A period of group therapy progressed into 
a vital interpersonal experience. The severing 
of neurotic marital attrachments took place in 
the more concentrated therapeutic matrix of 
the analytic group process. The group provided 
a greater opportunity to gain practice in more 
accurate and sensitive communication. The 
conflict embedded in the marital neurosis came 
to life in the group situation with more neutral 
interactions. Here the participants could help 
each others mates and gain a more viable 
sense of individuality. 

They achieved positive results as individuals. 
Their relationship became more interesting and 
gratifying. The trend of their respective life 
situations drew them together. This seems to 
confirm George Bernard Shaw’s statement that 
“Marriage is popular because it combines the 
maximum temptation with the maximum op- 
portunity(12).” 
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Psychotherapy: The Views of Psychiatrists 
from Scotland and Nassau County, New York 


BY FRED B. CHARATAN, M.D., AND IRA ROSENBLATT, PH.D. 


Questionnaires were sent to 151 members 
of the Nassau Neuropsychiatric Society and 
to 184 members of the Royal Medico- 
Psychological Association in Scotland re- 
garding attitudes toward psychotherapy 
and the extent of its use in psychiatric 
practice. The implications of the results 
are discussed in terms of the future of psy- 
chotherapy in community mental health 
centers. 


HE COMMUNITY mental health center 
[! hic Hot da calls for planning by many 
People interested in improving treatment 
and rehabilitation of the mentally ill. The 
Psychiatrist, because of his training and 
experience, should play a leading role in 
the evolution of these new mental health 
centers. The psychiatrist's views on psycho- 
therapy are important because he uses this 
form of treatment frequently, with an 
awareness that cost is high and efficacy 
difficult to assess, 

Mowbray and Timbury(3) developed a 
questionnaire which they sent to Psychia- 
trists in Scotland to explore this subject, 
This questionnaire, modified slightly, was 
sent to the members of the Nassau Neuro- 
psychiatric Society, the local district branch 
of the American Psychiatric Association, 
Eighty-eight of the 151 members (58 per- 
cent) returned completed questionnaires, 
compared with 118 returns from 184 mem- 
bers (64 Percent) of the Royal Medico-Psy- 
chological Association Practicing in Scot- 
land. 

The psychiatrists answering the ques- 
tionnaire may not represent the Opinion of 
each total population, Respondents may be 


The authors are with the Nassau County Men- 
tal Health Board, 240 Old Country Rd., Mineola, 


community mental health 
Rosenblatt is associate director for research. 


[156] 


especially interested — in psychotherapy, 
Nonrespondents may be those negative to 
questionnaires, whether or not they differ 
with the opinions expressed by those re- 
sponding. Yet enough returns were ob- 
tained to compare opinions on psychother- 
apy of both groups of psychiatrists despite 
the well-known limitations of question- 
naires,! 


Results 
A. Personal Details of Respondents 


Six times as many Scottish as Nassau 
Psychiatrists practice predominantly in men- 
tal hospitals, while the reverse ratio holds for 
Private practice. Forty-seven percent of the 
Nassau psychiatrists and only nine percent of 
the Scotsmen work mostly with private pa- 
tients. r 

After five years, about half the Scottish 
psychiatrists use psychotherapy less. The 
unsatisfactory explanation given by 30 per- 
cent is that less time is available. Physi- 
cians in other branches of medicine would 
not give up treatment for this reason if 
they believed it effective. In sharp contrast, 
36 percent of the Nassau County psychia- 
trists use psychotherapy more; only 14 per- 
cent use it less. These striking differences 
would be worth exploring further. Are they 
due to differences in the types of patients 
treated or to other factors such as econom- 
ic ones? 


B. What is Psychotherapy? 


Both groups disagreed with the idea that 
the term “psychotherapy” should be re- 
stricted to the formal practice of psycho- 
analysis or analytic psychology, with the 
Scottish disagreement approaching 100 
percent. There was a better than two to 


' The tabulated results of the questioni 
Survey are available from the authors on request. 
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one agreement that psychotherapy should 
represent a deliberate attempt to treat the 
patient by psychological means and should 
not refer to beneficial effects derived from 
the doctor-patient relationship. A better 
than two to one disagreement was ex- 
pressed by both groups with the proposi- 
tion that every patient can benefit in some 
degree from psychotherapy. 

Scottish psychiatrists were about evenly 
divided on whether the main aim of psy- 
chotherapy is the removal of symptoms. 
Three out of five Nassau psychiatrists dis- 
agreed with this aim of psychotherapy. 
More Scotsman (59 percent) disagreed 
with the idea that brief psychotherapy is 
less effective than prolonged treatment, 
while the opinion in Nassau was more 
evenly divided on this question. 

As might be expected, both groups paid 
tribute to skills acquired during psychi- 
atric practice, ranking this first about 
twice as often as personal characteristics 
of the therapist. This may well underesti- 
mate personal qualities as compared with 
faith in any would-be therapist’s ability to 
become proficient through technical train- 
ing. Only a small percentage in both 
groups gave any recognition to the ability 
of other professional workers to develop 
skill in dealing with human problems. 


C. . Forms of Psychotherapy 


Respondents were asked to indicate 
their acceptance and their use of each of 
24 treatment techniques. 

It is surprising to note that the Scot- 
tish psychiatrists showed little acceptance 
of occupational therapy, social clubs, and 
hospital workshops. These forms of treat- 
ment have been popular in Britain. Can 
it be that those using them have become 
disillusioned and gradually given them up? 
Certainly relatively few in both groups use 
them. Aversion therapy and hypnosis are 
also little used. 

The day hospital, one of the five essen- 
tial services of a community mental health 
center program, is used by only 22 percent of 
Nassau respondents. Another striking find- 
ing was the wide acceptance of group psy- 
chotherapy (Scottish 97 percent; Nassau 
85 percent), but the much lower use of 
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this modality. Both groups frequently com- 
bined psychotherapy with drugs and less 
frequently with abreaction, shock treat- 
ment, and hypnosis. 


D. . Characteristics of Patients 
Treated by Therapists 1 


By diagnosis, psychoneurotics of vari- 
ous types headed the list, the treatment of 
choice being individual psychotherapy. The 
Nassau psychiatrists seemed more willing 
to treat psychoses, character disorders, 
and sexual deviation by means of individ- 
ual psychotherapy. The diagnosis of psy- 
chosis may be more widely made in the 
United States than in Britain in less dis- 
turbed patients treated in psychiatrists’ 
private offices. The greater therapeutic 
optimism of the Nassau group was ex- 
pressed in 89 percent seeing a three-fourth 
improvement rate with psychotherapy while 
only just over half of the Scots made this 
rating. 


E. . Features of the Ideal Case 


Both Scottish and Nassau psychiatrists 
generally agreed on the ideal patient for 
psychotherapy. This should be a young 
man or woman of about average intel- 
ligence, with symptoms of less than six 
months duration, with good capacity for 
insight, ability to make relationships, a 
stable premorbid personality, positive mo- 
tivation for treatment, and manifest anx- 
iety. 


F. Training in Psychotherapy 
and Therapeutic Orientation 


Ninety-one percent, or nearly all, of 
the Nassau psychiatrists had received for- 
mal training in psychotherapy, compared 
with 60 percent of the Scottish psychia- 
trists. The Nassau psychiatrists believed 
more frequently that the aim of instruction 
is to teach the student how to conduct 
this form of treatment, while the Scottish 
psychiatrists held that the factors in the 
doctor-patient relationship are mainly 
taught. In Nassau County, Freudians great- 
ly outnumbered all other schools of 
thought (61 percent) but the most striking 
feature was that 80 percent of the Scottish 
psychiatrists practiced psychotherapy ac- 
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cording to no recognized school of psy- 
chological thought. In the words of Marie 
Lloyd: “A little bit of wot yer fancy does 
yer good!” 


Discussion 


Cooper and Brown in 1967(1) em- 
ployed a postal questionnaire to compare 
psychiatric practice in Great Britain and 
America. They stated that such a survey, 
despite limitations, can “provide a cheap 
and relatively efficient source of informa- 
tion on medical practice.” 

The present study Suggests general 
agreement that psychotherapy includes a 
great deal more than purely analytic psy- 
chology with Scottish opinion almost unan- 
imous on this point. Almost two-thirds 
of Scottish and Nassau County psychia- 
trists agree that skills acquired in psychi- 
atric practice are of great importance in 
the performance of Psychotherapy. Recent 
statistics, reported by Gardner in 1961(2), 
would suggest that the personal charac- 
teristics of the therapist are very important 
in a therapeutic structure. One-third of 
Scottish psychiatrists and slightly more 
than one-fourth of Nassau County psychi- 
atrists placed weight on this element in 
treatment, 

The low percentage of psychiatrists in 
private practice in Scotland as compared 
with the high proportion of Nassau psy- 
chiatrists is a most relevant distinction be- 
tween the two groups. Under the National 
Health Service, the Scottish physician is 
primarily a member of a hospital service 
while in the United States the physician 
maintains his practice as an individual. 
Cooper and Brown(1) drew the same con- 
clusion and also referred to a possible 
dearth of skilled Psychotherapists in Brit- 
ain. 

Apart from the comparison of the two 
groups of psychiatrists, the findings are 
directly relevant to the development of the 
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comprehensive community mental heal; 
center. Attitudes regarding group therap 
and brief psychotherapy are rather po 
tive. Social rehabilitation seems to be re- 
ceiving wide recognition and acceptance, - 
Yet the Nassau County psychiatrist is not 
using these techniques and resources in 
keeping with his expressed attitudes. 

If the community mental health center 
is to serve the large numbers of patients in 
its catchment area: 1) group methods of | 
treatment must increase; 2) brief psycho- | 
therapy (crisis intervention) will have to. 
be more frequently used; 3) psychiatrists 
will have to settle for symptom relief rath- 
er than insight; 4) day care programs will 
have to be more widely accepted and put, 
into practice; and 5) less than ideal pa- 
tients will have to be accepted. 

The ideal patient preferred by both. 
groups of psychiatrists does not corre- 
spond with the realities of those needing 
the most help. These are people of all | 
ages, of average or below average intel- 
ligence, and frequently with lifelong symp- 
toms, severe damage to object relation- 
Ships, poor motivation for treatment, and 
often little or no manifest anxiety. If eco- 
nomic status correlates positively with rel- 
ative freedom from serious mental prob- 
lems, the less affluent will besiege the 
community mental health centers. Can psy- j 
chiatry meet this challenge? We believe 
that it can if psychiatrists will take a bold 
new look at the patients they select for 
treatment. 


REFERENCES 


1. Cooper, B., and Brown, A. C.: Psychiatric 1 
Practice in Great Britain and America. A 
Comparative Study, Brit. J. Psychiat. 113: 
625-636, 1967. 

2. Gardner, G. G.: The Psychotherapeutic Re- 
lationship, Psychol. Bull. 61:426-437, 1961. 

3. Mowbray, R. M., and Timbury, G. C: 
Opinions on Psychotherapy: An Enquiry, 
Brit. J. Psychiat. 112:351-361, 1966. 


BRIEF COMMUNICATIONS 


1123 


A Follow-Up Study of Intensively Treated 
Chronic Schizophrenic Patients 


BY MICHEL MESSIER, M.D., RICHARD FINNERTY, M.A., CONSTANCE S. BOTVIN, 
AND LESTER GRINSPOON, M.D. 


Two groups of chronic schizophrenic pa- 
tients were treated with intensive psycho- 
therapy for a period of two years, starting 
in 1962 and 1964. Half of the patients also 
took phenothiazines. Control groups at a 
local state hospital received phenothiazines 
but no psychotherapy. A follow-up of the 
groups on three tests of adjustment, admin- 
istered at the end of 1967, indicated some 
trends toward better adjustment by patients 
who had received psychotherapy but there 
were no statistically significant differences 
among the groups. 


aps PAPER is a follow-up of a study 
conducted in the Clinical Research Cen- 
ter at the Massachusetts Mental Health Cen- 
ter by Drs. Grinspoon, Ewalt, and Shader 
on the long-term treatment of chronic 
schizophrenia(1). The study focused on the 
relationship between long-term pharmaco- 
therapy with phenothiazines and long-term 
intensive psychotherapy conducted by ex- 
perienced psychotherapists in an active 
therapeutic milieu. 


Based on a paper read at the 124th annual 
meeting of the American Psychiatric Association, 
Boston, Mass., May 13-17, 1968. , 

Dr. Messier is a psychiatrist at the Service de 
Hospitalization Domicile, Paris, France; Mr. 
Finnerty is unit psychologist, Boston State Hos- 
pital; Miss Botvin and Dr. Grinspoon are at the 
Massachusetts Mental Health Center, 74 Fen- 
wood Rd, Boston, Mass. 02115, where Miss 
Botvin is research assistant and Dr. Grinspoon 
is director of psychiatry (research). Dr. Grin 
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All of the patients in the study were 
male, between the ages of 18 and 35, un- 
married, free of organic disease, and hos- 
pitalized as schizophrenic for three or more 
years in a large state hospital in Boston. 
The diagnosis of schizophrenia was agreed 
upon by three senior psychiatrists, who ar- 
rived independently at this diagnosis. Of 
the patients who satisfied these criteria, ten 
were chosen and transferred to a small, 
specially built research ward at the Massa- 
chusetts Mental Health Center for two years 
of study. Two years later a second group of 
ten was chosen and studied in an identical 
fashion. 

All of the study patients were exposed to 
an active therapeutic milieu. A nursing staff 
of 25 people, an occupational therapist, and 
a social worker involved the patients and 
their families in an intensive program for 
the entire two-year period. Among the var- 
ious facets of the milieu program were di- 
verse activities ranging from therapeutic 
community meetings and other group or 
individual ward functions to frequent beach 
outings, museum visits, and the like. In 
addition, each of the patients had intensive 
individual psychotherapy at least twice a 
week with senior staff psychiatrists, all of 
whom were psychoanalysts or psychoanalyt- 
ically oriented and all of whom had had 
considerable experience in the psychother- 
apy of schizophrenics. 

After an initial “drying out" period of 
several weeks, during which all patients re- 
ceived an inert placebo, half of the patients 
were randomly selected to receive thiorida- 
zine while the others continued to receive a 
placebo for the remainder of the study. 

Grinspoon, Ewalt, and Shader’s main 
finding(1) was that phenothiazine treatment 
is perhaps one of the most powerful tools 
now available for the treatment of chronic 
schizophrenia. While two years of psycho- 
therapy alone did little or nothing for the 
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chronic schizophrenic patients, there was 
ample evidence that the combination of 
drugs and psychotherapy had beneficial 
effects. It was not possible, however, to 
make any statement regarding the therapeu- 
tic effects of drugs without concomitant psy- 
chotherapy, since both experimental groups 
received psychotherapy. 

It is to this question that we wish to 
direct our attention. In this follow-up study 
the remaining comparison (that between 
treatment using drugs with psychotherapy 
and using drugs without psychotherapy) can 
perhaps be made since chronic patients at 
the Boston State Hospital generally receive 
high dosages of phenothiazines and since 
individual psychotherapy is rarely given to 
patients as chronic as those in this study. 
Too, the atmosphere of the state hospital 
chronic ward lacks the richness and variety 
of experience found at the Clinical Re- 
search Center, although various occupation- 
al and vocational rehabilitation services, in- 
cluding paid employment, are now available 
at the state hospital. It is the purpose of 
this paper to determine whether those pa- 
tients treated at the Clinical Research Cen- 
ter, either with or without drugs, did in 
fact improve clinically or make an adjust- 
ment to the community to a greater extent 
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than those who remained at the Boston 
State Hospital. 


Method 


The subjects for the follow-up study were 
41 patients selected from among chronic pa- 
tients at the Boston State Hospital according 
to the criteria outlined above. In 1962, 21 
patients were selected; ten were transferred ~ 
to the Clinical Research Center (CRC) for 
a period of two years, and 11 remained in 
the continuous treatment services of the 
Boston State Hospital. The participation of 
the latter group in this project was unknown 
to the Boston State Hospital staff. In 1964, 
20 other patients were selected; half were 
transferred to the CRC for two years, and 
half stayed at the hospital under the same 
conditions, Subjects who opposed transfer or 
whose families were unable to participate 
in the study remained at Boston State Hos- 
pital. Because of this distinction a bias in 
the otherwise random selection of subjects 
may have been introduced. 

Table 1 indicates that there were no 
significant differences among any of the 
groups of patients in age, education, or 
length of previous hospitalization—a result 
confirmed by the F-test in a one-way anal- 
ysis of variance on each characteristic. 


TABLE 1 
Demographic Data 
CHARACTERISTICS BSH | BSH II e» fes IP CRC IID crc IIP 
Age 
Mean 27.0 28.3 248 
Standard 27.2 26.4 29.4 
deviation 3.70 { 3.96 
Education 5.57 3.96 6.96 752 
Mean 11.0 18 
Standard 97 11.0 10.0 11.6 1 
deviation 1.60 95 
Months since 1.93 2.00 1.27 1.95 29 
first hospitalization 
Mean 1160 
Standard 1018 926 778 73.2 1312 
deviation 55.2 
Total months in hospital sed E ait 358 i. 
Mean 97. 
Standard 4 85.9 78.8 68.0 63.8 108.6 
deviation 428 49.1 503 243 59 374 
3BSH = Bost = 
di plecaugis on State Hospital, CRC = Clinical Research Center, | — Study group 1, II = Study group 2, D = on drugs, P= 
[160] 
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The treatment of the two groups trans- 
ferred to the CRC has been described above. 
It should be noted that three of the 20 
CRC patients had changes of therapists dur- 
ing the two-year period; the remaining 17 
were treated by just one therapist for the 
entire time. Generally all patients who re- 
mained at the Boston State Hospital re- 
ceived high doses of various phenothiazines 
and none were exposed to formal psycho- 
therapy. The hospital milieu included lim- 
ited recreational and gradually improving 
occupational facilities. 

The instruments used for this study were: 

1. Modified General Adjustment Plan- 
ning Scale (GAPS) (4). This is an objective 
scale measuring the patient's (or former pa- 
tient’s) adjustment in four dimensions. Of 
these, we have chosen to use three: employ- 
ment status, recreational status, and living 
status. The fourth, mental status, we have 
eliminated in favor of the Quantified 
Mental Status, which we found more re- 
liable and discriminating. Each dimension of 
the GAPS is divided into six levels along a 
continuum; living status, for example, ranges 
from independent community living to re- 
striction to a closed hospital ward. 

2. Quantified Mental Status (OMS) (3). 
The QMS measures the extent of pathology 
along several continua and arrives at à total 
score indicative of the general level of "psy- 
choticness" observable to the experienced in- 
terviewer. 

3. Discharge Readiness Inventory (DRI) 
(2). The DRI attempts to assess the degree 
to which a patient is ready to be discharged 
from the hospital, regardless of whether there 
are facilities to accommodate him. Using 
information obtained from the patient, ward 
personnel, and other staff members, items 
of information covering areas such as social 
effectiveness, community involvement, and 
presence of belligerence or bizarre behavior 
are completed. à 

The QMS was completed by the senior 
author on 38 of the 41 patients. One patient 
committed suicide while on escape, and two 
refused to meet with the interviewer. The 
DRI was administered only to subjects who 
were still inpatients as of December 15, 
1967. This questionnaire was completed by 
staff members caring for the patients with 
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FIGURE 1 
Group Differences on Adjustment Scores 
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L——— GAPS DIMENSIONS — 


GAPS and QMS on patients divided into hospital groups. On both scales, 
lower scores indicate better adjustment. 


the assistance of the authors. The modified 
GAPS was completed on all subjects by 
the authors with the help of ward personnel 
and families. 


Results 


Figure 1 presents the means of the three 
dimensions used in the GAPS and the QMS 
for four patient groupings: all BSH patients 
(BSH I and BSH II combined), all CRC 
patients (CRC I and CRC II combined), 
and the same CRC patients divided into 
drug and placebo subgroups (CRC-D and 
CRC-P). The appropriate F- or t-tests re- 
vealed that there were no statistically sig- 
nificant differences among the groups on any 
of the indices measured. 

There is, however, a trend indicating 
that patients in the CRC groups scored 
consistently lower in psychotic symptoma- 
tology on the QMS than the patients in the 
BSH groups. Also, the living status of the 
CRC patients is generally better than that 
of the BSH patients. Sixty-five percent of 
the CRC patients and 37 percent of the 
BSH patients are living out of the hospital 
environment. These trends are not signifi- 
cant but are consistent for both time periods. 

Another trend is that the CRC drug 
groups generally scored worse than the 
placebo groups in living arrangements but 
better in work and recreational status. This 
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FIGURE 2 
Chronological Group Adjustment Score Differences 
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GAPS and QMS on patients divided into time periods. On both scales, 
lower scores indicate hetter adiustment 


apparent contradiction will be discussed. Al- 
so, the CRC drug groups follow closely the 
profile of the BSH groups on the three di- 
mensions of the GAPS. Figure 2 presents the 
means of the same indices as figure 1 but 
for different groupings of patients. The first 
grouping includes all the patients started in 
1962 (BSH I and CRC 1); the second in- 
cludes all patients started in 1964 (BSH II 
and CRC II). On all four indices the more 
recent groups have scores indicating better 
adjustment than the earlier groups. 

Finally, in all four dimensions of the 
DRI—Psychosocial Adequacy, Belligerence, 
Community Adjustment Potential, and Ma- 
nifest Psychopathology—there are no sig- 
nificant differences among the groups. 


Discussion 


It would appear from these results that, 
even though the 41 subjects were offered 
quite. different treatment programs for two 
years, their overall adjustment after one or 
three years of follow-up was generally sim- 
ilar. On none of the indices did we find 
differences that were significant at conven- 
tional significance levels. This may be due 
to the small size of the samples rather than 
to a complete lack of difference among the 
groups. There is an indication that differ- 
ences do exist when we consider certain non- 
trivial differences or trends in the data. 
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1962, are making a less satisfactory a 
ment than the groups started two 
later. Unfortunately, since the design of 
original study did not include a standardi: 
clinical assessment of all patients at the 
ginning and the end of the study period, } 
cannot tell whether the difference moi 
above represents some deterioration o 
time or a basic difference between 
groups. 

The finding indicating a better living s 
tus for CRC patients might be explained by 
the fact that their families were interested in 
their transfer and were more involved in the 
treatment process, perhaps because of 
intervention of social workers from the CRC. 

It is also interesting to note that th 
QMS scores of the patients transferred 
the CRC indicate a lesser degree of psychot- 
ic symptomatology. We are unable at 
time to determine whether this is due. 
the active therapeutic milieu, the intensive 
psychotherapy, or other unknown variables 
Too, those patients who agreed to take part 
in the study may have been less psychotic 
than those who refused to be transferred. 

There is no consistent correlation between 
work and recreational statuses on the one. 
hand and living status on the other. Our 
personal observations suggest that of the 
patients living out of the hospital, those 
living at home are particularly inactive. 
They are generally unemployed and usually 
stay indoors, watch television, and have 
little or no interaction outside the extended - 
family. It would appear that the lack of 
stimulation in the environment, as well as 
the absence of consistent, firm pressure to 1 
engage in activities and to take on responsi- 1 
bilities, results in a much more impoverished 
existence than that of comparable patients 
who remain in the hospital. This finding 1$ 
borne out by the second trend noticed in” 
figure 1, which shows the CRC placebo 
group living out of the hospital but not 
working or engaging in recreational activi: 
ties. We have no explanation at this t 
for the fact that the living status of ' 
placebo group has improved more than ! 
drug group; we tend to view that as an 
fact of the small samples involved. 
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Since 23 of the 40 living patients were 
still hospitalized on part- or full-time pro- 
grams, we used the DRI to determine 
whether there would be some differences 
among the groups as illustrated by a greater 
readiness to be discharged. In this way we 
hoped to account in part for the bias intro- 
duced in the selection of study subjects. No 
statistically significant differences were found 
among the groups, however, on any of the 
four dimensions. The trends found on the 
other indices were not supported by the 
DRI. 


Summary 


This is a follow-up study of 41 patients 
diagnosed as chronic schizophrenics, 20 of 
whom underwent intensive long-term psy- 
chotherapy conducted by experienced psy- 
chotherapists in an active therapeutic milieu. 
Half of these patients also received phar- 
macotherapy with phenothiazines. The re- 
maining 21 patients remained at a local 
state hospital and received no special treat- 
ment other than the regular ward milieu 
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and pharmacotherapy with phenothiazines. 

The results as indicated by the indices 
of evaluation used here suggest that there 
were no significant differences between those 
patients treated at the CRC and those 
treated at BSH. There were trends on some 
test variables, but none of them reached 
statistical significance. 
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LETTERS TO 


THE EDITOR 


Organic Versus Functional Diagnoses 


Sir: In the June issue of the Journal Dr. 
Arieti pointed out that the body-mind problem 
is still with us in psychiatry and is likely to 
remain there for some time. In the July issue 
Dr. Kysar illustrated with a case history the 
painful effects this theoretical dichotomy can 
have. Is there anything that could help while 
the theoretical question is still unsettled? 

I would suggest that we examine, again and 
again in each instance, the practical connota- 
tions of either position. We should ask what 
individual purpose it serves for the patient, the 
relative, and the professional to say (or think) 
that a particular illness is organic or functional. 
We know that certain patients may prefer to 
consider their condition functional rather than 
organic in order to avoid having to curtail 
their activities or to avoid facing the incura- 
bility of the illness, etc.; conversely, there are 
those who would prefer attributing their 
troubles to organic pathology because this will 
relieve them of any responsibility to do any- 
thing about the troubles, etc. 

I hope it would not be considered irreverent 
to suggest that such things may happen even to 
professionals—and even to scientists! Does the 
clinician label a condition organic in order to 
absolve himself from blame if he fails to cure 
it—or because he dislikes the patient and 
doesn’t want to bother with psychotherapy— 
or because prescribing medication gives him 
a sense of control which the nebulousness of 
Psychogenicity does not provide him with? Or 
does he prefer a Psychological and social 
etiologic explanation because admitting an or- 
ganic defect would leave him much too hope- 
less—or again because he can Criticize and 
confront the Schizophrenogenic mother? Sim- 
ilar questions could be asked by the scientist 
examining himself; for example: what partic- 
ular purpose does it serve for him to lean 
to one position more than to the other? 

4 Granted, clinicians are all supposed to be 
either healthy or properly analyzed, and 
scientists are all supposed to be objective, so 
such subjective bias should not occur. But 


what is very often differs from what shoul 
thus, while the question of body versus 
is still unsettled, it might be better m 
doggedly hold to one side of the probl 
not to ignore it, but rather to examine. 
each clinical case what purposes it will 
for the various persons involved (patient, 
ative, clinician) to consider the illness orga 
rather than functional—or vice versa. 


EpMuNDp F. Kat, M.D, 
Chicago, TI. 


A Defense of the APA Diagnostic 
Nomenclature 


Sir: Dr. Walter Lewin, in his letter whi 
appears in the September issue of the Jouri 
employs some curious reasoning: “Who wil 
hire a patient with a label like personality d 
order, explosive type, as proposed in the re- 
vised nomenclature? Will a man bearing this 
label be able to keep a health insurance. 
policy... 2" t 

Such humanitarian questions overlook the 
purpose of a diagnostic classification. The. 
Eighth Revision of the International Classifica- - 
tion of Diseases (on which our manual is 
based) includes diagnoses such as carcinoma. - 
Will a man bearing this label be able to renew 
a health insurance policy? Predictably not, 
but is this any reason why we should refuse” 
to recognize that the category of carcinoma 
is scientifically and medically useful? Should - 
we simply discard such a category because it 
offers a grave prognosis? Is it not better to 
face this fact and seek rather to improve our 
methods of prevention, diagnosis, and treat- - 
ment? |j 

The categories in the International Classifi- — 
cation of Diseases were revised and agreed | 
upon by international conferences which ina 
cluded representatives of American psychiatry ~ 
and government. Proponents of new frames 
of reference must secure the acceptance 
these conferences before it is reasonable for 
them to expect the diagnostic and statistica 


Letters to the Editor are 
mits. Please submit two copies 
500 words. Leiters will be subje. 


welcomed and will be published, if found suitable, as space pe 
(typewritten, double spaced), the length, if possible, not to exci 
ct to the usual editing. 
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manual of our organization to be based upon 
their referents, 

The "runaway reaction” of childhood is a 
very understandable and descriptive title for 
a recognizable group of chronic runaways 
from home. I cannot see how it can con- 
tribute, as Dr. Lewin suggests, to the difficul- 
ties of communication between psychiatrists 
and general practitioners. Dr. Lewin objects 
that the “runaway reaction” is classified as a 
behavior disorder (which it certainly is) yet 
“marital adjustment” (with all its psychiatric 
ramifications) is classified as a condition 
“without manifest psychiatric disorder.” In 
this Dr. Lewin overlooks the new nomencla- 
ture’s instructions that all psychiatric illness 
present should be diagnosed. If there is psy- 
chopathology in one or both of the marital 
partners, it should be diagnosed. The entry 
“marital maladjustment” which appears under 
social maladjustments without manifest psychi- 
atric disorder simply recognizes and allows for 
the fact (as Dr. Lewin apparently doés not) 
that it is possible for two people to have an 
unhappy marriage without either one neces- 
sarily having a psychiatric disorder, Such 
cases are often referred to psychiatrists, and 
it should be possible to report this fact. 


RicHaRD L. Jenkins, M.D. 
Iowa City, lowa 


Persistence of Biochemical Effect 


sir: Dr. M. H. Keeler and colleagues have 
presented an excellent set of criteria for clas- 
sifying spontaneous recurrence of drug effects 
(September issue of the Journal). However, 
in one respect they display a major conceptual 
error that is not peculiar to these authors 
alone but which is characteristic of contempo- 
rary psychiatry and medicine. I refer to their 
statement: “The spontaneous recurrence of the 
effects of lysergic acid diethylamide (LSD). . . 
is of interest but has attracted few attempts 
at explanation beyond the presupposition of a 
persistent biochemical effect of the drug. . - - 
No evidence is available to support this con- 
tention.” + 

The authors do not question the validity of 
the clinical observations nor do they question 
the causal relationship of the LSD (or mar- 
ihuana) ingestion to the spontaneous recur- 
rence of the drug effects. What they do 
question is the persistence of biochemical 
effects of the drug. Furthermore, they demand 
evidence to support this contention. The pur- 
pose of this letter is to show that this question 
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was both wrongly conceived and wrongly di- 
rected, 

I trust all will agree that constant and 
intense biochemical activity is characteristic of 
the central nervous system, as well as of other 
parts of every living human. Furthermore, all 
will agree that every conceivable mental or 
behavioral event is a manifestation of this 
activity. When a drug interacts with an orga- 
nism, the effect may be seen at the psychologi- 
cal level of observation—certainly true in this 
case. But under no conceivable circumstance 
could this be true unless the interaction had 
also taken place on the biochemical (or phar- 
macological) level of observation. 

In other words, it is not a question of a 
biochemcial effect of the drug versus some- 
thing else. As a matter of fact, when one 
observes mental or behavioral alterations in 
an organism, one is observing manifestations 
of biochemical activity ipso facto, whether 
causally related to a drug or not. To deny this 
would be to assert a strict mind-body dualism— 
a doctrine that has been completely discredited 
by a mass of scholarly data that has been 
accumulating for over a century. Such data 
are in fact the substance of educational cur- 
ricula for psychiatrists and neurologists. 

On the other hand, it must also be understood 
that to impute “biochemical effects" is to say 
little of substance, but at least a major con- 
ceptual error is not made in such an assertion. 
The mechanisms of the biochemical effects are 
quite another matter. Unraveling these mecha- 
nisms may occupy brain researchers for years. 
But to return to the fundamentals, it is wrong, 
indeed it is sheer nihilism, to insist in this 
case that no biochemical effect exists unless 
or until the biochemical mechanisms have been 
demonstrated. 

The authors refer to Kluver's deduction that 
such phenomena depend on mechanisms in- 
herent in the visual system. They offer this 
as an alternative to a persistent biochemical 
effect of the drug, but it is not a true alterna- 
tive. The visual system—like all the rest— 
possesses ongoing biochemical activity. If de- 
rangement of its function is properly attributed 
to a drug, then that drug may be said to have 
produced the effect by affecting the system 
directly or indirectly. 

Although it is not discussed, the authors 
may have wondered whether the drug remained 
fixed in a tissue for the duration of the re- 
current effect or whether the drug had instead 
altered the reactivity of the system and was 
then inactivated or excreted before the recur- 
rence. If that was the meaning of "persistent" 
biochemical effect, it should have been so 
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stated. Whatever their intent, I would be grate- 
ful for the authors’ forbearance in allowing 
me to exploit this controversy. The contro- 
versy itself might be seen to evaporate in the 
light of a larger frame of reference that Tec- 
ognizes the unity of the living organism in 
spite of the diversity of our scientific ap- 
proaches to it. 

Finally, I would like to empathetically ex- 
press my frustration in traveling with the 
authors to the limits of the resolving power 
of clinical observation. This feeling of frus- 
tration may be matched only by similar feelings 
among physiologists, pharmacologists, and bio- 
chemists who are trying to make sense out of 
the same being by approaching it from the 
opposite direction. 


ALBERT SaTTIN, M.D. 
Cleveland, Ohio 


Drs. Keeler, Reifler, and Liptzin Reply 


Sir: The phrase “biochemical effect” can 
be used in two senses. One use states that 
there is no mind-body dichotomy and that 
biochemical as well as neurophysiological 
changes accompany any psychological change. 
This would be true of any central nervous 
system activity, including the learning of non- 
sense syllables or listening to music as well 
as the spontaneous recurrence of marihuana 
effect. 

“Biochemical effect” can also be used in 
another sense—referring to the spontaneous 
recurrence of marihuana effect. It can refer 
to the possibility that the drug, by any of 
several mechanisms, has created more specific 
persistent changes in brain function than those 
that result from other experiences, While this 
may be correct, it has not been demonstrated. 
We introduced the possibility that another ex- 
planation of recurrent marihuana effect, based 
on alteration of attention, is also possible. This 
would, of course, have biochemical correlates 
as would any psychological event. 

Kluver also described how a person may 
hallucinate color and design with intense 
stroboscopic stimulation. This is a technique 
for providing unusual sensory experiences with- 
out the use of drugs. One of us, Dr. Keeler, 
has noted that after such stimulation he per- 
ceives imagery including color and design when 
he closes his eyes. There are biochemical 
changes basic to this, but this imagery would 
not be described as resulting from the persistent 
biochemical effects of stroboscopic stimulation. 
In our article we wished to point out the 
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possibility that similar mechanisms could 
basic to the spontaneous recurrence of m 
huana effect. 


MaRTIN H. KEELER, M.D, 
CLIFFORD B. REIFLER, M.D, ~ 
Myron B. LiPTZIN, M.D. — 
Chapel Hill, N. 


Citerrochen 


Sir: With reference to Dr. Wharton's article j 
in the September issue of the Journal (“Elec- 
troshock Treatment: Two Novel Problems") 
I would like to make the following comments: 

Cerletti is rightly considered the originator 
of electroconvulsive therapy, but Dioscorides. 
in his Materia Medica, Book II, chapter 17, 
states that Citerrochen (electrically charged 
fish) have been applied to the heads of patients — 
suffering from somatic complaints—complaints - 
that, according to our present knowledge, I 
would interpret as a somatic syndrome (head- 
ache and gastrointestinal complaint) associ- 1 
ated with involutional depression. y 

Since Dioscorides was translated into Latin, 
is it not feasible that Cerletti had knowledge 
of this description? 


BEN A. FINKELSTEIN, M.D. 
Canton, Ohio 


Dr. Wharton Replies 


Sir: My understanding is that Cerletti, who 
wrote the 1938 paper on electroconvulsive ~ 
treatment with Bini, was not aware of the 
writings of Dioscorides which Dr. Finkelstein 
mentions. Neither Cerletti nor Dioscorides was ~ 
the first to use electroconvulsive treatment. 
Cerletti's innovation was merely one of techni- 
cal instrumentation. K 

Use of electric fish as medical shocking 
machines is well known throughout literature— 
dating as far back as 2750 B.C. In the first 
century ichthyic nostrums were used for the 
relief of both a variety of types of headache 
and for gout. Scribonius Largus, that eminent 
physician of the first century who antedated 
Dioscorides by 30 years, wrote in his Compo- 
sitiones Medicae, XI as follows: “Headache, 
even if it is chronic and unbearable is taken 
away and remedied forever by a live black 
torpedo [fish] placed on the spot which is 
in pain until the pain ceases. Moreover, several 
torpedos of the same kind should be prepared 
because the cure, that is, the torpor which. is 
a sign of betterment is sometimes effective 
only after two or three." Brief courses of this 
sort of shock treatment were thus advocated 
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many years before Dioscorides. Actually, 
Dioscorides’ contribution was in terms of his 
advocacy of this treatment for prolapsus ani! 

Many primitive African tribes still employ 
the shock of the Malopterurus electricus (the 
Nile electric catfish) as a medicinal agent. 
This practice is probably of very ancient origin 
and may date to the time of the early Greek 
and Roman invasions of North Africa. 

Actually, the Egyptian mural paintings of 
the Nile electric catfish antedate by almost 
4,000 years the earliest written reference to 
an electric fish, and in the light of subsequent 
history, it is interesting to note that this first 
record appears in the works of a physician. 
The Greeks used a similar name for both the 
electric catfish of the Nile and the electric 
ray of the Mediterranean, presumably because 
of their understanding of the similar powers 
of these fish. 

Hippocrates himself advocated the use of 
the torpedo but strangely enough did not men- 
tion its unusual electric powers and advocated 
its use because of the "tender flesh for the 
phthisic patient." 

Peter Kellaway's William Osler Medal Essay 
(1) is an excellent summary of electric fish 
in the history of bioelectricity. 


The reference is: 


1. Kellaway, P.: The Part Played by Electric 
Fish in the Early History of Bioelectricity and 
Electrotherapy, Bull. Hist. Med. 20:112-137, 
1946. 


RarPH N. WHARTON, M.D. 
New York, N. Y. 


Need for Careful Evaluation of Lithium 


Sir: The editorial “Lithium Comes Into Its 
Own” by Dr. Nathan S. Kline (October issue 
of the Journal) will be highly prized by col- 
lectors of original enthusiasms tempered by 
subsequent experience. Only time will show 
whether your author’s eulogy earns him the 
fate his analogy deserves—to join Cinderella’s 
fairy godmother in the pages of mythology. 
To transform “just plain old lithium” into the 
elixir of life on the evidence available is an 
achievement second only to converting a pump- 
kin into a stagecoach. 

Doubtless, Dr. Kline’s recollections of the 
Royal Medico-Psychological Association meet- 
ing in Plymouth are as inexact as mine are, 
although both merit consideration. 1 recall his 
exuberant certainty that clinical impression 
could replace controlled evaluation, a fact your 
readers may take into account when weighing 
the evidence. Most of this is now published; 
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but while Angst’s work (also presented at this 
meeting) was certainly a “brilliant statistical 
analysis,” it was also a study comparing small 
numbers of unmatched patients treated in dif- 
ferent centers and followed for relatively short 
periods. 

Before joining the lithium crowd, your 
readers might ponder the lessons to be learned 
from the honest, well-intentioned enthusiasts 
who championed the ducking stool, purging, 
bleeding, and even insulin. They and their 
patients learned the long, hard way the need 
for proper controlled evaluation of therapy in 
psychiatry. 

I have still not treated a patient with lithium, 
but I hope I can evaluate evidence. This com- 
mon dilemma confronts all of us who work 
in research, industry, or even the Food and 
Drug Administration. A little detachment may 
perhaps be of assistance. 


B. BLACKWELL, M.D. 
Cincinnati, Ohio 


Dr. Kline Replies 


Sir: Dr. Blackwell’s delightful letter reads 
as though it were written by one of Cinderella’s 
spiteful sisters. Lithium is more like the lost 
slipper than the pumpkin-stagecoach. It isn't 
meant for everyone, but when it does fit, there 
actually is a fairy story quality about it. 

In view of the lack of "proper controlled 
evaluation of therapy" in all areas of medicine 
prior to 20 or 30 years ago, it is really most 
disconcerting to note the discovery of quinine, 
digitalis, opiates, aspirin, and a few hundred 
other useful pharmaceuticals. There is even a 
feeling of faint personal familiarity with Dr. 
Blackwell's "warning" which reminds me of 
some of the caveats concerning the introduction 
of both the antipsychotic and anti-depressant 
agents. Of course it may also be that Dr. 
Blackwell is also not convinced that any of 
these drugs have been demonstrated to be of 
use. 

The real problem would seem to be the 
relatively medieval mathematical model upon 
which Dr. Blackwell is "hung-up." Its appli- 
cation in most cases constitutes a triumph of 
technique over purpose. Fortunately it now 
appears that most of us (like the hero of 
“Le Bourgeois Gentilhomme"—"Good Heav- 
ens! For more than forty years I have been 
speaking prose without knowing it"—Act ll. 
scene 4) have been using the Baysian approach 
without being aware of how astute we were. 
As the mathematical model becomes more 
clearly defined. it is evident that the clinician 
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was correct when he insisted that his approach 
was more meaningful and appropriate than 
models based upon Fisherian statistics. Mon- 
tesquieu was thus correct when he stated “a 
good doctor should know a little about every- 
thing—even medicine.” 


NATHAN S. King, M.D. 
Orangeburg, N. Y. 


Lithium and Thyroid Function 


Sir: We are interested in the article “Lithium 
and Thyroid Function in Manic-Depressive 
Psychosis" by Drs. Fieve and Platman in the 
October issue of the Journal. The documenta- 
tion of side effects is an important aspect of 
psychopharmacology; however, Schou had al- 
ready alerted workers to the possibility of 
lithium affecting thyroid function, not only in 
the article quoted by Drs. Fieve and Platman 
(1), but also with other workers in a sym- 
posium “Lithium and Goitre," held in Denmark 
in 1967, and in two other publications (2, 3). 
It is therefore disappointing that the authors 
did not wait until they had made a thorough 
investigation of their finding before publishing 
such an alarming report (more than 50 percent 
of their subjects receiving lithium had “abnor- 
mal" thyroid findings). 

Specifically, we would direct attention to the 
fact that we are not given information as to 
whether or not any of these patients came from 
known goiter areas, as to any incidence of 
thyroid abnormalities in manic-depressive sub- 
jects not treated with lithium or in normal 
subjects of the same age and sex, or as to 
Whether or not these patients" Blands were 
palpated, and if so, what the findings were. 

In six consecutive manic-depressive patients 
recently examined by one of us (G.M.S.), two 
had enlarged glands to palpation and a third 
had a visible nodule. Three subjects had neck 
uptakes at 24 hours below the normal range; 
thyroid scans on four subjects were obtained 
and two were reported as enlarged (one slight, 
one moderate). None of the above subjects 
had ever received lithium. The physician in- 
terpreting the scans did not see the patients. 
Only one of the six patients was hospitalized 
at Rockland State Hospital, where low neck 
uptakes have previously been reported (4). 
Three were hospitalized at Bergen Pines Coun- 
ty Hospital, N, J., and two were outpatients. 

Schou, in a detailed study published in 
September, 1968 (3), found 12 goiters in 330 
Patients (11 parameters of thyroid function 
were measured in 10 of the goiter patients 
and in seven patients receiving lithium but 
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without goiter). He quotes a likelihood of 
goiter developing among 100 patients during 
one year of lithium treatment as being four 
percent, and he compares this to an expectancy 
of approximately one percent for the popula- 
tion in that geographical area. 

Schou concludes that "Goitre is not a fre- 
quent side effect or complication of lithium 
treatment; nor is it a serious one. 

The obvious discrepancy between 12 goiters 
in 330 patients examined by Schou and 11 
goiters in 19 patients examined by Fieve and 
Platman requires elucidation. We look forward 
to the promised "follow-up results" of Drs. 
Fieve and Platman. 


The references are: 


1. Schou, M.: Lithium in Psychiatry, presented at 
the American College of Neuropsychopharma- 
cology Meeting, Puerto Rico, 1967. 

2. Schou, M.: Lithium in Psychiatric Therapy and 
Prophylaxis, J. Psychiat. Res. 6:67-95, 1968. 

3. Schou, M., Amdisen, A., Jensen, S. E., and 
Olsen, T.: Occurrence of Goitre during 
Lithium Treatment, Brit. Med. J. 3:710-713, 
1968. 

4. Simpson, G. M., and Cooper, T. B.: Thyroid 
Indices in Chronic Schizophrenia: III, J. Nerv. 
Ment. Dis. 142:58-62, 1966. 


GeorcE M. Simpson, M.D. 
Tuomas B. Cooper, F.I.M.L.T. 
Orangeburg, N. Y. 


Drs. Fieve and Platman Reply 


Sir: We would like to thank the research 
group at Rockland State Hospital for reem- 
phasizing the questions put forth in our recent 
paper entitled "Lithium and Thyroid Function 
in Manic-Depressive Psychosis." 

The Food and Drug Adminstration has 
responded to our findings of nontoxic goiters 
in a number of lithium-treated manic-depres- 
sive patients by circulating an interim pre- 
caution to all lithium investigators. This pre- 
caution urges that researchers using lithium 
monitor both the function and size of the 
gland before and during administration of the 
drug so that the thyroid findings reported can 
be clarified. Furthermore, if altered thyroid 
function develops after serial thyroid testing, 
the FDA urges that the drug be discontinued. 

We agree with this directive, although it 1S 
conceivable that at a later point lithium will 
be continued under similar circumstances an 
thyroid suppression treatment added. We have 
been working closely with a drug company 
in Minnesota which is about to market lithium 
once our collaborative efforts establish the 
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safety of the drug and the specific indications 
for its use. 

We have been aware of the excellent studies 
of Schou and his colleagues who have ob- 
served that lithium in some way blocks thyroid 
function with increased thyroid clearance. 
However, our paper was accepted for publica- 
tion before the work of Schou and his col- 
leagues was published. 

The great discrepancy between the incidence 
of thyroid abnormality in our research and 
Schou’s is of considerable importance; as we 
stated in our paper, we are completing thyroid 
studies on a control population of manic pa- 
tients not treated with lithium. In contrast to 
Schou’s study, it should be noted that only 
one of our lithium patients had obvious ab- 
normal thyroid function, despite the much 
higher incidence of an enlarged gland in our 
sample. 

The majority of our patients come from 
the New York metropolitan area, which is 
not an endemic goiter region although the 
incidence of nontoxic goiter has not yet been 
surveyed. The recent Framington Heart Dis- 
ease Epidemiological Study (1), following a 
sample population of 5,127, found 4.2 percent 
to have nontoxic goiter nodules, while none 
showed evidence of malignancy at the end of 
a 15-year period of observation. During the 
course of observation, 67 new lesions were 
detected in persons previously found free of 
thyroid disease. This represented a 15-year 
incidence rate of 1.4 percent: 1.7 percent in 
females and 0.9 percent in males. Our pa- 
tients were only palpated after results of the 
radioactive iodine (RAI) scan, at which time 
all goiters except one were palpable. 3 

Besides the varying geographical incidence 
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of thyroid abnormalities in the general pop- 
ulation, there are other important variables 
not mentioned by Simpson and Cooper. The 
dye used in the capsules given to our patients 
contained 50 mcg. of iodine. However, other 
capsules issued containing lithium powder have 
also been analyzed and have shown iodine 
content ranging from 316 mcg. (Rowell Lab- 
oratories) to 220 mcg. (NIH capsules). If 
six or more capsules of the latter two types 
are ingested daily, a substantial iodine intake 
would result that might lower RAI uptake, as 
well as elevate falsely the protein-bound iodine. 
In light of our findings, previous reports of 
altered thyroid function in other psychiatric 
populations should be reevaluated. 

We agree with Simpson and Cooper that 
there should be no particular alarm about the 
goiter reported, since cessation of lithium car- 
bonate or thyroid suppression should reduce 
the size of the gland. However, we do warn 
against ignoring a possibly meaningful side 
effect of a drug which probably can only 
benefit a small percentage of psychiatric pa- 
tients. At present there really is strong evidence 
of its value only in mania. Its effect in depres- 
sion, if any, is yet to be confirmed by those 
enthusiasts advocating use of the substance 
as an anti-depressant or as a prophylactic for 
recurrent depression. 


The reference is: 


1. Vander, J. B., Gaston, E. A., and Dawber, 
T. R.: The Significance of Nontoxic Thyroid 
Nodules, Ann. Intern. Med. 69:537-540, 1968, 


RONALD R. Fieve, M.D. 


STANLEY R. PLATMAN, M.D. 
New York, N. Y. 
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Tue Roe or PsvcnurarRY 1N Law. By Manfred 
S. Guttmacher, M.D. Springfield, Ill.: 
Charles C Thomas, 1968, 156 pp., $7.50. 


This short, posthumously published book 
arose from the Salmon lectures that Dr. 
Guttmacher delivered in 1967, shortly before 
his death. It is a “remarkable book,” to use 
the phrase Dr. Guttmacher himself used to 
describe Isaac Ray’s classic Treatise on the 
Medical Jurisprudence of Insanity(2). In my 
opinion this work is the most impressive con- 
tribution to legal psychiatry since Ray’s great 
book, with the possible exception of the author- 
itative Psychiatry and the Law which the author 
and Henry Weihofen produced 16 years 
ago(1). 

Dr. Guttmacher’s style is characterized by 
clarity, economy of language, and commanding 
erudition in his field. For the student of legal 
psychiatry, the bibliography and citations are 
a distillate of the best and most meaningful 
contributions from both the legal and psychi- 
atric literature that are relevant to psychiatry 
and criminal law. But the value of the book 
is not limited to the legal psychiatrist. For the 
psychiatric and legal professions as a whole 
and the intelligent lay public there does not 
exist a better statement that affirms the con- 
structive role psychiatry can have in the law. 

Dr. Guttmacher addresses himself to the 

major current areas of conflict between psy- 
chiatry and the law. The issues dealt with 
include the place of narcoanalysis and hypno- 
sis in the legal process, “temporary insanity,” 
the role of the impartial medical expert, the 
place of psychiatry in the treatment of the 
offender, and the institutional treatment of the 
psychopathic offender. In all of these issues we 
are first given a scholarly and fair exposition 
of the differing positions and then the author’s 
well considered recommendations for their res- 
olution. Many pages contain suggested reforms 
and new directions worthy of the devoted ener- 
gies of a generation of Dr. Guttmacher’s 
successors. 
_ Of particular value are the clinical descrip- 
tions, which are models of clarity and useful- 
ness. The author manages to convey psychi- 
atric insights across disciplinary lines into the 
legal process with neither oversimplification 
nor pedantry. 


In terms of criticism there are a few places 
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where one has the impression that the auth 
was working from an outline and insufficien 
filled in the connections between subject h ] 
ings. This creates an occasional choppiness, — 
particularly through the middle of the book, 
The Patuxent Institution, Jessup, Md., and the 
Durham decision [Durham v. U. S., 214 F 2d 
862 (1954)] were obviously of great impor- 
tance to Dr. Guttmacher, and in his advocacy. 
of them he was perhaps not as critical as he 
might have been. 

But these criticisms are minor, and no gen 
erosity is required to disregard them alongside ) 
the splendid qualities of the book and, behind: i 
the book, the man. One need not have known 
Dr. Guttmacher personally to sense throug] | 
the pages of this work what a kind and wise | 
man he must have been, to appreciate hi 
great gifts as a teacher, and to appraise hi 
"noble and useful life." 


The references are: 


1. Guttmacher, M. S., and Weihofen, H., eds.: | 
Psychiatry and the Law. New York: W. W. 
Norton & Co., 1952. S 

2. Ray, I.: A Treatise on the Medical Juris- 
prudence of Insanity (1838), Overholser, W., 
ed. Cambridge, Mass.: Belknap Press (Harvard — 
University Press), 1962. 


A. Lours McGarry, M.D. 
Boston, Mass. 


Cuemicat Psycuoses: LSD anp RELATED - 
Dnvcs. By Leo E. Hollister, M.D. Spring- — 
field, Ill.: Charles C Thomas, 1967, 183 
pp., $8. 


This volume by Dr. Hollister, an active in- 
vestigator in the field and clinical assistant 
professor of medicine, Stanford University 
School of Medicine, summarizes 400 papers 
that have been published in this controversial 
area. Since almost 2,000 papers have appeared - 
on LSD itself, the views of the author are 
essentially limited to those aspects of the chem- 
ical psychoses that especially interest him. Dr. 
Hollister has fortunately chosen those refer- 
ences that the psychiatrist usually neglects 
and has condensed the mass of literature in an 
expert fashion. From the reviewer's point of 
view the most important value of the book is 
embodied in the hint given by its title; Dr 
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Hollister reviews the chemistry of the com- 
pounds in question and attempts to correlate 
the chemical structure with certain effects in 
man and animals. 

The first chapter deals with the historical 
perspectives of mind-altering drugs, and it is 
well worth reading carefully. In it Dr. Hollister 
emphasizes the antiquity of man’s interest in 
mind-changing drugs, the wide variety of sub- 
stances discovered, and the extensive geograph- 
ical areas in which drugs of this type were 
used. He aptly points out the applicability of 
the French aphorism, “The more things change, 
the more they remain the same.” The author 
estimates that cannabis itself is used by 200 
to 300 million people in the world, nearly as 
many as those who take opium. Considering 
the long history and present use of these and 
similar drugs without any resultant genetic 
changes being observed, it is quite surprising to 
the reviewer that the records of use during 
more than 20 centuries are neglected in these 
times when observations regarding chromosome 
breaks by many drugs produce intense anxiety 
in the population, both general and journalistic. 

Sociologically speaking, Hollister’s chapter 
“Historical Perspectives” should strengthen the 
belief that if we are ever to learn about the 
effects of drugs on man and man’s mental 
functioning, it would be better to study man 
himself rather than to be seduced into accept- 
ing current journalistic claims. Even our gov- 
ernment agencies, especially the Food and 
Drug Administration, have not been guiltless 
in perpetrating unneeded anxieties in this age 
already imprinted with so many fears of muta- 
tions produced by radioactivity. 

Throughout the book Hollister seems to em- 
phasize the need for “controlled” experimen- 
tal work with drugs. In this connection, as far 
as psychotherapy supplemented by drugs is 
concerned, we have all of the difficulties of 
evaluating psychotherapy itself in addition to 
the effect of the drug. The use of a drug in 
psychotherapy depends not only on its phar- 
macology, but also on the set and the setting. 
The attitude of the physician and the condi- 
tions under which the drug is administered are 
just as important as a statistical model em- 
ployed on a vague patient population. _ $ 

The intensive study of single patients 1S 
quite important, as Hollister. points out. In- 
deed, while repeatedly supporting controlled 
experimental work in re psychopharmacology: d 
he contends that if the schizophrenias are à 
group of illnesses similar to the anemias, then 
Searches for differences between populations 
of unselected schizophrenics and normals may 
be expected to remain relatively fruitless. 
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Chapter 2 covers the types of psychotomi- 
metic drugs and provides an excellent table 
listing drugs used in therapy that produce ad- 
verse behavioral reactions. In an excellent sum- 
mary well illustrated with chemical formulae, 
the author separates seven groups of drugs: 
1) lysergic acid derivatives, of which d-lysergic 
acid diethylamide (LSD) is the prototype; 2) 
phenylethylamine derivatives, of which 3,4,5- 
trihydroxyphenylethylamine (mescaline) is the 
prototype; 3) indolealkylamines, such as 4-phos- 
phorodimethyltryptamine (psilocybin); 4) other 
indolic derivatives, such as harmine alkaloids 
or ibogaine; 5) piperidyl benzilate esters, such 
as N-ethyl-3-piperidyl cyclopentylphenyl glyco- 
late (JB-329, Ditran); 6) 1-phenylcyclohexyl 
compounds, such as phencyclidine (Sernyl); 
and 7) a miscellaneous group of varying chem- 
ical structures. He includes d-methylacetamide, 
which is only psychotomimetic after repeated 
doses. The reviewer wonders if compounds of 
this type may not be found as toxic congeners in 
alcoholic drinks. 

The third chapter covers clinical syndromes 
of the chemical psychoses, using those papers 
of interest to the author but neglecting a good 
many other significant papers in the literature. 
Chapter 4 summarizes the psychological effects 
of psychotomimetic drugs; chapter 5, the elec- 
troencephalographic and — neurophysiological 
studies; and chapter 6, physiological, biochem- 
ical, and metabolic studies. The reviewer was 
glad to see that an earlier theory (based on 
radioactive LSD) that LSD had a relatively 
short half-life was rejected and that the newer 
data showing that LSD remains in the body 
for a period of hours was accepted as valid. 
This controversy, of course, could be readily 
settled with test animals, at least by using 
Siamese fighting fish or goldfish as a bioassay 
technique on tissue dialysates. 

Chapter 7 covers chemical theories of psy- 
choses and the model psychosis, and chapter 8 
describes the chemical psychosis as therapy. 
The section on therapy is of necessity incom- 
plete in a volume as brief as this. 

Hollister takes the view that adverse reac- 
tions of a behavioral type caused by LSD and 
related drugs are relatively uncommon when 
these agents are used medically. He states, 
“I am of the opinion that anyone who devel- 
ops a psychosis following these drugs has had 
a good start before getting the drug." In the 
reviewer's experience it is rare to find anyone 
who has taken LSD and only LSD. The more 
perceptive clinical reports in the medical lit- 
erature on the adverse effects leading to hospi- 
talization certainly indicate that nearly all, if 
not all, of the individuals hospitalized follow- 
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ing self-administration of LSD had many 
serious problems to begin with. 

Hollister supports the view that the most 
dangerous of our national drugs is ethyl al- 
cohol. Sociological and government pressures 
that are at present operating to prevent wide- 
spread study of the chemical psychoses by 
scientists might, the reviewer believes, perhaps 
be better directed toward the study of alcohol 
and the congeners found in its potable forms. 

The widespread use of psychotomimetic 
drugs is apparently new in our culture. The 
drugs we commonly use are of a different 
sort. It is best that modern science should 
study these psychotomimetic drugs more than 
we are doing at present since what has hap- 
pened with their use represents a historical 
development that is not readily understood and 
certainly not controlled, If only for this reason, 
the physician in practice in any branch of 
medicine should read Hollister’s book. It is 
one of the best summaries available on the 
subject. 

For the investigator in the field, the book 
represents an expert review of nearly 400 pa- 
pers dealing with LSD and related drugs. It 
is therefore recommended to all readers of 
this journal. 


HAROLD A. ABRAMSON, M.D. 
New York, N. Y. 


Srupres iN Psycuratry. Edited by Michael 
Shepherd, D.M., D.P.M., and D. L. Davies, 
D.M., D.P.M. New York: Oxford Univer- 
sity Press, 1968, 345 pp., $10.40. 


This collection of papers surveys the work 
carried out in the department of psychiatry 
of the Institute of Psychiatry, University of 
London, under the chairmanship of Sir Aubrey 
Lewis, from 1945 to 1966. It is distinguished 
by the versatility and Scope of the research, 
which covers such diverse fields as social psy- 
chiatry, and the social treatments of mental 
illness, Psychology, Psychotherapy, mental re- 
tardation, forensic Psychiatry, child psychi- 
atry, genetics, neurophysiology, metabolic 
studies, neuropharmacology, and neuroendo- 
crine studies on instinctual behavior. It can be 
Tecommended for the global view that it gives 
of the range of questions to be investigated by 
modern psychiatry as well as for its exposition 
of the philosophy and spirit of the training 
Program at the Maudsley Hospital. 

The approach to research is methodical, 
Pragmatic, and realistic. Sir Aubrey advised 
his students to avoid the temptation of easy 
answers and yet not to become spellbound by 
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the philosophical issues. He characteristically 
eschewed the glittering prizes of research in 
areas where results were likely to be negligible 
and selected projects that would be likely to 
increase our knowledge of basic physiological, 
biochemical, and psychological processes, The 
results, as evidenced by this volume, are im- 
pressive. 

Sir Aubrey believed in training residents who 
were men for all purposes, but his training 
goals were completely realistic. He denounced 
the fallacy of the syllogism (which might have 
been couched by Von Domarus): "Psychia- 
trists are experts in mental disorder. Mental 
disorder is a form of abnormal behavior. There- 
fore, psychiatrists are experts in abnormal be- 
havior of every disorder.” 

He guided the residents so that they would 
not “nibble at the many branches of knowledge 
without studying them.” Instead, he attempted 
to provide them with an experience that would 
give them “scientific grounding, standards and 
a sure frame of reference” and would equip 
them to collaborate effectively with experts in 
many different fields. The success of his en- 
deavors is affirmed by the large number of 
postgraduate students, more than 2,000 of them 
from outside the British Isles, who have stud- 
ied at the Maudsley. ] 

Since a great deal of factual material is 
compressed into 345 pages, the subject matter 
is condensed, and some chapters may be diffi- 
cult reading for those who are not familiar with 
the many specialized areas of research de- 
scribed. The effort is worthwhile, however. The 
reader who finds the abbreviated description 
Of these researches insufficient may refer to 
the original papers, which are listed in the 
excellent and voluminous bibliography. i 

The studies are not directed to topics of 
psychoanalytic interest, and this may disturb 
some readers. Perhaps the best reply to such 
an objection is given by one of the contributors, 
Richard P. Michael, director of the Primate 
Behavior Research Unit, who is also psycho- 
analytically trained in the British Psychoan- 
alytical Institute. He writes: "It would be a 
mistake for psychoanalysts to confuse healthy 
criticism and scientific scepticism with un- 
healthy antipathy and prejudice. We have less 
to fear from the former than from a self-im- 
posed isolation from the great body of medical 
knowledge by which we are surrounded.” In 
addition, the chapter on psychological treat- 
ment describes some ingenious studies of 
Psychotherapy, a subject which is notoriously 
resistant to the approach of the researcher. 

Henry Maudsley said in 1900: “I conclude 
that man as a whole is a larger affair. . . than 
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any single method of minute inquiry—be it 
chemical, physical, pathological, microscopical, 
or psychophysical—will ever unfold.” This im- 
pressive report of work done at the hospital 
which bears his name fulfills the spirit of his 
conviction; it also bears witness to the inspira- 
tion and leadership of Sir Aubrey Lewis. 


AUSTIN McCAWLEY, M.D. 
Harrison, N. Y. 


Founpations or Cuirp PsvcnraTRY. Edited by 
Emanuel Miller. Long Island City, N. Y.: 
Pergamon Press, 1968, 687 pp., $30. 


There is a shortage of comprehensive re- 
source books on child psychiatry; this publica- 
tion fills some of the gap. Although the volume 
was not intended as a textbook, in several re- 
spects it serves this purpose. I therefore recom- 
mend it for every child psychiatry library. 
Having passed this positive judgment, I will 
now focus on a few shortcomings. 

The title Foundations . . . was chosen by 
the editor because it befits his aims to com- 
municate information on those basic principles 
about which there is some measure of agree- 
ment and also those that can serve as a sub- 
strate for the practice of child psychiatry 
(p. ix). The approach, however, raises some 
problems. The central subject of the book is 
neither clinical practice nor those research 
fields that underpin clinical work. In a some- 
what kaleidoscopic fashion, the chapters deal 
with selected topics in both areas. In some re- 
spects the book also suffers from the usual 
handicap of any large text in which each chap- 
ter is written by a different author. There is 
some unevenness in style, clarity, length, and 
relevance, with an occasional chapter repre- 
senting only republication of previous material. 

There are several refreshing, intriguing, even 
exciting chapters, but a few could have been 
omitted without much loss. From the scien- 
tific viewpoint, the articles on the place of 
longitudinal research in the study of child 
development, the comparative approach to ear- 
ly child development, the directive function of 
speech in development, the problems in assess- 
ing the later effects of early experience, and 
the social problems of mental subnormality 
were particularly excellent. From a general and 
Clinical viewpoint, the two chapters on the 
relationship of pediatrics and child psychiatry, 
the articles on the ego of the infant, the re- 
Views on psychosis in childhood and on school 
phobia, and the brief critique on psychophar- 
macology in childhood were of similar quality. 

As is the case with most one-volume ency- 
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clopedias, there are several omissions. The edi- 
tor states that the effects of minimal brain 
injuries, the seizure disorders, the advances in 
biochemistry, and the sequelae of glandular 
dysfunctions received scant attention. In the 
editor’s opinion, “these are in many respects 
the province of paediatric thought and practice 
which is becoming, as this volume shows, 
closer and closer linked with child psychiatry. 
In other words, these issues are not ignored 
but may be left to the pediatric field.” 

I do not fully agree. Although the two chap- 
ters on the relationship of pediatrics and child 
psychiatry are excellent, they do not substitute 
for the omissions. In addition, the roles of 
neurophysiology, neuropathology, clinical neu- 
rology, and the contributions of Piaget and 
Erik Erikson are barely mentioned. Little is 
also said about adolescence, special education, 
the role of social work, or psychological tests 
other than the Griffiths Mental Development 
Scale. On the other hand, the emphasis on 
infancy, early childhood, and developmental 
abnormalities including mental retardation 'is 
heartwarming. 

The omissions notwithstanding, every child 
psychiatrist will find several articles worthy of 
reading. The book should become a mandatory 
text for students. 


GEORGE TARJAN, M.D. 
Los Angeles, Calif. 


SociAL CLASS AND THE TREATMENT OF ALCO- 
norisM. By Wolfgang Schmidt, Reginald G. 
Smart, and Marcia K. Moss. Toronto: Uni- 
versity of Toronto Press, 1968, 107 pp., $5. 


This original study is an analysis of 412 case 
records of patients admitted to the Alcoholism 
and Drug Addiction Research Foundation in 
Toronto, Canada, in the three years 1958 
through 1960, It is important to note that the 
authors are sociologists, not psychiatrists. As 
such this work is primarily a demographic 
analysis and a description of the methodology 
used in such a study. The volume is filled with 
statistics, and for the reader to fully appreciate 
it, he must have an appreciable knowledge of 
the significance of numbers, the application of 
the chi-square test, and the importance of 
constants and variables. 

The authors have divided their study group 
into three social classes using the same three 
items for class placement as used by Hollings- 
head and Redlich in their classic work, Social 
Class and Mental Illness(1). The three items 
determining class position are residential char- 
acteristics, occupational level, and educational 
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achievement. The method of scoring utilizes 
also the same scoring factors employed by 
Hollingshead and Redlich. 

The conclusions drawn from this study for 
the most part are expressed in broad generali- 
ties and only in percentages, The most signifi- 
cant of these conclusions are those concerning 
prognosis by percentage of social class. Class 
I, composed chiefly of college graduates, offered 
a good prognosis in 44.4 percent of the cases. 
Class II, made up of high-school graduates 
and termed “white-collar workers,” offered a 
good prognosis in 35.6 percent of the cases. 
Class III consisted of individuals who achieved 
only a primary-school education and were 
mostly unskilled workers; there was a good 
Prognosis in only 16.7 percent of these cases. 

The authors conclude that “first, drinking 
patterns and the clinical picture of alcoholism 
differed among the social classes, and secondly 
therapies recommended and administered were 
affected by patients’ class position.” At best 
their statistics can be said to validate opinions 
already generally held by the psychiatric pro- 
fession. 

As a description of a methodology for a 
Statistical study, this is a valuable and interest- 
ing discussion. And if this printing is con- 
sidered an initial report, as the authors acknowl- 
edge on the last page, this book is placed in 
proper perspective. One would only hope that 
in future reports the authors would utilize 
Psychiatric assistance in the abstraction. of 
clinical material, as it is believed that such 
advice would not only render future conclu- 
sions more discrete but also more meaningful. 


The reference is: 


1: ped, A. B., and Redlich, F. C.: Social 
ass and Mental Illness. New York: J h 
Wiley & Sons, 1958. A 


CHARLES P. NEUMANN, M.D. 
New Canaan, Conn. 


EARLY EXPERIENCE AND Brnavion: Tue Psy- 
CHOLOCY OF DEVELOPMENT. Edited by 
Grant Newton, Ph.D., and Seymour Levine, 
Ph.D. Springfield, TIl.: Charles C Thomas. 
1968, 764 pp., $28.50. i 


As a collection of 
opmental research with animals, this book will 


tific prose. It will fall to another author to tap 


be an exciting and rich source 
for those who look to animal studi 
to human behavior. reve 
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Fortunately, Urie Bronfenbrenner wrote a 
final chapter that organizes human and animal 
developmental research in a format useful to 
the clinician. Bronfenbrenner recognizes the 
danger of generalizing from animals to humans 
but appropriately holds that the burden of 
proof is on those who wish to disprove the 
relevance of animal observations to humans, 
He points out that the availability and ease of 
manipulating animals suits researchers for erect- 
ing hypotheses that can be tested in humans, 
For example, he sheds light on the complicated 
and controversial area of maternal deprivation. 

Although the terms are not easily separated, 
Bronfenbrenner distinguishes “drive” depriva- 
tion from “stimulus” deprivation. “Drive” de- 
privation refers to interference with the sat- 
isfaction of hunger, sucking, tactile, and body 
contact primary drives. He also calls attention 
to a secondary, acquired drive based upon the 
primary drives: maternal dependency. This 
means that maternal separation may have the 
effect of depriving an acquired drive if the 
infant has invested the mothering figure with 
primary drives. The accumulated evidence in- 
dicates that drive deprivation leads to increased 
intensity of the drive, pervasive anxiety, stereo- 
typed behavior, decreased exploratory and 
manipulative behavior, and increased suscepti- 
bility to drive deprivation in later life. » 

“Stimulus” deprivation may lead to impaired 
function of the affected sensory modality in 
later life. The evidence in primates suggests 
that deprivation occurring during early infancy 
and continuing through middle and late in- 
fancy leads to undifferentiated reactivity to 
stimuli by the organism, decreased attention 
span, hyperactivity, decreased learning and 
problem-solving ability, and decreased capacity 
for relationships, particularly in heterosexual 
and mothering patterns. Deprivation beginning 
during middle infancy leads to withdrawal, 
anxiety, self-stimulation, decreased exploratory 
and manipulative activity, and decreased social 
differentiation as evidenced through general 
suspiciousness and aggressiveness—all with the 
Possibility of reversibility. If deprivation occurs 
during late infancy after weaning, similar 
effects are observed to a lesser degree, but 
reversibility is more prominent. E. 

Bronfenbrenner's survey reminds the clini- 
cian of the importance of carefully examining 
the nature of aberrant early life experience of 
the human infant, the state of the organism, 
the factors of drive and stimulus deprivation, 
the nature of mothering care, and the precise 
developmental period during which the aber- 
ration occurs. Although the long-term effects 
of early deprivation in some infants are cleat, 
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the reversibility of changes also merits attention. 

This volume is a reference book for investi- 
gators and, it is hoped, will stimulate interest 
in further correlation of animal and human 
developmental research. 


Jack C. WESTMAN, M.D. 
Madison, Wis. 


CumicAL PsycHopaTHoLocy. By Frank Fish, 
M.B., D.P.M. Baltimore: Williams & Wil- 
kins Co. (exclusive U. S. agents), 1967, 112 
pp., $7.50. 


The readers of this book will probably be 
puzzled, as I was, by the discrepancy between 
the title and the content. Although “clinical 
psychopathology” would probably lead the 
reader to expect some discussion of the deeper 
meanings of symptoms, this is not forthcom- 
ing. Further, although the author himself says, 
“The term ‘phenomenology’ will not be used 
in this book,” the fact remains that what the 
book contains is simply this—a systematic 
discussion of various symptoms in considerable 
detail. 

The author notes at the outset that he had 
initially planned a book dealing with “the 
psychological and neurophysiological facts and 
theories which have some bearing on psychiat- 
ric problems,” but this rather ambitious proj- 
ect was never completed. The book, therefore, 
deals entirely with phenomena. AY 

Its value in this area is, in my opinion, 
extremely limited. It may, for example, be 
interesting to have a discussion of Capgras’ 
syndrome with a subclassification into the 
“Amphitryon and sosias illusions," but except 
for the student clinician who focuses on 
minutiae, the value of this would seem to be 
somewhat open to question. i 

It is entirely possible that the author is at 
times being humorous, but it is somewhat 
difficult to tell just how to classify his state- 
ments. For example, he says, “Some English- 
speaking psychiatrists use the term ‘psychogen- 
ic’ as a synonym for ‘hysteria’. . - - This is 
certainly a rather broad statement and may be 
intended to be humorous, as are such state- 
ments as the one regarding "internal au- 
toscopy," a symptom in which the subject 
sees his own internal organs. About this the 
author says, "Internal autoscopy seems to be 
a symptom which is only found in French- 
speaking subjects." Again, in dealing with the 
anxiety state, the author notes that anxiety 1s 
sometimes associated with a person's sense of 
tension and complaints of feeling tense and 
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adds, “In the author’s experience, this com- 
plaint seems to be more common in Scotland 
than in England.” 

For the student who is interested in a great 
deal of detail about psychiatric symptomatol- 
ogy, the book may have some useful purpose. 
For the person who expects to find any con- 
siderable discussion of clinical psychopathol- 
ogy, or for the general student, the book 
would, in my opinion, have little if any value. 


C. H. Harpin BRANCH, M.D. 
Salt Lake City, Utah 


An ANTHROPOLOGICAL PHYSIOLOGY oF ScHIZzO- 
PHRENIA AND Its SOCIOFAMILIAL CONTEXT. 
By Leon J. Jacobs, M.D. New York: Van- 
tage Press, 1966, 97 pp., $2.75. 


This small book attempts an integration of 
the psychoanalytic, sociological, and physiolog- 
ical findings in the group of syndromes 
encompassed by the term “schizophrenia.” 
These important entities were characterized 
about 70 years ago, but they are not much bet- 
ter understood today than then. The author 
advances his hypothesis based largely on recent 
research into the neurophysiology and neuro- 
chemistry of sleep and dreaming and offers 
provocative speculations. His review of the 
psychoanalytic, clinical, and sociofamilial find- 
ings is representative, and his review of recent 
findings in the biology of sleep and dreaming 
is accurate. However, his attempt to synthesize 
the two leads him into areas of neurophysio- 
logical and neurochemical speculation that are 
not fully in accord with recent research or 
recent thinking. 

For example, rapid eye movement (REM) 
sleep has a complicated adrenergic and choliner- 
gic-type mechanism and not simply a choliner- 
gic trigger. Serotoninergic mechanisms cannot 
be simply equated with cholinergic mechanisms 
since the former have specific neurophysiologi- 
cal and behavioral consequences such as failure 
of habituation and rise of brain temperature. 
The reticular formation has cholinergic systems 
that activate the cortex and are not inhibiting. 

Thus the postulated picture of the biology 
of schizophrenia given in this book is a very 
slanted one to fit speculative physiological hy- 
potheses. There is no mention, for example, 
of the possibility of the transmethylation ab- 
normalities which Osmond .and Smithies sug- 
gest on the basis of the resemblance between 
mescaline and norepinephrine. This is support- 
ed by the finding of 3,4-dimethoxyphenyl- 
ethylamine in the urine of schizophrenics by 
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Friedhoff and Van Winkle in 1962. This sub- 
stance can be derived from the O-methylation 
of dopamine. Nor is there mention of the 
possibility of an N-methylated derivative of 
serotonin that could lead to psychotomimet- 
ic substances such as bufotenine dimethyl- 
tryptamine or psilocin. Evidence for this pos- 
sibility comes from the finding of bufotenine 
in the urine of schizophrenics by Fischer and 
Spatz. 

In summary, this little book, which otherwise 
provides an excellent, broad, yet succinct pre- 
sentation of findings in schizophrenia, could 
have been more accurate and comprehensive 
in the biological area. 


MICHAEL H. SHEARD, M.D. 
New Haven, Conn. 


Asian Psycuoxocy, Edited by Gardner Murphy 
and Lois B. Murphy. New York: Basic 
Books, 1968, 231 pp., $7.50. 


The psychiatrist attracted to the title Asian 
Psychology is likely either to be seeking help 
in understanding Asian patients or to be won- 
dering in what direction Asian psychology is 
moving today. But neither of these interests is 
catered for in the present volume; it is some- 
thing both more general and more personal that 
is offered. 

A number of years ago Gardner and Lois 
Murphy visited India on a UNESCO mission. 
The resultant book, /n the Minds of Men(1), 
presented in semi-popular form the Visitors’ 
own broad and necessarily superficial impres- 
sions, in addition to some findings from studies 
they had supervised there. It in no way com- 
peted with the work of specialists on India 
but had value through its fresh yet expert 
views on such matters as Indian child-rearing 
and social prejudices. The present volume is 
in a sense the result of a similar visit, this time 
not to an Asian land but to Asian literature, 
with experienced local Colleagues to guide the 
visitors, but with, unfortunately, none of the 
primary research that gave the earlier book 
substance. 


This volume is stated to be the first of a 


1176] 


BOOK REVIEWS 


series aimed at reviewing, "in as broad a con- 
text as possible, the human effort to understand 
the mind.” Recognizing that they are neither 
historians nor anthropologists, the editors admit 
that their efforts must be somewhat amateurish 
and arbitrary, but they hope that they will in- 
spire professionals to do better. The last aim 
was laudable in the present context, for Asian 
psychology is badly in need of a historian. But 
this book is hardly the guide that one would 
expect psychologists to give that future his- 
torian. 

There are three sections—on India, China, 
and Japan—in addition to an introduction and 
a postscript. The section on India consists main- 
ly of better-known passages from the Rig-Veda, 
Upanishads, and Bhagavad-Gita; it contains 


no writings from the last thousand years. The - 


section on China also rests mainly on early 
writings (from the / Ching and Tao Teh 
Ching), and one is just about to conclude that 
the editors are dealing only with the earliest 
roots of man's efforts to understand himself 
when suddenly there is a long quotation com- 
paring modern Chinese and American attitudes 
toward sex. The section on Japan provides a 
brief review of religious thought from 500 A.D. 
to the present, quotations from various Zen 
masters, and present-day descriptions of what 
it feels like to undertake Zen training. 

The postscript, a mere nine pages, offers 
some flashes of the original thinking we expect 
from Gardner Murphy but is much too brief. 
The whole book is interesting as an indication 
of the direction in which the thought of one 
of America's leading psychologists is moving, 
but unfortunately we are given the material 
around which his thoughts are being formed 
rather than the thoughts themselves, and with- 
Out the latter the logic of the selection and 
the significance attached to the different eX- 
cerpts are difficult to follow. 


The reference is: 


1. Murphy, G., and Murphy, L. B.: In the Minds 
of Men. New York: Basic Books, 1953. 


H. B. M. Muneny, M.D., PH.D. 
Montreal, Quebec, Can. 
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Briefer Notice 


Briefer notice does not imply a judgment; 
it simply means that the reviewers have eval- 
uated the books in fewer words than in the 
previous section. 


PsycHopyNAMics AND : Hypnosis. Edited by 
Milton V. Kline, Ed.D. Springfield, Ill.: 
Charles C Thomas, 1967, 185 pp., $8.75. 


This small book contains articles by seven 
contributors: Jacob Conn, Sydney Fogel, Hen- 
ry Guze, Seymour Halpern, Milton Kline, 
Ainslie Meares, and John Watkins. All are well 
known in their respective fields. Two are physi- 
cians. 

The chapters, ranging in length from seven 
to 70 pages, are uneven in quality. There is no 
consistent theoretical viewpoint, although all 
contributors are concerned with an introspec- 
tive investigation of altered states of conscious- 
ness in psychologically disturbed and nondis- 
turbed individuals. 

The techniques of therapy suggested are 
quite different, but they all seem to aim at 
reconciling external and internal reality. The 
over-all approach is much more sophisticated 
than the once-prevalent emphasis on symptom 
removal or modification by direct suggestion. 

The two most clinically relevant chapters 
are those by Meares and Halpern. Both be- 
lieve that the hypnotic state itself may be bene- 
ficial regardless of the type of psychotherapy 
employed. ‘ 

Watkins’ existential approach is formulated 
in an obscure and esoteric manner. It is of 
limited therapeutic relevance to those who are 
not well versed in dasein analysis. 

Kline’s chapter is the only one which refers 
at length to psychophysiological studies of the 
hypnotic state. The observations made are of 
more theoretical than practical interest. 

The book can be recommended to all those 
who practice hypnotherapy and to those who 
are interested in current speculation about 
the still poorly understood phenomena of the 
hypnotic states and their relevance to psy- 
chotherapy. 


JosEPH H. STEPHENS, M.D. 
Baltimore, Md. 


Tur Are anp tHe Camp (1933). By W. N- 
Kellogg and L. A. Kellogg. New York: Haf- 
ner Publishing Co., 1967, 336 pp.» $10.50. 


The Ape and the Child: A Study of En- 
vironmental Influence Upon Early Behavior, 
by W. N. Kellogg, associate professor of psy- 
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chology, Indiana University, and L. A. Kellogg, 
his wife, was published in 1933. This 1967 
facsimile reprint is a disappointment. In 1933 
the study made an important contribution, for 
the Kelloggs raised a baby chimpanzee to- 
gether with their own child. It is startling now 
to realize that this study continued for only. 
nine months, until the child was 19 months 
of age and the chimpanzee 16 and one-half ` 
months. Various measurements of physical 
functions and growth were made, and such 
tests as were then available of a psychological 
and behavioral nature were applied. A final 
chapter titled *Conclusions" discussed environ- 
ment and heredity but in a decidedly super- 
ficial way, at least by current standards. 

During the ensuing 34 years much sophisti- 
cated and imaginative research has been done— 
for example, by Harlow and his co-workers 
at the University of Wisconsin—which has 
explored in depth the effects of early environ- 
mental factors on the personality development 
of the monkey. One might have hoped (at 
least I did) that republication of the Kelloggs' 
study would have given us a follow-up report 
on the two subjects involved. Did the female 
chimpanzee, after return to her kind, find love 
objects among the chimpanzees? Did she mate 
and raise her babies adequately? How quickly 
did the boy child, whose language development 
seemed to be retarded by his early association 
with a nontalking chimpanzee, learn the lan- 
guage skills and use them in communication 
with other human beings? 

A paperback reprint might have been more 
acceptable. 


LAURETTA BENDER, M.D. 
Queens Village, N. Y. 


Tue CrmicAL Stupy or Socran BEHAVIOR. 
By Donald R. Peterson. New York: Apple- 
ton-Century-Crofts (Meredith Corp.), 1968, 
248 pp., $5.50. ? 


This small volume is essentially a plea for: 
1) more precise observation and testing of 
behavior in clinical assessment and 2) a broad- 
er framework for understanding behavior (in- 
dividual behavior, small group behavior, and 
social behavior), rather than just the personal 
psychodynamic framework which has been 
characteristic in the fields of psychology and 
psychiatry. j 

While there is little that is new in the au- 
thor's formulations, it is refreshing to read such 
a firm plea for a more comprehensive and yet 
more precise analysis and plan for modifica- 
tion of human behavior. His pleas for more 
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systematic and precise study of social behavior 
are tempered with the realization that his the- 
oretical formulations will never be completely 
attainable in clinical practice. Yet they remain 
as substantial goals which offer greater prom- 
ise for persons working in the mental health 
professions than the traditional and parochial 
formulations and procedures so often prac- 
ticed at present. 

The author’s caricatures of the present in- 
adequacies need to be identified more clearly 
as sloppy procedures, professional parochial- 
isms, and shortages of resources rather than as 
ideals set forth by any responsible professional 
person. The chapter on “Scientific, Professional 
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and Ethical Issues” is particularly good in 
pointing to the need for modifications of at- 
titudes on the part of both scientists and 
clinicians before some of our “hang-ups” can 
be resolved. 

One could wish that the book’s theoretical 
section had been written with fewer intransi- 
tive and passive verbs and with fewer aca- 
demically impressive “six-bit” words. This style 
makes the ideas seem ponderous when, in fact, 
they are incisive. 


HanorD L. MCPHEETERS, M.D. 
Atlanta, Ga. 
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Books Received 


The following books have been received; 
the courtesy of the sender is acknowledged by 
this listing. Books of particular interest to the 
readers of this journal will be reviewed as 
space permits. 


Harrwaxv Houses. By Robert A. Apte. Lon-* 


don: G. Bell & Sons, 1968, 125 pp., 18s. 


EcorocicAL Psycnorocv. By Roger G. Barker. 
Stanford, Calif.: Stanford University Press, 
1968, 235 pp., $7.50. 


Synopsis or ELECTROENCEPHALOGRAPHY. By 
Thomas C. Barnes, D.Sc. New York: Haf- 
ner Publishing Co., 1968, 177 pp., $10. 


Usinc SENSITIVITY TRAINING AND THE LABORA- 
rory Metuop, By Richard L. Batchelder, 
Ph.D., and James M. Hardy. New York: 
Association Press, 1968, 126 pp., $3.95. 


NEUROLOGICAL EXAMINATION IN CLINICAL 
Practice, 2nd ed. By Edwin R. Bickerstaff, 
M.D. Philadelphia: F. A. Davis Co., 1968, 
357 pp., $11. , 


Doris: Diz ENTWICKLUNG EINER BEZIEHUNGS- 
STORUNG UND DIE GESCHICHTE IHRER 
BEHEBUNG BEI EINEM ENTSTELLTEN, TAUB-. 
STUMMEN Mapcuen. By Dr. med. A. R. 
Bodenheimer. Basel; Schwabe & Co., 1968, 
91 pp., $5 (paper). 


A MANUAL or PsvcHoLocicAL Mepicine. Fac- 


simile of the 1858 ed. By John Charles : 


Bucknill, M.D., and Daniel H. Tuke, M.D. 
New York: Hafner Publishing Co., 1968, 
530 pp., $14.50. 


Kurniscue ELEKTROENZEPHALOGRAPHIE. By 
Walter Christian, Stuttgart: Georg Thieme 
Verlag, 1968, 327 pp., DM 98. 


Cuemornerary or PsvcurarRIC DisonpEns, By 
Peter Dally, M.B., D.P.M. New York: 
Plenum Press, 1968, 152 pp- $9.50. 


Tue TREATMENT OF MENTAL DISORDERS IN THE 
Communrry. Edited by Gerald R. Daniel, 
M.B., and Hugh L. Freeman, B.Ch., D.P.M. 
Baltimore: Williams & Wilkins Co. (ex- 
clusive U. S. agents), 1968, 80 pp., $4.50 
(paper). 

VipATUR: A SruDYy— CHARLOTTE 

NED SociAL WORKER 1924- 

Whiting Guilford, ACSW. 

d, no date listed, 19 pp., 


Quw Vosis 
TOWLE, UNTRAD 
1926. By Edgar 
No publisher liste 
no price listed. 
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Wuere’s Hannan? A HANDBOOK FOR PARENTS 
AND TEACHERS OF CHILDREN WITH LEARNING 
Disorvers, By Jane Hart and Beverly Jones. 
New York: Hart Publishing Co., 1968, 241 
pp., $8.50. 


FANTASY AND FEELING IN Epucation, By Rich- 
ard M. Jones, Ph.D. New York: New York 
University Press, 1968, 269 pp., $6.95. 


An INTERIM Guive TO THE CANNABIS ( MARI- 
HUANA) Literature. By Oriana Josseau 
Kalant. Toronto: Addiction Research Foun- 
dation (344 Bloor St., W.), 1968, 33 pp., 
no charge. 


Menta Retarpation. By Brian H. Kirman, 
M.D., D.P.M. Long Island City, N. Y.: 
Pergamon Press, 1968, 39 pp., $1.35. 


Tue Dark Sir or THE House. By Yale David 
Koskoff, M.D., and Richard Goldhurst. 
New York: Dial Press, 1969, xi + 218 pp., 
$5.95. 


Lectures on Cuinicau PsvcuraTRY. Facsimile 
of the 1904 ed. By Dr. Emil Kraepelin, re- 
vised and edited by Thomas Johnstone, 
M.D. New York: Hafner Publishing Co., 
1968, 302 pp., $12.50. 


A Hanpsoox or MMPI Gnour PnoriLEs. By 
Richard I, Lanyon. Minneapolis: University 
of Minnesota Press, 1968, 74 pp., $7.50. 


Tue Fear or Women. By Wolfgang Lederer, 
M.D. New York: Grune & Stratton, 1968, 
349 pp., $12.50. 


HowicipAL Tureats. By John M. Macdonald, 
M.D. Springfield, Ill.: Charles C Thomas, 
1968, 120 pp., $6.50. 


Soctay WELFARE IN THE Soviet Union. By 
Bernice Q. Madison. Stanford, Calif.: Stan- 
ford University Press, 1968, 291 pp., $8.50. 


A Ponrnarr or Isaac Newton. By Frank E. 
Manuel. Cambridge, Mass.: Belknap Press 
(Harvard University Press), 1968, 467 pp., 
$11.95. 


TREATMENT OF SCHIZOPHRENIA; A COMPARA- 
TIVE STUDY or Five TREATMENT METHODS. 
By Philip R. A. May, M.D. New York: 
Science House, 1968, 320 pp., $12.50. 


Suiciwe anp Mass Suicwe (1962). By Joost 
A. M. Meerloo, M.D., Ph.D. New York: 
E. P. Dutton & Co., 1968, 146 pp., $4.95. 


PsvcuraTRY: Part I. THE ANATOMY, PHYSIOL- 
OGY, AND CHEMISTRY OF THE Brain. Fac- 
simile of the 1885 ed. By Theodor Meynert, 
M.D. New York: Hafner Publishing Co., 
1968, 278 pp., $13.50. 


h, 
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THE PsycuoLocy or Pray. By Susanna Millar. ` 


Baltimore: Penguin Books, 1968, 281 pp., 
$1.45 (paper). i 


INTERACTION IN FAMILIES: AN EXPERIMENTAL d 


Srupy or FAMILY PROCESSES AND SCHIZO- 
PHRENIA. By Elliot G. Mishler, Ph.D., and 
Nancy E. Waxler, Ph.D. New York: John 
Wiley & Sons, 1968, 430 pp., $11.95. Tu 


Work anp Human Benavior. By Walter S. + 


Neff, Ph.D. New York: Atherton Préss, 
1968, 271- pp., $8.50, 1 


MENTAL HEALTH Services FOR ADOLESCENTS. 
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A session of the 124th annual meeting ` and his world, based on the assumption ~ 
of the American Psychiatric Association in _ that our teen-age population is having more 
Boston, Mass., on May 13, 1968, wasi de- challenging, stimulating, and complicated 
voted to “Youth Unrest.” The participants, opportunities and demands because Ameri- 
all psychoanalysts, were: can society is also undergoing what can be 

Albert J. Solnit, M.D., professor of pedi- viewed as adolescent changes with all the 
atrics and psychiatry, Yale University Child | intensity and lability of a dynamically evolv- 
Study Center, 333 Cedar St, New Haven, ing organism. 

Conn., delivering the introduction. — . The:entire world is in a state of threaten- 

Calvin F. Settlage, M.D.;in private prac- ing upheaval. Unrest is the major mood of 
tice at 105 Woodside Rd., Ardmore, Pa. “our one world, and it is youth who respond 
19003, and professor of child psychiatry, with greatest sensitivity to this external un- 
Temple University, Philadelphia, Pa., speak- test in a changing world. Their responses 
ing on “Early Adolescence and Social are like those that can be observed when 
Change.” A the light and heat of the sun are passed 

Stanley Goodman, M.D., in private prac- ‘through a magnifying lens. In the one di- 
tice at 3021 Telegraph Ave., Berkeley, rection the image is magnified; in the 
Calif., and training analyst and chairman of opposite direction the heat and light are 
the education committee, San Francis¢o Psy- concentrated sufficiently to start a piece of 
choanalytic Institute, speaking on “The Late paper burning. Our youth react with mag- 
Adolescent and the Generation Gap.” nification and intensification to the conflicts, 
. Peter Blos, Ph.D., in private practice at threats, and opportunities of a ‘Tapidly 
168 East 93rd St, New York, N. Y., and changing, violent world of man. Energy is 
instructor for child and adolescent analysis, ve. ay can it be understood? How 

ic Institute, present- - will it be used? 
New Work Payton aan P Recently writers in the New York Times 


ing a discussion. i y 
Their papers are abstracted below. — « (6) had this to say: 


a - In 1967, American campuses echoed with 
Albert J. Solnit, M.D. - ^. * a growing demand for "atideli power" over 
ONTRARY to the recent flurry in popular. the decisions that control the lives of youths 
publications, teen-agers and adolescence both in and outside of the University. Some- 

do not represent an American invention. times the demand is merely an assertion of 
This is a universal phenomenon that is more egotism in the face of huge and impersonal 
or less visible depending on the influence institutions that seem to reduce the individual 
of the environment, which can dramatize to irrelevance. But the demand for student 
‘and magnify it or can mute and tone down power often goes deeper; it is a signal that 
e strident many of today’s college youth do not like the 


any of its themes and its mor 
qualities We vii to examine some critical world that has been handed them and want 


aspects of the interaction of the adolescent to change it. 


. 
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Psychoanalysts and psychiatrists view ad- 
olescence as a normative developmental 
crisis. Characteristic biological transforma- 
tions of this epoch are often accompanied 
by personality changes and eruptive psy- 
chological states and capacities that usher 
in the crystallization and synchronization of 
the more stable biological and psychological 
dynamics of the adult. In modern American 
society the adolescent’s tendencies to explore 
and experiment with himself and his world 
are not channeled into well-defined and 
institutionalized alternatives. The develop- 
mental instabilities of youth in our culture 
are reflected by how he challenges the op- 
tions he perceives in his community and by 
ihe unrest he evokes in his environment. 

Unrest in youth will be discussed as an 
inevitable universal maturational phenome- 
non. The impact of the behavioral and 
developmental manifestations of adolescence 
varies according to prevalent societal pres- 
sures and fashions, In one presentation the 
psychology of early adolescent development 
will be considered in relation to current 
technological influences and in the context of 
rapid social and cultural changes. Normative 
vulnerabilities and assets of the adolescent 
epoch will be viewed in their interactions 
with the environmental characteristics of our 
contemporary society. 

In the second Presentation, developmental 
factors that are associated with unrest of 
the older adolescent will be considered in 
terms of youth's explorations and expeti- 
ments, creative and destructive, in a variety 
of intérplays with the attitudes, responses, 
and assertions of the adolescent and adult 
Worlds. The so-called generation gap will 
be described and examined in relation to 
the spectrum of ‘defensive and adaptive 
modes of adolescent functioning and in re- 
lation to transitional behavior patterns that 
bridge the gap. 


Calvin F. Settlage, M.D. 


I N COMMENTING upon the relationship be- 

tween adolescent and Society we need to 
remind ourselves of two important circum- 
stances which complicate our task: 1) more 
than any other developmental phase, adoles- 
cence is a time of internal Psychological 
disturbance and, as a result, the assessment 
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of normality or pathology is particularly 
difficult; 2) the interface between the ado- 
lescent and adult generations is an important 
nodal point for potential cultural change 
and, in consequence, our attempts to ap- 
praise adolescent behavior and the reasons 
for adolescent "unrest" must consider the 
health or sickness of both the adolescents 
and their society. 

In deciding whether the behavior of in- 
dividuals or a group of individuals is healthy 
Or sick, we of course are measuring them 
against some presumably agreed upon social 
norms. In the case of the adolescent there 
is the distinct possibility that the norms 
may be out-of-date and our judgments ac- 
cordingly invalid. Particularly in an era of 
rapid and great change, the realities and 
therefore the modes of adaptation are dif- 
ferent for each successive generation. 

The suggestion that evaluation of adoles- 
cent behavior take into account the possi- 
bility of outdated social norms introduces 
the question of our conceptualization of 
Society and culture. As was stated in the 
report on normal adolescence recently is- 
sued by the Group for the Advancement 
of Psychiatry(3): 


The term society denotes a continuing group 
of people who have developed certain relatively 
fixed ways of doing things which express their 
particular ways of viewing reality. The society 
creates a whole universe of rules, laws, cus- 
toms, mores, and practices to perpetuate the 
commonly accepted values and to cope with 
the various issues (birth, death and all of 
the important intervening life events) experi- 
enced by all members. All of these socially 
patterned ways of behaving constitute the so- 
ciety's culture, 


This definition, with its emphasis upon 
values being held in common, highlights the 
problem for adolescent and Society as per- 
haps being one of consensus. Do adolescents 
and adults experience the same issues, do 
they experience and perceive reality in the 
Same way, and do they accept and hold 
values in common? 

Central to my approach is the psycho- 
analytic conceptualization of human devel- 
Opment as a process in which psychic 
Structure is formed and adaptation results 
from the experience of the individual child 
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with his unique endowment and biologically 
provided apparatuses in interaction with the 
environment. This view acknowledges the 
crucial importance of environmental influ- 
ence, and ties together culturally determined 
child-rearing practices and the psychic health 
of the individual. 

The impact of social change is brought 
to bear upon the adolescent in two ways: in- 
directly, via its influence on the parents 
and their child-rearing practices during 
adolescence and earlier childhood; and di- 
rectly, as it confronts the adolescent upon 
his emergence from the bosom of the family. 
As I move now to a more focused consider- 
ation of early adolescence and social change 
I shall present some observations and im- 
pressions of the behavior of young adoles- 
cents and then will examine those aspects 
of early adolescent development and psy- 
chology and of culture and social change 
that appear to be most relevant to the dy- 
namics of this interrelationship. 


Examples of Behavior 


The following behavioral pictures are a 
sampling of the responses of young adoles- 
cents to the impact of puberty and the 
associated pressure toward psychological in- 
dependence. These examples are taken from 
clinical experience with adolescents whose 
disorders ranged from severely neurotic to 
mildly and nearly-normal neurotic. 

One of the most common problems. of 
young adolescents is difficulty cathecting, 
or investing of themselves, in the opportu- 
nities and reality issues presented to them 
by society. A common example of this is 
the highly intelligent adolescent who has a 
learning problem. Usually quite uncon- 
sciously, he fears failure and protects him- 
self from emotional hurt by not committing 
himself or his energies since it is less painful 
to fail if one has not really tried to succeed. 
Another manifestation of this kind of diffi- 
culty is a lack of sense of direction in life 
or of goals, which also is quite prevalent 
among young adolescents. | pe 

The corollary to restraint of cathexis is 
the frequently observed ability to highly 
cathect activities which are "safe" for self- 
investment since, in them, the adolescent is 
not required to perform and is not graded 
against some standard. Examples of this 
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are the boy who is phenomenally knowl- 
edgeable about big-league baseball or Greek 
mythology or who is a self-taught, skilled 
automobile mechanic; or the girl who has 
acquired a vast amount of information about 
movie stars, or who spends hours practicing 
and becoming accomplished on the folk 
guitar or in teen-age dancing. 

Some young adolescents seek to insulate 
themselves against both the world of exter- 
nal reality and of internal reality by uncon- 
sciously trying to remain the dependent, 
latency child. They present the appearance 
of nice, conforming, unaggressive, asexual | 
children, immature for their age. As a part 
of this defensive posture they also con- 
tinue to idealize the parents, failing to see 
them as real persons, and when they finally 
yield this defensive position they often are 
quite shocked at perceiving the faults and 
frailties of the parents. 

Closely related to the perpetuation of 
latency as a defense against growing up is 
the defense of unconscious denial of sexu- 
ality with a resulting deferral of acceptance 
of a clear-cut and irretrievable sexual iden- 
tity. 

Young adolescents may attempt solutions 
of their revived oedipal fears and conflicts 
by displacing them away from the parents. 
This defensive maneuver can be achieved 
through patterns such as going steady with 
one person throughout the adolescent years, 
sometimes into adulthood and marriage, or 
clinging to an uninterrupted succession of 
boy or girl friends. In both instances there 
may be little or no resolution of the under- 
lying problems. A more extreme attempt 
at solution is that of sexual acting-out which, 
particularly in early adolescence, usually has 
undesirable consequences for development. 

Another defensive response takes the form 
of a marked and sometimes prolonged re- 
gressive retreat into oneself away from peers 
and family. Such regressions may take the 
form of a somewhat excessive preoccupation 
with the self and body self, or of hypochon- 
driasis, or of somatization reactions with 
symptoms such as chronic, intermittent head- 
ache, skin rashes, or chronic cough. 

Intense chronic tension and anxiety is 
not uncommon, and while attributed by the 
adolescent to physical causes or external 
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pressures, in actuality may be associated 
with a rather grim and unrelenting attempt 
to measure up to the excessively high stan- 
dards of one’s ego ideal in order to maintain 
self-esteem and to control the inner drives. 
If the gap between personal standards and 
performance is too great, or if the aggressive 
drives are too blocked from expression, or 
if both of these factors coincide, the results 
can be depressive pictures of varying de- 
grees of severity. 

Finally, some young adolescents seek 
escape and solution in experimentation with 
glue-sniffing or with marihuana and other 
drugs. If this kind of activity persists there 
tends to be an increasing disengagement 
from truly meaningful and realistic relation- 
Ships with people, with an accompanying 
rationalization of the activity as a means 
of discovering the self and the true meaning 
of life. 

In some cases, the kinds of problems 
just described were unremitting and yielded 
only to intensive analytic treatment; in others 
they were less well entrenched and could 
be quite readily resolved with psychotherapy; 
and in others they were cleared up with 
minimal intervention in the form of expla- 
nation and guidance to the adolescent and 
the parents. 

If these clinical examples are taken to 
be representative, one gains the impression 
that a great many adolescents feel ill-pre- 
pared to begin to function independently 
and to tackle the future. It is as if there 
is a fear of the final growing up to adult- 
hood. To what extent can this fear be 
attributed to the nature of early adolescence, 
and to what extent could it be due to the 
impact of rapid social change? 

In answer to the first question, the psy- 
choanalytic understanding of adolescence 
provides good reasons for attributing the 
plight of the early adolescent to the nature 
of adolescent processes. The analytic liter- 
ature on adolescence is extensive, but here 
I will only briefly review those factors which 
are most pertinent to this presentation. 


Nature of Adolescent Processes 


Puberty triggers a kind of chain reaction 
of physical, physiological, and Psychological 
changes that present the ego of the early 
adoléscent with problems of awesome pro- 
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portions. The strength of the sexual and 
aggressive drives and the energy to imple- 
ment them are markedly increased. Con- 
currently there is a rapid growth in body 
size and strength and a maturation of pri- 
mary sex organs and secondary sex char- 
acteristics. This burgeoning of physical and 
sexual maturity at one and the same time 
revives the oedipal strivings and requires 
that they be given up once and for all. The 
advent of sexual maturity and the potential 
for successful physical competition with the 
parent of the same sex shifts the oedipal 
wishes out of the sphere of childhood fan- 
tasy into the more dangerous sphere of 
reality because of the capability for their 
fulfillment. The incest barrier therefore is 
strongly reinvoked and then reinforced by 
a withdrawal from close relationships with 
the parents. 

As a result of this withdrawal the early 
adolescent deprives himself of emotional 
Support from the parents at the very time 
that his ego is hard pressed to cope with 
the surge of increased instinctual or id forces 
and the disturbing changes in body form 
and function, The withdrawal also has an 
important effect intrapsychically because it 
weakens the identifications with the parents. 
As a result, certain ego and superego at- 
titudes acquired from the parents by inter- 
nalization during earlier childhood tend to 
be decathected, and the ego thus is also 
deprived of their support in the struggle 
to maintain intrapsychic balance. 

A further consequence attendant on the 
withdrawal from the relationship with the 
parents results from the fact that the adoles- 
cent experiences the yielding of these re- 
lationships as being tantamount to losing 
the parents in reality. There then occurs a 
kind of grief and mourning reaction, as was 
described by Anna Freud(2), which clini- 
cally resembles a depression and which 
places an additional burden on the already 
hard-pressed ego, 

In the light of all of these changes the 
intrapsychic state of the young adolescent 
is chaotic, and he understandably is likely 
to feel both inadequate and fearful. 

At the same time, however, there is an 
important positive aspect to the changes of 
early adolescence. The general loosening of 
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psychic structure which results from the 
chain of events described also provides the 
opportunity for constructive change and 
growth. The forced independence eventually 
gives the adolescent a new-found objectivity 
and perceptiveness about self and others 
which, while sometimes painful, neverthe- 
less can lead to insight and change. Un- 
desirable identifications with parents and 
others which would make for rigidity of 
personality structure—i.e., in ego and super- 
ego—and would interfere with flexibility in 
functioning can be discerned and discarded 
by the adolescent. 

These intrapsychic changes cause the 
adolescent to be quite unfettered and to be 
free to make discerning observations about 
his parents and about adult society and 
culture. Granted that some of the observa- 
tions may be distorted by as yet unresolved 
internal conflicts externalized onto other 
individuals or society, other observations of 
adolescents may be both valid and poten- 
tially of benefit to society. 


Effect of Social Change 


In answer to the second of the previously 
posed questions, it is my view- that rapid 
social change does have a significant impact 
on early adolescence. One avenue is indi- 
rect via the influence on the parents, who 
have the task of interpreting and then 
applying cultural values. 

Social change ultimately leads to new 
cultural values; but rapid social change tends 
to lead to a confusion of values and un- 
certainty on the part of parents, particularly 
when the long-standing “official” social val- 
ues are verbally challenged by adults and 
are belied by adult behavior. 

It is obvious that parents will have rela- 
tively little difficulty in interpreting or 
applying sociocultural values when they are 
clear-cut and represent a firmly held con- 
sensus. This, for example, was the case 
during World War Il, when there was 
relatively little controversy about the neces- 
sity of our participation for our own pro- 
tection and for the preservation of world 
freedom. But the parental task becomes 
very difficult, if not impossible, when atti- 
tudes are contradictory and there is a lack 
of consensus. This is very much the case 
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with the current war in Viet Nam, and a 
great many parents have struggled with the 
question of whether they can or cannot 
support the "official" position of our country 
in discussion with their adolescent sons. 

As another illustration, for a number of 
decades moral values have appeared to be 
changing from black or white to shades of 
gray. This in part appears to be due to a 
decline in the influence of organized religion 
and changes in religious values themselves. 
There is a considerable disbelief about the 
existence of the devil, hell, or a wrathful 
and punishing God, and skepticism and dis- 
belief about the existence of God at all. 
Relatively fewer parents appear to avail 
themselves of the support of having a re- 
ligion to help in deciding and carrying out 
their child-rearing attitudes. At the same 
time it is not at all clear as to what new 
values are to replace old ones. 

A. somewhat different example of social 
change is the affluence of our society. In 
such circumstances there is a tendency to 
give to or gratify the child without expecting 
him to produce or to contribute very much 
of himself. The child thus tends to be spared 
the everyday “nitty-gritty” of growing up, 
and he is deprived of the pleasure of achieve- 
ment and mastery and the related sense of 
competence and ability to cope. Children 
in the affluent segment of our society may 
not have enough opportunity to grapple in 
a meaningful way with the world of external 
and also of internal reality. In consequence 
they may tend to remain tied to the family 
as a kind of adornment and a source of 
gratification for the narcissism of the parents. 
And there may be the further consequence 
that the child's drives become expressed 
increasingly, overtly or covertly, in conflicts 
and grapplings with the parents. 

It would appear then that social change, 
and especially rapid social change, can 
cause a lack of consensus and conviction 
regarding values on the part of a society 
that tends to deprive parents of convictions 
and support in their child-rearing practices 
and also tends to deprive children of the 
benefit of relatively clear-cut limits and 
guidelines for their impulses and behavior. 
Such circumstances quite possibly could have 
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the undesirable result of impeding the pro- 
cess of separation-individuation described by 
Mahler(4, 5) and its further resolution in 
adolescence as described by Blos(1), and 
of impairing the development of psychic 
structure—i.e., the image of self, ego capac- 
ities, superego, and ego ideal. 


Living with Change 


Turning now to the question of the direct 
impact of social change, it has been my 
observation that young adolescents find it 
difficult to accommodate to the vagueness, 
inconsistency, and relativity of many socio- 
cultural values. This state of affairs is of 
course uncomfortably akin to the adoles- 
cent’s own state of internal disorder and 
uncertainty. This being the case, society to 
an extent fails to provide the adolescent 
with much needed support in the form of 
firmly held values and beliefs against which 
he can safely push and test himself as he 
undertakes to reshape and further develop 
his own value system. In a society char- 
acterized by rapid social change it may be 
that the most definite thing is change itself, 
And perhaps this is the special adaptation 
required of our youth today—to learn how 
to live with constant change, uncertainty, 
ambiguity, and relativity. 

Another source of difficulty for the early 
adolescent is the sparsity of suitable models 
for identification in bridgi g the gap from 
childhood to adulthood. As our civilization 
increases in complexity the pathways to the 
future become increasingly obscured. Even 
the heroes and leaders of our society are held 
in question. The soldier medalist honored in 
the White House appears to be diametrically 
opposite, as a figure for identification, to the 
draft card burner; congressmen appear to 
be breaking laws and ethical codes and get- 
ting away with it; Abraham Lincoln is 
Tumored to have been a Segregationist. 

Still another Problem for many young 
adolescents is posed by the vast amount of 
knowledge and information which confronts 
them in their education. In tackling the task 
of learning, Young adolescents are much 
concerned about the fact that a great deal 
Of current scientific knowledge will become 
out-of-date almost by the time it is acquired. 
In the deluge of information to be learned 
they are much Preoccupied with the question 
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of relevancy. And if what they are asked 
to learn does not appear to have sufficient 
relevance to life, they may seek relevance 
elsewhere. 


Positive Aspects 


In my discussion of early adolescence 
and social change I have focused attention 
mostly on problems and areas of difficulty. 
I think it appropriate to ask whether any 
of the circumstances which I have viewed 
rather negatively can be viewed more pos- 
itively, and whether our society can do any- 
thing to help with the problems which 
appear to stem from rapid social change. For 
the most part I find it necessary to respond to 
these questions with other questions. 

Whereas it appears that clear-cut values 
and limits on child behavior do promote 
ego and superego development, is it con- 
ceivable that the more flexibly or inconsis- 
tently applied discipline which may be 
associated with uncertainty about cultural 
values could have a more positive effect in 
the long run? For example, would children 
reared in this way develop a less tightly 
bound but effective psychic structure with 
a greater flexibility in functioning? Similarly, 
could a relativity of values and an absence 
of absolutes in child rearing result in the 
development of a less Stringent or less 
archaic superego with greater intrapsychic 
harmony and less duplicity? On the whole 
I think not. 

Will the broader exposure of children to 
a great variety of stimuli and experiences 
because of our advanced means of com- 
munication and travel result in an adult 
With a broader intellect, a better understand- 
ing of other peoples, and a greater wisdom? 
Perhaps yes. 

Would the possibility that our society has 
attained a fairly high level of security and 
maturity somehow account for an ability to 
yield black and white values in favor of 
shades of gray—i.e., in favor of uncertainty, 
ambiguity, and relativity? Certainly one of 
the hallmarks of individual maturity is the 
ability to tolerate these same circumstances. 

As to what might be done, it would seem 
desirable to undertake more studies and 
more thorough studies of the deeper intra- 
Psychic processes of normal adolescents, 
particularly of low socioeconomic groups, 
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giving equally careful consideration to the 
influence of familial, subcultural, and cul- 
tural milieus. 

We perhaps should consider whether the 
societal consensus which provides the basis 
for child-rearing attitudes and practices can 
be more rapidly brought into line with 
changed and changing social conditions. 
Consideration should be given to providing 
social structures for more adequate and con- 
tinuous communication between adolescent 
and adult generations. Attempts to do so 
are currently being made in many colleges 
and universities, although much less so in 
high schools, in response to insistent de- 
mands by students. 

Perhaps new techniques of education such 
as are already being applied in some schools 
can help the child and adolescent to cope 
with the challenge posed by the vast body 
of knowledge and information which con- 
tinues to grow with increasing speed. For 
example, the technique of permitting the 
child to follow his own inclinations in ap- 
proaching a given field of knowledge while 
the teacher serves as a source of inspiration 
and reference appears to me to hold much 
promise. Such a method would appear to 
promote learning in a particularly ego syn- 
tonic way by not stifling but enhancing 
natural curiosity and motivation and by pro- 
viding the satisfaction and sense of mastery 
which derives from the active role of prob- 
lem solver. à 

Finally, a most important question, which 
was set forth in the GAP report on normal 
adolescence(3): Can and should there be 
a deliberate, rational approach to the solu- 
tion of the culture-bound problems between 
the adult and adolescent generations—as it 
were, a therapy of cultural institutions? 


Stanley Goodman, M.D. 


HERE SEEMS little evidence to support 

the view that youth unrest is uniquely 
bound to this particular historical or cul- 
tural setting. On the contrary, although 
specific manifestations may vary quite con- 
siderably and are not to be underestimated, 
young people have been in a state of unrest 
everywhere and always. All our experience 
with and understanding of adolescence as 
a maturational stage leads to the conclusion 
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that it is inevitably a troublesome period 
for all concerned. 

There is, nevertheless, the general impres- 
sion that adolescent unrest is now more 
acute and obviously it is more grossly visible 
than ever before. This view may be due 
to several factors, among which is certainly 
involved the continually advancing techno- 
logical capacity for transmitting news and 
information in saturating quantities. Whether 
or not adolescence per se produces more 
unrest than formerly, it certainly is true 
that we are all much more quickly and 
thoroughly informed about every social 
action and reaction. 

The concept of a “generation gap,” as 
put forward by both adolescents and adults, 
has relevance to the unquestioned and pro- 
found intergenerational struggle but also has 
the propagandistic function and effect of 
stressing the difference between the oppo- 
nents, the better to rationalize mutual attack. 
I suggest that it would be fruitful now to 
study the intergenerational continuities as 
well as the “gap”—thus, to recognize the 
important similarities in the sources and 
forms of conflict and unease which assail 
adults as well as adolescents. 

I will begin with a review of the sources 
of anxiety and unrest that may be said to 
be specific to the older adolescent, continue 
with a brief and selective inventory of. 
defensive and adaptive responses by that 
group, and conclude with an examination 
of adult responses to youth unrest and their 
own unrest, and the implications for the 
“generation gap.” 


Sources of Anxiety 


The older adolescent is under great 
internal and external pressure to reach a 
relatively stable integration of individual 
maturation and development within a par- 
ticular culture. Essential psychological inde- 
pendence from the family of childhood must 
now be achieved and stabilized to accompany 
the previously attained physical indepen- 
dence so that productive, reproductive, and 
protective responsibilities toward others may 
be assumed with confidence. As described 
and documented in discussions of early 
adolescence, puberty—characterized by in- 
creased instinctual drives—brings about the 
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maturation which makes genital gratification 
and aggressive dominance physically possible 
in relation to those who were the objects 
of infantile strivings. 

Most observers seem agreed on the nu- 
clear position of the acutely revived oedipal 
conflict in the dynamics of adolescence. 
This constellation should not be underes- 
timated even in late adolescence, The grati- 
fication as well as the control of the 
instinctual drives, and the struggle over 
separation from the parents, are significantly 
and pervasively affected by the oedipal con- 
flict and are certainly the most important 
internal sources of youth unrest. Full gen- 
itality, unambiguous sexual identity, and the 
capacity for gratifying heterosexual experi- 
ence with a nonincestuous partner are not 
possible until a more or less stable second 
resolution of the revived oedipal conflict is 
finally achieved during late adolescence. 

Closely related to this, the older adoles- 
cent, threatened by the rapidly approaching 
termination of the institutionalized morato- 
rium of adolescence, searches anxiously for 
the security of a relatively dependable sense 
of individual continuity and function in 
relation to others—an individual sense of 
self, a life style, a character, an identity. 
It is clear that the successful metamorphosis 
from late adolescent to young adult requires 
an adequate response to many interlocking 
maturational and developmental challenges. 
A stable sense of self depends, of course, 
on the stabilization of the Telationships of 
all psychic structures (id, ego, superego) 
and the availability of suitable models for 
identification. This, in turn, depends on the 
outcome of recathected oedipal and pre- 
oedipal problems. 

What are the external Sources of late 
adolescent unrest? The adult members of 
every human society join, more or less de- 
liberately, in training, persuading, educating, 
rewarding, and, if necessary, coercing the 
young to participate in that society and 
on its values. In primitive Societies few, if 
any, alternatives are offered to its youth; 
conformity to one of the limited number 
of available social roles is demanded and 
enforced with unambiguous ritualization. 
In more complex societies, although the num- 
ber of possible social roles and life styles 
Is Increased, the ritualization of the trans- 
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formation of youth into adult becomes less 
certain and therefore potentially more dis- 
turbing for young people. 

Our own society currently demands mili- 
tary service in a confused and unpopular 
war from the late adolescent male. There 
can be no question that this is a major 
external factor contributing to the present 
manifest disquiet of youth, girls as well as 
boys. All nations attempt to indoctrinate 
their youth with a readiness to kill or risk 
being killed for the attainment or defense 
of national political aims. However, when 
the officially professed social and moral 
values taught to the young seem to many 
of them to be violated and contradicted by 
the social, political, and military realities, 
then visible expressions of gross unrest and 
protest are inevitable and understandable. 

Young people belonging to disadvantaged 
minority groups within a society obviously 
have very special problems in achieving sat- 
isfactory adulthood since the external social 
pressures and circumstances of their lives 
more regularly tend to discourage develop- 
ment of self-esteem and do not permit them 
full opportunity to attain gratifying and pro- 
ductive lives, 

The late adolescent, who is expected to 
assume the responsibilities of adulthood in 
the very near future, is still essentially not 
enfranchised, a minor, for whom major de- 
cisions are made. It is obvious why he so 
readily and vigorously identifies with others 
who he feels are also relatively weak and 
exploited: racial minority groups, small 
young nations, unorganized labor, and so 
on. 

Certainly the most pervasive and char- 
acteristic manifestations of unrest in late 
as well as early adolescents are associated 
with their anxious and conflicted efforts to 
Separate themselves from the original oedipal 
family. This move is in itself adaptive and 
not necessarily defensive. It is always ac- 
companied by a certain amount of “un-ease,” 
and we are all well aware of the difficulty 
in marking the line in the broad spectrum 
between adolescent un-ease and adolescent 
dis-ease. The continued effort to change 
from being "someone's child" to being 
"someone" frequently results in the hope- 
fully temporary but sometimes very handi- 
capping intention to be “someone absolutely 
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different,” with consequent rigidly opposi- 
tional attitudes and behavior which may 
strongly influence personal, social, educa- 
tional, and occupational goals. 

It is nevertheless important to avoid an 
overemphasis on defensive processes and a 
neglect of the adaptive meaning of much 
that we observe in the individual adolescent 
and his group culture. Superficial misinter- 
pretation occurs when adults tend to classify 
what displeases or offends them as evidence 
of pathology and what is acceptable as 
healthy activity. Adolescents characteristi- 
cally do have an abundance of energy avail- 
able for exploring the world physically, 
intellectually, and emotionally; they are in- 
tensely involved in expressing themselves, 
and they are constantly seeking, with varying 
degrees of conflict and difficulty, experiences 
which will gratify instinctual drives and, if 
possible, reassure them against private 
anxiety. 


Experimentation with Drugs 


We can recognize the shifting balance and 
interplay of defense and adaptation in the 
several familiar categories of adolescent ac- 
tivity and/or unrest. The experimentation 
with drugs is a particularly complex re- 
sponse. In the early adolescent there may 
be a special investment in doing something 
daring or defiant—something that would 
disturb the parents if they knew—and also 
doing what is expected or demanded in a 
particular peer group. In the older adolescent 
the motivation seems in addition to have 
somewhat more to do with anxious attempts 
to both lose and discover oneself and others 
through the magical assistance of the drug. 

The urgent wish for an escape from con- 
flict and anxiety into a sense of omnipotence 
and omniscience by way of a magic potion 
is certainly not new. What is new 1s the 
greatly increased use of drugs by young 
people. A recent survey quoted in the press 
indicates that in a sample of 300 under- 
graduates at a large private university one 
out of five has tried marihuana and one 
out of 25 has used it more than once a 
week for an unspecified period of time. 
One out of 18 has tried LSD or other sim- 
ilar hallucinogens at least once. We nies 
hardly avoid the speculation that this tren 
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has been adventitiously encouraged by the 
vastly increased prescription and use of 
every kind of drug, particularly in relatively 
affluent societies. Many of today’s adoles- 
cents have had lifelong experience with 
“good” drugs. The widespread use of anti- 
biotics, sedatives, analgesics, and tranquiliz- 
ers has certainly fostered the belief (not 
only among young people) that there is, 
or should be, a chemical solution for every 
discomfort. 


Sexual Behavior 


There have been many and varying as- 
sessments of sexual behavior at this develop- 
mental stage. Sufficient accurate information 
to support dependable conclusions is not 
available. One is left, therefore, with an 
over-all impression gained from incomplete 
data and accumulated clinical experience. 
In comparing current late adolescent pop- 
ulations with preceding ones during the past 
30 or 40 years, one may cautiously suggest 
that the change in more or less publicly 
expressed attitudes of adolescents about pre- 
marital sexual relations has changed radi- 
cally, particularly among college students. 
Actual private behavior has changed only 
moderately; the incidence of premarital sex- 
ual relations probably was greatly underesti- 
mated 30 years ago and probably is some- 
what overestimated now. 


Alienation 


The term “alienated adolescent” has an 
attractive contemporary sound but is actually 
quite loosely conceptualized and poorly de- 
fined. It has been used in reference to widely 
differing individuals whose psychiatric di- 
agnosis might properly range from essentially 
normal (even though rejecting certain es- 
tablished adult standards) through behavior 
disorder or psychopathic personality or in- 
cipient character disorder or neurosis or 
borderline psychosis and even overt psycho- 
sis. As we would expect, there are many 
sources and meanings of the psychological 
state in which an individual is unable to 
participate in intimate personal relations or 
adopt a conventional role in the existing 
social structure. It should be noted, however, 
that concern about the social “drop-out” 
might very well be supplemented by concern 
about the social “drop-in” who responds to 
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developmental stress by becoming a restrict- 
ed conformist just as the "drop-out" may 
become a restricted nonconformist. These 
groups may be more closely related in their 
actual and debilitating withdrawal from a 
creative life experience than their appearance 
and overt behavior would indicate. 

Along with the private conflicts which 
lead to a more or less rationalized with- 
drawal from society, I think we would have 
to agree that there is a sector of objection 
and opposition to society as it exists which 
is reality-based and rational. In this sense 
it may truly be said that many adolescents 
today are indeed alienated and have become 
estranged from the societies in which they 
live. Along with all the other categories of 
Tesponse, the intense political activity of 
many late adolescents also resists easy gen- 
eralization, The characteristic uncompromis- 
ing quality of youthful social and political 
attitudes and behavior derives from every 
component of the as yet unconsolidated and 
unstabilized psychic structure: the insistent 
instinctual drives toward immediate gratifi- 
cation, the urgent defensive-adaptive ego 
responses to id and superego, as well as 
the stern superego prohibitions and ego ideal 
moral imperatives. The charges, not neces- 
sarily always untrue, of hypocrisy, moral 
compromise, and “sell-out” almost routinely 
made against all preceding generations seem, 
in part, to defensively externalize the in- 
ternal ego-superego conflict, 

On the other hand, the politically active 
and articulate adolescent often seems to be 
in the surprising Position of actually de- 
fending the conventionally expressed: ethical 


generation, 
their unique- 
ness and discontinuity: from preceding 
generations. Thus they seem to claim to be 
completely self-created, original in their in- 
and radical in their 


further attempt: to deny strong and persis- 


tent early identifications with parents who 
have been discovered to be imperfect, and 


must, for defensive reasons, be 
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with complete abandonment. Late ado 
cents, still in the throes of forging th 
independence and individuality, neverthele 
are moving toward an awareness of the 
core identifications, their essential specit 
similarity and cultural continuity with thei 
elders, imperfections included. 


Adult Response 


What are some of the components of 
adult response to youth unrest? Hostili 
and resentment certainly play a prominent 
role. The challenge of youthful criticism and 
rebellion against accepted standards in every — 
area of social and private life threatens most 1 
adults, who have strong investments in al 
least some aspects of the ‘world as it is 
Attainment of the presumed ideal of total d 
obedient conformity by the youth to the 
manners, standards, and goals of their elders 
would tend to reassure adults regarding the 
adequacy of their own adaptation and the 
value of their investment in the status quo. - 
The radical proposals and activities of the — 
young (not only political in nature) there- j 
fore stimulate strongly negative reactions in ! 
many adults because they threaten abolition — 
of familiar institutions, attractive even when 
far from fully gratifying, and may reawaken 
personal conflicts sometimes long repressed. 
The revived oedipal connotation of adoles- 
cent rebellious behavior is met with counter- 
oedipal attitudes which color so much of 
the intergenerational conflict. At the family 
level the specific response is significantly - 
determined, as one would suppose, by the ` 
sex of the parent and adolescent involved. i 

Guilt, whether conscious or not, is another ! 
important element in the adult attitude — 
toward youth. There is the widespread guilt © 
of adults—fantastic and realistic, neurotic — 
and appropriate — because they have, or feel 
they have, “not done enough” or have “done 
too much,” or “done the wrong thing” in 
relation to the younger generation. There is 
also the guilt evoked in the adult by observ- 
ing adolescent dedication to social and per- 
sonal ideals, however unstable, impractical, 
or even misguided it may be. Many adults 
are painfully reminded of their own change - 
of primary commitment from intensely felt - 
youthful ideals of social reconstruction to 
narrower personal concerns and attachments. 

Envy must be included in possible adult. 
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reactions to. at least some aspects of late 
adolescent behavior. While there is little 
nostalgia for the pain and discomfort of 
those years, the energy, enthusiasm, adven- 
turousness, idealism, and freedom of the 
relatively unencumbered and uninvested life 
stimulate conscious or unconscious envy. 
This contributes to attitudes which are then 
expressed as complex and contradictory mix- 
tures of approval and disapproval, idealiza- 
tion and "demonization." Adult envy of 
youth is demonstrated in a variety of ways, 
not the least of which is the growing adult 
imitation and commercial exploitation of 
many elements of the *youth culture." 

The positive affects and attitudes also 
belong in this spectrum of adult reaction: 
affection, admiration, and compassion for 
youthful accomplishments, problems, and 
uncertainties, a. sense of basic identity with 
youth, and an awareness of the continuity 
of the generations. These affirmative re- 
sponses are not always experienced easily 
or regularly by members of the adult gen- 
eration in most modern societies. Intraspecies 
aggression, which manifests itself in inter- 
generational struggles as well as in other 
interpersonal conflicts and international war, 
fosters a predominant focus on the dissim- 
ilarities rather than the similarities between 
the groups involved. The "different ones" 
are feared and attacked as enemies who 
must be viewed as very different in every 
way from “us” in order to justify attack. 

It may be too much to confidently expect 
that growing collective insight will result in 
a benign diminution of the generation gap 
in spite of the inevitable generational dif- 
ferences. However, the mutually irritating 
and stimulating influence of the adjoining 
generations has always had a significant and 
ultimately beneficial effect on social progress. 
The factors that have brought about changes 
in society must not be oversimplified. Never- 
theless, adults may achieve some greater 
realization of the crucial role of “restless 
youth” as a source of progressive and human- 
izing changes in society. The insight that 
present adults were once very much as 
younger people are now, and that the present 
young people soon will be very much as 
the adults are now, may be conducive to 
more adaptive and less defensive and de- 
structive responses across the “gap,” par- 
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ticularly from the side of the adults who 
have the experiential advantage of having 
been through it. 

The adolescent unrest which derives from 
world crisis as well as that which derives 
from intrapsychic and interpersonal conflict 
will only be fundamentally modified when 
a truly radical transformation has occurred 
in man’s expression of love and hate for 
his fellow man, We have no choice but to 
continue the never-to-be-completed struggle 
toward mastery over the sources and effects 
of the unrest in all of us, adult as well as 
adolescent. 


Peter Blos, Ph.D. 


i v» IS THE privilege of age to make the 
claim of having been around a long time. 
I remember well how the first analytic work 
with children, about 45 years ago, raised 
the hope that deviant emotional development 
could be avoided by shaping the child's en- 
vironment in such a way that conflict— 
and, hence, anxiety and frustration—would 
be kept at the most minimal level. The 
young adults who were the product of this 
tailor-made world made us: realize that our 
reasoning had been faulty. 

Ego psychology illuminated the underly- 
ing fallacy and taught us the lesson that 
the child can tell us what is best for him 
at the moment but not what is best for 
him in the long run. The environment must 
interpose inhibitions, substitutions, delays, 
and the use of symbols—as for example, 
speech. Of course, all interventions by the 
environment which promote the socialization 
of the child can and will create conflicts , 
all along the lines of development. This, 
in turn, leads to conflict resolution. which 
constitutes a triumph of the ego over primi- 
tive need gratification. 

I am certain that you have guessed the 
reason why I dragged dusty memories into 
the light of day. It is often said that adoles- 
cents can tell us what is wrong with their 
world or with their immediate environment. 
If we would only listen to them and im- 
plement their recommendations, the adoles- 
cent unrest would subside. 

Nothing could be further from the truth. 
There is no doubt in my mind that adolescent 
unrest is symptomatic of social and insti- 
tutional anachronisms and breakdowns. In 
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this sense, adolescent rebellion in all its 
forms—from idealism to suicide—spells out 
the fact that the facilitating environment 
(to use Winnicott’s term) has lost some of 
its essential functional relevancy in relation 
to human development. 

This is an opportune point to consider 
the function of the environment in relation 
to the unfolding of the personality. I em- 
phasize this theoretical issue because both 
Papers dealt with this basic interactional 
problem as it is manifested socially and 
clinically. In staking out the ground from 
where I view this issue, I would say that 
psychic structure is the reflection of envi- 
ronmental influences after they have been 
selectively internalized. Psychic structure 
formation continues through the formative 
stages of human growth and comes to a 
close with the end of adolescence. The ado- 
lescent effort to change the environment is 
an effort to establish harmony and congru- 
ence between psychic and environmental 
Structures as mutually maintaining each 
other. Only if the adolescent process moves 
forward toward adulthood does this mutual- 
ity gain in complexity and become directed 
toward goals that are antagonistic to the ho- 
meostatic psychic processes of childhood as, 
for instance, to the Protected or receptive 
existence within the envelope of the family. 

If we believe—as I do—that there exists 
a sequential order in which human develop- 
ment and maturation proceeds, then I cannot 
appreciate the plea for a redivision of norms 
as they apply to health and Sickness in 
adolescence. It is true—as Dr. Goodman 
reminds us—that the forms in which health 
and sickness become manifest have always 
changed radically along the endless chain 
of generations. It is the expertise of the 
psychoanalyst to establish a meaningful cor- 
relation between Phenomenology and intra- 
PSychic processes, especially as they relate 
to drive and ego organization. Regardless 
of the historical epoch, certain basic Psychic 
Testructurings constitute, by definition, what 
we call the adolescent Process. To call this 
into question would be tantamount to pos- 
tulating that adolescent development could 
Proceed without pubertal—ie, sexual - 
maturation or conversely that physical mat- 
uration could proceed without specific—i.e., 
universal—psychic accommodations, 
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This line of reasoning brings an anecdote 
to mind. When the analyst and anthropol- 
ogist Geza Roheim returned in the late 
1920s from Australia, where he had studied 
the aboriginals in order to verify the psy- 
choanalytic theory of psychosexual develop- 
ment, he reported in Vienna to an assembly 
of analysts that he was unable to find any 
indication of the anal stage among these 
people. Freud's reply to this comment simply 
was: “Don't these people have an anus?” 

Let me spell out the thought, implicit 
in Freud's comment, by saying that sexual 
maturation—i.e., puberty—introduces a nov- 
el drive quality and necessitates a shift in 
object relations that corresponds to the 
universality of the incest taboo. The essence 
of this shift is represented in the emotional 
disengagement from the primary object ties, 
namely from the internalized parents of 
early childhood. I have described and con- 
ceptualized this complex and drawn out pro- 
cess as the second individuation of adoles- 
cence. This process can only be accomplished 
through regression that is a regression in 
the service of forward development. The 
dangers of regression are by and large 
mitigated by the ego competency that has 
been acquired during the preparatory stage 
preceding adolescence, namely the latency 
period. 


Developmental Norms 


You might ask why I bring up these mat- 
ters of development. Like Dr. Settlage when 
he discussed the steps in socialization, I am 
motivated by a sense of urgency to establish 
developmental norms against which we can 
measure the adolescent process—its suc- 
cesses, variants, failures, and aberrations. 
I have presented, in the foregoing, three 
basic phase-specific characteristics by which 
to assess the adolescent process, namely the 
second individuation, the vicissitudes of 
Tegression, and the postlatency ego and its 
adequacy for coping with the typical adoles- 
cent challenges and their disequilibrating 
influences. 

All three aspects are interrelated and op- 
erate within an environmental matrix that 
acts either as a beneficial or a noxious 
agent on the psychosocial organism of the 
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individual adolescent. We pay equal evalua- 
tive attention to both—the psychic restruc- 
turing and the environmental impact; the 
latter we regard in terms of the “facilitating 
environment” of Winnicott or the “average 
expectable environment” of Hartmann. 

I shall now turn my attention to the 
broad panorama of restless youth. We must 
keep in mind that youth is the most sensitive 
indicator whenever “something is rotten in 
the state of Denmark.” Nobody can deny 
that there is plenty rotten in our land. We 
are of course well acquainted with the fact 
that a child’s disturbance reflects in one way 
or another a family disturbance, even if 
it is well contained within the adult world. 
The child cannot tell us exactly what ails 
his family nor how to bring about a desired 
change. Similarly, the ‘adolescent warns us 
of a societal breakdown by his actions with- 
out being able to formulate exactly the com- 
plexities of a societal regeneration. 

As a generalization my statement is in- 
correct and arrogant; as a point of view 
it deserves your consideration. Dr. Goodman 
has emphasized that many civic disturbances 
caused by youth are manifestations of a 
vigorous pursuit of the adolescent process 
and reflect the exercise of responsible citi- 
zenship. It also has become lately apparent 
that peace demonstrations, draft protests, 
marches, sit-ins, and riots are the signs of 
a social revolution which is tragically shaped 
by the fact that only violence, destruction, 
and terror will set sluggish legislative pro- 
cesses into motion. The social phenomenon 
of youth, especially black youth violence, 
does not belong exclusively with our pro- 
fessional specialty but will be affected most 
constructively and enduringly by the ballot 
box and in the courts of law. ; 

My own concern about youth centers on 


‘the older adolescent, whom I know best 


from my clinical work. He is the adolescent 
who has settled down in a transitory stage 
of the adolescent process; in other words, 
his adolescent development has been arrested. 
We all are familiar with this middle-class, 
white, alienated, generation-gap-minded, 
drug-taking, noncommitted older adolescent. 
Some individuals from this group are avail- 
able for psychotherapy of analysis. What 
becomes immediately clear in treatment 1s 
the enormous dependency On @ caretaking, 
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tension-reducing environment, which repre- 
sents a displacement from the family. The 
sham independence can only be maintained 
by a physical, namely a geographic, or a 
moral, namely an ideational, distance from 
the parents. This antipodal existence in a 
self-built ghetto is stabilized by a congenial 


-group that offers mutual narcissistic support 


and aggrandizement in restoring a danger- 
ously low self-esteem. 

An arrested psychosexual development 
and consequently the avoidance of the ado- 
lescent process becomes evident in the infan- 
tile quality of sexual relations. The genital 
behavior of heterosexual relations is to many 
adolescents the ultimate proof of their emo- 
tional maturity. It is, however, axiomatic 
in our thinking that the pubertal maturation 
of the sexual organs, while it offers a new 
discharge modality for sexual tension, is by 
no means identical with genitality. 

The arrest of psychosexual development 
falls broadly into the stage of early adoles- 
cence on which Dr. Settlage's paper is fo- 
cused. I have always been impressed by the 
persistence of pregenital modalities in the 
love life of these older adolescents. The 
absence of aggression, in fact the consecra- 
tion of “peace and love” as ideological affect 
regulators, cannot fail to impress the ob- 
server. In the analysis of some of these late 
adolescents this remarkable absence of ag- 
gressive affects becomes understandable in 
the light of their incapacity for aggression 
control or its modulation. In the cases I have 
studied I could trace this defect to either 
a parental sanction of aggression as a sign 
of vitality, self-confidence, and virility in 
the child or to a moral condemnation of 
aggression coupled with a premature insis- 
tence on rationality that leads the child to 
a dependence on the magic of words. 

This brings me to the point which Dr. 
Settlage made when he said that many chil- 
dren are ill-prepared to sustain the strain of 
the adolescent process. It is true that keeping 
the adolescent process in flux requires the 
tolerance of affective tension states (such 
as anxiety and depressive affects) that has 
to be acquired before the onset of adoles- 
cence. Adolescence itself is a narrowing- 
down of the wide open spaces that lay 
promisingly before the eager and adventur- 
ous eyes of childhood. The acceptance of 
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limitations of the self, the relegation of 
childhood grandiosities to personal memories 
and collective daydreams, can easily threaten 
the narcissism of the adolescent beyond en- 
durance. Instead of self-limitation (which 
is a precondition for character formation) 
we witness its prevention through the ex- 
pansion of consciousness. This reference to 
drugs should be taken with caution. For the 
type of adolescent I am talking about, drug- 
taking is a nonspecific activity, which is to 
say that it does not represent an obligatory 
component of any particular syndrome. 


Adequacy of Ego. 


The Scylla and Charybdis of adolescence 
are represented by narcissistic deflation 
through self-limitation and the danger of 
getting lost or getting trapped along the 
Tegressive paths that are the only roadways 
leading to maturity. Whatever the outcome 
of this dangerous journey, ultimately the 
adequacy of the ego determines its fate. It 
is no surprise that we are confronted in 
the consulting room with a broad spectrum 
of adolescent ego pathology that becomes 
manifest at the time when the Psychological 
existence within the structure of a family 
loses its organizing influence. At that point 
of development it is the institutional influence 
of society that has to offer continuity in 
terms of structure and organizing principles. 

It has been my impression that the pres- 
ent disorganization of social Structures and 
the cynical Corruption of professed public 
ideals act like a psychonoxious agent on 
the consolidation process of late adolescence, 
Indeed, the defective Structure of social in- 
Stitutions lays bare in many adolescents an 
ego deviancy of early childhood which was 
contained as long as the child remained part 
of a family. It is my contention that adoles- 
cent phase-specific Tegression, finding no 
adequate societal Support or rescue, leads 
to the formation of adolescent groups, which 
contain flagrant ego inadequacies or put 
them to self-protective and adaptive use. In 
this sense the apologists and the defenders 
of adolescent deviancy who see in it a new 
social movement are Paradoxically correct 


When they say that there is “health in. the 
Sickness." 
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YOUTH UNRE 
Adult Reactions 


This brings me to another point 
in both papers relating to adults’ reactio 
to the new forms of adolescent life, At h 
top of the list stands Dr. Goodman's ob 
servation concerning the adult's envy 
youth. To have lost one's youth is to have 
lost everything unless one can look forward. 
to the playtime of retirement. The fear of. 
growing older is so pervasive that the 1 
adult's identification is with one's own lost. 
youth, for which no adolescent can ever be t 
a fitting model. 1 

In this context the response of the adult 
to the hair style of the adolescent and young | 
adult is worth contemplating, To put it 
briefly: the long hair appears to many an - 
adult as a transvestite provocation, which 
tells more about the onlooker's homosexual 
fears than about any sexual deviancy of - 
the long-haired youth. The reaction to the a 
beard is more difficult to understand and 
seems absurd, since the beard is a bodily 
adornment bestowed by nature exclusively 
on the male. 

In closing the discussion I shall put into 
the affirmative some interrogative sentences 
with which Dr. Settlage ended his paper. 
He asks how we can prepare the child for 
a life in a world of change, I shall read 
the paragraph which is of central importance 
to our discussion. 

“Whereas it appears that clear-cut values 
and limits on child behavior do promote 
ego and superego development, is it con- 
ceivable that the more flexibly or inconsis- 
tently applied discipline which may be 
associated with uncertainty about cultural 
values could have a more positive effect in 
the long run? For example, would children 
reared in this way develop an effective but 
less tightly bound psychic structure with a 
greater flexibility in functioning? Similarly, 
could a relativity of values and an absence 
of absolutes in child rearing result in the 
development of a less stringent or less 
archaic superego with greater intrapsychic 
harmony and less duplicity? On the whole, 
Ithink not." 

It is my opinion that “clear-cut values 
and limits on child behavior" affect the 
formation of the ego that promises to be 
sufficiently cohesive and Structured to cope 
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adaptively with dangerous situations such 
as change, the new, and the unknown. The 
judicial evaluation of the world around us 
requires firm points of reference, be they 
in the ego or superego. An oedipal, forceful 
superego supersedes the archaic, ruthless, 
and cruel superego of the preoedipal period 
—indeed, it neutralizes its tyranny. However, 
when dangers remain as coming only from 
the outside world, conflicts also remain ex- 
ternal. The superego promotes internal con- 
flict, which is preconditional for ego differ- 
entiation. Without internalization, conflict, 
and differentiation the processes of develop- 
ment and maturation will remain primitive 
with an inflexible and narrow adaptive scope. 

Both papers have dealt in essence with 
this problem. I emphasize it here as the 
condensed thought around which our far- 
flung contemplations might rally, pleading 
that this focal idea not be lost in the tur- 
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bulence and noise of the subject matter 
which the panel has set out to explore. 
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Conceptual Objectives for a Model Course 
in Psychopharmacology in Psychiatric Education 


BY FRITZ A. FREYHAN, M.D. 


Although pharmacotherapy has become the 
most widely used psychiatric treatment, psy- 
chiatric education reveals a striking neglect 
of clinical psychopharmacology. Our ed- 
ucational objective should be the develop- 
ment of knowledge in pharmacopsychiatry 
that is not limited to useful drugs but em- 
bodies interrelated aspects of clinical and 
experimental psychiatry. The author pre- 
sents some ideas for a model course that 
attempts to integrate psychopharmacological 
topics with clinical psychopathology and 
psychiatric theory in general. 


T HE MODERN ERA of pharmacotherapy 
began in this country with the introduc- 
tion of chlorpromazine and reserpine in 
1954. Ten years later Barton and Mala- 
mud(2) published a report on the American 
Psychiatric Association's “summit” confer- 
ence on graduate psychiatric education, As 
the report revealed, the conference “faced 
insurmountable difficulties in carrying out 
its assigned task.” It failed to formulate 
an adequate program in psychiatric educa- 
tion because of deep divisions among the 
conference participants. 

The conference acknowledged that only 
a few psychiatric training centers offered 
the resident a broad and relevant program 
in the basic biological sciences. The partici- 
pants remained, however, strongly divided 
on proposed revisions to place greater em- 
phasis on new knowledge derived from the 
biological and social sciences, In this con- 
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nection it should be mentioned that a pre- 
conference survey of representative training 
centers indicated that residents in their 
second and third years of training tend to 
lose their sense of identity as physicians 
and become isolated in the psychiatric field. 

We can only regard this as an astonishing 
anachronism at a period in American psy- 
chiatry in which pharmacotherapy has be- 
come the most widely used psychiatric 
treatment. During the past decade psycho- 
pharmacology became a new interdiscipli- 
nary science with vast implications for psy- 
chiatric theory and therapeutic practice. 
Seventy to 90 percent of all psychiatric 
patients are treated with drugs today, either 
alone or in combination with psychotherapy 
and other forms of treatment. I reacted to 
Barton and Malamud's report with an article 
exploring the pathology that interfered with 
a revision of the goals and objectives of psy- 
chiatric education(8). Regarding pharmaco- 
therapy, I stated: 


The relatively few seminars and lectures on 
drug treatment which have been added to an 
essentially unchanged core curriculum can hard- 
ly do justice to the complex theoretical and 
clinical requirements for competent treatment. 
First year residents are often given what 
amounts to a free hand when it comes to drug 
treatment, while systematic supervision is 
rightfully considered an absolute necessity for 
psychotherapy. 


Meanwhile, the APA Committee on Drug 
Safety and the American College of Neuro- 
Psychopharmacology agreed to join forces 
by forming the Joint Committee on Education 
(of which I am a member) in this field. 
To get at the facts the committee initially 
undertook a survey of current training pro- 
grams. The findings confirmed our impres- 
Sion of a striking neglect of major aspects 
of psychiatric pharmacotherapy. Many train- 
ing centers of the highest reputation—both 
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academic and nonacademic—reported little, 
if any, systematic training. A few special 
lectures, often given by invited guests rather 
than by staff members, were assumed to 
cover the subject, while clinical treatment 
was neither taught nor supervised. 

Do these facts suggest a second-class 
status for American psychopharmacology? 
Appleton and Chien(1) devoted a study 
to this question at the Massachusetts Men- 
tal Health Center. An emphatic denial was 
their answer. They acknowledged that “ana- 
lytically oriented psychotherapy has been 
and is the most highly valued treatment 
method." But to determine the attitude of 
staff toward the effectiveness of psycho- 
pharmaca, they administered self-rating scales 
on which they based their conclusions. Since 
88 percent of the staff rated themselves 
either moderately or highly confident in the 
effectiveness of drugs, they concluded that 
“the fact that medication is begun with 
equal promptness by residents of differing 
orientation means that tranquillizers are re- 
garded as aids or adjuncts to psychotherapy 
rather than as evidence of its failure.” 

The fallacy of the reasoning on which 
this conclusion is based is evident from a 
subsequent working paper that the authors 
presented at the joint committee’s confer- 
ence on education in psychopharmacology 
in 1967 (3). This paper deals with an evalua- 
tion of the results of a six-month training 
program for first-year residents at the Mas- 
sachusetts Mental Health Center. Residents 
were classified as “psychotherapeutic” ! if 
they regarded psychotherapy as the superior 
form of treatment, while those who seemed 
uncertain or opposed to this view Were 
labeled “eclectic.” Special tests were de- 
signed to cover a wide range of areas 
relevant to clinical practice. Twenty-four 
first-year residents were tested in their first 
week of residency and again after six months 
at the termination of the psychopharmaco- 
logical training program. i 

Initially, the d groups of residents did 
not differ significantly in their knowledge. 
Six months later, however, à statistically 
significant difference was reported in favor 
of the eclectic group. Both groups knew 
most about psychosocial aspects, and least 
about medical aspects, of drug treatment. 
The psychotherapeutic group scored poorly 
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on questions pertaining to side effects and 
the classification of drugs. Significantly, the 
psychotherapeutic residents prescribed drugs 
as frequently as their eclectic counterparts. 
The report closes with a recommendation 
that formal supervision of drug therapy be 
considered as a matter "worthy of urgent 
concern." 


Current Problems 
in Pharmacotherapy Education 


These studies illuminate the magnitude 
of our educational dilemma. The problem 
is not one of motivation but of conceptual 
barriers. The fact that residents use drugs 
in spite of their biases and without basic 
knowledge seems far more disturbing than 
if bias would keep them from treating with 
drugs at all. We can all agree that it is 
nobody's educational objective to have drugs 
prescribed for the wrong reasons, admin- 
istered with faulty technique, and evaluated 
without sufficient information on action and 
complications. What are widely used today 
are not conventional medications but ever 
more potent compounds with potentially 
more toxic effects. These are not limited 
to somatic reactions but include psychotoxic 
reactions and social side effects as well. 

How can we explain this extraordinary 
double standard, which ensures maximum 
teaching and supervision for psychotherapy 
while condoning amateurish learning condi- 
tions for the now most frequently applied 
psychiatric form of treatment? According 
to the available findings, the majority of 
residents learn pharmacotherapy from hear- 
say and drug advertisements. As a result, 
they cannot distinguish what are rationales 
for, and what on the other hand are 
rationalizations of, pharmacotherapy. We 
cannot escape the question of whether we 
have achieved sufficient maturity in graduate 
psychiatric education to support a truly 
scientific orientation. A resident should not 
only acquire knowledge of concepts and 
theories, but he must also understand the 
evidence on which they are based if he 
is to discriminate between validity and as- 
sumptions(11). 

If psychopharmacology had achieved noth- 
ing else, we would have to hail its im- 
portant contribution to the rediscovery of 
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clinical psychopathology. Since psychophar- 
maca exert selective effects on clinical man- 
ifestations of diverse psychopathological 
states, it became mandatory to identify those 
clinical symptoms or syndromes that con- 
stituted relevant “targets” for therapeutic 
effects(7, 9). 

But we do not find acknowledgment in 
our training programs that psychopharma- 
cology, in addition to its therapeutic value, 
has great research significance for clinical 
psychopathology and the principles of thera- 
peutic effectiveness in mental disorders. It 
has provided techniques of observation that 
are now used in the analysis of clinical 
syndromes in relation to diagnostic entities. 
Only during the past decade has clinical 
psychiatry come of age regarding objective 
methods of observation, evaluation, and 
documentation, Thus it should be incon- 
ceivable to separate psychopharmacology 
from psychiatric theory in general. Our ed- 
ucational objective should, therefore, not be 
limited to teaching the psychopharmacology 
of therapeutically useful drugs; our real 
purpose is the development of knowledge 
in pharmacopsychiatry, which ‘embodies 
many interrelated aspects of clinical and 
experimental psychiatry. 


Ideas on a Model Course 


Before submitting my ideas for a model 
course, I must argue against an autonomous 
teaching program for psychopharmacology. 
The problems that we have to face cannot 
be met by an outline of specific topics 
for lectures and seminars or by laboratory 
and research assignments, desirable as these 
may be. My own proposals concentrate on 
the choice of teaching instruments that seem 
optimally suited to relate psychopharmaco- 
logical topics to behavioral, phychopatho- 
logical, and therapeutic aspects of psychi- 
atry. To provide a conceptual frame of 
reference for residents is what I regard 
presently as a more vital purpose of a 
model course than the selection of cur- 
riculum content. Assuming agreement that 
a model Course presupposes an overdue 
Tevision of existing training programs to 
provide a substantial share of teaching time 
as well as the availability of knowledgeable 
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educators, I submit the following ideas fo 
consideration. 


The Therapeutic Conference 


Admission or intake conferences are hel 
in most clinical facilities with training pi 
grams. While questions of diagnosis, socia 
management, psychotherapy, or somatic 
treatment may briefly come up for discus 
sion, today most patients are started on d 
treatment within hours after admission. 
practice of instant drug treatment app 
rampant and seemingly beyond control. 
obviates a rational procedure of defining 
therapeutic indications and planning in di 
tail the necessary method of treatment. 

The main purpose of the envisaged thera- 
peutic conference is to integrate all pertinent: 
clinical data for a comprehensive assessment 
of multidimensional therapeutic requirements, 
Major stress should be placed on the differ-- 
ential indications for somatic, psychodynam= 
ic, and psychosocial modes of treatmei 
Each treatment should be judged on i 
own merits as seen in the perspective of 
personality, psychopathology, and soci 
circumstances. Nothing can be gained 
the popular package arrangement that as-- 
sumes every patient to benefit from drugs, 
psychotherapy, milieu treatment, and psy 
chodrama, to name but a few. On the other 
hand, there are specific rationales for dif-- 
ferent treatments that do not conflict wi 
each other, if their differing objectives a 
clearly spelled out. 

The question of drug treatment is in es 
sence the question of what represents drugs 
treatable psychopathology. This is not 
matter of feelings, beliefs, or conjecture. 
is common experience that residents rational 
ize drug treatment in terms of sympto 
control and anxiety reduction. These clicht 
are poor substitutes for the knowledge 
specific modes of action and patterns 
clinical effectiveness. Alarming evidence in- 
dicates that patients tend to be overdrugged, 
receiving psychoactive drugs unnecessarily 
or unnecessary combinations of highly dosed 
compounds of great potency for adverse 
effects. 

The question: “What do treatments trea 
is an excellent teaching device. Much valu- 
able time has been lost in the past b 
relating the assumed causes of a psychiatri 
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disorder to the assumed effects of a preferred 
treatment(10). Residents should focus on 
specific symptoms, syndromes, personality 
profiles, and social and psychological con- 
flicts in order to define therapeutic criteria, 
The level of discussion will be raised to a 
higher caliber if discussants are expected 
to relate their opinions to relevant publica- 
tions. Furthermore, residents should for- 
mulate therapeutic prognoses before thera- 
peutic programs are initiated. If conference 
proceedings are documented in the patient's 
record as well as in research files, the habit 
of scientific thinking may be advanced be- 
yond imagination. 

Toward this end, the therapeutic con- 
ference does not aim at a consensus on 
treatment, but at specification of therapeutic 
rationales for any proposed form of treat- 
ment. In regard to pharmacotherapy, speci- 
fication pertains to choice of psychophar- 
maca, methods of administration, and the 
system for monitoring clinical effects, both 
therapeutic and adverse. The time necessary 
for the drug’s therapeutic action, the range 
of doses, the reasons for or against con- 
comitant medications, and the potential ad- 
verse effects and their treatment should be 
spelled out in detail. The resident then will 
know what to expect without falling victim 
to erratic dose manipulations or polyphar- 
maceutical brinkmanship. 


Clinical Rounds 


Clinical rounds in medicine, surgery, and 
other specialties are major events for staff 
and patients. They have been all but aban- 
doned in most American psychiatric hospitals. 
In spite of obvious differences between non- 
psychiatric and psychiatric patients, clinical 
rounds provide an unexcelled opportunity 
for observational judgments. In psychiatry, 
observation is the root process of data 
collection on which theoretical and clinical 
concepts depend. But observational 
must first be taught. While residents are 
superbly taught how to listen, they hardly 
learn how to use their eyes for clinical 
assessments. B; 

For psychiatrists, pharmacotherapy is in 
essence experimental psychopathology. The 
therapist must be trained to observe what 
changes, if and when a therapeutic modifica- 
tion occurs. Pharmacotherapeutic processes 
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or complications cannot be taught didactical- 
ly; they must be observed in order to be 
recognized. As an initial teaching device, 
double-blind designs for resident and patient 
could have considerable value in sharpening 
observational faculties. 

In this setup the first-year resident serves 
as observational assistant to the therapist. 
Without compromising therapeutic purposes, 
the therapist uses neuroleptic and antide- 
pressant drugs at different dose levels, sub- 
stituting placebos intermittently to distinguish 
specific and nonspecific therapeutic effects. 
The resident records his daily observations 
and demonstrates his findings during daily 
clinical rounds. After termination of treat- 
ment, the resident receives all necessary 
information to correlate his observations with 
the qualitative and quantitative aspects of 
drug effects. This works very well as an 
introduction to the vexing problems of drug-, 
dose-, and placebo-related clinical phenom- 
ena. 

After residents take charge of the treat- 
ment, clinical rounds provide the most 
effective and proficient supervision. No 
supervisor can teach by listening to verbal 
reports of residents in his office. Monitoring 
drug effects requires close collaboration be- 
tween clinician, nurse, and laboratory. It 
is a disturbing reflection of the present state 
of affairs that residents know little about 
the adverse psychological, somatic, and so- 
cial effects of drug treatment because they 
are neither expected to examine patients 
regularly nor taught how to interpret their 
observations. The literature reveals a marked 
difference between reported side effects 
depending on whether the data are based 
on patients’ complaints or on regular ex- 
aminations as part of the therapeutic pro- 
cedure. 

While only physicians are authorized to 
use drugs, psychiatrists still have to over- 
come their intellectual idiosyncrasy to what 
they regard as purely medical routines. The 
imaginative use of portable tape recorders 
and movie cameras during rounds stimulates 
observational vigilance. Residents are en- 
couraged to use this equipment to monitor 
changes in affectivity, psychic tempo, kinetic 
behavior, and the neuroleptically induced 
changes in psychomotility functions. Simi- 
larly, the tape recorder monitors experiential 
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changes as expressed by the patient as 
treatment progresses. 

Pharmacotherapy, taught clinically in the 
dimensions of psychobiological and psycho- 
social reactions, will prove highly persuasive 
in creating a holistic approach in psychiatry. 


Outpatient Clinics 


For the advanced resident the teaching 
scene shifts to the outpatient department. 
Clinically, if not socioeconomically, the out- 
patient closely resembles the private-prac- 
tice patient. A major development in 
psychiatric treatment is the compensatory 
drug treatment of serious psychiatric dis- 
orders that manifest themselves in periodical 
prolonged, or perpetual personality dysfunc- 
tion(6). The evidence that drug-induced 
improvement can be maintained once 
achieved provides the rationale for com- 
pensatory treatment that restores and sup- 
ports the patient's functional adequacy. 

The nationwide decrease in the number 
of hospitalized psychiatric patients accounts 
for the swelling tide of ambulatory patients 
on drug treatment. The formation of so- 
called “drug clinics," which specialize in 
maintenance treatment by prescription re- 
newal, is clearly in violation of the con- 
cept of comprehensive treatment as envis- 
aged by the founders of the community 
mental health centers. As far as outpatients 
are concerned, there can be no maintenance 
drug treatment for any person who carries 
with him the pressing burdens of psychiatric 
illness and everyday living. On the contrary, 
the drug-treated ambulatory patient demands 
a highly skilled therapist who can assess 
the patient's clinical responses in the per- 
spective of optimal social functioning. This 
fusion of psychosocial and pharmacothera- 
peutic objectives is a major challenge for 
a model course. 

Outpatients suffer very frequently from 
pharmacogenic pathology that diminishes 
their social adaptation and contributes to 
readmissions. High doses of one or several 
neuroleptic drugs result in apathy and loss 
of initiative, which residents mistake for 
flat affect and poor motivation, The sub- 
stitution of placebos can dramatically dem- 
onstrate what the patient and his family 
will describe as a sudden improvement. 

Clinical conferences for outpatients, held 
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periodically and attended by clinical and 
Social service staff, provide the panoramic 
view of patients’ life situations for which 
residents should be prepared. The conference 
thus serves as the teaching instrument that 
supplants the idea of community-oriented 
treatment for traditionally compartmentalized 
approaches to psychological, somatic, and 
social problems. 


Literature Conferences 


As is the case with other major topics 
in psychiatry, reading must be systematic, 
thorough, and inspiring. Literature confer- 
ences should be held at regular intervals, 
attendance being obligatory. I see the partic- 
ular value of such conferences not only 
in the acquisition of technical knowledge 
but in the discovery of points of reference 
to other developments in psychiatry. 

One way of achieving this is to present 
material in the context of historical con- 
Siderations. Studies of the life history of 
such prototype compounds as chlorproma- 
zine, reserpine, and imipramine are partic- 
ularly suited for this purpose. The resident 
begins by reading the classical paper of 
Delay and Deniker with which they intro- 
duced chlorpromazine for the treatment of 
psychotic patients in 1952(5). They follow 
the work of the French to the development 
of Delay's concept of “neuroleptic treatment,” 
which, as they will later discover, found 
acceptance in the latest classification of 
psychopharmaca by WHO(13). Next, they 
trace the story of chlorpromazine to the 
first reports in Canada and the United States. 
This creates understanding of transcultural 
differences in methodological, diagnostic, and 
therapeutic concepts. 

The evolution of a new therapeutic era 
is brought home as they read the introduction 
and selective chapters of the proceedings 
of the interdisciplinary conference on psy- 
chopharmacology held in Washington, D. C., 
in 1956(4). The embattled position of the 
clinical psychiatrist at that conference will 
be a powerful stimulus to the resident's 
recognition of the importance of research 
for changing psychiatric theory. Comparing 
the disputed clinical drug studies in the early 
1950s with the large-scale NIMH-sponsored 
collaborative hospital studies in the 1960s 
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will strengthen the understanding of progress 
in treatment evaluation. 

Similarly, the story of imipramine, from 
Kuhn’s first report in Zurich in 1957 to 
the first international symposium held in 
Montreal in 1959(12), illustrates most im- 
pressively the scope of interdependent de- 
velopments. To trace the story through sub- 
sequent national and international symposia 
is to witness new developments on all fronts 
of biological, clinical, and pathogenetic con- 
cepts on affective disorders. Furthermore, 
mere inspection and discussion of the tables 
of contents of the proceedings of the Ameri- 
can College of Neuropsychopharmacology 
and the Collegium Internationale Neuro-Psy- 
chopharmacologicum may serve the useful 
purpose of demonstrating the growth and 
significance of psychopharmacology as a 
relevant science. 

In conclusion, I have avoided a chapter- 
by-chapter outline on information content 
to give preference to the educational ob- 
jectives of a model course, for I firmly 
believe that what matters most is to bridge 
the existing conceptual gaps. 
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The Addictive Process in Unusual Addictions: A Further 
Elaboration of Etiology 


BY MANUEL M. 


Addiction is more precisely comprehended 
by understanding the personality of the 
addict rather than the chemical or phys- 
iological properties of the addicting agent. 
The addict has a unique relationship with 
his chosen addicting substance; without 
this agent he cannot deal with the stressful 
factors in his life. The authors present 
case reports of patients addicted to nose 
drops and water. This was a form of un- 
successful self-treatment in which the ad- 
dicts used an external mechanism of de- 
fense to solve their problems. 


Mx AUTHORITIES believe that for ad- 
diction to exist, the addicting agent 
must have the inherent properties of in- 
ducing physical dependency, satisfying psy- 
chological needs, and producing a state of 
tolerance in the addict. In contrast to this 
view, Strecker(12) in 1952 stated that 
"strangely enough, people can become 
addicted to taking substances which have 
no more effect than water." If this state- 
ment is valid, as we believe it to be, many 
current concepts of addiction will have to 
be modified to reflect this thinking. 

Our thesis is that the state of addiction 
is defined more precisely by understanding 
the personality of the addict rather than by 
understanding the chemical and physiolog- 
ical properties of the so-called addicting 
agent. In this presentation, we will attempt 
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to substantiate Strecker's statement by re- 
viewing material from the literature and 
pertinent case histories of our own. 

Interesting instances of unusual addict- 
ing agents have been reported. Kern(6) 
stated that 


addiction is a strong term to use in relation 
to ACTH and cortisone, but I do so ad- 
visedly. I have known patients to shop from 
physician to physician, until they found one 
who was willing to continue to prescribe 
cortisone for asthma that should have been 
treated otherwise, Some patients become pan- 
icky when a reduced dosage or cessation of 
treatment is suggested. Then, there is what 
some have called an acquired resistance, so 
that larger and larger doses are needed to get 
the same effects. 


Reynolds and Edmonsen(9) refer to 
addiction to mild analgesic drugs, such as 
salicylates and phenacetin, that may result 
in serious renal disease. 

Three reports(2, 3, 4) of addiction to 
propoxyphene hydrochloride (Darvon), main- 
ly by former narcotic addicts, are found 
in the literature. Two case reports(7, 10) 
of the abuse of methylphenidate hydrochlo- 
tide (Ritalin) have been recorded. 

We have seen addiction to both pro- 
poxyphene hydrochloride and methylphen- 
idate in patients who had previously been 
addicted to morphine, alcohol, and diaze- 
pam (Valium). ; 

Water does not have inherent properties 
of tolerance, physical dependency, or psy- 
chological need; yet there is evidence that 
water addiction does exist. Bewley(1) in 
1964 reviewed the literature about compul- 
sive water drinking following withdrawal 
from alcohol and tincture of chloroform and 
morphine (Chlorodyne). One of two pa 
tients diagnosed as compulsive water drink- 
ers was found to be drinking water from her 
hot water bottle. . 
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We have seen similar phenomena in one 
patient who, over the years, was addicted 
to barbiturates and several drugs not gen- 
erally considered to be addicting. These 
included  dymenhydrinate (Dramamine), 
methylparafynol (Dormison), and naphaz- 
oline (Privine). During one phase of her 
illness while she was abstinent from all 
drugs she developed a compulsion to drink 
water. Fearful that she might not be able 
to get water whenever she felt she needed 
it, she constantly carried a water pitcher 
with her. Frequently during her treatment 
sessions the patient would pour a small 
amount of water into a glass and drink it. 

When questioned about her compulsive 
need to drink water, she replied: “I know 
it is silly, but I feel that I need my water, 
just as I needed my Seconal and my nose 
drops. The thought of not being able to get 
a drink of water when I need it terrifies 
me." It was obvious that while attempting 
to deal with some unresolved separation 
fears that were a factor in her severe de- 
pendency problems, the patient was using 
an easily available external agent—water. 


Clarification of Terms 


A discussion and clarification of some 
terms commonly used when referring to 
addiction is indicated at this point. To 
begin, the word "addiction" recently has 
become so popular that it is used to de- 
scribe a variety of conditions other than 
those which are chemically or pharma- 
cologically induced. Farber(5) stated in a 
magazine article that reading detective 
stories and watching athletic events on 
television were addicting activities to large 
segments of our population. T 

Even though it is true that such activi- 
ties have a compulsive or addiction-like 
quality, they cannot be clinically com- 
pared to the state of drug-induced addic- 
tion. One important distinction is that non- 
drug activity does not create the reality 
distortion that accompanies the administra- 
tion of addicting agents. We feel the ad- 
dict’s need to distort reality is an essential 
aspect of all addictions. This theme will be 
developed later in more detail. 
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Habit Formation 


This term means the development of a 
behavior pattern acquired by frequent 
repetition or developed as a physiologic 
function and showing itself by regularity, 
increased facility of performance, or in de- 
creased power of resistance. This term 
creates confusion when used to describe 
the relationship that exists between an in- 
dividual and his need for or dependency on 
a specific pharmacologic substance. 

The admonition: ‘“Warning—may be 
habit forming,” found on the labels of nar- 
cotics, is misleading, for the only habit 
that a narcotic forms is a malignant ad- 
diction. To use this term to designate a 
harmless habit is incorrect, for once a 
drug habit develops it will almost invari- 
ably lead to addiction. Seevers(11) con- 
cludes that the concept of “habit forma- 
tion” is outdated and that its use only 
leads to semantic confusion. 


Drug Dependency 


The terms “drug dependency” and “ad- 
diction” are used synonymously as they 
both indicate the compulsive, uncontrolled 
use of drugs beyond the period of medical 
need. However, there are two types of 
drug dependency, one normal, the other 
pathological. For example, there is a posi- 
tive normal dependent relationship that de- 
velops between the diabetic and his insulin 
and the postcoronary patient and his anti- 
coagulation medication. A normal drug 
dependency is one that is healthy and ther- 
apeutically useful to the patient; a patho- 
logical drug dependency is unhealthy and 
destructive. Also, there are two types of 
pathological drug dependence: psychologi- 
cal and physical. 


Drug Abuse 


“Drug abuse” primarily refers to the 
excessive self-administration of pharmaco- 
logic agents without medical supervision. 
With rare exceptions, the act of self-med- 
ication is a central and major factor in all 
addictions. Also, this term refers to the 
use of drugs without rational therapeutic 
foundation. For instance, one physician 
addict treated his own cold and his wife’s 
cold with meperidine (Demerol) injections. 
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Dangerous Drugs 


Although we feel that any drug may be 
used pathologically, we classify as poten- 
tially dangerous all drugs that produce a 
subjective stimulating or depressing effect 
on the central nervous system. 


The State of Addiction 


We feel that addiction can best be un- 
derstood by studying the psychological 
makeup of the addict rather than the 
chemical properties of the agent. Not all 
addicting drugs produce drug tolerance or 
create a state of physical dependency. Cer- 
tain of our patients have maintained their 
addictions for years without an increase 
in the addicting agent; others have been 
withdrawn from various narcotics with 
only minimal amounts of somatic distress. 
It is also well known that there is no 
physical dependency manifested with co- 
caine or amphetamine addiction: practi- 
cally no somatic withdrawal symptoms 
Occur. 

The addict, however, has a special psy- 
chological relationship with his addicting 
drug—a pathological dependency upon the 
agent which he needs and without which he 
cannot deal with the stressful factors in 
his life situation. 

Later on, such a dependency produces 
the pathological craving, a central feature 
in all addiction that is reflected in the sub- 
sequent reorientation of his existence. Ob- 
taining and taking his addicting drug be- 
comes his way of life. 


The Preaddictive State 


At this point the question may well be 
asked: Is it possible to become addicted 
to an agent after taking only one single 
dose? The answer is yes. Rado's(8) con- 
cept of the preaddictive state is helpful 
in understanding the answer to this ques- 
tion. He points out that for an addiction 
to occur, a precondition state had to exist 
which we designate as Preparedness for 
addiction. This means that before the po- 
tential addict partakes of the drug, he ex- 
periences certain Psychological feelings 
and drives which make him ripe for be- 
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coming an addict. This is what may be so 
tragic about the preaddictive state: the 
prospective addict is unaware of his vul- 
nerability. 

Preparedness for addiction indicates 
that an individual is suffering from a form 
of psychological frustration which, if un- 
relieved, produces psychological pain ac- 
companied by feelings of helplessness. 
Feelings of self-depreciation and depres- 
sion may then develop. Inability to solve 
these problems produces tension, which 
contributes to a further lowering of self- 
esteem; thus, a condition develops which 
may be characterized by the term “tense 
depression.” It is this condition—this 
state of psychological distress marked by 
tension and depression—that constitutes a 
state of being ready, or prepared, to be- 
come an addict. Depending upon the in- 
tensity of such a state, the addicting agent 
will have a greater or lesser effect. If this 
preaddictive state is extremely painful to 
an individual, it is possible for addiction 
to occur rapidly. 

The following report will illustrate the 
onset of an addiction during a period of 
tense depression. 


Case 1. A 55-year-old internist who was 
admitted to the Institute of the Pennsylvania 
Hospital was addicted to meperidine (Dem- 
erol), glutethimide (Doriden), secobarbital 
(Seconal), and methyprylon (Noludar). He 
had been previously hospitalized three times, 
once in a coma caused by an overdose of 
medication. 

The patient had experienced success in col- 
lege, medical school, internship, residency, and 
combat duty during World War II. However, 
his marriage was marred by some incom- 
patibilities. 

His addiction problem had started seven 
years previously, shortly after the death of 
his mother and while his father was recover- 
ing from a serious abdominal operation. Dur- 
ing the father's postoperative period he asked 
his son for a "shot" of glutethimide to help 
him sleep. Our patient was suffering from 
insomnia at the same time; encouraged by 
his father's success, he gave himself the same 
drug by hypodermic. 

His unsuccessful attempts at “self-help” 
coincided in time with a depressive reaction 
after the death of his mother and his father’s 
illness. 
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When the individual provides himself 
with a drug that changes his pain to plea- 
sure, and his depression is replaced by an 
increase in self-esteem, the first step to ad- 
diction has occurred. The mind experiences 
an event it will never forget, which may 
be compared to a trip to the Garden of 
Eden or a regression to the blissful state 
of childhood. This sudden change from 
frustration to gratification can be reminis- 
cent of the experiences of childhood when 
the mother attempts to keep her infant's 
frustrations to a minimum by anticipating 
and gratifying all his wishes. It is this re- 
gression, a return to the state of freedom 
from fear where security reigns, that re- 
vives old wishes that never die. This is a 
constant, universal, latent wish of man— 
to be taken care of and mothered. This is 
exemplified by the fact that, when under 
the influence of drugs, patients frequently 
state: “Now I’m not afraid of anything 
or anyone. I can do anything I wish.” 

Although our emphasis in this presenta- 
tion concentrates on the psychological as- 
pects of the addiction process, we want to 
make it clear that certain drugs, especially 
the opiates or their derivatives, do have 
definite, inherent properties of tolerance 
and physical dependence that produce ad- 
diction. 


Who Is An Addict? 


It is impossible to characterize all ad- 
dicts as belonging to one group as there 
are many different kinds of personality 
among drug addicts. For example, heroin 
addicts tend to come from deprived socio- 
economic groups in large metropolitan 
areas. In our opinion they differ in many 
ways from the addicts who come from the 
middle and upper social classes; instead of 
being driven by external social stresses, 
they may be driven by internal conflicts. — 

No matter what the source of his diffi- 
culties, the addict is primarily an individ- 
ual who has unsolved psychological prob- 
lems, problems that the ego is not able to 
solve by the usual mechanisms of Ced 
that is, his ego is unsuccessful in its use ol 
the usual mechanisms of defense and seeks 
an external mechanism—his addicting 
agent. The addict believes that depending 
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on a drug will facilitate his ability to over- 
come the obstacles that are interfering 
with gratification, The addict is trying to 
treat himself—to solve his own psycho- 
logical defects which may run the gamut 
from character trait disturbance to psy- 
chosis. In reality, however, he is merely 
inviting tragedy because beginning the ad- 
dictive process can only be viewed as a 
failure of this self-treatment process to 
achieve a worthwhile end. 


Types of Reality Distortion 


It is our opinion that the most impor- 
tant psychological aspect of addiction is 
the addict’s need to distort reality. Con- 
sider the following types of reality distor- 
tion: 

1. Some spouses need stimulants or de- 
pressants to face sexual or other marital 
responsibilities. For example, one patient 
admitted that her drugs so depressed her 
needs that she was able to marry a man 
she knew to be a homosexual. 

2. A special type of malignancy is fre- 
quently observed in which the ego feels 
that it becomes more potent and is able 
to function better under the influence of 
the addicting agent. However, this increase 
of fantasied efficiency is not credited to 
the drug itself. In a strange, self-deceptive 
way, the addict convinces himself that the 
drug permits or rather gives him an oppor- 
tunity to work more effectively and cre- 
atively. In other words, the addict may 
rationalize that he is better able to handle 
his affairs, not because he is an addict— 
a fact which he frequently denies—but be- 
cause his addicting drug has released his 
locked-up potential. 

This type of reality distortion was dem- 
onstrated by a physician who was addicted 
to large amounts of meperidine who, fol- 
lowing successful treatment, stated: “When 
I was on Demerol I was convinced that I 
could diagnose and treat my patients much 
better than I ever could before. In fact, I 
was convinced that I was keeping better med- 
ical records and doing more effective work 
and in less time. Later, when I looked at 
my records, I was ashamed and humiliated 
to see how lousy my work had been. If 
anyone had told me how terrible my work 
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was when I was taking Demerol, I wouldn’t 
have believed them. I would have laughed 
at them.” 

3. Another characteristic that we have 
observed is a magical quality that the ad- 
dict imparts to his addicting agent. As 
one patient stated: “I can’t explain it but 
I definitely feel better as soon as I take my 
Miltown. I know it hasn’t had time to work. 
It’s just like magic the way it makes me feel 
better." Rado's(8) observations are ex- 
cellent for the description of the “mirac- 
ulous help" the addict finds in his drug. 

4. Body image distortion is a frequent 
manifestation in addicts. One patient ad- 
dicted to naphazoline (Privine), explained 
that she was certain she would choke and 
suffocate without the nose drops. The fol- 
lowing case report is illustrative. 


Case 2. The patient, a divorced 45-year- 
old pediatrician, was admitted for the treat- 
ment of a severe depression. Even though his 
practice was dwindling, he was recognized as 
an excellent diagnostician and therapist. “The 
children don't give me a problem," he said. 
"It's their damn mothers, They expect you to 
cater to them 24 hours a day. I just wouldn't 
do it. And I wouldn't hesitate to tell them 
what I thought of them." Slowly the patient 
severed relationships with people so that 
eventually he became isolated and bitter, with 
little opportunity for libidinal gratifications. 
All these contributing factors reinforced each 
other and greatly increased his depression, 

During the routine hospital admission pro- 
cedure, the patient mentioned that he had 
some chronic nasal congestion and would 
like it treated with phenylephrine (Neo- 
Synephrine) nose drops. This request seemed 
reasonable and the medication was ordered. 

About one week later a nurse reported an 
unusual observation. This patient insisted 
that he receive nose drops every four hours 
and would become very angry whenever its 
administration was delayed. Also, the patient 
insisted on administering the nose drops him- 
self, turning his back so that he would not be 
observed. He seemed less tense after receiving 
this medication. 

Subsequently he was 
nose drops, and revealed that he had been 
using them Tegularly for about 20 years for 
chronic sinusitis and felt he needed the nose 
drops to breathe. He was SO convinced of the 
necessity of taking these nose drops that when 
he was assigned to destroyer duty during 
World War II he brought four gallons 
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aboard ship, for, in his words, “I couldn’t 
tell when I would ever return to port for a 
new supply.” 

With such evidence, a diagnosis of addic- 
tion to phenylephrine nose drops was made, 
The advisability of proceeding with with- 
drawal was presented to the patient. He 
would not accept such a procedure or the 
diagnosis of addiction to nose drops. His 
comment was: "Who ever heard of anything 
so ridiculous! Show me the literature on it. 
Neo-Synephrine has no tolerance, no physical 
dependency. I’m not hooked on it. I only 
take it for my sinusitis.” Nose and throat 
consultation was suggested to determine the 
best treatment for the patient's sinusitis, but 
he refused. 

Subsequently, after initial psychotherapy, 
the patient was able to see the possibility of 
an addiction and agreed to discuss the psy- 
chological ramification of his dependency on 
his nose drops. His relevant fantasy material 
revealed that he was afraid of smothering and 
believed that his use of nose drops would 
prevent this. This fear was linked to old 
ambivalent fears of maternal oral incorpora- 
tion. After he had gained some insight into 
the psychological nature of the addiction, he 
agreed to a withdrawal program, This was 
performed slowly, necessitated by his intense 
fear of death. The patient was discharged 
after four months of hospitalization. During 
infrequent follow-up sessions, he claimed that 
he was abstinent. 


Discussion 


The very essence of the addiction pro- 
cess is clearly pinpointed in this unusual 
case report. Primarily it is the personality 
of the patient rather than the chemical 
Properties of the addicting agent that de- 
termines the nature of the addiction. The 
most devastating aspects of the addicting 
agent are not determined by its physio- 
logical properties but the manner in which 
it affects the personality of the addict. In 
this patient, the addiction was initiated 
by a psychological need to relieve an un- 
conscious fear of being harmed by his 
mother. The fear was so intense that it 
forced the patient to resort to some agent 
to distort reality. In his conscious mind 
he was well aware that nasal congestion 
would never lead to suffocation. Neverthe- 
less, his anxiety was such that he had to 
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maintain this reality distortion. Unsuccess- 


ful in his attempts to relieve stress, the- 


addict chooses an external agent and at- 
tempts to treat himself. Failure is inevita- 
ble, for one way to view an addict is that 
he is an individual who treats himself but 
invariably is unsuccessful. 

Thus, various clinical examples of ad- 
dictions to theoretically nonaddicting drugs 
highlight one aspect of drug addiction that 
we feel must be stressed in order for us to 
comprehend fully the nature of the ad- 
diction process. More fruitful knowledge 
about drug addictions will evolve when 
emphasis is placed on understanding the 
psychology of the individual who uses the 
drug rather than on the study of the chem- 
ical and pharmacological properties of the 
addicting agent. No matter what chemical 
reaction the external agent may induce, it 
is knowledge of how its use affects the 
fantasy life of the addict that is the essen- 
tial criterion in determining whether or not 
a state of addiction exists. Does the individ- 
ual use the drug to distort his reality? That 
is the essential question. 
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Poverty and Mental Illness: Patients’ Perceptions of Poverty 
As an Etiological Factor in Their Illness 


BY NORMAN Q. BRILL, M.D., RAYMOND WEINSTEIN, M.A., AND JOHN GARRATT 


Fifty-nine percent of a state hospital sam- 
ple of patients reported having experi- 
enced poverty. Social class was found to 
be inversely related to the experience of 
poverty but not to the feeling that it con- 
tributed to one’s illness. Patients from 
higher social classes at times associated 
their illness with poverty more than did 
patients from lower social classes. How- 
ever, patients experiencing poverty only 
in adult life reported that it contributed 
to their illness most often—more often 
than patients poor all their lives and much 
more often than patients poor only in 
childhood. 


T“ RECENT YEARS there has been an in- 
creasing concern on the part of sociol- 
ogists and psychiatrists with the role that 
low socioeconomic status or other con- 
comitant variables of poverty play in the 
development of mental disorders. Contro- 
versy still exists over whether mental ill- 
ness may result from the excessive stress 
of the poor’s socioeconomic situation or 
whether continued poverty is the result of 
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the downward drifting of mentally dis- 
turbed individuals. 

Ecological studies have clearly shown 
that incidence rates for mental disorders, 
particularly schizophrenia, are highest in 
areas populated by groups with low socio- 
economic status. The seminal work of 
Faris and Dunham(7) in Chicago during 
the 1930s is a prime example. However, 
there are limitations on the extent to which 
causal inferences may be drawn from the 
correlations obtained from ecological stud- 
ies(3, 26). 

Studies of social mobility have primarily 
focused on the question of whether mental 
patients originate from the lower socio- 
economic classes or drift down into them. 
Gerard and Houston(8) gave weight to 
the so-called “drift hypothesis” by finding 
that the majority of schizophrenics in 
Worcester, Mass., were highly mobile and 
came from nonfamily settings. Social drift 
was also observed by Lystad(17) in New 
Orleans, where patients were more down- 
wardly mobile than their controls, and by 
Goldberg and Morrison(9) in England. 

However, Lapouse and associates( 14), 
on the basis of a Buffalo study, maintained 
that although higher rates of schizophrenia 
were found in low-income areas, this was 
not the result of downward mobility or the 
Iecent migration of men into these areas. 
Similarly, Clausen and Kohn(4) reported 
that equal mobility was found among 
Schizophrenics and controls in Hagerstown, 
Md. Plank(22) concluded that there was 
a "relative" drift, The schizophrenic’ group 
he studied in Cleveland was balanced be- 
tween upward and downward movement, 
while the control group showed a marked 
upward trend: In a recent study in upstate 
New York, Turner and Wagenfeld(30) 
found that social drift was of little con- 
sequence. The major portion of the seem- 
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ing downward mobility of schizophrenics 
was not due to social drift but rather to 
their failure to attain the occupational 


levels expected of them by virtue of their 


class origin. 

Studies on the incidence of mental dis- 
orders have also failed to provide unequiv- 
ocal results. Tietze and  associates(29) 
compared census data for state and private 
hospitals and found a higher rate of schiz- 
ophrenic first admissions in the lower 
socioeconomic groups. They concluded that 
“the differentials observed in the hospital 
material indicate true variations of inci- 
dence” (p. 174). In a study of first admis- 
sions to state and private hospitals in 
Chicago, Clark(1) found that there was 
an inverse relationship between rates of 
schizophrenia and the factors of occupa- 
tional income and prestige. In another 
study(2), Clark observed similar inverse 
correlations for all psychoses. 

The incidence of mental disorders in 
Norway was studied by @degaard(20). 
Highest first admission rates were general- 
ly found in occupations with low prestige 
and income. The Hollingshead and Redlich 
study in New Haven(12) revealed that 
there is an inverse relationship between 
class position and rates of treated mental 
illness. The lower groups contributed many 
more patients than their proportion in the 
population warranted. Hollingshead and 
Redlich concluded that the results “indi- 
cate clearly that something is operating in 
the society that gives rise to remarkable 
increases in the various kinds of rates at 
the class IV and V levels.” The rates re- 
ferred to were for first admissions, readmis- 
sions, and for patients in continuous treat- 
ment. However, Dunham(6) found that, 
although the lowest socioeconomic class 
contained large numbers of schizophrenics, 
an inverse relationship between incidence 
rates and class structure did not exist. 

Studies on the prevalence of psychiatric 
symptoms in nonpatient populations have 
generally supported the social causation 
theory. In New York City, Srole and as- 
sociates(28) discovered that parental so- 
Cioeconomic status was inversely related 
to the degree of psychiatric symptoms; 
they believed that successively lower pa- 
Tental socioeconomic status carried for the 
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child a progressively larger risk of im- 
paired mental health during adulthood. 
They concluded that it was not the parents’ 
low status that was pathogenic for mental 
illness but rather the unfavorable social, 
economic, and family situations which 
often accompany low status. Similar re- 
sults were obtained by Leighton and as- 
sociates(16) in eastern Canada, where the 
prevalence of psychiatric disorders was 
highest in areas characterized by econom- 
ic and social disorganization. 

A definitive answer to the question of 
social causation may never come since 
many sources of potential error exist. 
Mishler and Scotch(18) have perceptively 
indicated that “case finding procedures are 
not independent of social class, the diag- 
nostic procedures are not independent of 
social class, and the measurement of social 
class is unreliable." Also, Dohrenwend(5) 
recently noted that the social causation 
issue could not be resolved because the 
relations of the symptoms reported to the 
psychiatric condition of individuals is un- 
clear. He believed the major problem to 
be one of measurement of untreated psy- 
chological disorder. 


The Problem 


In the formulation of the dynamics of 
mental illness as seen in the case sum- 
maries in hospital charts, it was of interest 
to us that poverty was rarely if ever men- 
tioned as a cause. In fact, two recent stud- 
ies have suggested that poverty is of no 
consequence at all for the development of 
mental illness. Rogler and Hollingshead 
(27) studied in depth a sample of ex- 
tremely poor families in Puerto Rico and 
were unable to distinguish any economic, 
familial, or environmental factors that con- 
tributed to the development of schizophre- 
nia in some parents as compared to others 
who were not schizophrenic. The schizo- 
phrenics had not been exposed to greater 
hardships or more economic deprivation 
from birth until their present marriages 
than nonschizophrenics. 

Pond and associates(23), in a study of 
neuroticism in a nonpatient population, 
found that there was no relationship be- 
tween emotional disturbance in childhood 
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and social class, social mobility, current 
consumer status, or income. “There is 
certainly no evidence to suggest,” they 
state, “that even the worst housed individ- 
uals, who were often bringing up children 
under considerable difficulties, had more 
neurotic symptoms as a result." 

We decided to approach the problem of 
the role of poverty from a different stand- 
point. We attempted to determine first if 
patients claim to have experienced poverty 
and then whether or not they felt their 
poverty contributed to their illness. Thus, 
rather than relate individual or ecological 
correlations, our method questions patients 
directly about the contributory factors in 
their illness, 

This study was not designed to investi- 
gate the extent to which poverty is a fac- 
tor in the causation of mental illness. 
Rather, we were interested in the purely 
subjective impressions of the patients, 
cognizant of the fact that a patient claim- 
ing that poverty contributed to the devel- 
opment of his illness does not make it so. 


Method 


This investigation was conducted at 
Camarillo State Hospital, Camarillo, Calif., 
during the summer of 1967. The staff on 
each ward selected 650 patients whom they 
believed to be in “good contact”; only these 
patients were subsequently questioned. The 
final sample consisted of 517 patients! (ap- 
proximately 20 percent of the adult hos- 
pital population): 64.4 percent were suffering 
from schizophrenic psychosis, 7.4 percent 
had other psychoses, 8,3 percent had acute or 
chronic brain syndromes, 8.9 percent had so- 
ciopathic personality disorders, and 11.0 
percent were psychoneurotic or had a non- 
sociopathic Personality disorder. The sam- 
ple contained an approximately equal 
number of males and females and there 
was a uniform distribution of ages between 
20 and 54; 54.2 percent of the patients 
had been hospitalized for less than three 
months, 23.4 percent had been in the hos- 
pital between three months and two years, 


1The remainder of the sample was either too 
confused or uncooperative to provide usable re- 
sponses. 
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and 22.4 percent for longer than two years. 

The research tool consisted of a printed 
questionnaire which was given to the pa- 
tient. Patients who were unable to read or 
write well because of educational or phys- 
ical handicaps were interviewed directly. 

Questionnaires were administered in 
groups of five to ten patients with the in- 
vestigators always on hand to render aid. 
Since this investigation was primarily con- 
cerned with patients’ subjective impres- 
sions, great care was taken to include only 
those patients who were able to give rele- 
vant and coherent answers. Patients whose 
answers were clearly delusional were not 
included in the final sample. Because the 
patients were for the most part psychotic, 
and since recollections of such individuals 
are apt to be faulty or biased, the reli- 
ability of the replies is of course question- 
able. However, we felt that the patients 
were on the whole very cooperative and 
gave reasonably good responses. 

The prime area of focus was poverty, 
and two types of questions were asked. 
The first were simple and straightforward. 
We asked the patients: “Were your par- 
ents poor?" and “Were you poor after you 
left home and lived on your own?" These 
questions were designed to measure the 
patients’ subjective impressions of poverty 
and not any specific level of poverty. 

The second type dealt with some of the 
manifestations of poverty—the lack of ade- 
quate food, clothing, and shelter. Patients 
were asked such things as: “Did you live 
With your parents in places that were in 
bad condition?" and *Since you've been 
on your own, have you ever gone without 
enough food?" These questions were an 
attempt to ascertain specific kinds of ma- 
terial deprivation associated with poverty 
and not their relative degree. Thus, no 
over-all index of poverty was used except 
the frequency with which patients reported 
that they or their parents were poor, and 
the extent to which they claimed to have 
experienced. deprivations during childhood 
and adult life. 

While the main focus was poverty, the 
Occurrence of other stresses was explored. 
Questions about worries and arguments 
Over money, marital and parental conflicts. 
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and personal rejection or failure were in- 
terspersed so as not to sharpen the focus 
on poverty per se. 

The measure of social class employed 
was the Hollingshead two-factor index of 
social position(11). Since the sample of 
patients was not a random one, tests of 
significance were not employed in the anal- 
ysis of the data. 


Results 


We found that 59.2 percent of the pa- 
tients stated that they had been poor at 
one time or another, i.e., had a subjective 
awareness of being poor. This figure was 
comprised of 17.4 percent who said they 
were poor only in childhood, 16.2 percent 
who had experienced poverty only in adult 
life, and 25.6 percent who claimed they 
had been poor all their lives. 

Three questions were asked concerning 
the manifestations or material deprivations 
of poverty (a lack of adequate food, cloth- 
ing, and shelter) during childhood and 
adulthood. A total of 56.0 percent of our 
sample experienced one or more of these 
deprivations. It is of interest that not all 
patients who reported having been poor 
had experienced deprivations involving 
food, clothing, or shelter. Other factors 
seemed to give patients the impression of 
being poor; these will be discussed later. 
Table 1 gives the total sample breakdown 


TABLE 1 
Percent of Total Sample Reporting Deprivations 


POVERTY EXPERIENCED IN 


1175 


and table 2 shows the prevalence of these 
deprivations in relation to the time of life 
that poverty was experienced. 

There was a strong tendency for pa- 
tients, irrespective of parental or their own 
adult social class, to claim either that they 
had been poor all their lives or that they 
were never poor. Thus of the individuals 
claiming childhood poverty, 60 percent al- 
so said they were poor as adults; of those 
not claiming childhood poverty, only 28 
percent said they were poor as adults. The 
relationship remained significant regardless 
of the patient’s age, sex, race, marital sta- 
tus, diagnosis, or length of hospitalization. 

Similarly, for the group of patients who 
claimed being poor all their lives, there 
was a strong tendency to say either that 
both poverties had contributed to their ill- 
ness or that neither had. Of the 127 pa- 
tients who reported having been poor all 
their lives, 41 maintained that poverty in 
both childhood and adulthood had con- 
tributed to their illness; 52 reported that 
neither contributed. This finding persisted 
even when age, sex, race, diagnosis, length 
of hospitalization, parental social class, 
and patient's social class were controlled. 

These two polarizations of the subjec- 
tive experience of poverty and the feeling 
that poverty contributed to one’s illness 
suggest the operation of different patterns 
of conceptualization among mental pa- 
tients, which is quite independent of social, 
demographic, and psychiatric variables. 

Of the total sample, 51.2 percent signi- 
fied that poverty contributed to their ill- 
ness. Of those reporting poverty all their 
lives, 59.1 percent said it contributed to 
their illness. For those who reported pov- 


DEPRIVATION CHILDHOOD ADULTHOOD : 
pers erty only in adulthood, the figure was 60.5 
bom 141 27.0 percent, while only 35.4 percent of the pa- 
Shella Fa A tients experiencing poverty only in child- 
£ : hood believed it contributed to their illness. 
TABLE 2 


Percent Reporting Deprivations Associated with Poverty 


CHILDHOOD DEPRIVATIONS ADULTHOOD DEPRIVATIONS 
POVERTY EXPERIENCED FOOD CLOTHING SHELTER FO0D CLOTHING SHELTER 
Entire life 284 23.5 49.2 379 19.8 50.8 
In childhood only 18.3 220 317 13.0 9.0 19.0 
In adulthood only 10.0 6.0 11.0 52.6 28.0 50.0 
Never poor 62 67 10.5 14.6 9.2 15.3 
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Thus, patients experiencing poverty only in 
adulthood tended more often than those 
who were poor only in childhood to asso- 
ciate it with their illness, suggesting that 
poverty may be more stressful for patients 
who have “drifted” down into it, possibly 
as a result of their illness, than for pa- 
tients who have “escaped” from poverty. 

This difference was not observed when 
specific deprivations associated with pov- 
erty were studied (table 3). 


TABLE 3 
Percent of Those Reporting Deprivations * That 
Contributed to Their Illness 


POVERTY EXPERIENCED IN 


DEPRIVATION CHILDHOOD ADULTHOOD 
Food 50.7 53.5 
Clothing 59.4 61.1 
Shelter 555 581 


EUEEESEEEEEELLLLILLEA. —————AS9 —— 
* See table 1, 


As anticipated, there was an inverse re- 
lationship between social class and the sub- 
jective awareness of having experienced 
poverty, i.e., the lower the class the higher 
the proportion of patients who said they 
were poor. This was true for both poverty 
in childhood and adulthood. Of the pa- 
tients whose parents were in lower social 
classes (classes IV and V), 48.9 percent 
said that their parents were poor, as com- 
pared to 31.9 percent whose parents were 
in higher classes (classes I - III). Sim- 
ilarly, 47.7 percent of the patients who 
Were themselves in lower social classes Te- 
ported having experienced poverty in adult 
life in comparison to 28.9 percent of those 
in higher classes, 

It is of interest that. there were so many 
patients in classes I, IL and III who re- 
ported having experienced poverty. This 
in part was because they felt they had 
been poor at one time or another. 

In general, there were inverse relation- 
Ships between social class and reported 
deprivations of poverty, i.e., the degree to 
which patients said they had lived in poor 
housing, had insufficient clothing, and had 
gone without enough food. However, dif- 
ferences between classes were Not great 
and the proportions for each class that re- 
ported deprivations were not high. Ques- 
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tions relating to the subjective awareness 
of poverty seemed to correlate much better 
with social class than with these specific 
deprivations. 

While parental social class proved to be 
inversely related to the experience of pov- 
erty (as anticipated), a direct relationship. 
was observed with respect to the perception 
of poverty as having contributed to one's 
illness; 48.3 percent of patients from high- 
er social classes believed the poverty they 
had experienced contributed to their ill- 
ness, as compared to only 35.8 percent of 
the patients from lower social classes. 
While the significance of this finding is ob- 
scure, it does suggest that poverty may be 
more stressful to patients from higher so- 
cial classes. 


Discussion 


We found that the subjective awareness 
of being poor, both in childhood and adult 
life, was indeed prevalent in the state hos- 
pital sample that was studied and was 
linked significantly, as would be expected, 
to the class structure. There were signifi- 
cant relationships between. parental social 
class and the feeling that one's parents 
were poor, and between the patient's own 
class position and his reporting having ex- 
perienced poverty in adult life. Thus, the 
subjective awareness of poverty was de- 
pendent upon social class. 

The fact that not all of the patients in 
the lower social classes reported being 
poor suggests that many individuals at 
these social levels may have expectations 
of affluence and may not see themselves 
as poor. Roach and Gursslin(25, p. 387) 
have remarked that, although the poor 
have relatively homogeneous socioeconom- 
ic backgrounds and share a common set of 
life conditions, they may not share com- 
mon cultural values. The nature of their 
social relationships and their social psy- 
chology are of more critical importance. 
Or it may be that many patients were 
simply unwilling to admit to poverty. 

Patients tended to report either that 
they had been Poor all their lives or that 
they had never been poor. It may be, as 
Suggested by Myers and Roberts(19, p. 
179), that most class V patients continued 
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to have serious financial difficulties in 
adult life as a result of having left school 
at an early age and having taken “blind 
alley” jobs during adolescence in order to 
help support their parents. 

We found that the manifestations of 
poverty (a lack of adequate food, clothing, 
or shelter) were not highly related to so- 
cial class. Patients from higher classes 
complained of such deprivations more of- 
ten than would be expected. Although liv- 
ing in material comfort far above the lower 
social classes, they still at times perceived 
the degree to which their basic needs were 
satisfied as “inferior” or “insufficient.” 
Perhaps the deprivations they reported 
were short-lived and not representative of 
their usual state of affairs, but were re- 
called and remembered just the same. In- 
deed, those patients who reported being 
poor only as adults were the ones who 
most often said they experienced material 
deprivations. 

Many of the patients who reported hav- 
ing been poor had not experienced depriva- 
tions. Thus, the subjective impression of 
being poor may not simply involve a lack 
of adequate food, clothing, or shelter, but 
rather a lack of other things—e.g., expen- 
Sive consumer goods that "rich" people 
have. This possibility seems plausible in 
view of the fact that poverty exists side 
by side with affluence to a high degree in 
our society, as Harrington(10) has so ef- 
fectively portrayed. Or it may be that 
more patients reported having been poor 
than was actually the case. Poverty is a 
relative thing and very subjective. Parents’ 
attitudes toward their socioeconomic sta- 
tus probably play important roles in the 
attitudes of their children. It is conceiv- 
able that some individuals confuse being 
"broke," a temporary shortage of money, 
With being "poor," a chronic state of af- 
fairs associated with few economic and so- 
cial advantages. 

_ There was little evidence to support the 
View that social class in general affected 
the degree to which patients felt their pov- 
erty and material deprivations had con- 
tributed to their illness. The fact that a 
Significantly higher proportion of patients 
with parents in higher social classes be- 
lieved poverty had contributed to their ill- 
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ness, in comparison to patients from lower 
social classes, was in contrast to the gen- 
eral belief that poverty per se involves 
greater levels of psychological stress. 

However, it is not inconsistent with 
others’ findings. Langner and Michael(13) 
found that childhood economic depriva- 
tion seemed to involve a greater proba- 
bility of mental illness in adulthood in the 
higher and middle socioeconomic status 
groups than in the lower. It has also been 
recognized that for some, poverty acts as 
an incentive to greater ego development 
rather than the reverse. Finally, the larger 
proportion of patients in higher social 
classes who felt their poverty had con- 
tributed to their illness may merely reflect 
higher levels of “status frustration.” Roach 
and Gursslin(24, p. 509) have suggested 
that, contrary to expectations, individuals 
in lower social classes have less status 
frustration than those above them on the 
social scale. 

What did affect the frequency with which 
patients felt that poverty was a contribu- 
tory factor in their illness was the time in 
their lives that poverty was experienced. 
While poverty only in adulthood would 
seem to be the result of “social drift," and 
as such may have been more stressful to 
this subsample of mental patients, it is 
possible that the downward social mobility 
was a manifestation of their illness but was 
used as a rationalization to explain it. 
We cannot say whether social drift con- 
tributed to the mental illness or whether 
the illness caused the drift and subsequent 
poverty. However, our figures do suggest 
that downward mobility into poverty may 
in itself constitute a significant stress and 
may contribute more to the development of 
mental disorder than it does among those 
who accommodate early in life to poverty. 

Such a possibility is consistent with the 
finding of Parker and Kleiner(21) that 
goal-striving behavior and other social- 
psychological variables were important in 
accounting for the differential rates of men- 
tal illness among Negroes in Philadelphia. 
The discrepancy between the mobility level 
an individual was led to believe he could 
realize and that which he was capable of 
obtaining was psychopathogenic. Similar- 
ly, Leavy and Freedman(15) observed 
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that at least two factors are involved in 
the generating of neurotic behavior by eco- 
nomic insecurity: the threat to subsistence 
and the threat to self-esteem. “Greater and 
lesser degrees of neurotic behavior re- 
sulted,” they claimed, “when insecurity 
and poverty defeated the individuals’ at- 
tempt to live up to the expectations they 
made of themselves.” 


Summary and Conclusions 


This investigation focused on the role 
of poverty in the lives of mental patients 
and their subjective impressions of poverty 
as an etiological factor in their illness. 
There were two types of questions concern- 
ing poverty: those measuring the simple 
awareness of having been poor during 
some time in their lives and those measur- 
ing some of the deprivations of. poverty 
(the lack of adequate food, clothing, and 
shelter). 

A. sample of 517 state hospital patients 
was studied to determine the frequency 
with which they reported having experi- 
enced poverty and how often it was felt to 
have contributed to their illness; 59.2 per- 
cent reported having experienced poverty 
at some time during their lives, and 51.2 
percent of these patients were of the opin- 
ion that poverty had contributed to their 
illness. There were Significant inverse re- 
lationships between social class and the 
experience of poverty during childhood 
and adulthood. The material deprivations 
associated with poverty were not related 
to social class as well as the simple aware- 
ness of being poor, since patients from 
higher social classes often complained of 
such deprivations as much or more than 
patients from lower social classes. 

In general, social class had little effect 
on the degree to which patients felt their 
poverty and material deprivations had con- 
tributed to their illness. However, patients 
from higher parental classes believed. their 
poverty had contributed to their illness 
more often than patients from lower pa- 
rental classes. What did affect the degree to 
which patients perceived their poverty as 
a contributing factor in their illness was the 
temporal experience of poverty. Patients 
reporting poverty only in adult life asso- 
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ciated their illness with poverty most of- 
ten. Next came the group that was poor 
both in childhood and adulthood, and last 
—with a much lower percentage—was the 
group that was poor only in childhood. 

The results suggest that downward so- 
cial mobility involves more mental suffer- 
ing than the experience of poverty just in 
childhood. Thus, the psychiatric conse- 
quences of economic deprivation may be 
strongest when the deprivation exists in 
close proximity to affluence or develops 
after the person has experienced a wealth- 
ier position. Poverty may signify an “ac- 
cepted way of life” for lower social classes 
but more of an emotional stress for pa- 
tients of higher social origins. 
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It is the eternal changefulness of life that makes it so beautiful. 


Amer. J. Psychiat. 125: 9, March 1969 


—SIGMUND FREUD 


173] 


1180 


The Health Careers Institute: A Mental Health Strategy 
for an Urban Community 


BY HARRIS B. PECK, M.D., TOM LEVIN, PH.D., AND MELVIN ROMAN, PH.D. 


The authors describe their experience op- 
erating a health careers program in a dis- 
advantaged urban area. They feel that this 
type of mental health service is ideal for 
such a setting. The health careers strategy 
is designed to: 1) provide the manpower 
for its program; 2) develop personnel so 
as to establish more effective collabora- 
tion with allied health programs; 3) ef- 
fect psychosocial change in residents of 
the community exposed to the program; 
and 4) make an effective contribution to 
aspects of the community’s development 
that are closely related to the mental health 


of its citizens. 
A MAJOR FACTOR contributing to the 
poor quality and inadequacies of New 
York City’s health services is the short- 
age of trained manpower. Paradoxically, 
substantial segments of the population are 
either unemployed or underemployed in 
transitory jobs which do not afford career 
stability. In the South Bronx area served 
by Lincoln Hospital, an area the equiva- 


_ Based ona paper read at the 123rd annual meet- 
ing of the American Psychiatric Association, De- 
troit, Mich., May 8-12, 967. 

The authors are with the Albert Einstein Col- 
lege of Medicine, Bronx, N. Y., where Dr. Peck 
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Lincoln Hospital Mental Health Services, 333 
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lent of a fair-sized city, 350,000 people 
live at the lower end of the socioeconomic 
scale. The percentage of unemployed is 
about double that of the rest of the Bronx. 
Almost all other indices that reflect health 
and mental health problems are substantially 
greater than the rates for New York City as 
a whole. 

There is no way of beginning to im- 
prove the health and mental health status 
of the South Bronx without providing the 
manpower to operate the services. Raising 
the socioeconomic level of the South 
Bronx requires new jobs and career op- 
portunities. The Health Careers Institute 
strategy is a way of meeting both of these 
needs. It is also an approach through 
which a mental health program can fa- 
cilitate the achievement of some of its 
major objectives. 

When the Lincoln Hospital Mental 
Health Services was organized in late 1963 
there were no formal psychiatric or men- 
tal health services operating within the 
area. Only a year or so before the Albert 
Einstein College of Medicine assumed re- 
sponsibility for South Bronx mental health 
Services, an attempt to organize a relatively 
modest psychiatric outpatient clinic had 
failed because of difficulty in recruiting per- 
sonnel. An immediate challenge to the Lin- 
coln Hospital Mental Health Services was ob- 
taining staff to operate our psychiatric day 
hospital, clinic, and mental health facilities. 
We also had a substantial interest in the solu- 
tion of personnel shortages in other medical 
departments and health facilities. The in- 
adequate number and training of person- 
nel, in addition to impairing direct health 
care, made it almost impossible for our 
medical colleagues to Observe even the 
most elementary mental health principles 
in the conduct of their work. 
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Despite our concern with this situation, 
“a psychiatric agency with resources barely 
sufficient to provide minimal services to 
the acutely psychotic members of the com- 
munity does not easily extend its work to 
the general health and hospital structure, 
schools, welfare department, or social 
agencies. Yet limiting ourselves to a crisis- 
oriented, self-contained traditional psychi- 
atric service seemed much too shortsighted. 
Collaborative programs with our col- 
leagues elsewhere within the hospital and 
agency system were essential but required 
more manpower. Only if such manpower 
were available could we realistically hope 


- to devise methods to avoid breakdowns 


in the overburdened human services which 
contribute to the maintenance of community 
mental health. It was this recognition of the 
Significant mental health issues in the over- 
all deficits, unemployment, and underem- 
ployment of institutional manpower which 
led to the staffing patterns embodied in the 
Neighborhood Center-Mental Health Aide 
Program—and ultimately culminated in a 
broad health careers strategy. 


The Neighborhood Center-Mental 
Health Aide Program 


After several years of operation the 
Major components of a traditional mental 
health service had been established at Lin- 
coln Hospital: a multipurpose clinical fa- 
cility with provision for emergency room 
Coverage and  crisis-oriented — brief-treat- 
ment services; a pattern of consultation 
and collaborative arrangements with se- 
lected hospital departments and several of 
the public and voluntary agencies in the 
Community; a day hospital for psychotic 
patients; and the beginnings of a liaison 
Program with the nearby state hospital. 
Nevertheless, these programs could have 
only limited impact on mental health prob- 
lems within this disadvantaged and vul- 
nerable community. Although we had 
Some success in engaging departments of 
the hospital and community agencies in 
Programs to enlarge the scope of mental 
health services, our colleagues, over- 
Whelmed with their own day-to-day pres- 
Sures, could not consider extensions of 

eir services. 
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We turned to methods which would en- 
list the community’s natural “caretaker” 
functions as a partner in extending ser- 
vices. The South Bronx community does 
not depend solely on the health and 
agency structure to maintain itself. There 
are informal structures within the com- 
munity, largely unknown and unexplored 
by professionals, which contribute to the 
community life. These include the extend- 
ed family system, youth gangs, storefront 
churches, Puerto Rican hometown groups, 
and civil rights organizations—all in their 
own way helping to maintain people so- 
cially and psychologically. It was a logical 
imperative to establish contact, liaison, 
and collaboration with these informal com- 
munity caretakers. 

As middle-class professionals within the 
Establishment, our access to community 
groups was limited. As an initial step to 
learning about and trying to locate ourselves 
within the broader context of community 
life, we established our first storefront neigh- 
borhood center. To staff the center, we 
looked to people within the community who 
were already engaged in activities helpful to 
their neighbors or to those interested in such 
roles. Through a wide range of recruiting 
devices we located residents with substantial 
skills and capacities for understanding and 
helping their fellow citizens. If they had been 
born under different social and economic 
circumstances or with different colored 
skins, many of these people would have 
entered educational institutions to become 
lawyers, doctors, social workers, and school 
principals. 

Our initial training approach for the 
first neighborhood center staff included a 
brief orientation period in which the 
trainees became acquainted with the per- 
sonnel and methods of the agency. Al- 
most immediately we began to benefit from 
an unanticipated secondary gain as our 
trainees began to share with us their 
knowledge of the community in which we 
worked but in which they lived. By the 
time the first neighborhood service center 
opened we were better prepared to launch 
a continuing program of training and su- 
pervision in which the center's profession- 
al director worked closely with the trainees 
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during half the day and spent the re- 
mainder of the day reviewing their ac- 
tivities and helping to provide direction. 
As two other centers were opened, train- 
ing became more formal. A core curricu- 
lum was developed together with special 
training procedures including role play- 
ing, job simulation, and joint visits by a 
supervisor and trainee to agencies and 
homes within the community. 

Central to the training were continuous 
opportunities for the trainees to evaluate 
their own functioning and to participate 
in shaping the direction of the program. 
We. began to identify differentiated roles 
and special aptitudes among the trainees, 
Some trainees exhibited high competence 
in the role of “expeditor,” assisting their 
neighbors to learn how to negotiate 
the confusing jungle of agency forms and 
procedures and acting as their advocates 
and advisors in securing needed services. 
Others began to show skills in individual 
counseling and family counseling. Still 
others displayed interest and aptitude for 
the community action aspects of the pro- 
gram. These latter functions grew out of 
the neighborhood centers’ readiness to 
shape their program to the needs of those 
who appeared at their doors. 

We were impressed by the workers? 
high degree of commitment and readiness 
to extend themselves to meet the critical 
Shortages in services and facilities exhib- 
ited by our new allies—these "nonprofes- 
sional” mental health “aides” drawn from 
the community. As our confidence in these 
new workers increased we found ourselves 
making less use of the negative designa- 
tion of "nonprofessional." We began to 
experimentally place them in Settings out- 
side the neighborhood center in roles and 
functions for which the "aide" (to the 
professional) was not always appropriate, 
Thus it was as "community mental health 
workers" that they began to work with 
children, in school Settings, in a communi- 
ty center, and in Programs for the re- 
habilitation of Posthospital psychotics, 


Program Development 


2 With the assistance of research and train- 
ing grants from the National Institute of 
Mental Health, we established a more formal 
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extended curriculum and introduced an ex- 
tensive program of research and evaluation. 
For some of the new trainees we extended the 
initial three-month training program into a 
nine-month program and began to consider 
the possibility of unlimited job escalation. 
We began to speak in terms of semiprofes- 
sionals and  preprofessionals instead of 
nonprofessionals and subprofessionals, and 
we began to consider the possibility of 
ultimately recruiting some of our trainees 
into professional ranks. This revision of 
goals made it necessary for us to address 
ourselves to the complex tasks of estab- 
lishing job lines, negotiating with civil ser- 
vice, and developing a program of for- 
mal educational steps coordinated with 
the training and job’ development program. 

Concurrent with these developments in 
our own organization, the public schools, 
the welfare department, some voluntary 
agencies, the health department, and the 
local New York City anti-poverty pro- 
grams had begun, or were considering the 
Possibilities of, training special aides for 
work in their own areas, along lines simi- 
lar to our program. In some instances the 
Lincoln Hospital Mental Health Services’ 
staff served as consultants and advisors. 
In others, such as the city’s community 
action program, we contracted for train- 
ing the first trainers introduced into New 
York City's anti-poverty community prog- 
Tess centers, 

Perhaps the most significant develop- 
ment began to occur within the immediate 
framework of the Lincoln Hospital pro- 
gram itself. The departments of obstetrics, 
medicine, and nursing, which were already 
using aides in various capacities, moved 
in varying degrees in the direction of 
more extended training and career escala- 
tion for nonprofessionals, in each case 
tailoring their programs to their own 
needs. 

As the applicants for these programs 
increased (to the point where sometimes 
a recruiting call for mental health work- 
ers might result in ten applicants for each 
Opening), it began to seem uneconomical 
for the programs to proceed independently. 
It became obvious that joint recruit- 
ment and selection techniques would make 
it possible to guide community residents 
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more efficiently to those programs in which 
they were most needed and could serve 
best. Furthermore, the Lincoln Center 
Mental Health Services had already de- 
veloped a number of procedures which 
could be extended or modified to meet 
needs common to many kinds of personnel 
training. These included evaluation and 
selection methods, training procedures (par- 
ticularly the establishment of core curricula), 
the delineation of job lines, techniques for 
negotiating with civil service, and the estab- 
lishment of educational opportunities. 


Health Careers Training Program 
Initiation 


A committee composed of representa- 
tives from all the major departments of 
the Lincoln Hospital-Albert Einstein com- 
plex was formed to consider the develop- 
ment of an integrated program for careers 
in health. The committee decided to es- 
tablish under the auspices of the Lincoln 
Hospital-Albert Einstein College of Medi- 
cine a health careers program that would 
have as its major objectives: 1) to pro- 
vide health personnel to meet the needs 
of existing and new programs of health 
services, 2) to provide careers in health 
services for members of the disadvantaged 
South Bronx community, and 3) to ex- 
plore ways in which health careers training 
could overcome the “dead-endedness” of 
many jobs in the health services. 

These plans have been—and are being— 
formulated in collaboration with the college 
of medicine, and particularly the depart- 
ment of community health, which has pri- 
mary responsibility for planning the de- 
velopment of community health services 
for the Bronx as a whole. We are also 
beginning to explore possible relationships 
With such branches of the university as the 
Schools of education and social work. 

Because we are cognizant of both the 
the relative flexibility of working within 
the context of a privately endowed uni- 
versity and its college of medicine, we have 
also been in continuing contact with the 
city’s Health Services Administration, Hu- 
man Resources Administration, and the city 
university, since a number of developments 
Within these municipal agencies parallel 
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the directions we are taking. At present it 
seems possible that the Lincoln Hospital- 
Albert Einstein program may serve the 
larger New York City effort as a pilot 
program, since our several years of experi- 
ence make it feasible for us to carry 
out carefully delineated and circumscribed 
studies in depth around many of the com- 
plex issues which confront the city as a 
whole. It may also, for example, be easier 
at this stage to make special provisions 
within the civil service, job, and/or edu- 
cational structure for the relatively well 
delineated South Bronx population rather 
than attempt, at the outset, major revi- 
sions on a city-wide scale. Out of such 
pilot operations we should be able to 
make training materials, evaluation pro- 
cedures, and cadres of teachers and re- 
searchers available to the municipal pro- 
gram as it advances. 

Despite the close collaboration of many 
of the organizations cited earlier, it would 
hardly be candid to minimize the amount 
of time, energy, and commitment invested 
by the Lincoln Hospital Mental Health 
Services in the health careers program. Yet 
it must be evident that many of the issues 
involved in this project extend well beyond 
the usual dimensions of a mental health 
service. In view of the many other urgent 
demands pressing on us, the rationale for 
engaging in such a program requires some | 
examination. 

In contemporary society residents of a 
disadvantaged community enter the insti- 
tutional system through a variety of door- 
ways. The entrance in the emergency room 
and the clinics is for “patients”; in the 
community agency some of these same in- 
dividuals may enter as “clients”; in neigh- 
borhood-based centers people may come 
simply as “neighbors.” The health ca- 
reers program can provide an alternative 
entry role—that of “trainee” or "student." 
Under the umbrella of training we may be 
able to bring about those alterations in 
social and psychological functioning that 
encourage effective coping behavior rather 
than decompensation in the face of insolu- 
ble personal and reality problems in per- 
sons who might otherwise be forced back 
to one of the other, more dependency- 
producing, entrances. 
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We know, however, that despite the in- 
timate, complex interrelationships between 
poverty and mental health, making upward 
changes in an individual’s income, knowledge, 
vocational skills, and societal role involves 
a complex process demanding substantial 
changes in the psychological functioning of 
the individual. Such psychological alterations 
have a good deal in common with those that 
occur in psychotherapy. Unless, therefore, 
the kind of psychiatric knowledge, compe- 
tence, and skill that takes account of these 
dimensions is built into such a health careers 
training program, its reach and effectiveness 
may be limited. 

Equally important to the mental health 
aspects of the program is the fact that the 
overworked municipal agency or depart- 
ment which might resist consultation ser- 
vices is likely to become more receptive 
to invitations to collaborate if the pros- 
pect of additional desperately needed per- 
sonnel is offered at the same time. It seems 
likely that in assisting our colleagues in 
the health field to plan for the use of such 
personnel, helping to prepare job descrip- 
tions, and establishing programs of super- 
vision, we may be able to influence these 
colleagues and their agencies to move to- 
ward those objectives which are ordinarily 
the goal of mental health consultation. 


Function and Structure 


Developing the appropriate organiza- 
tional, institutional, and educational tools 
for the health careers Program requires 
study, but we have already determined 
Certain basic elements of the approach: 
1) the program will coordinate the re- 
cruitment, screening, and placement of candi- 
dates in existing health training facilities as 
Well as establish additional facilities for an 
expanded program; 2) common COre pro- 
grams will be set up to service existing train- 
ing needs and permit spin-offs to specialized 
established, and projected training programs; 
3) remedial, tutorial, and equivalency pro- 
grams will be incorporated to permit mature 
students with economically caused education- 
al disabilities to keep up with their chosen 
group; and 4) the program will integrate 
nonprofessional training with existing and 
new technical and professional training to 
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create a comprehensive career structure— 
one in a series of interlocking programs 
that offer immediate career goals with cre- 
dentials granted on completion of each 
successive step in the career ladder. 

It is essential that this program be 
geared to study the community in which it 
is situated and to develop institutional and 
local solutions to community problems. 

The health careers program will also be 
designed to meet the existing formal re- 
quirements of hours of classroom work 
and subject material. However, course se- 
quence and content will have to be altered 
so that the curriculum conforms more 
closely to both the community's and the 
students’ realistic needs. The formula 
which we feel will best meet these training 
requirements is a process of applied educa- 
tion as distinguished from on-the-job train- 
ing. Although the distinction between the 
two concepts is not always sharply delineated, 
for illustrative purposes the dissimilarities will 
be emphasized in the following definitions. 

On-the-job training implies the acquisi- 
tion of rote skills, with the emphasis on 
immediate job proficiency and specific, 
limited educational goals. Discussion, the- 
ory, and development are given only the 
minimal time necessary for the acquisi- 
tion of skills necessary to the job. 

In contrast, applied education uses a field 
placement concept in order to achieve 
the greatest possible interaction between 
problems developing from work experience 
and academic and theoretical material. 
There is a greater emphasis on under- 
standing the fundamental concepts and 
problems underlying the vocational func- 
tion, on a Sensitivity to related skills and 
knowledge. The goal is the development of 
the greatest potential of the student. While 
applied education should equip the partici- 
pants for a particular career, the educative 
Process should allow for mobility and growth. 

A number of alternative models exist 
for combined field placement and classroom 
education, but the general model contem- 
plated calls for a 40-hour week in which 
approximately two-thirds of each day is 
spent on the job, with the remaining one- 
third in classroom work. The model for 
field placement can be drawn from student 
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practice teaching or social work field place- 
ment. Full supervision should be afforded, 
and credit should be given for successful 
completion of field placements. 

The greatest challenge—vocational edu- 
cation—also provides the greatest motiva- 
tion—job success—and reality demands 
for vocational competence might bring 
pressure for the student’s premature ac- 
celeration from general orientation semi- 
nars to specific technical information. To 
avoid this possibility sequences could be 
developed along vertical lines in which the 
educative process would begin at the par- 
ticipant’s particular point of  develop- 
ment. As an example, nurses’ aides in a 
health careers program might start with a 
seminar on general patient care, move on 
to seminars in medications and nursing 
techniques, and then into courses in physi- 
ology, basic chemistry, and anatomy. 

If selection of the student body is to re- 


flect an understanding of the problems of 


education of the disadvantaged, we must 
reevaluate admission procedures and re- 
quirements and find ways to promote a 
heightened investment by both students and 
the community in the community's future. 
Applicants might contract for a stated period 
of service with the community along lines of 
the agency-student agreements prevalent in 
Social work education. Community scholar- 
Ship selection committees might be set up 
to recommend candidates with the highest 
potential—an investment that would profit 
both students and the community. 

The greatest number of participants in 
any given training unit should come from 
the adjacent community. Some admissions 
might be reserved for residents of other 
areas of the city and others for national 
applicants, since a student body com- 
prised of different social, economic, and 
educational elements would contribute to 
an enriched and integrated total program. 

The nature of this educational challenge 
Will require an interdisciplinary faculty of 
the most dedicated and inventive instruc- 
tors who see their role as much larger 
than simply "to teach." A regular training- 
Of-trainers sequence has been developed to 
Prepare the health careers program instruc- 
tors with basic philosophy, methods, and 
techniques. Staff assignments will allow for 
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intensive staff development and for an ex- 
tensive program of staff seminars to de- 
velop new methods and techniques, course 
content, and curriculum design. 

The curriculum will have to be devel- 
oped, not imposed, flowing from a prob- 
lem-solving approach. The faculty will 
have to have the elasticity and creativity to 
appreciate fully the interaction between 
their function as teachers and their role as 
students in learning a new approach to 
education. We intuitively suspect that it 
might be most fruitful to recruit faculty 
from recommended recent graduates of var- 
ious graduate programs such as nursing, 
anthropology, sociology, social work, edu- 
cation, etc. j 


Cooperation of Educational Facilities 


A health careers program might be de- 
veloped in cooperation with municipal 
community college and senior college pro- 
grams. During the first year—in which the 
core curriculum will be used—the first 
three months will be devoted to orienta- 
tion procedures. During this time prelim- 
inary preselection observations will be 
supplemented by further observations and 
staff recommendations so that each trainee 
can be directed toward the appropriate 
area of specialization for the .next nine 
months. We will offer three career tracks: 
1) Direct Patient Health Services, includ- 
ing nursing skills and related health ser- 
vices; 2) Community, Social, and Mental 
Health Services encompassing the study of 
community services, resources, community 
organization skills, and interpersonal skills 
such as interviewing techniques; and 3) 
Technical Health Fields, which will include 
preparation and basic skills in areas lead- 
ing to roles as inhalation therapists, X-ray 
technicians, etc. 

During the core year a cooperating col- 
lege could offer remedial courses to train- 
ees with educational deficiencies and pro- 
vide counseling services. At the end of 
this first year "graduates" of the career 
tracks of Direct Patient Health Services 
and Community, Social, and Mental Health 
Services could be accredited as Licensed 
Practical Nurses. Some graduates of Tech- 
nical Health Fields could qualify for one- 
year licensed technician registration. 
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The student who continues on to the 
second year could matriculate as an As- 
sociate of Arts candidate through a co- 
operating university or community college, 
with the field placement component con- 
tinuing at the health or hospital facility 
and the health careers program continuing 
to provide supervision in the field. Suc- 
cessful completion of the second year 
would lead to an Associate degree in nurs- 
ing or a technical health specialty, or an 
Associate degree applicable to a Bachelor 
of Science degree. 

The third- and fourth-year students 
could be matriculated Bachelor of Science 
students in the cooperating university 
structure. Field supervision will continue in 
appropriate health settings, with released 
time for academic study. When they have 
successfully completed their fourth year, 
the students will be eligible for graduate 
work in medicine, dentistry, science, social 
work, and allied health fields. 


Some Final Considerations 


In establishing links with institutions of 
higher education, the health careers pro- 
gram should try to arrange for scholarships 
and preferential admissions. Furthermore, 
trained counselors should be available to 
help students identify the avenues to high- 
er education and the techniques to utilize 
these opportunities, Graduates at subpro- 
fessional or professional levels should be 
assured immediate job placement in the 
cooperating facilities, 

An ongoing research component to this 
Program is absolutely essential, not only 
to help establish effective guides to training 
Procedures but to identify potential man- 
Power pools. Research will coordinate re- 
cruitment on both a community-wide and 
a city-wide basis, Employment and train- 
ing facilities will have built-in machinery 
for evaluating job performance and will 
assume responsibility for the development 
of the nonprofessional both as a person 
and as a worker. The results of these eval- 
uations can be continuously fed back into 
training and service structures, 

Undoubtedly some nonprofessional jobs 
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will be oversubscribed and some under- 
subscribed. The health careers program 
must assume responsibility for selecting 
and directing applicants to the program 
for which they qualify and in which they 
can be ultimately employed. 

The civil rights movement has often 
charged new programs moving into disad- 
vantaged communities as simply more 
sophisticated forms of “colonialism,” with 
programs conceived and imposed from the 
outside. On the other hand, adminis- 
trators and professional personnel may la- 
bel demands for alterations in policy as 
unrealistic, unfeasible, or based on inade- 
quate knowledge. A health careers pro- 
gram which introduces people from the 
target population into escalating roles with- 
in the hierarchy of health agency organi- 
zations and services carries some promise 
for resolving this conflict. It is a way of 
exchanging knowledge, viewpoints, and as- 
pirations between the professional and 
residential community, of introducing the 
vested life and death interests of those 
most intimately concerned into the atmos- 
phere and commitment of the agency. In a 
word, a comprehensive health careers pro- 
gram carries with it the prospects for ef- 
fective institutional change. Furthermore, 
it offers a model that could be adapted by 
business and industry to the great advan- 
tage of the country. 

In summary, the substantial investment 
of a mental health service, particularly one 
Serving a disadvantaged area in a health 
careers program, is based on: 1) the need 
to provide manpower for programs in which 
it is directly engaged; 2) the desire to de- 
velop personnel so as to establish more effec- 
tive collaboration with those health and agen- 
cy programs which have critical bearing on 
mental health; 3) the opportunity to bring 
about meaningful Psychosocial change in 
residents of the community within the con- 
text of a training program; and 4) the possi- 
bility of making an effective contribution 
to those aspects of institutional change and 
the community's development which appear 


to be intimately related to the mental health 
of its citizens. 
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Persecution Trauma and the Reconditioning of 
Emotional Life: A Brief Survey 


BY JOOST A. M. MEERLOO, M.D. 


This brief survey is intended to outline the 
types of persecution trauma commonly seen 
among the survivors of Nazi concentration 
camps. Many psychiatric evaluations of 
these victims for purposes of compensation 
under the German law of restitution are, 
the author feels, cursory, unrealistically 
limited, and biased in favor of a narrow 
etiological view. He offers specific guide- 
lines to aid future examiners in their psy- 
chiatric evaluations. 


N PAST YEARS I have had to review many 

reports on the victims of persecution 
and extermination camps. In these reports 
various somatic and psychiatric considera- 
tions were used to try to link the years 
of terror with the actual emotional suffering 
of the persecuted. Only if such a link could 
be established on sound psychiatric grounds 
would the German authorities be persuaded 
to reimburse the victims for their emotional 
invalidism. The reports I saw were on cases 
for which compensation was denied because 
of insufficient argument. 

The following brief survey of psychody- 
namics is presented to facilitate the efforts 
of some of my colleagues in expanding 
their findings of purely psychiatric symptoms. 
Such symptoms are found by extensive in- 
terview, guided by the psychiatrist’s knowl- 
edge of psychopathology and the increased 
introspection he fosters in the interview. 
I noted in several of my colleagues a quite 
natural reluctance to analyze the true horror 
of the events and to retreat into mere somatic 
and neurological descriptions. For instance, 
long years of anxious expectation of per- 


~ 

Dr. Meerloo was formerly associate professor 
of psychiatry, New York School of Psychiatry, 
New York State University; his present address 
is c/o Duits Advertising, Dordrecht, Holland. 


Amer. J. Psychiat. 125: 9, March 1969 


secution may sometimes be more torturous 
and conditioning than torture itself, yet in 
none of the reports did I find reference 
to this. 

Of theoretical interest is the fact that 
there are physicians who still deny the ex- 
istence of psychic trauma and immense 
psychological damage. Ironically, they are 
under the impression that the use of stetho- 
scope and reflex hammer will lead them 
toward human insight. Strangely enough, 
the reports in question omitted the more 
subtle electric and chemical investigations 
that could help to include or exclude chronic 
brain trauma. I believe that those colleagues, 
too, were unwittingly protecting themselves 
against painful empathy, although it was 
at the expense of the individual they had 
to evaluate. 

The traumatic neuropsychosis resulting 
from the extermination camp torture has 
sharp clinical features separating this syn- 
drome from other neuropsychoses. This is 
important for psychiatric opinion concerning 
traumatic neurosis in general. 

Here we find that an intricate relation 
may be observed between physical and psy- 
chological symptoms. Sometimes a shatter- 
ing catastrophe has little effect on body 
and mind and is adequately warded off by 
the organism. At other times, a minor trauma 
may disturb a newly acquired equilibrium 
of existence. The result depends on the sen- 
sitivity and receptivity for trauma at that 
precise moment, although hereditarily dì- 
minished capacity for tolerance does play a 
role. The fact remains that the long years 
of traumatization and starvation in the death 
camps broke down nearly all endowed ca- 
pacity for tolerance among the victims of 
the camps. 

This brief survey is offered to future 
examiners to convince them that mere phys- 
ical examination is not enough. I found 
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in many reports a lack of behavioral de- 
scription. Such symptoms as daytime night- 
mares, reminiscence compulsion, and the 
acting out of token concentration camp 
reminiscences are often enough to establish 
the diagnosis of deep emotional disturbance 
hampering normal functioning in life. 

The resulting traumatic neurosis is an 
abnormal and paradoxical quest for help, 
something that could not be expressed dur- 
ing the years of complete despair. In those 
days it would have been tantamount to a 
death verdict. To call it malingering now 
is a projection of the investigator's unwill- 
ingness to empathize with the victim. Again, 
the victims become the target of prejudice. 
The label “hysteria” was the old euphemism 
to cover up our lack of knowledge and 
empathy, 

The eternal metaphysical question of what 
is organic or psychogenic becomes irrelevant 
in these persecution cases, since these people 
were not individuals but merely mechanical 
parts of the larger environment—expendable 
tools dependent upon the whims of their 
torturers, They cannot even figure out now 
which had more impact—the daily beatings 
or the constant humiliation. 

Yet German authorities try to deny the 
impact of life experiences on man as long 
as no brain damage is found. This, of course, 
is contradictory to all we know about the 
role of early imprinting and conditioning. 
Heuristically speaking, Symptoms are never 
exclusively organic or Psychogenic but are 
caused, conditioned, and triggered off and 
are always related to both spheres of ob- 
servation, 

It is not possible here to go into the 
age-old problem of psychophysical relations, 
although elaborate studies of psychic trauma 
tend to support the mutual interaction theory 
as forwarded by modern Psychosomatic 
medicine. The German rule that suffering 
cannot be reimbursed but only the degree 
of invalidism is against the Principles of 
psychopathology. In Psychiatry, suffering is 
the disease; it is suffering that makes for 
emotional invalidism. When the trauma is 
too overwhelming, the premorbid person- 
ality plays only a small role. 

I am not able to mention all the names 
of the colleagues who, by their clear clinical 
writing, inspired me to compile this survey, 
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Instead, I offer the bibliography available 
to me(1-14, 16, 18-27) and suggest the 
areas listed below for further exploration. 


The Long-Lasting Psychic Trauma 
of Persecution 


Years of harassment and anticipation of 
persecution led, for most victims, to a grad- 
ual conditioning into utter compliance and 
masochism. Escape with panicky parents 
often crippled the children. This panicky 
submission to fate had already begun long 
before the victims entered the extermination 
camps. In addition the following points 
must be investigated: 

—Destruction of personal history and 
social milieu. 

—The torturous reconditioning of early 
psychosomatic responses; the camp as re- 
conditioner of the past. 

—Famine, freezing, and exhaustion lead- 
ing to utter dependency; weight loss of 
more than 35 percent, resulting in almost 
permanent feelings of exhaustion. 

—Brutality, horror, terror, and humilia- 
tion. The loss of all hope! 

—Deindividuation and lack of privacy, 
continual exposure to mass mental contagion 
by terror-stricken co-fellows; continually be- 
ing forced into denial and isolation of affect. 


—Coercion into utter masochistic de- ~ 


fense; traumatic masochistic character for- 
mation. The death camp values became un- 
conscious directives. 

—Coercion into mental withdrawal and 
callousness toward others; the routinization 
of torture and sadism. 

—Daily mental contamination by the psy- 
chopathy of the leading criminals in the 
camp. Convicted criminals were the bosses. 

—Reconditioning by years of utter re- 
gression and primitivization, continuing in 
specific behavioral symptoms, such as com- 
pulsively saving bread, self-imprisonment, 

—Continual separation anxiety, knowing 
that parents and relatives have been mur- 
dered. 

—Additional brain trauma by beatings 
over the head and body (without detectable 
late symptoms); additional brain trauma 
through typhus or typhoid (without detect- 


able late Symptoms), with no respite for 
recuperation. 
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—Continual and consistent alarm reac- 
tions (fright, panic, adrenalemia, hyperthy- 
roidism, and other somatizations). 

—Utter dependency upon healthy body 
function. Hypochondriasis was a death ver- 
dict. 

—The paranoidization of everybody, per- 
secutor as well as persecuted. 

—Uprootedness, alienation, depersonal- 
ization. 

—Lack of privacy for years. The victims 
were more crowded than in any animal 
experiment in crowding, 

—Guilt over survival and not joining the 
dead. 


Late Consequences of Years-Long 
Psychic Traumatization 


—Symptoms directly following liberation 
(depression, rage, psychosomatic conversions 
such as ulcer, migraine, and colitis). 

—Incubation of anxiety symptoms, also 
called the “bridge period,” resulting from 
ability to temporarily repress the horror- 
drenched memories. Sometimes symptoms 
come to the fore when external circum- 
stances have become favorable and people 
can let themselves go, perhaps more than 
20 years later. The symptomless interval 
leads to the paradoxical "withdrawal-of- 
Stress panic," the panic that results after 
the danger is over and the defenses are 
no longer operating. The first years after 
liberation disguised the hidden psychic 
wounds by defensive overcompensation, but 
after the silent phase the panic returned. 

—Return of the repressed fear and anxiety, 
as seen in a typical and specific persecution 
syndrome like that found after brainwash- 
ing and in prison psychoneuroses. The 
chronic increased tension, irritability, and 
Vigilance lead to various psychosomatic con- 
Sequences. 

—A depression, different from the usual 
endogenous or reactive depression. It is a 
conditioned nightmare imprinted on years 
of panicky anticipation. Our overused terms 
“anxiety” and “depression” fall far short 
of the mark to describe these late sequelae. 
They are comparable to the Japanese Hi- 
bakusha syndrome(17), in which those 
affected show psychic numbness, lack of 
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drive, and shame about their lack of con- 
cern over others. They remain dazed and 
withdrawn. 

—Periodic nightmares, awakening in ter- 
ror, being back in the extermination camp, 
being fixed, as it were, in the past. Some vic- 
tims experience every night the same night- 
mare of being back in the camp. Inwardly, 
the victims remain inmates of the death 
camps. 

—Daytime nightmares or persecution 
fugue; intrusion of the nightmare into day- 
time, not being able to work, walking around 
in a daze, being cataleptic, slow, depersonal- 
ized. This usually stops in the evening. The 
dream becomes more real than reality (as 
with primitives). The days of torture and 
persecution act as a primordial biological 
imprint. 

—Retrograde amnesia. In many victims 
there are almost no memories prior to their 
being in the camp. The screen memory 
(first memory) is usually that of entering 
the camp. Life begins with the years of 
trauma and torture. Sometimes narcoleptic 
and psycholeptic escape reactions occur. 

—Anterograde amnesia for the first years 
after liberation. Only the facts of the camp 
are clearly recalled. 

—Periodic feelings of depersonalization, 
especially nightmares. This is usually ex- 
pressed in feelings of dizziness. 

—Identification with the aggressor, play- 
ing both roles in the dream—that of victim 
and of persecutor—and sometimes in daily 
life as well; robotization of emotions; living 
like a corpse. The instilled reflex of capitu- 
lation and surrender remains too easily 
triggered. 

—Identification with the murdered 
family members and other relatives and 
friends. The wound of sudden horrendous 
separation cannot be healed. 

—Continual anger, playing the pseudo- 
personality of being continually angry and 
full of revenge. 

—Increased adrenalemia. The chronic 
stress and alarm situation leads to various 
somatizations and psychosomatic responses. 
Only in a few reports could I find an elabo- 
tate search for these chemical indices (hy- 
perthyroidism, hyperadrenalemia, and other 
hormonal imbalance). 
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—Periods of ultramasochism—depression, 
self-accusation, accident-proneness; in wom- 
en, promiscuity resulting from passive 
victimization. 

—Diminished sexual drive and frigidity 
in both men and women; diminished capac- 
ity for giving love and affection. 

—Guilt and mourning over survival, with 
consequent danger of suicide (Freud's 
versaümte Trauer); persistent feelings of 
having betrayed the dead. Identification with 
the dead exerts a morbid spell. Communi- 
cation frustration is experienced, because 
talking about the mass murders is taboo. 
The reminiscence compulsion is usually a 
symptom of exaggerated mourning, a re- 
action to having been unable to integrate 
the suffered experiences. This was known in 
the old psychiatric literature as traumatic 
delirium. 

—Easy precipitation of the syndrome. 
Memorial meetings, news about trials, a 
movie about the camps may provoke the 
syndrome. It is also triggered by renewed 
emigration, death of a friend, loss of a job. 
Symbolic triggers provoke the old trauma 
again and again. There is a permanent 
tendency toward seclusion and isolation, 

—Impaired coping with life, the phe- 
nomenon we find in soldiers with extreme 
combat fatigue, especially as they grow older, 
It features increased Sensory sensitivity, in- 
tolerance to noises, increased irritability. The 
survivor is looked upon as a ghost who be- 
trayed the martyrs who died(15 Ns 

—Time sense disturbances, a disruption 
in the filing of past events. 

—Conditioned body attitudes (ducking, 
bending, slouching), even 25 years follow- 
ing the pathological conditioning, of which 
the individual is usually not aware. Sensory 
hypersensitivity is also apparent, especially 
when the sensations are reminiscent of camp 
sounds or smells (e.g., the smell of burning 
flesh). 

—Late signs of brain trauma and various 
responses which cannot be properly diag- 
nosed neurologically over two decades after 
the trauma unless elaborate electroencephal- 
ic, Pneumoencephalic, and hormona] in- 
vestigations are made in a clinical setting. 

—Profound Suspicion toward officials. 
Even the physician who makes a report 
about the victim is unwittingly identified as 
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the aggressor. When the physician is not 
able to conquer this suspicion, or aggravates 
it by his own hostility or suspicion, he 
never obtains the right answers and insights. 

—Abnormally high mortality among the 
survivors, especially during the first ten 
years following liberation. 


The Secondary Persecution of 
Concentration Camp Victims 


—The use of the word Wiedergutma- 
chung (literally meaning restitution, to make 
things good again) as a euphemism and a 
farce to render a small pittance. 

—Being caught in a legal bureaucracy; 
years of waiting for an answer to requests 
for restitution. 

—Denial of psychic trauma by physicians 
and frequent omission of any analysis of 
the years of overwhelming traumatization. 

—Denial of psychogenesis by authorities 
for bureaucratic reasons; denial of long- 
lasting emotional stress as trauma. 

—Hostile treatment by suspicious, derid- 
ing authorities who think that nearly every 
victim is a simulator. People are often 
judged and misjudged in a minimum of time 
without a chance to express themselves and 
be listened to. Victims are often trapped in 
the inadequate concepts of 19th-century 
psychiatry. Neurological techniques are used 
to deny subjective changes. Psychosomatic 
consequences are scorned. 

—Denial of somatization of anxiety. 

-Denial of suffering, mourning, and de- 
spair, the only memorable moments the 
victims have. 

—Feelings of renewed betrayal of the 
dead, combined with increased suicidal 
feelings; letting *the Nazis" get the better 
of them again. Every test, every medical 
examination becomes a question of life and 
death again to the victim. Inadvertently he 
compares such machinations with the selec- 
tions made in the death camps of those who 
were to go into the gas ovens on a given day. 
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Psychische 
Verfolgung. 


Like a beautiful flower, full of color, but without scent, are the fine but 
fruitless words of him who does not act accordingly. 
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Initiation of a Psychiatric Teaching Program for Surgeons 


BY FRANK BAUDRY, M.D., AND ALFRED WIENER, M.D. 


A program was set up to instill in surgical 
residents an awareness of the importance 
of emotional reactions in surgical patients. 
In weekly sessions patients were presented 
and their management discussed; their 
emotional distress was examined in regard 
to its manifestations, incidence, and under- 
lying causes. The authors suggest that such 
a teaching program should aim at a basic 
change in the surgeon’s attitudes toward 
emotional reactions, particularly anxiety, and 
thus enable him to manage his patients in a 
more rational and comprehensive manner. 


AY AWARENESS of the emotional aspects 
Of surgical practice and their integra- 
tion into the surgeon's work can best be 
imparted to the physician in training at a 
time when definite patterns of approach 
toward patients have not yet crystallized, 
Yet medical school curricula have in the 
past been deficient in helping the student 
to recognize mental and emotional distur- 
bances in the nonpsychiatric patient, In- 
deed, only recently have there been any 
well coordinated efforts to bring the find- 
ings of modern Psychiatry into the Scope 
of the other medical specialties, 
It has been our experience that even 
major courses in Psychiatry, while they 
may help introduce a fund of gross di- 
agnostic information, do Not effectively 
match the subtleties of experience which 
the physician encounters in his daily prac- 
tice and, Paradoxically, encourage com- 
partmentalization. The current trend in 
medicine toward ever-increasing specializa- 
tion, with its Tesulting lack of communica- 
tion between Specialties, is well known. 


, The authors are adjunct attendin iatri: 
division of Psychiatry, Montefiore Hoon ii 
ee Center, 111 E, 210th St., Bronx, N. Y. 


. [86] 


E 


We have attempted to alleviate this 
situation by structuring a teaching pro- 
gram specifically tailored to meet the needs 
of the surgical resident. 

Having received the enthusiastic back- 
ing of the late Dr. Elliott Hurwitt, then 
chief of surgery, we undertook at first a 
modest pilot program consisting of weekly 
meetings with the resident surgeons at 
which they would present problem patients, 
Gradually the need for greater structure 
arose, and a series of topics covering the 
various aspects of surgery came to be in- 
cluded as part of the course (discussed 
later). After the second year of our program, 
we sought and obtained a grant from NIMH 
to enable us to expand our work. 

The over-all aim of our teaching pro- 
gram has been: 1) to instill in the surgeon 
an appreciation of the importance of emo- 
tional reactions in patients; emotional dis- 
tress in surgical patients is examined from 
the points of view of its manifestations, 
incidence, and underlying causes; 2) to 
increase his awareness of the details of the 
doctor-patient-nurse interaction and its ef- 
fect on the course of illness; 3) to enable 
him to grasp the potential psychological 
ramifications of physical disease; 4) to 
give him an understanding of the processes 
of restoration of the individual from his 
hospital bed to an active place in society; 
this includes special emphasis on factors 
impeding the recovery and sociological as- 
pects of the hospital milieu. 


The Course: An Overview 


Selected surgical interns and residents 
met with the authors for weekly hour-and- 
a-half sessions during which a patient was 
Presented, interviewed, and his manage- 
Ment discussed, Also attending our con- 
ferences were the chief of surgery and 
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some younger surgical attending physi- 
cians. The patients chosen for the con- 
ferences were usually difficult surgical 
cases—patients who had presented par- 
ticular problems in doctor-nurse-patient 
relationships, e.g., the patient who failed to 
follow reasonable instructions and was 
angry, dissatisfied, and uncooperative. An- 
other group of patients interviewed was 
having a stormy hospital course. 

Routine patients were also interviewed 
periodically both to provide a frame of 
reference for evaluating sicker patients 
and to demonstrate the fallibility of the 
myth of the “routine” patient. It was pos- 
sible to show that at times so-called nor- 
mal patients had intense emotional reac- 
tions with which, however, they were able 
to cope through the development of de- 
fense mechanisms of a relatively nonpath- 
ological nature, or even that a “routine” 
patient was reacting in a pathological 
fashion which remained unseen because 
no one had bothered to look for it. 

The social, psychological, and environ- 
mental impacts of surgery upon the patient 
were explored, as were certain difficulties 
related to specific surgical problems. The 
best preoperative and postoperative com- 
prehensive management was considered 
for each type of patient. All of our con- 
ferences were tape-recorded for further study. 


Course Details 


At the beginning of our program the 
resident’s own experiences or those of his 
close relatives as patients in surgery are 
elicited. This has the purpose of making 
the conference meaningful on a personal 
level and creating an informal atmosphere 
conducive to the expression of the resi- 
dent’s personal reactions. We view these 
Subjective responses as an essential com- 
Ponent of our course and, indeed, of any 
Successful approach to the psychological 
aspect of surgery. An attempt is made to 
enable the surgeon to become more aware 
of his own involvement with his patients. 

During the first year emphasis is placed 
On sensitizing the surgeon to the emotional 
needs of the patients and the emotional 
impact of surgery. Techniques of history 
taking, interviewing, and diagnosis are in- 
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troduced, with attention being paid to the 
emotional, social, and environmental im- 
pact of surgery as it affects diagnosis, pre- 
operative and postoperative care, and re- 
habilitation of patients. It is assumed 
that it is possible to obtain within a short 
time (15 to 20 minutes) the type of his- 
tory that will include pertinent medical 
and personal data, enabling the physician 
to arrive at an understanding of the inter- 
action between emotional, social and phys- 
ical components of the illness. It is essen- 
tial to include the following questions: 

1. History of the patient’s previous sur- 
gical experiences including previous reac- 
tions to anesthesia; any complications of 
past surgery, such as unusual lengths of 
stay; what was most unpleasant or fright- 
ening for the patient; and if the patient 
had to do it over, what he would want to 
have done differently. We assume that if 
a patient has been known in the past to go 
through a similar experience without major 
difficulty, the chances of his developing 
some untoward emotional reaction are less 
likely currently. 

2. Details of surgical experiences of rel- 
atives or close friends, Patients often be- 
lieve that they are due to suffer the same 
fate as that of a close relative, especially 
if the fate was unfortunate. As a result, 
patients can look with much unnecessary 
dread to a coming surgical experience. 

3. The patient’s concept of his illness— 
that is, what is wrong with him, and how 
did he get that way? Much can be learned 
in this manner about a patient’s distortions 
and thinking about his illness. As implied 
earlier, the more unrealistic the patient’s 
expectations are, the greater the chances 
of untoward reactions developing in the 
future unless something is done prophy- 
lactically. 

4. Anticipated effects of the operation, 
including the length of time the patient 
thinks it will take to recover fully. 

Didactic material is linked with clinical 
discussions and illustrative patient inter- 
views. 

In general, the orientation of the course 
of lectures is to proceed both develop- 
mentally in time (childhood, old age, 
death) and sequentially in terms of hos- 
pital course. The problems associated 
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with surgery in different anatomical loca- 
tions are examined. We also devote much 
time to the important implications of 
mutilating surgery (colostomy, amputa- 
tion, mastectomy, etc.). Special emphasis 
is given to preoperative preparation and 
to the handling of the cancer patient, for 
we have found that both areas are most 
often inadequately understood by the busy 
practitioner. It is hoped that, as a result, the 
surgeon will come to realize the multifaceted 
aspects and complicated emotional overtones 
of everything that happens to the patient from 
the time he first suspects the need for an 
operation until eventual outcome—be it re- 
covery, chronic illness, or death. 

In order to prepare themselves better 
for their teaching roles and to familiarize 
themselves with the specific problems of 
surgical patients, the Psychiatrists attend 
weekly surgical conferences and surgical- 
mortality conferences, accompany and par- 
ticipate in surgical grand rounds, and also 
make rounds weekly with the surgical chief 
resident. In addition, members of the teach- 
ing team occasionally attend operations and 
study patients in the Postoperative recovery 
rooms. In this manner firsthand knowledge 
is obtained not only of the patient’s experi- 
ences throughout surgical hospitalization but 
also of the day-to-day work and Stresses en- 
countered by the harassed surgical resident, 
The teaching team has been available for 
psychiatric consultations, conducted, when- 
ever feasible, in the presence of the Surgical 
resident, 


Requirements of the Psychiatric Teacher 


The first requirement of the psychiatrist 
teacher must be to appreciate the need 
and understand the means for establishing 
a working communication with his students 
based on mutual Tespect for their Separate 
areas of competence. The teacher must be- 
come part of the team, 
conferences, and establish Personal pro- 
fessional contact with the chief of surgery 
and his chief resident. He must be aware 


Example 1. One surgeon complained that 
the surgical course Of a patient with regional 
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ileitis and multiple fistulae had become more 
complicated and had taken a turn for the 
worse since he had been seen by a psychiatrist 
for consultation, with a direct causal connec- 
tion implied. 


The house staff is often caught in a con- 
flict of loyalties when faced by some older 
successful surgical attending physicians 
who may not accept as readily the rele- 
vance of emotions on the course of the 
surgical patient." This conflict may be al- 
leviated somewhat by encouraging the 
surgical staff to verbalize it and to realize 
that the psychiatrist is only showing them 
one of several ways of dealing with pa- 
tients. 

Psychiatrists must not become too easily 
discouraged, realizing that liaison teaching 
is often unpredictable and that people 
change but slowly and reluctantly; repe- 
tition and long-term exposure are the 
building blocks of success. Theoretical and 
didactic teaching is of little value unless 
based on constant demonstration; we at- 
tempt to interview patients in front of 
the group almost weekly. The psychiatrist 
must resist the temptation to overwhelm 
the nonpsychiatrist with technical jargon, 
Psychiatric theory, dynamic speculation, 
and details of psychopathology. It has 
been our experience that medical personnel 
will often misuse psychiatric terminology. 
The surgeon must therefore be questioned 
as to what specifically he has in mind 
about the patient whenever he employs a 
theoretical concept; much misunderstand- 
ing can thus be avoided. 

Another danger lies in the surgeon’s un- 
wittingly trapping the Psychiatrist into a 
stereotyped, mechanistic approach to per- 
sonality types, e.g., the angry or demand- 
ing or depressed patient. The psychiatrist 
must learn very quickly to master the dif- 
ficult task of addressing a group which is 
both highly Sophisticated in its particular 
skill and yet often quite uninformed in- his 
own. He must also avoid becoming an un- 
Solicited teacher. He must not be seduced 
by a student’s questions dealing with the 
patient’s Sexuality and unconscious mo- 
tivations unless they are pertinent to the 
management of the patient. 

He must realize that his job is not to 
make psychiatrists out of surgeons but 
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rather to enable them to manage surgical 
patients in a more rational and compre- 
hensive manner and also to recognize when 
they should call for help(1); therefore the 
psychiatrist’s teachings must always be 
practically oriented. 


Example 2. A 56-year-old postgastrectomy 
patient was presented because the surgeons 
felt that there would be interesting “psycho- 
logical correlates” with ulcer disease. On ex- 
amination the patient was found to be an un- 
usually compliant, passive man who would tell 
the doctors how grateful he was and how won- 
derful things were, regardless of how he ac- 
tually felt. He would tolerate generally pain- 
ful procedures (e.g., wound probing) with a 
shrug of the shoulder and a smile. The point 
was made that such a patient should be closely 
questioned for signs of early complications 
(e.g, pain in the leg for phlebitis or in the 
chest for pneumonia) lest his statement that 
all is well—based on his inability to com- 
plain—be taken at face value. 


In order to stimulate the surgeon’s capac- 
ity for self-observation, the psychiatrists must 
ask questions before providing answers. This 
will also engage the student’s interest and 
curiosity and develop in him the capacity 
to observe and appreciate his own feelings 
and reactions to patients, all of which we 
consider crucial in arriving at rational man- 
agement. 


Example 3. A difficult private patient be- 
came a ward patient because of financial com- 
Plications. One of his first gestures was to offer 
the resident some money “to care for him well.” 
The latter reacted with hostility, and only after 
discussion did he become aware that he took 
this offer personally as a reflection of the pa- 
tient’s lack of trust in him. Only then was the 
Tesident in a position to understand the mean- 
ing for the patient of this untimely offer— 
namely, an expression of anxiety and fear of 
getting second-rate treatment in connection 
with the loss of his private physician. The 
Patient was also aware of being a “difficult 
case” with a talent for provoking resentment 
In people around him. 


The psychiatrist must recognize that 
When the medical profession is confronted 
by a problem, the temptation is to do 
Something to correct the situation before 
analyzing it properly. The development of 
Patience and the capacity to delay or even 
withhold action is not easy. 
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Example 4. A 20-year-old boy who had 
received burns over 60 percent of his body 
became obstreperous, negativistic, and with- 
drawn and refused necessary treatment. He 
was attended to by his mother, who helped 
foster the boy's severe regression. The nurses 
responded to his behavior with hostility, in- 
creasing firmness, and demands that he con- 
form; they sought our help to “do something" 
so that the patient would conform to their re- 
quests without their taking stock of the situation, 
analyzing it, and discovering some of the pre- 
cipitating elements (the patient's terror, his 
helplessness, his reactive needs to control, and 
his typical character traits of passive-aggressive 
behavior). These had to be identified in order 
to plan rational modes of approach (drugs, 
increasing contact with an uninvolved staff 
member, efforts not to make a battle out of 
medical treatment with the patient, etc.). 


It is useful to remind the surgeon of the 
limitations of medical science in order to 
help him accept the realistic boundaries 
of our capacities. This applies especially 
to the care of the cancer patient. Often 
the doctor's frustration is related to the 
lowering of self-esteem that accompanies 
his inability to cure the patient. 


Example 5. 'The surgical staff asked our 
help in managing a 71-year-old depressed 
man with widespread abdominal carcinoma and 
a colostomy which had been repaired; a drug 
rash also complicated the picture. We realized 
and made them aware that their difficulty in 
dealing with this patient stemmed from their 
own feelings of helplessness and frustration in 
the presence of a malignant illness; this had 
prevented them from setting realistic goals for 
themselves. With our help, these goals were de- 
fined as follows: 

The patient's attention should be drawn to 
how well his colostomy was now functioning; 
steps had to be taken to alleviate his rash; 
radiotherapy was to be used to control, if pos- 
sible, rectal bleeding. Once these goals were 
clearly defined for the patient and surgeon, 
the latter once again became interested and 
involved with the patient. The patient's de- 
pression lifted rapidly. 


Teaching Methods Specific to the 
Surgical Experience 


The application of the general principles 
discussed earlier has to be supplemented 
by certain specific methods required by 
the field of surgery. It is a truism that 
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every surgical experience, no matter how 
minor, will be stressful to the patient. 
Thus the central role of anxiety and the 
defenses against it, in addition to certain 
specific anxieties which are almost invar- 
iably mobilized to some degree (fear of 
death, mutilation, pain, helplessness), must 
be demonstrated. The teaching must be done 
with the surgical experience as a central 
focus. Thus "routine" patients are as in- 
teresting as patients with specific problems 
in management. 

Because of the surgeon's dramatic role 
as agent in life and death, surgery is a 
stress also for the surgeon. It must be 
recognized that a certain degree of isola- 
tion from the patient's emotions may be 
salutary and essential if the surgeon is to 
perform his primary function, which is to 
operate, in an optimal state. The psychia- 
trist must therefore guard himself against 
the temptation to overinvolve the surgeon 
with his patient in a personal way. The 
degree of closeness that each Surgeon can 
tolerate is, of course, an individual mat- 
ter. We have seen some surgeons who are 
quite threatened by almost any emotional 
involvement with their patients, whereas 
Others can achieve a close rapport without 
any impairment of their surgical skills. 

The psychiatrist should also recognize 
his own limitations, The surgeon has better 
knowledge of his patient than the consul- 
tant; the psychiatrist should not have 
grandiose aims and attempt to substitute 
himself for the surgeon in managing the 
patient, something the Surgeon occasional- 
ly hopes for. We are not magicians, 


Pressed” while in the hospital du 
evaluation. 


As it turned Out, this patient had under- 
three years previously 


ring routine 
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man because of an estimated mortality rate 
of 50 percent in this particular procedure; 
They were clearly hoping that the psychiatrist — 
would take the decision out of their hands | 
and relieve them of making a difficult choice, | 
They were told that from a psychological point 
of view there was no reason to deny the pa- 
tient his wish. There was no hidden suicidal 
intent. 

The surgeons were unhappy with our find- 
ings and continued to stress the degree of 
Psychopathology present in a vain effort to 
Shift the decision not to operate onto our 
shoulders. 


Basic to the decision regarding the de- 
sirability of an elective surgical procedure 
is a surgical indication; then, and only 
then, can psychological factors be con- 
sidered as modifying elements. In non- 
elective surgery there are no psychological 
contraindications. This does not mean there 
are no psychological complications; the lat- 
ter must be handled as they arise. 

Since the surgeons spend a large part of 
their time in the operating room in com- 
Parison with other disciplines, a heavier 
responsibility rests on the ancillary staff, 
especially nurses, They maintain the closest 
Contact with patients and are confronted by 
the burden of coping with the patients’ de- 
mands and dealing with their anxieties and 
anger. Since nurses are not simply neutral 
agents, they can, without being fully aware, 
contribute to some of the patient's difficul- 
ties. At the same time, they know more about 
the patient’s emotional state than the sur- 
geon, and they can therefore play an im- 
portant diagnostic and therapeutic role. 


j 


Discussion 


It is not easy to assess the effectiveness 
of liaison teaching. Careful listening to the 
taped conferences several weeks later 
helped the psychiatrist sharpen his inter- 
Viewing techniques and increase the impact 
of his didactic teaching. There have been: 
Some studies on the problems of evaluating 
the teaching of nonpsychiatric residents, 
but with no definite findings. D 

As far as we are aware, a program i 
Specifically tailored for a surgical division 
and extending over a protracted period of 
time has not been Teported in the litera- 
ture. Surgeons are less exposed to and 
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therefore less familiar with this type of 
teaching. Throughout the course surgeons 
will frequently assign to the psychiatrists 
the role of supervisor and critic; certain 
distortions are often attributed to us. 


Example 7. One day, while on rounds with 
us, the chief resident reacted to a family’s in- 
cessant demands with some anger, then turned 
to us and said somewhat sarcastically, “I 
guess you must feel it is wrong to get angry 
with a patient or with relatives.” Gradually 
such distortions have been corrected. 


To be successful the program must ex- 
tend over many years since what we are 
aiming at is more a change in attitude 
than an increase in the surgeon's factual 
knowledge. 

The absence of any previous programs 
to guide our efforts contributed to some of 
our blunders. In one instance we encoun- 
tered an unusually empathic surgical resi- 
dent, and we allowed ourselves to burden 
him with responsibilities that went beyond 
his proper role. 

As an adjunct to the resident conference, 
we decided to meet once a week with the 
nursing personnel of a surgical floor and 
discuss with them some problems in prac- 
tical management. We found this of im- 
mense value both as a teaching experi- 
ment and as a fund of unexpected and 
tichly varied information about patients 
and day-to-day events on a surgical floor. 
We came to appreciate some of the subtler 
and generally overlooked factors in patient 
care such as house staff rotation, nurses' 
Shifts, patient interaction, family inter- 
ferences, nurses' moods, and conflicts with 
doctors. When in our enthusiasm we at- 
tempted fairly early in our contact with 
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these nurses to elicit their feelings and 
reactions to patients and to have them 
offer comments, attendance became sparse; 
eventually the teaching session on the par- 
ticular surgical floor had to be temporarily 
discontinued. We later found out that the 
group had felt both threatened and exposed 
by our attempts to elicit their responses to 
patients. 

We realized that we often overestimated 
the student's capacity to digest the teach- 
ing. Occasionally a surgeon would come 
to us after a year and explain that al- 
though he had heard us expound a par- 
ticular point of view, only now was he 
beginning to understand it and be able to 
apply it practically, on his own, to one of 
his patients. It is therefore essential to 
guard against discouragement especially be- 
cause of the difficulty in measuring change. 

As a result of our experiences we have 
come to appreciate the difficulties of set- 
ting up a workable and enduring program. 
We have learned a great deal also from 
our errors. There have been some changes 
in our teaching methods, including: 1) 
greater awareness of the need for repeti- 
tion; 2) decreasing fear of simplicity; 3) 
decreasing need to "say it all" in one lec- 
ture; 4) awareness that one must use spe- 
cific instructions that can be tested and 
evaluated with follow-up of patients; and 
5) realization that one's value grows in the 
eyes of the surgeon as he sees our ap- 
proach working. 
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If one advances confidently in the direction of his dreams, and endeavors 
to live the life which he has imagined, he will meet with a success unexpected 


in common hours. 
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The Psychiatrist-Nurse Team and Home Care in the 
Soviet Union and Amsterdam 


BY PAUL SINGER, M.D., BETTE HOLLOWAY, R.N., 
AND LAWRENCE C. KOLB, M.D. 


The systems of home treatment for the men- 
tally ill observed by the authors in three 
cities abroad—Moscow, Leningrad, and 
Amsterdam—are based in part upon the 
delegation of a broad area of responsibility 
to the psychiatric nurse. The greatly expand- 
ed role of the nurse in these systems offers 
one solution to the problem, faced in this 
country as well, of utilizing scarce man- 
power resources in the most efficient way to 
meet the comprehensive mental health needs 
of the community. 


I N THE SUMMER of 1967 the authors visit- 

ed Moscow, Leningrad, and Amsterdam 
to observe the psychiatric outpatient facili- 
ties, particularly the home care programs 
and the functions of the psychiatrist-nurse 
team. 

To compare the psychiatric programs in 
these two different societies adequately, one 
must take into account the profound in- 
fluence of cultural differences on the re- 
Spective psychiatric systems. and on the 
attitudes of patient, doctor, and nurse. This 
is a task beyond the Scope of this paper; 
reference will be made, however, in this 
evaluation to the important cultural forces 


as they are perceived to influence our ob- 
servations, 


Psychiatric Care in Moscow 
and Leningrad 


The cities of Moscow and Leningrad are 
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divided into health districts with popula- 
tions of 300,000 to 400,000 each. There is a 
district psychoneurologic dispensary (anal- 
ogous to a community mental health center) 
for each district, providing emergency care, 
outpatient treatment, home care, day care, 
night care, and work therapy. In each dis- 
pensary there is one psychotherapist who 
treats cases of adult psychoneurosis and per- 
sonality disorder almost exclusively. In ad- 
dition there is a child psychiatrist, a psychia- 
trist for adolescents, and a psychiatrist who 
works with alcoholics. All of these therapists 
treat patients at the dispensary only. 

The dispensary’s district is divided into 
approximately ten divisions, each serviced 
by a team of one psychiatrist and one 
nurse-social worker (there are no social 
workers per se in the Soviet Union) which 
attempts to handle most facets of the care 
of adult psychotics in a fixed area containing 
a population of 35,000 to 40,000. The 
psychiatrist-nurse team divides its work be- 
tween home visits and clinic visits. Psychosis, 
the primary focus of their therapeutic effort, 
is viewed as a condition greatly affected by 
the environment; the team sees its task as 
one of understanding the precipitating 
Stresses in the environment and then manip- 
ulating them as necessary. Hospitalization 
is viewed as detrimental even under good 
conditions, and a vigorous attempt is 
made to avoid it unless a danger is present 
or special treatment or special tests are 
required. All ECT is performed on an in- 
patient basis. 

The socioeconomic. system in the Soviet 
Union permits the psychiatrist a far greater 
degree of flexibility in his involvement in 
the patient's life. He is unconcerned about 
fostering dependency and actively assumes 
a parental role. He may arrange for housing 
changes, speak with authority to an em- 
Ployer concerning an employment change, 
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and arrange as well for the patient to retain 
‘the same salary despite the fact that his 
mew, less pressured job pays less. 

—— The support given the patient by visiting 
"him at home might at first glance be viewed 
as antitherapeutic and as having the effect 
of increasing his dependency and secondary 
gain. In evaluating the Soviet personality, 
however, the "collective spirit" is a factor 
of great magnitude which cannot be over- 
‘emphasized. Beginning in the nursery, the 
stress is on the collective, the group, and 
the individual's responsibilities to the group's 
needs. Individual goals and requirements are 
secondary to those of the collective. In ad- 
dition, the philosophy of Karl Marx, with 
its emphasis on productiveness, has permeat- 
ed all aspects of Soviet society and therefore 
must also be recognized as a determining 
motivation in Soviet culture. 

The psychiatrist and nurse are perceived 
by the patient as representative of the 
collective. Their visits to the patient's home, 
their directive approach in treatment, and 
their active maneuvers in effecting environ- 
mental changes in the patient’s life are 
Viewed by the patient as the collective’s at- 
tempt to help him; they result in increasing 
his sense of responsibility to the group and 
his social obligation to get well and become 
Once more a productive member of his so- 
ciety. Although the stigma of mental illness 
has decreased in the Soviet Union, the re- 
sponsibility to the collective for productivity 
felt by the individual remains a motivation 
of extreme importance. 

Carrying her own home care case load, the 
Soviet nurse has far greater responsibilities 
than her American counterpart. She feels 
Secure in the knowledge, however, that she 
may request at any time that the psychiatrist 
See the patient. Following the prescription 
and recommendations of the doctor, she is 
Nevertheless allowed discretion in such areas 
às increasing medication dosage. 

Becoming involved in the total care of 
the patient and in any social problems or 
environmental manipulation which seem in- 
dicated, the nurse offers general support and 
encouragement, watches for the effectiveness 
and side effects of medication, gives injec- 
tions to those who refuse medication orally, 
Works with relatives and neighbors, and as- 
Sists in social rehabilitation and readapta- 
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tion. She may encourage and help with the 
cooking, attempt to overcome fears by go- 
ing with patients and showing them how to 
take a bus or trolley, accompany patients on 
first visits to hobby groups or to sheltered 
workshops (great emphasis is placed on 
work therapy in the Soviet Union), help 
patients obtain pensions, assist them in fill- 
ing out documents, etc. 

There has been relatively little mobility 
in the population of the U.S.S.R. Housing 
change is uncommon, with the result that 
both psychiatrist and nurse (whose resi- 
dences are also rather permanent) come 
to know their area and its population well. 

Outpatient treatment is based on what 
the Soviets call "dynamic observation" of 
the illness, the psychiatrist (not the patient!) 
deciding when the patient should be seen, 
depending on the course of the illness. Home 
visits to acutely psychotic patients and those 
just discharged from the hospital are general- 
ly made every three days. Some patients may 
be seen more than once a day when deemed 
necessary. Patients with active illness, taking 
large doses of medication, are visited at least 
every two weeks. Patients in good remission 
but on medication are visited about every 
three months, and those who have recovered 
from a psychosis but have some psychiatric 
residual or remaining organicity, including 
retardation, are seen approximately every 
six months. A permanent file is kept on all 
patients, and the psychiatrist and nurse team 
regard their responsibility to each patient 
as for life. Discharge from the outpatient 
treatment program is performed with cau- 
tion and generally is given only one and a 
half to five years following recovery and 
cessation of medication. 

Despite the general impression that out- 
patient treatment of psychotics is managed 
well in the Soviet Union and that a humane 
attitude and concern for the patient exist, 
several uncertainties remain—the apparent 
tendency in the Soviet Union to display the 
same psychiatric facilities to all visitors and 
the reluctance to allow visitors to accom- 
pany a doctor or nurse on home visits (the 
Soviets became quite defensive in response 
to our requests, stating that they feared it 
might interfere with the relationship). Con- 
cerning the dispensary-based psychiatrists 
who have individual specialties, one wonders 
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whether the one or two psychotherapists can 
deliver by our standards adequate services 
for all the cases of neurosis and personality 
disorder within the entire district of 300,000 
to 400,000 population. Similarly, one won- 
ders how one child psychiatrist and one 
adolescent psychiatrist can treat all their re- 
spective cases and perform consultative and 
other duties as well (especially in view of the 
rising incidence of adolescent problems in 
the U.S.S.R.). 


The Amsterdam System 


The Bureau of Mental Hygiene, located 
in the Municipal Health Center in Amster- 
dam, attempts to serve the psychiatric needs 
of a community of approximately one mil- 
lion. There are also about 125 psychiatrists 
in private practice in the city, several sectar- 
ian aftercare clinics, an institute for psycho- 
therapy, and a psychoanalytic institute. Pa- 
tients may be referred to the Bureau of 
Mental Hygiene by private practitioners or 
other agencies, or be self-referred. Admis- 
sions to all hospitals, including private ones, 
are decided upon by the Bureau of Mental 
Hygiene. The adult psychiatry section of the 
bureau (patients from 21 to 65 years of age) 
presently employs eight psychiatrists and 
nine psychiatric nurse-social workers who 
service districts divided by streets, 

The outstanding features of the Amster- 
dam system, as in the Soviet Union, are the 
team approach, the close working relation- 
ship between psychiatrist and nurse, and the 
heavy reliance on and confidence in the 
ability and judgment of the Psychiatric 
nurse. Each nurse carries her own load of 
approximately 70 patients whom she sees 
at the clinic or at home. 

Home care is an integral and important 
part of outpatient treatment. Nurses make 
home visits four afternoons a week, seeing 
approximately five to six patients. The psy- 
chiatrist visits patients at home two after- 
noons a week but sees more patients than the 
nurse in a given amount of time because he 
uses a car (nurses make their Tounds on 
bicycle) and is less intimately involved in 
the details of manipulating the social aspects 
of the patient's life, such as placing children 
during a mother's hospitalization. 

The nurse's area of responsibility, like 
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that of the Soviet nurse, is not limited by 
the many restrictions imposed upon her in 
our country. She follows cases on her own, 
handles the psychosocial aspects, and ad- 
justs medication dosage, requesting at her 
discretion that the psychiatrist see the pa- 
tient. 

Having invested seven years of study in 
her profession, the nurse-social worker has 
a great commitment to her work, resulting in 
high self-esteem and the respect and con- 
fidence of the psychiatrist. The nurses ap- 
pear extremely competent and dedicated, 
and turnover is infrequent. One nurse we 
spoke to has been following a case for 18 
years, a twice-married schizophrenic woman 
with four children by four different men. 
The nurse-social worker helped in the place- 
ment of three of the children and was ap- 
pointed “guardian” by the court for the 
fourth child, whom the patient kept. 

Another important function of the Bureau 
of Mental Hygiene is emergency care, which 
is handled by one psychiatrist for the entire 
city (each takes a 24-hour tour of duty by 
rotation). Geriatric psychiatry is now a sepa- 
rate service and manages its own emergency 
cases. Emergency referrals are made by 
telephone, preferably by private physicians, 
social agencies, or police, but calls from 
relatives and neighbors are usually accepted. 
Calls are responded to immediately, if nec- 
essary, by the psychiatrist on duty, who has 
access to a chauffeur-driven radio-car. 

Home care was instituted in Amsterdam 
in 1926, placing an emphasis on crisis in- 
tervention and resolution of family and so- 
cial problems. It is our impression that the 
Amsterdam system, in its objective of pre- 
venting hospitalization, has come to be 
based too much on home care, with the 
result that an insufficient amount of con- 
struction of inpatient facilities has taken 
place. Hospital beds are at a premium, and 
apparently no significant increase in their 
number (except for nursing institutions) is 
planned. Our observations suggest that many 
families are placed in emotionally unhealthy 
positions due to the attempt to prevent 
hospitalization. Of the five patients we visited 
on emergency call with the psychiatrist one 
afternoon, there was, in our opinion, a clear 
indication for institutionalization in two 
cases. 
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One case, an elderly man with chronic 
brain syndrome, was found in bed, dis- 
oriented, incoherent, and incontinent. His 
two sisters, who were required to give him 
complete nursing care, were hostile to the 
psychiatrist, stated that the medication was 
making the patient hallucinate, and de- 
manded hospitalization. 

The other case, a woman in her late 
50s, was suffering from a severe depression. 
She barely spoke, manifested marked psycho- 
motor retardation, was eating very little, and 
spent most of the day in bed. Her son, who 
was self-employed, had not been able to 
attend to his business for over a week be- 
cause of the need to keep the patient under 
constant observation. 


Conclusion 


Although psychiatrists in the United 
States, when compared to their Soviet and 
Dutch counterparts, have a tendency to 
hospitalize too frequently, there still remain 
appropriate indications for hospitalization 
in all countries. In both the Netherlands 
and the Soviet Union, where psychiatric 
home care has been an integral part of the 
approach to the problem of serving the psy- 
chiatric needs of the community, the role 
of the psychiatric nurse has been expanded 
beyond that of the American nurse; her func- 
tions are less restricted and her responsibili- 
ties far greater. The lack of sufficient medi- 
cal personnel to adequately meet the mental 
health needs of the community in our own 
country has led us to conclude that we must 
overcome obsolete attitudes, that the success 
of the mental health movement in the United 
States will require a creative and flexible 
approach to abolish outmoded concepts of 
tole definition and antiquated boundaries of 
Tesponsibility. 

Expanding the role of the psychiatric 
nurse is an essential prerequisite for a home 
care program which, when judiciously uti- 
lized by a community mental health center 
With a full complement of services, can be 
an effective treatment modality and can re- 
s in a decreased incidence of hospitaliza- 

` tion, 


DISCUSSION 


C. KnicuT ArpnicH, M.D. (Chicago, Ill.). 
—Community psychiatry is American psychia- 
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try's response to community demands for the 
provision of better balanced and more exten- 
sive psychiatric coverage and for increased 
efforts to prevent disability. Although respon- 
sive to all types of emotional disturbance, 
community psychiatrists have had to respond 
to the increase in demand by giving priority 
to the care of the most severe types of illness 
and of those most responsive to treatment. 
This circumstance has required some rede- 
ployment of psychiatric effort from office psy- 
chotherapy to the community care of psy- 
chotic patients. With the additional demands 
the existing manpower deficiency has become 
more severe, requiring maximum use of non- 
physician personnel. Many of these people are 
deployed in the community in the attempt to 
forestall hospitalization. 

It is therefore important for American psy- 
chiatrists to learn all they can from experiments 
in community psychiatry in other countries. 
We need to know under what circumstances 
the community approach is applicable and 
when it is inapplicable. We need data from 
which to predict how specific conditions such 
as stability of a community's population will 
affect the success of certain programs. Con- 
sidered and critical reports, of the quality of 
the one presented by Dr. Singer and his as- 
sociates, are vitally necessary for the optimal 
development of community psychiatry in this 
country. 

Dr. Singer and his associates describe the 
joint participation of the psychiatrist and 
nurse-social worker in home care. Home care, 
however, is inevitably costly in terms of travel 
time and increases the demands on psychiatric 
manpower, always in short supply and be- 
coming even more limited in this country. 
Despite the acknowledged unique value of the 
psychiatrist’s home visiting, as evidenced by 
such projects as Alvin Becker's in Boston(2), 
I question whether it will be possible to develop 
domiciliary care by psychiatrists in the United 
States on a scale commensurate with that of 
Moscow, Leningrad, or Amsterdam. Even in 
those cities, where the nurse-social worker is 
acquiring more skill and more responsibility 
in patient management and crisis intervention, 
the necessity for a substantial proportion of 
the home visits to be carried out by the psy- 
chiatrists is not completely clear. 

Coincidentally in this country, the general 
practitioner is being phased out as physicians 
become more committed to specialization. Fur- 
thermore, as the complexity of medicine in- 
creases, physicians prefer to work in hospitals, 
emergency rooms, and offices where modern 
equipment is at hand. There is still a need for 
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domiciliary care, although the belief is grow- 
ing that much of it can be carried out by sub- 
stitutes for physicians rather than exclusively 
by physicians. As this trend develops, the public 
health nurse or a reasonable facsimile thereof 
may become the domiciliary and neighborhood 
office replacement for the general practition- 
er(1), and if so, she or he may take on a 
similar role for the psychiatrist. With a rapidly 
increasing number of community health pro- 
grams to balance community mental health 
programs, it may be neither efficient nor de- 
sirable to maintain the separation of health and 
mental health in community services. 

The public health nurse who operates semi- 
autonomously in the community requires easy 
access to the hospital-based or office-based 
physician. Fortunately, the development of 
modern communications equipment now makes 
it possible to provide on-the-spot consultation 
by telephone and soon will make possible con- 
sultations by television. The day is coming 
when the public health nurse (in a car, not on 
a bicycle) will have his portable video closed- 
circuit transmitter so that when he considers it 
necessary he can contact the physician in his 
hospital office to interview the patient in his 
home, with the nurse at hand to act as inter- 
mediary. Even sooner this type of remote con- 
trol consultation by specialists will be avail- 
able to hospital emergency rooms during off 
hours. Thus the advantages of the Amsterdam 
emergency service might be provided without 
requiring so much time-consuming travel by 
the psychiatrist and so would conserve scarce 
psychiatric manpower. 

Dr. Singer and his associates comment on 
the tendency in Moscow and Leningrad to 
show the same psychiatric facilities to all visi- 
tors, on the reluctance to allow visitors to ac- 
company staff on home visits, and on the 
paucity both of psychotherapists and of child 
and adolescent psychiatrists, I suspect that we 
have problems parallel to each of these in this 
country. First, although perhaps we have more 
Show places, we don't go out of our way to 


Man is the only animal that lau 
that is struck with the diffe 
ought to be. 


[96] 


PSYCHIATRIST-NURSE TEAM 


show visitors the less attractive half or two- 
thirds of our psychiatric facilities, Second, un- 
til very recently we have been reluctant to al- 
low not only visitors but students and residents 
to sit in on our counterpart of the home visit, 
the outpatient psychotherapy session. Third, 
as to the paucity of psychotherapists, we have 
no valid evidence indicating that office visits 
with neurotics represent a more effective use 
of manpower than home visits to psychotics, 
And, finally, I am not so sure that our 800 
qualified child psychiatrists, or one to 250,000 
people in the U. S., compare so favorably 
with the corresponding numbers in the Soviet 
Union. 

There is a world-wide shortage of child and 
adolescent psychiatrists and at the same time 
an urgent need for validation of the effective- 
ness of psychotherapy, which in turn may re- 
quire more exposure of psychotherapeutic ef- 
forts to the kind of critical appraisal that may 
result in both understanding and validation. 
We all need to be less defensive about our 
deficiencies and to be less hesitant to open our 
less adequate psychiatric facilities to greater 
public exposure, not only to visitors but to 
legislators and others whose help we need for 
their improvement. 

As the world gets smaller and visits to other 
countries are easier and more frequent, mutual 
understanding should increase and defensive- 
ness should be more easily broken down, at 
least among scientists, with benefit to the men- 
tally ill of all nations. Reports of the kind 
presented by Dr. Singer and his colleagues 
are extremely valuable as we struggle to de- 
velop appropriate patterns of care to meet the 
insistent needs of the community. 
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Religion, Mental Health, and Personality: A Review of 
Empirical Studies 


BY VICTOR D. SANUA, PH.D. 


Reviewing a number of recent studies per- 
tinent to the common belief that religion 
is a basis of sound mental health, general 
well-being, and humanitarianism, this au- 
thor finds no empirical support for the theory. 
He concludes that contemporary religious 
education does not seem to ensure healthier 
attitudes and discusses the possibilities for 
remedying this failure. 


M’ PURPOSE in this paper is to review 
a number of studies which have tried 
to relate religion with mental health and 
other major aspects of personality. Psychia- 
try and religion share a common concern 
for the improvement of mental health. Yet, 
until a few years ago, there was little inter- 
action or cooperation between these two 
areas in exchanging available information. 
To encourage such collaboration, the Acad- 
emy of Religion and Mental Health was 
established in 1957. The Academy has 
since published an annotated bibliography 
(36) to aid 


- . . the psychologists and psychiatrists in 
relating the knowledge and activities of their 
Scientific disciplines to the concerns and de- 
mands of religious workers. Conversely, it is 
hoped that religious workers will be helped 
to better understand the purposes and tech- 
niques of these psychological sciences and 
consequently facilitate the utilization of psy- 
chological ‘information in the services of 
Souls. 


We are all aware of the rather common 
theory that religion is a basis of sound 
"mental health." Numerous articles have 
been published, most frequently in the 
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Journal of Pastoral Counseling, regarding 
the benefits derived from introducing re- 
ligious aspects into counseling. However, 
most of these reports are anecdotal and 
lack empirical support. The contention that 
religion as an institution has been instru- 
mental in fostering general well-being, cre- 
ativity, honesty, liberalism, and other 
qualities is not supported by empirical data. 
Both Scott(55) and Godin(22) point out 
that there are no scientific studies which 
show that religion is capable of serving 
mental health. On the other hand, Godin 
feels that mental health can assist Christian 
life. While many professional workers in 
the mental health field, such as psychologists 
and psychiatrists, have been engaged in 
studies to validate the efficacy of their efforts 
in fostering better mental health conditions, 
the validation of the efficacy of religious 
teachings and religious counseling seems to 
be lacking. 

In 1959 Argyle(7) discussed the relation- 
ship between religion and mental disorders. 
Jung(28) had pointed out that religion is 
a necessary adjunct to psychotherapy. How- 
ever, the empirical evidence available, ac- 
cording to Argyle, seems to indicate that 
an inverse relationship between religion and 
mental disorders exists only for older people. 
There are no well-controlled studies in 
psychotherapy in which religious encourage- 
ment has been used as one of the independent 
variables. Argyle concluded that there is little 
evidence to support the hypothesis that re- 
ligion ever causes mental disorders or that 
religion prevents such disorders. 

The present review includes studies which 
have tried to relate religiousness and aspects 
of mental health, such as psychological ad- 
justment, as measured by objective tests, 
and other indicators, such as deviancies. 
Studies of certain aspects of the personality, 
such as authoritarianism and prejudice, 
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which are indicators of mental health, have 
also been included. A third major section 
of this review is devoted to a discussion 
of the relationship between religiousness 
and one's involvement in social issues. 


Relationship Between Religiousness 
and Psychological Adjustment 


Jahoda(26) devoted an entire volume to 
a discussion of the criteria used to define 
mental health. Due to the limited scope 
of this paper, I have not discussed the 
various definitions which appear in the lit- 
erature but have used the commonly op- 
erational definition of adjustment as mea- 
sured by psychological tests. Thus, a very 
poor score obtained by a subject on an 
objectively standardized test of adjustment 
or poor results on a projective technique 
would indicate maladjustment. 

In this section a number of studies are 
reviewed which have attempted to test the 
hypothesis that the person with strong re- 
ligious beliefs can find “peace of mind" 
through his faith and thus be a well-adjusted 
person. 

Funk(21) administered a scale of Te- 
ligious attitude and the Taylor Manifest 
Anxiety Scale to a group of college students 
who were representative of the three major 
religious groups(Protestants, Catholics, and 
Jews) and were majoring in the sciences. 
Anxiety was found to be unrelated to or- 
thodoxy, religious preference, belief in a 
philosophy of life not founded on a religion, 
hostility to religion, or change of religious 
attitudes during years spent on the college 
campus. However, high scores on the Taylor 
Manifest Anxiety Scale were found to be 
characteristic of students who had expressed 
religious doubts and who felt guilty about 
not living up to expectations of their re- 
ligious teachings. 

Wright(67) correlated the McLean In- 
ventory of Social and Religious Concepts 
with the Heston Personal Adjustment In- 


à positive correlation 
between the religious scale and sociability 
for male subjects. On the other hand, those 
men who appeared more liberal in their 
religious attitude, and those who seemed 
less certain of their Teligious opinions, tend- 
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ed to be better adjusted in the area of 
personal relations. 

Lantz(31), on the other hand, found no 
correlation between religious activities: and 
personal satisfaction with social conditions 
among college students. Porterfield (45), us- 
ing vital statistics, studied the relationship 
between indices of well-being and religious 
activity as measured by church membership 
per 100,000 population and the number 
of ministers in the community. He stated 
that: 


It is clear to everyone that many factors 
enter into making of social conditions, favor- 
able and unfavorable to man. The Church 
is only one institution among many, and 
religion is not the only force infringing upon 
us. Furthermore, our data do not indicate 
that the Church “makes things worse." But 
they do raise the important question as to 
"why things are not better." 


In the following studies the authors tried. 
to relate psychological adjustment and re- 
ligious practice among the aged. 

Moberg(39) found among institutional- 
ized aged a significant correlation of .59 be- 
tween personal adjustment and a religious 
activities score based on past and present 
religious activities. O’Reilly(42) confirmed 
this positive relationship with noninstitu- 
tionalized Catholic aged. He found that more 
than half of those who were "very happy" 
were more active in religious practices, while 
only 11 percent of the "unhappy" group 
indicated being active in religious affairs. 

Ranck(49) hypothesized that, while au- 
thoritarianism and submissiveness are related 
to specific religious ideology, psychopathol- 
ogy is not. He assumed that religious 
ideology was primarily a cultural phenom- 
enon. He administered an extensive battery 
of tests to 800 theological students in 28 
Schools across the United States, represent- 
ing the entire continuum from conservatism 
to liberalism. The results confirmed his hy- 
pothesis, showing that while authoritarianism 
was related to religious ideology, psycholog- 
ical adjustment as measured by the Bell 
Inventory and some of the MMPI subscales 
was not related to religious ideology. Thus, 
beliefs were found to be unrelated to 
pathological symptoms. Instead, beliefs were 
found to be primarily a cultural phenomenon, 
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related to early environment and specifically 
to family influences. 

McGrath(35) used the semantic differ- 
ential type of questionnaire to measure per- 
sonal adjustment; he administered it to three 
groups of students who were members of 
religious organizations on campus. He found, 
in comparing group scores, that the Catho- 
lics had the highest personal adjustment 
scores, the Unitarian group had the poorest 
adjustment scores, and the Baptist group 
was in the middle of this range. However, 
when each group was studied separately, 
it was found that Catholic female students 
expressed a very low self-esteem and very 
low self-satisfaction. The interpretation of 

. such findings could be more significant if, 
in addition, the investigator had used three 
groups with the same religious affiliations 
but not attending religious organizations on 
campus. 

A well-designed research study on the 
relationship between religious attitude and 
emotional adjustment was conducted by 
Armstrong and associates(8). The sample 
included normal men and women and a 
group of psychotic subjects. Both groups 
included Catholics, Protestants, and Unitar- 
ians, which is a continuum in terms of 
orthodoxy, conservatism, and liberalism. 
Osgood's Semantic Differential(consisting of 
23 bipolar adjective pairs) was used as a 
measure of personal adjustment. Each sub- 
ject first rated himself as he saw himself 
and then as he wished he were. The dis- 
crepancy score was computed so as to ob- 
tain an index of distance between self and 
ideal self. The psychological adjustment or, 
in this particular case, the discrepancy score 
between actual self and ideal self was not 
markedly different for any of the three nor- 
mal groups. 

Rokeach(50) devoted a whole volume 
to the study of the nature of belief systems 
and personality systems. He found that 
People with formal religious affiliation are 
more anxious. Believers, compared to non- 
believers, complain more often of working 
Under great tension, sleeping fitfully, and 
Similar symptoms. Dunn(16) found that 
religious individuals tended to be more per- 
fectionistic, withdrawn, insecure, depressed, 
Worrisome, inept, and the men were some- 
What feminine in interest. Women, on the 
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other hand, tended to have somewhat mas- 
culine interests. 

Gurin, Veroff, and Feld(24) conducted 
a nationwide study designed to find out 
whether there was a relationship between 
frequency of church attendance and answers 
to the question: “Did you ever feel you 
were about to have a nervous breakdown?” 
No relationship was found between these 
two variables. However, when the sample 
was reclassified into major income groups, 
a combination of higher income and regular 
church attendance showed a lower rate of 
affirmative answers to the question. The 
general finding was that belonging to a 
higher income group and a higher education 
group is more conducive to one’s “happiness” 
than frequent church attendance. 

The following studies related religious- 
ness with different aspects of the person- 
ality, not yet discussed, which are usually 
linked to mental health. 

Strunk(61) found that divinity students 
were more aggressive in social contacts than 
business administration students. Dreger(15), 
using a projective technique, found that the 
only difference between religious and non- 
religious subjects was the dependency feel- 
ings shown by the former. 

Bateman and Jensen(9) found that a 
person with extensive religious training tends 
to express less anger toward the environ- 
ment and is more apt to turn it upon him- 
self. Grunes(23) found that individuals 
highly characterized by realistic repressive 
traits exhibit lower intelligence than those 
showing such traits to a lesser degree. Study- 
ing attitude toward death, Alexander and 
Adelstein(2) found that religious subjects 
tend to escape to the satisfying concept 
of an afterlife, while the nonreligious sub- 
jects are more likely to banish the topic 
from consciousness. 

In all of the aforementioned studies the 
investigators tried to relate religiousness to 
certain aspects of mental health. In one 
major study Srole and associates(60) tried 
to relate the religiousness of the parents 
with the mental health of their offspring. 
They hypothesized that the extent of re- 
ligious practice of the parents would affect 
the mental health of their offspring. Re- 
spondents in the survey were asked about 
the importance of religion to their parents. . 
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While 31 percent of the Jewish respondents 
indicated that their parents attached im- 
portance to their religion, 40 percent of 
the Protestant respondents and 67 percent 
of the Catholic respondents indicated sim- 
ilarly. The data presented no significant 
findings pertaining to the relationship be- 
tween parental religiousness of the Jewish 
respondents and their own mental health. 
For the Protestant and Catholic samples, 
a positive correlation was found only for 
the lower- and middle-class respondents. In 
general, the findings show that the “un- 
churched" individuals, from all three re- 
ligious groups, seem to show a less favorable 
mental health picture. 

The results of the above review seem to 
indicate, therefore, that most studies show 
no relationship between religiousness and 
mental health, while others point out that 
the religious person may at times show 
greater anxiety and at times less anxiety. 
What may be said at this point is that a 
substantial number of additional empirical 
findings would be necessary before any valid 
conclusions could be drawn as to the re- 


lationship between religiousness and mental 
health. 


Deviancy, Social Pathology, 
and Religiousness 


While the scales of adjustment may not 
represent an ideal criterion for differentiating 
religious from nonreligious subjects, it might 
be possible to use manifestations of anti- 
Social behavior as a valid discriminating 
variable. The assumption could be made 
that the individuals reared in homes devoid 
of religion would be more likely to trans- 
gress ethical codes. Research studies, how- 
ever, have failed to support such an as- 
sumption. 

Middleton and Fay(38) compared the 
attitudes of delinquent and nondelinquent 
girls toward religion, They found that the 
Meses ur had more favorable attitudes 
oward Sunday observan i 
penta y ce and the teachings 

Scholl and Beker(54) investigated the 
religious beliefs of delinquent and nonde- 
linquent Protestant adolescent boys. They 
found that the expressed religious attitudes 
and beliefs of delinquent adolescent boys 
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do not differ greatly from those held by 
nondelinquent boys. The authors conclude, 
therefore, that no evidence was found to 
support the contention that the adoption 
of a delinquent behavior pattern is signifi- 
cantly related to religious attitudes. 

In a more recent study Middleton and 
Putney(37) found no evidence that the 
religious variables are correlated with anti- 
social behavior, either positively or negative- 
ly. It appears that religious sanctions are not 
essential for basic social norms. They report 
that, in certain instances, religious skeptics 
who believe that certain antiascetic actions 
are wrong are likely to adhere to the ascetic 
norms to the same extent as believers. When 
skeptics violate ascetic norms, it is because 
of their greater tendency to reject such 
norms. 

Although he did not use a control group, 
Smith(58) found that the majority of a 
group of inmates at a Michigan state re- 
formatory had been regular church members, 
had studied the Bible in church schools, 
and had come from church-going families. 
One-half of them felt that churches were 
effective forces for good and would make 
a doomed man feel at home. 

Schofield and Balian(53) compared the 
frequency of church attendance of a group 
of schizophrenic patients and a matched 
group of nonschizophrenics. The two groups 
were not differentiated as to frequency of 
church attendance. Using the ecological ap- 
proach, Smith(57) reviewed a number of 
studies which tried to relate religiousness 
and crime. He reported that, despite the 
claims of religion, there is no convincing 
evidence that conventional religion in itself 
has proved to be an effective antidote to 
crime. 

In 1939 Thorndike(62) tried to determine 
the factors which make a city “good” to 
live in. He selected 37 separate factors 
such as infant mortality, percentage of il- 
literate population, Percentage of youngsters 
enrolled in schools. He correlated these 
criteria of “goodness” with a number of 
other variables including the percentage of 
the population who were church members. 
From a sample of 295 cities, Thorndike 
found a negative correlation of .22 (which 
was slightly above the level of significance) 
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between the “goodness” score and total 
church membership. 

Angell(6) determined the factors he 
assumed would reflect the social health of 
the community, which he preferred to call 
the “moral integration of the community." 
Cities where people were actively concerned 
about their neighbors’ welfare could be con- 
sidered to have a high “moral integration.” 
Statistics on crime represented a second 
major index of *moral integration." Angell 
combined the scores of 28 cities on the 
basis of the 1936 Census of Religious Bodies. 
His hypothesis was that the larger the pro- 
portion of church members in a given 
community the greater the “moral integra- 
tion." As in Thorndike's study, Angell found 
that church membership as such did not 
affect the social health of a city population. 
A replication of his study today, in light 
of current developments, would be highly 
relevant. Weir(65) selected one aspect of 
social pathology-delinquency and church 
membership but failed to find any significant 
correlation. 

Walters(63) questioned the patients in 
a treatment center for alcoholics about the 
religious environment they were exposed to 
during their childhood, as well as their 
present attitudes toward religion. He found 
that, compared to parents in a control group, 
a larger number of the parents of these 
alcoholics were church members. While no 
differences in religious activities were found 
between the fathers in the two groups, 
mothers of alcoholics were more active in 
religious activities than those in the control 
group. It was also found that most alcoholics 
retained, in adulthood, the religious beliefs 
formulated during their childhood. 

In the discussion of his results, Walters 
Suggested that his group was not truly rep- 
resentative of alcoholics in general. It was 
his contention that a three-month voluntary 
hospitalization would more likely be sought 
by individuals with strong religious convic- 
tions, thus sorting them out from the ranks 
of the larger alcoholic population. However, 
Walters still posed the question that "Since 
religion appears to be a deterrent to excessive 
drinking, why did not religious influence 
during the development period of those men 
Protect them against becoming problem 
drinkers?" 
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Thus, while psychological testing has not 
been very conclusive as to the relationship 
between psychological adjustment and re- 
ligiousness, the evidence regarding the re- 
lationship between social pathology and 
religion points out that the latter may not 
necessarily fulfill the function ascribed to 
it—namely, that of an integrating force in 
society and a contributor to the mental 
health of the members of that society. 

While the aforementioned results may 
be startling, further research regarding the 
effectiveness of church membership in curb- 
ing social pathology would still be needed. 
We are all well aware that pathology is 
highly correlated with social class. It is 
suggested, therefore, that a clearer indication 
of the effectiveness of church membership 
may be obtained by conducting studies in 
cities matched for socioeconomic status but 
unmatched for church membership. Any 
difference between the social pathology of 
the two types of cities could be related 
to church membership. 


Authoritarianism and Religiousness 


Allport(3) reviewed the major findings 
of studies which tried to relate religiousness 
and authoritarianism; he also reported on 
his own research findings. His general con- 
clusion was that 


This finding . . . not only does it seem to 
belie the universalistic import of religious 
teaching, but it is contradicted by other evi- 
dence. Students were asked in the same in- 
vestigation to tell how their religious training 
has influenced their ethnic attitude. Two types 
of report were given. Some said frankly that 
the impact was negative, that they were 
taught to despise other religious and cultural 
groups. But some said the influence was 
wholly positive . . . (p. 451). 


In the light of our discussions the finding 
is easily understood. Belonging to a church 
because it is a safe, powerful, superior, 
ingroup is likely to be the mark of an 
authoritarian character and to be linked 
with prejudice. Belonging to a church be- 
cause its basic creed of brotherhood ex- 
presses the ideals one sincerely believes in 
is associated with tolerance. Thus, the “in- 
stitutionalized" religious outlook and the 
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"interiorized" religious outlook have oppo- 
Site effects on the personality. In a recent 
paper Allport(4) further discusses this 
dichotomy. 

Jones(27) administered the Allport-Ver- 
non Scale of Values and the F scale to 
Navy cadets. There was a marked tendency 
for authoritarian cadets to report strong 
religious background. Theoretic and aesthetic 
values were negatively related to author- 
itarianism. 

Putney and Middleton(47), using a larger 
sample of 12,000 students majoring in the 
social sciences and enrolled at 13 colleges 
and universities in the northeastern and 
Southern parts of the country, found that 
students who are highly orthodox in religious 
beliefs tend to be authoritarian, highly con- 
cerned about their social status, and con- 
servative on political and economic issues. 

The positive correlation between religious- 
ness and authoritarianism has been reported 
in many other studies. However, one study 
which challenges this hypothesis is men- 
tioned here. High school students in a 
metropolitan area in Michigan, in a small 
town in Florida, and in a rural area in 
Alabama were administered the F scale. 
While differences were found on the F Scale, 
no relationship was found between author- 
itarianism and frequency of church at- 
tendance. It should be pointed out, however, 
that this study was conducted with adoles- 
cents, while the majority of the other studies 
were conducted with adults. This may ac- 
count for the difference in findings, It is pos- 
sible that the frequency with which adoles- 
cents attend religious services may not be 
related to their own personal inclinations but 
is likely to be influenced by extraneous pres- 
sures, such as parental fiat or social con- 
formity. 

The question may be raised at this point 
as to the relationship between authoritar- 
ianism and mental health. Aside from his 
negative Social propensities, the authoritari- 
an is not what we consider a healthy person. 
Maslow(34) found the authoritarian to be 
insecure and to possess other negative qual- 
ities ‘such as drive for power, hostility, and 
Prejudice, Fromm(20): found the author- 
itarian sadomasochistic, suffering from guilt 
feelings, and exhibiting homosexual trends. 
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Prejudice and Religiousness 


Scales measuring ethnocentrism and au- 
thoritarianism have been the subject of 
innumerable papers and books during the 
past 18 years, following the publication of 
the book by Adorno and associates, The 
Authoritarian Personality(1). However, lit- 
tle interest has been expressed in measur- 
ing religiousness itself. Several criteria have 
been used to measure religiousness, but there 
are no standardized scales of religiousness, 
One difficulty involved is that religious be- 
liefs are so varied among the different re- 
ligious groups that the construction of one 
single over-all scale would be quite inade- 
quate. Criteria which have been used in 
measuring religiousness include frequency 
with which an individual attends religious 
services, his membership in religious organi- 
zations, or the role that religion plays in 
his life. While the first criterion measures 
actual behavior, it may be influenced by 
variables other than religiousness. The sec- 
ond criterion indicates a formal association 
which may not necessarily be related to 
attitude or even behavior, while the third 
criterion, since it is based on self-reports, 
may be distorted. The ideal measure of 
religiousness would be based on the degree 
of ethical behavior in consonance with re- 
ligious ideals. 

Hartshorne and May(25) conducted such 
a study with children. They found no re- 
lationship between normal behavior and 
religious training, religious belief, or partici- 
pation in religious ritual. Blum and Mann 
(10) administered a prejudice scale to un- 
dergraduates, half of whom belonged to 
religious organizations. Students belonging 
to such clubs were found to be more anti- 
Semitic than those who did not. Similar 
results showing a positive relationship be- 
tween religion and prejudice were found 
by Eiseman and Cole(17), Maranell(32), 
Feagin(18), and Weima(64). 

Kelly(29) found that there was a slight 
tendency for those with favorable attitudes 
toward the church to be less tolerant of 
the Negro; anti-Semitism and intolerance of 
the Negro were found to be correlated as 
well; Protestants were found to be more 
discriminatory toward the Negro. Other 
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factors, besides religious preference and fre- 
quency of church attendance, significantly 
related to attitudes toward the Negro in- 
cluded geographic region, father’s occupation, 
and major subject in college. 

O'Reilly and O’Reilly(43) found that 
those who scored high on a religious scale 
favored the segregation of Negroes in their 
own parishes, while those who scored low 
on the religious scale were significantly less 
prejudiced and opposed to segregation. All- 
port and Ross(5) found that, on the 
average: 1) churchgoers are more prej- 
udiced than nonchurchgoers; 2) people with 
extrinsic religious orientation are significant- 
ly more prejudiced than people with an 
intrinsic religious orientation; and 3) people 
who are indiscriminately proreligious are 
the most prejudiced of all. Findings to the 
contrary are reported by Marton and Nichols 
(33). Although they did not find the re- 
ligious college student to be an exemplar 
of tolerance and humility, they did not find 
the generally negative picture to be inferred 
from previous studies either. 

The studies just cited have used as criteria 
either attitude scales on religiousness or 
formal membership in a religious organiza- 
tion. Friedrichs(19) used frequency of 
church attendance as a criterion for measur- 
ing religiousness. He reported that while 67 
percent of the subjects who were not mem- 
bers of a church were tolerant, only 45 
percent of the subjects who were church 
members shared their views. However, when 
the samples were divided according to fre- 
quency of church attendance, a curvilinear 
relationship was found. Those subjects who 
attended 61 or more services per year were 
more tolerant than those who did not attend 
any religious services or those who attended 
such services with less frequency. It would 
appear, therefore, that very faithful church- 
goers have attitudes which are more conso- 
nant with the ideals of their religion. Recently 
Allport and Ross(5) confirmed this curvi- 
linear relationship. 

Furthermore, Friedrichs tested the para- 
dox of the American dilemma in which 
the prejudiced person imagines himself a 
good Christian. Findings based on inter- 
Views with 112 residents in a small town 
in New Jersey showed that, although three- 
quarters of the respondents felt that seg- 
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regation is un-Christian, two-thirds argued 
that it would not be fair to rent or sell 
one's home to Negroes. 

Rosenbloom(51) found that percentages 
of prejudiced and nonprejudiced subjects 
were almost equally divided among mem- 
bers of three church groups. His sample 
included Episcopalian, Presbyterian, and 
Jewish subjects in California. He found that 
social class was a more important variable 
in this study; those of higher socioeconomic 
status were more likely to be more prejudiced. 
Rosenbloom also reported more ethnic prej- 
udices in respondents attending services less 
frequently than among those attending with 
greater regularity. No curvilinearity was 
found in this study. 

The aforementioned studies were all con- 
ducted in this country. Siegman(56) at- 
tempted to test the hypothesis concerning 
the relationship between religiousness, eth- 
nic prejudice, and authoritarianism in Israel. 
He administered a number of scales to 
Jewish adolescents in the United States and 
Israel. A correlation between religious be- 
liefs and ethnic prejudice was found for 
the American but not for the Israeli sample. 
No evidence was found in the American 
sample that religiousness is associated with 
authoritarian personality. For the Israeli 
sample, a relationship was found between 
the authoritarian personality and certain re- 
ligious beliefs, such as the nature of God, 
but not religious observance (Sabbath). 

Siegman maintains that the failure to 
obtain a significant correlation between per- 
sonality and religiousness in the American 
sample is attributable to the fact that social 
pressures for religious conformity leave little 
room for personality determinants of re- 
ligious behavior. 

In recent years, Rokeach(50) developed 
a research study in the area of rigidity and 
dogmatism. He found that, on the average, 
those who identify themselves with a re- 
ligious organization express greater intoler- 
ance toward minority groups than do those 
who identify themselves as nonbelievers. 


Religiousness, Humanitarianism, 
Social Values, and Social Issues 


Kirkpatrick(30) studied the relationship 
between religiousness and humanitarianism. 
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He prepared 22 humanitarian and nonhu- 
manitarian propositions concerning such 
problems as the treatment of criminals, un- 
married mothers, and conscientious objec- 
tors. The correlation between religiousness 
and humanitarianism scores was found to 
be very low and predominantly negative. 
He concluded that the common assumption 
that religion is a source of humanitarianism 
was not supported by his data. 

Pugh(46) administered the Allport-Ver- 
non Scale of Values to Negro Baptist min- 
isters, church members, and non-church 
members. The scale tests for six values— 
theoretic, economic, aesthetic, political, re- 
ligious, and social. He found that all three 
groups obtained high scores on the re- 
ligious scale. On the other hand, the social 
scale ranked second with non-church mem- 
bers and fifth among the ministers. Thus, 
most Southern Negroes are predominantly 
religious in interest. Social values were high- 
est among non-church members. The author 
concluded that ministers might well reex- 
amine their values for adequacy to enable 
them to meet the problems which they, by 
the very nature of their work, are forced 
to face. 

Another area of interest is the relationship 
between religiousness and attitudes toward 
Social issues. Obenhaus(41) tried to relate 
church affiliation and attitudes toward se- 
lected public questions; he found an almost 
complete failure, among his Subjects, to 
think theologically about social issues. Ac- 
cording to Obenhaus, this raises Serious 
doubts about whether the church leadership 
is fulfilling its function in social and ethical 
development. However, this does not appear 
to be limited to the United States. Nowlan 
(40), a European Jesuit, feels that there 
is no standard Catholic attitude toward dif- 
ferent aspects of social life. 

,, Devolder( 14), inquiring into the religious 

life of Catholic intellectuals in Belgium, 
indicated that “religious conviction based 
more on sentiment and tradition rather than 
on logical ground is apt to lead to mis- 
understandings,” 

Pyron(48) tried to correlate the scales on 
the Allport-Vernon Scale of Values with 

Openness to change.” He found that those 
with a high religious score would tend to 
Oppose change. Cline and Richards(12), 
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using factor analysis, reported that there 
was a “close to 0-order relationship" between 
the major religiousness factors (high church 
attendance, frequency of prayer, contribu- 
tions of money, etc.) and such variables 
as “having love and compassion for one’s 
fellow men,” “being a good Samaritan,” 
and “possessing humility.” It would seem 
that religious teachings had failed to induce 
much sense of responsibility toward one’s 
fellow men, 

Salisbury(52) conducted a large-scale 
study among college students in the North 
and South to explore which attitudes and 
behavior of the religiously orthodox are 
similar to or different from the attitudes 
and behavior of the religiously unorthodox 
or the religiously liberal. He found that 
the religiously orthodox personality differs 
consistently from the liberal personality. 
Among his findings were the following: 1) 
“The orthodox personality interacts within 
a religious system removed and remote 
from the problems of the social milieu.” 
2) “Internalization of doctrine is not re- 
flected in external behavior, i.e., more toler- 
ant, more democratic, etc.” 3) “Religion 
to the orthodox person is a personal and 
private affair with little or no social im- 
plications.” 4) “Where the sacred ideology 
is in conflict with the secular ideology, the 
orthodox personality finds it possible to 
retain or to reject individual values within 
the value system that characterizes his par- 
ticular religious system.” 

The most striking present-day example 
is the one pointed out by Campbell and 
Pettigrew(11). Despite the number of 
preachers and ministers in the North who 
fight and speak out for Negro rights and 
their cause in the South, Campbell and 
Pettigrew found that religious leaders in 
Little Rock, Ark., preferred to sidestep the 
social reform issues in order to keep peace 
in their congregations. Certain institutional 
arrangements helped the ministers to con- 
trol the development of guilt while they 
remained inactive during the racial crisis. 

This concern about the failure of religion 
to fuse its higher values with basic functions 
in institutionalized life in the United States 
Was expressed by Pemberton(44). He stated 
that this failure exists because Protestantism 
has no ethical method requiring its ideals 
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to bear confirmable results within these 
basic institutionalized functions. 

One fruitful way of approaching the prob- 
lem would consist in the evaluation of the 
philosophy of present-day teachers of re- 
ligion, both lay and clerical, since it is 
their own teachings that will probably de- 
termine the course of the values held by 
their students. Crawford(13) suggested the 
use of the “Q-sort” method to determine 
areas of concern in religious education. He 
found that rural churchmen tended to place 
least emphasis on social action and leader- 
ship training. He interpreted these findings 
in terms of these churchmen’s satisfaction 
with the status quo. It would seem, therefore, 
that if churchmen themselves do not con- 
sider a given social issue or reform to be 
of major importance, their congregations 
cannot be expected to think otherwise. Some 
research evidence has already been men- 
tioned which shows that churchgoers have 
little concern about such problems. By ex- 
tension, then, we may say that consideration 
of social issues is either not an important 
part of clerical training or that the clergy 
are failing to instruct their congregations 
in social concerns. 

Spilka(59) tried to test Allport’s hy- 
pothesis about the existence of two types 
of religiousness. He administered the Thur- 
stone Scale of Attitude Toward the Church 
and the E scale to a sample of college 
undergraduates. They were separated into 
two groups: those with high ethnocentric 
scores and those with low ethnocentrism 
and religious nonethnocentrism. He then 
administered another battery of tests and 
found that the religious ethnocentric group 
scored higher on manifest anxiety, rigidity, 
and self-concept instability than did the 
religious nonethnocentric. There was no dif- 
ference in intelligence between the two 
groups. The study, however, remains in- 
complete, since Spilka selected only those 
Subjects who scored above the median in 
Teligiousness. It would have been worth- 
While to include two other groups, both 
Nonreligious, but with one group being 
ethnocentric and the other nonethnocentric. 
à Following Allport's lead, Wilson(66) de- 
Vised the Extrinsic Religious Values Scale 
(ERV) and correlated it with the Anti- 
Semitic Scale after he had administered the 
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battery to ten different groups of subjects 
belonging to various religious groups. He 
found that the ERV-AS correlation was 
.66 on the average, but when homogeneity 
and alternations were corrected for, the 
correction coefficient would be .80. The 
validity of the ERV Scale, according to 
Wilson, is greater than the AS Scale because 
its content is more ambiguous in terms of 
social acceptability. 

The two studies above represent a needed 
development in the scientific study of re- 
ligion, since they differentiate religiousness 
which is based on rituals and religiousness 
which reflects the ideals of religion. Natural- 
ly, much more research is needed in this 
area. 


Summary and Discussion 


A number of empirical studies, which do 
not support the general belief that religion 
is the fountainhead of all moral tenets of 
our society, have been reviewed in this 
paper. According to Allport(3) religious 
instruction seems to include a contradictory 
set of beliefs. He stated that “most religious 
persons tend to internalize the divisive role 
of religion, whereas only a small minority 
are able to accept the unifying bond, moral 
and ethical principles underlying religion." 
Thus, on the one hand, religious leaders 
advocate love of all mankind and the equal- 
ity of men as being children of God, while, 
on the other hand, certain religious teachings 
hold that only those who possess the "truth" 
may be saved. 

As a result, religious education as it is be- 
ing taught today does not seem to ensure 
healthier attitudes, despite its emphasis on 
ethical behavior. This should raise a major 
point of discussion among religious leaders to 
determine whether possibilities exist to rem- 
edy this failure to communicate the ethical 
aspects of religion rather than its ritual. 
In other words, would it be possible to 
alter aspects of the religious teachings in 
order to maximize the "intrinsic orientation" 
and minimize the “extrinsic orientation"? 
To undertake such a task would be rather 
difficult, since it would require that basic 
changes be made to eliminate contradictions 
in the content of religious teachings. 
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While it has been shown that nonbelievers 
may have strict moral values, the question 
could be raised as to the origin of such 
values. From the recent development in 
research which differentiates the two types 
of religiousness, it could be assumed that 
the irreligious person had been exposed to 
religious teachings during his formative years 
and that such teachings included both the 
negative and positive aspects, but that for 
one reason or another only the positive 
aspects have remained. The hypothesis pre- 
sented at this point is that an ethical in- 
dividual, while rejecting the tenets of the 
church, may both observe and practice its 
ethical teachings, However, such a hypothe- 
sis remains to be tested. 


REFERENCES 


1, Adorno, T. W., Frenkel-Brunswik, E., Levin- 
son, D. J., and Sanford, R. N.: The Authori- 
tarian Personality. New York: Harper & 
Bros., 1950, 

2. Alexander, J. E. and Adelstein, A. M.: 
"Studies in the Psychology of Death,” in 
David, H. P., and Brengelman, J. C., eds.: 
Perspectives in Personality Research. New 
Hs Springer Publishing Co., 1960, pp. 65- 


3. Allport, G. W.: The Nature of Prejudice. 
New York: Addison-Wesley, 1954, 
4. Allport, G. W.: The Religious Context of 
YE J. Sci. Study Religion 5:448-451, 
5. Allport G. W., and Ross, J. M.: Personal 
Religious Orientation and Prejudice, J. Per- 
sonality Soc. Psychol, 5:432-443, 1967. 
6. Angell, R. C: The Moral Integration of 
American Cities, Amer. J, Sociol. 57: 
4 Vs 1951. s . 
+ Argyle, M.: Religious Behavior. G] Ti s 
The Free Press, 1959, - d 
8. Armstrong, R, C., Larsen, G. L., and Mourer, 
A.: Religious Attitudes and Emotional 
acjustment J. Psychol. Studies 13:35-47, 
9. Bateman, M. M., and Tensen, J. S.: The Effect 
of Religious Background on Modes of Han- 
dling Anger, J. Soc. Psychol, 47:133-141, 1958 
10, Eum. S. i and Mann, J. H.: The Effect of 
e'gious Membership on Religi judi 
I Soc. Psychol, 52:97-101, ie 
ampbell, E. O., and Pettigrew, T. F.: i 
and Moral Crisis: The Role of lid Rol 
Ministers, Amer. J. Sociol. 64:509-516, 1959 
Cline, V. B., and Richards, J. M.: A Factor 
Analytic Study of Religious Belief and Be- 


11 


12. 


13. Crawford, A, A.: 
Determining Areas 


[106] 


“Q-Sort” as a Method of 
of Concern in Adult Reli- 


14. 


gious Education, Religious Education 58: 366- 
371, 1963. 4 
Devolder, P. M.: Inquiry Into the Religious 
Life of Catholic Intellectuals, J. Soc. Psychol. 
28:39-56, 1948. 


- Dreger, R. M.: Some Personality Correlates 


17. 


18. 


19. 


20. 


21 


22. 


23. 


24. 


25. 


26. 


27. 


28. 


29. 


30. 


31 


32. 


33 


34. 


35 


of Religious Attitudes as Determined by Pro- 
jective Techniques, Psychol. Monogr. 66: No, 
335, 1952. 


. Dunn, R. F.: Personality Patterns Among 


Religious Personnel, Rev. Catholic Psychol. 
Rec. 3:125-137, 1965. 

Eiseman, R., and Cole, S. N.: Prejudice and 
Conservatism in Denominational College Stu- 
dents, Psychol. Rep. 14:644, 1964. 

Feagin, J. R.: Prejudice and Religious Types: 
A Focussed Study of Southern Fundamental- 
ists, J. Sci. Study Religion 4:3-13, 1964. 
Friedrichs, R. W.: Christians and Residential 
Exclusion: An Empirical Study of a Northern 
Dilemma, J. Soc. Issues 15:14-23, 1959. 
Fromm, E.: Psychoanalysis and Religion. 
New Haven: Yale University Press, 1950. 
Funk, R. A.: A Survey of Religious Attitudes 
and Manifest Anxiety in a College Population, 
Dissertation Abstracts 15:2569, 1955. 

Godin, A.: Mental Health in Christian Life, 
J. Religion and Health 1:41-51, 1961. 
Grunes, M.: Some Aspects of Conscience and 
Their Relationship to Intelligence, Dissertation 
Abstracts 16:1282-1283, 1956. 

Gurin, G., Veroff, J., and Feld, S.: Americans 
View Their Mental Health. New York: Basic 
Books, 1960. 

Hartshorne, H., and May, M. A.: Studies in 
the Nature of Character: I. Studies in Deceit. 
New York: Macmillan Co., 1928. 

Jahoda, M.: Current Concepts of Positive 
Mental Health. New York: Basic Books, 1958. 
Jones, M. B.: Religious Values and Authori- 
tarian Tendency, J. Soc. Psychol. 48:83-89, 
1958. 

Jung, C. G.: Psychology and Religion. New 
Haven: Yale University Press, 1938. 

Kelly, J.: The Measurement of Attitudes 
Toward the Negro in the South, J. Soc. Psy- 
chol. 48:305-317, 1958. 

Kirkpatrick, C.: Religion and Humanitarian- 
ism: A Study of Institutional Implications, 
Psychol. Monogr. 63:1-23, 1949. 

Lantz, H.: Religious Participation and Social 
Orientation of 1,000 University Students, J. 
Sociol. Soc. Res. 33:285-290, 1948-49. 
Maranell, G. M.: An Examination of Some 
Religious and Political Attitude Correlates of 
Bigotry, Social Forces 45:356-362, 1967. 
Marton, C., and Nichols, R.: Personality and 
Religious Belief, J. Soc. Psychol. 56:3-8, 1962. 
Maslow, A. H.: The Influence of Familiariza- 
tion on Preference, J. Exp. Psychol. 21:162- 
180, 1937. 

McGrath, J. E.: Religious Group Differences 
in Value Orientations, Interpersonal Percep- 
tions and Personal Adjustment, read at the 
meeting of the Society for the Scientific Study 
of Religion, Cambridge, Mass., October 1961. 


Amer. J. Psychiat. 125: 9, March 1969 


E 


VICTOR D. SANUA 1213 


36. Meissner, W. W.: Annotated Bibliography in Social Behavior, read at the meeting of the 
Religion and Psychology. New York: Acad- Society for the Scientific Study of Religion, 
emy of Religion and Mental Health, 1961. New Haven, Conn., October 1959. 

37. Middleton, R., and Putney, S.: Religious 53. Schofield, W., and Balian, L.: A Comparative 
Normative Standards and Behavior, Sociom- Study of the Personal Histories of Schizo- 

etry 25:141-152, 1962. phrenics and Non-Psychiatric Patients, J. 

1 38. Middleton, W. C., and Fay, P. J.: Attitudes Abnorm. Soc. Psychol. 59:216-225, 1959. 
of Delinquent and Non-Delinquent Girls To- 54. Scholl, M. E., and Beker, J.: A Comparison 
ward Sunday Observance, the Bible, and of Religious Beliefs of Delinquent and Non- 
War, J. Educ. Psychol. 32:555-558, 1941. Delinquent Protestant Adolescent Boys, Reli- 

39. Moberg, D.: Religious Activities and Personal gious Education 59:250-253, 1964. 
Adjustment in Old Age, J. Soc. Psychol 43: 55. Scott, E. M.: Presumed Correlation Between 

1 261-267, 1956. Religion and Mental Health, Guild of Catholic 

40. Nowlan, E.: Le Portrait du Catholique a par- Psychiatrists Bull. 8:113-121, 1961. 
tir des tests d'attitudes, Lumen Vitae 12:284- 56. Siegman, A. W.: A Cross-Cultural Investi- 
295, 1957. gation of the Relationship Between Religiosity, 

41. Obenhaus, V.: Church Affiliations and Atti- Ethics, Prejudice and Authoritarianism, Psy- 
tudes Towards Selected Public Questions in a chol. Rep. 11:419-424, 1962. 

Typical Midwest County, Rural Sociol 28: 57. Smith, P. M.: Organized Religion and Crim- 
34-37, 1963. inal Behavior, Sociol. Soc. Res. 33:363-367, 

42. O'Reilly, C. T.: Religious Practice and Per- 1949. " 
sonal Adjustment, Sociol. Soc. Res. 42:119- 58. Smith, P. M.: Prisoners' Attitudes Toward 
121, 1958. Organized Religion, Religious Education 51: 

43, O'Reilly, C. T., and O'Reilly, R. J.: Religious 462-464, 1956. 

Beliefs of Catholic College Students and Their 59. Spilka, B.: Some Personality Correlates of In- 
Attitudes Towards Minorities, J. Abnorm. Soc. teriorized and Institutionalized Religious Be- 
Psychol. 56:3-8, 1962. liefs, New York University Psychological 
44. Pemberton, P. L.: The Protestant Minister's Newsletter 9:103-107, 1958. 
Role and Contemporary American Values, 60. Srole, L., Langner, T., Michael, S. T., Opler, 
F Tead at the meeting of the Society for the M. K., and Rennie, T. A. C.: Mental Health 
Scientific Study of Religion, New Haven, in the Metropolis: Midtown Manhattan Study, 
Conn., October 1959. vol. 1. New York: McGraw-Hill Book Co., 

45, Porterfield; A. L.: The Church and Social 1962. 

Well Being: A Statistical Analysis, J. Sociol. 61. Strunk, O.: Interest and Personality Patterns 
Soc. Res. 31:213-219, 1946. of Pre-Ministerial Students, Psychol. Rep. 5: 

46. Pugh, T. J.: A Comparative Study of the 740, 1959. ‘ 
Values of a Group of Ministers and Two 62. Thorndike, E. L.: American Cities and States, 
Groups of Laymen, J. Soc. Psychol. 33:223- Ann. N. Y. Acad. Sci. 39:213-298, 1939. 

235, 1951. 63. Walters, O. S.: The Religious Background of 

47. Putney, S., and Middleton, R.: Dimensions Fifty Alcoholics, Quart. J. Stud. Alcohol 18: 
and Correlates of Religious Ideologies, Social 405-416, 1957. 

Forces 39:285-290, 1961. 64. Weima, J.: Authoritarianism, Religious Con- 

48. Pyron, B.: Belief, Q-Sort, Allport-Vernon, servatism and Sociocentric Attitudes in Roman 
Study of Values and Religion, Psychol. Rep. Catholic Groups, Human Relations 18:231- 

. 8:399-400, 1961. 239, 1965. 

49, Ranck, J. G.: Some Personality Correlates of 65. Weir, E.: Criminology: A Scientific Study. 
Religious Attitudes and Beliefs, Dissertation Joliet, Ill.: Institute for the Scientific Study 
Abstracts 15:878-879,1955. of Crime, 1941. 

50. Rokeach, M.: The Open and Closed Mind. 66. Wilson, W. C.: Extrinsic Religious Values and 
New York: Basic Books, 1960. Prejudice, J. Abnorm. Soc. Psychol. 60:286- 

51. Rosenbloom, A. L.: Ethnic Prejudice as Re- 288, 1960. 
lated to Social Class and Religiosity, Sociol. 67. Wright, J. C.: Personal Adjustment and Its 
Soc. Res. 43:272-275, 1959. Relationship to Religious Attitude and Cer- 

52. Salisbury, W. S.: Religious Orthodoxy and tainty, Religious Education 54:521-523, 1959. 

* 
_ Amer. J. Psychiat. 125: 9, March 1969 [107] 


1214 


Orientational Perception: IV. Time and Length Perception in 
Depersonalized and Derealized Patients and Controls Under 
Positive Feedback Conditions 


BY DANIEL CAPPON, M.B., D.P.M., AND ROBIN BANKS, PH.D. 


Fifteen derealized patients reporting dis- 
tortions in time and/or space perception 
and 15 matched controls were tested for 
differences in their perception of time and 
space. When the test responses were “fed 
back” as the input on subsequent trials in 
order to amplify small but consistent er- 
rors, no differences were found. The au- 
thors conclude that at this level of illness 
(depersonalization and derealization), and 
despite their reports, psychiatric patients 
do not make a significant number of errors 
in time and space perception. 


EVERAL STUDIES, including those by 

Lhamon and Goldstone(5), Weinstein 
and associates(11), Wright and  associ- 
ates(12), and Orme(8), have reported 
differences in the estimation of time dura- 
tions between selected psychiatric patients 
and controls. However, Cappon and 
Banks(2), employing reports of frequent 
and/or intense distortion in time and body 
percepts as the criteria of patient selection, 
failed to find any significant differences be- 


At the time this paper was written, Dr. Ca 
was assistant professor, department of Pijchtay. 
University of Toronto. He is now cli $ 
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tween psychiatric patients and controls, 
Furthermore, when experimental condi- 
tions such as prolonged immobility and 
perceptual understimulation—designed to 
magnify any reports of perceptual distor- 
tion—were used, significant differences still 
failed to appear. 

This seemed to indicate that patients 
who report (even at the time of testing) 
frequent feelings of distorted time flow, 
viz., a speedup or slowdown, do not per- 
form more poorly on objective tests of 
time perception than do controls not re- 
porting such feelings. 

There are two possibilities to explain 
these results: 1) derealized (DR) patients 
report subjective perceptual experiences 
which do not correlate with “objective” 
perceptual estimates, or 2) the methods 
employed up to now may not have been 
adequate to measure small, although per- 
haps consistent, error tendencies in the 
estimations of individual subjects. In order 
to test the latter possibility, the authors 
have searched for a new method which 
would maximize small but consistent er- 
rors. 

Llewellyn-Thomas(7) has reported the 
results of applying a technique termed 
“Positive Feed-back” (PF ) to test subjects’ 
reproduction of a 5-second interval. The 
subjects were presented with a 5-second 
light signal and then were asked to repro- 
duce this duration. Each succeeding re- 
sponse, or output, was “fed back” as the 
input on subsequent trials as the standard 
for estimate. The results showed that 87 
percent of the subjects responded by re- 
producing succeeding judgments which pro- 
gressed further away from the initial stan- 
dard, so that the error (from initial 


standard) became amplified over a number 
of trials. 
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Consequently it seemed that feeding er- 
rors back into the system would amplify 
consistent but small errors in time judg- 
ment to a point where the accumulated 
magnitude of such errors might begin to 
distinguish the performance of patients 
from controls. 

The present research, designed to test 
this proposition, compared patients re- 
porting time and space distortion with 
controls for performance on both time and 
space perception tests under PF. 


Method 


Six male and nine female hospitalized or 
ambulatory psychiatric patients were se- 
lected serially on the basis of reports of 
frequent and/or intense feelings of deper- 
sonalization or  derealization. Subjects 
ranged in age from 17 to 43 years; their 
educational level ranged from grade eight 
to university graduate. On a questionnaire 
administered to them, all these subjects 
reported feelings of depersonalization; 14 
reported feelings of intense or frequent 
spatial distortion, and 14 reported feel- 
ings of intense or frequent time distortion. 

Fifteen volunteer nonpatient subjects 
were matched with the patients on the 
basis of sex, age, and formal education. 
The volunteer subjects had no history of 
serious psychiatric problems which re- 
quired hospitalization or office attention. 

Two pieces of equipment were used: a 
conventional time clock and buzzer appa- 
Tatus for measuring time perception and a 
Spanometer, an instrument for measuring 
length perception. The time clock and buz- 
Zer were actuated simultaneously by de- 
Pressing a telegrapher’s key. The clock was 
accurate to 0.1 seconds. The Spanometer 
was a box (6 inches X 9 inches X 16 
inches) so constructed that light from a 
single 60-watt bulb was fine-focused and 
Teflected off two separate mirrors onto a 
white bar placed 54 inches in front of the 
Spanometer. Each mirror was independent- 
ly operated by a knob on the top of the 
Spanometer, one knob for gross adjust- 
Ments only, the other knob geared down 
for fine adjustments. These two knobs were 
independent of one another, and thus it 
Was not possible to use their angular set- 
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ting as a cue to the distance between the 
spots of light. The two spots of light fo- 
cused upon the scale bar were .25 inches 
in diameter. A tape measure was attached 
to the rear of the scale bar out of view of 
the subjects. 


Procedure 


All subjects were tested for their ability 
to produce (P), reproduce (R), or ver- 
bally estimate (VE) intervals of time and 
length under PF conditions, which con- 
sisted of using the subject’s previous judg- 
ment as his next standard for judgment. 
All subjects were given 20 PF trials for 
each test. Five tests were employed: P, 1 
second; R, 10 seconds; VE, 10 seconds; 
P, 2 inches; and VE, 2 inches. Tests were 
administered to each subject in a different 
random order; all tests were carried out in 
a dark room. 


Time Tests 


The subject was seated at a table facing 
the experimenter with the buzzer and the 
face of the time clock out of view. The use 
of the telegrapher’s key and buzzer was 
demonstrated and the subject tried out the 
apparatus a few times. 

Then the subject was instructed that he 
must not count or talk during the testing. 
Depending upon whether the test being 
administered was R, P, or VE, the subject 
was instructed to: 1) reproduce (by pres- 
sing the key) as closely as possible the 
time interval that was sounded on the buz- 
zer by the experimenter, 2) produce as 
closely as possible the time interval that 
was. verbally requested by the experi- 
menter, or 3) verbally estimate as closely 
as possible whatever time interval was 
sounded on the buzzer by the experi- 
menter. The subject was then informed that 
the task would consist of a number of trials 
in succession and was asked if he had any 
questions. Immediately prior to testing, the 
subject was again requested not to count 
or talk until testing had been completed. 


Length Tests 


The subject was seated at a table facing 
the Spanometer. The two spots of light on 
the scale bar were shown to him. The use 
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of the knobs was demonstrated, and the 
subject tried them out a few times. Depend- 
ing upon whether the test being admin- 
istered was P or VE, the subject was in- 
structed to: 1) produce whatever distance 
the experimenter requested by manipulat- 
ing the two knobs (P); or 2) close his 
eyes while the points of light were set 
along the scale bar, then open them and 
give a verbal estimate of the distance be- 
tween the two points of light (VE). As 
with time testing, the subject was informed 
that the task would consist of a number 
of trials in succession, and he was asked if 
he had any questions. The subject was then 
reminded that there should be no talking 
until testing had been completed. 


Results 


The over-all results are summarized in 
table 1, which shows the mean absolute 
error from the initial standard for pa- 
tients and controls summed over the 20 
PF trials. With the exception of length 
production, 2 inches, t tests on the dif- 
ference between groups failed to indicate 
any reliable differences. A trial by trial 
analysis gave the same result, with length 
production, 2 inches, the only test to ap- 
proach a reliable differentiation of the 
groups. Differences with a probability of 
less than .05 were obtained from trials 3 
to 14 and in each case were in the direc- 


tion of greater error by patients than by 
controls. 


Discussion 


If one assumes that the PF technique 
amplifies consistent error tendencies, the 


TABLE 1 
Mean Absolute Error from Initial Standard per Trial over 
20 PF Trials 
TEST PATIENT CONTROL T TEST 

Time 

R, 10 sec. 6.27 sec. 6.38 sec. 0.17 

E leo Mise. 153 see 015 

Sec. — 10.12 sec. 

pos sec. 15.78 sec. 0.94 

VE, 2 in. 9.07 in. 1440 in. 11 


P, 2 in. 7.45 in. 


1 
233 in. 2.07* 
Sh Sl 
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ORIENTATIONAL PERCEPTION 


Present results indicate that psychiatric pa- 
tients reporting time and space distortions 
are not typified by small but consistent 
error tendencies in time or space percep- 
tion. The possibility that increasing the 
number of PF trials would have eventually 
produced greater error by patients than 
controls is unlikely, because in four out of 
five tests the mean accumulated error of 
controls was greater than that of patients. 

To check on the assumption that PF can 
be seen as amplifying consistent error ten- 
dencies, the authors administered the five 
tests described in this report to 20 non- 
patient volunteers under PF and non-PF 
(ie., the same initial standard repeated) 
conditions. Test order was randomly deter- 
mined for each subject, and 20 trials were 
carried out under each condition. It was 
found that the mean absolute error from 
initial standard under PF conditions was 
significantly greater (t test, p <.05) than 
under non-PF conditions for all tests ex- 
cept P, 1 second. Even in this test, how- 
ever, the direction of difference was toward 
greater error under PF. 

Returning to the major results, it might 
be argued that patients with time and 
space distortions experience them only in 
a transient way. Equally, it could be said 
of most psychiatric patients that whatever 
Subjective disturbances characterize them, 
they experience these in a transient way. 
The fact that our patient population com- 
plained of time and space distortions charac- 
teristically, that this occurred over a long 
time, and that these symptoms were signif- 
icantly different from those of controls in- 
creased the possibility that such distortions 
would be present at any one time and would 
cause errors in judgment. Furthermore, there 
is anecdotal evidence that patients experi- 
enced the DR phenomenon at the time of 
testing. 

One might argue that a task such as the 
Performance of this test temporarily abol- 
ishes the DR and DP state with its tem- 
poral and spatial distortions. One might 
Say that this could account for our con- 
clusion that there seemed to be a lack of 
correlation between the subjective com- 
plaint which characterized certain psychi- 
atric patients and their “objective” counter- 
Part or performance. 
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Also, it might be argued that we did not 
select patients who were sufficiently ad- 
vanced in their illness—near the graying 
out points of consciousness, where they 
would have been expected to exhibit con- 
sistent disorientation—and that other au- 
thors specifically selected such patients 
(schizophrenics and generally psychotics) 
when testing their perceptions. This is 
true. The difference in population selection 
arose originally from a difference in inter- 
est. We set out to test a heuristic theory 
implying that DR and DP states in general 
and orientational perceptual disorders in 
particular were crucial in the development 
of mental illness in that they provided a 
means for a break with reality. Therefore, 
as described in a recently published 
note(1), we became interested in the DP 
syndrome, which was allegedly to be found 
more frequently in the development of ex- 
treme illnesses. Actually, when we rated 
DP and DR patients and controls on spe- 
cific tests of time perception, such as oth- 
ers had used to differentiate their schizo- 
phrenic patients from controls, they failed 
to differentiate the two groups. 

To take this argument a step further, it 
may well be that orientational perception, 
the area we have chosen for years as the 
focus of our interest, is not particularly 
relevant in psychiatric illness. If this point 
were proven it would be an achievement, 
for many researchers have claimed its rele- 
vance for a long time(3, 4, 6, 9, 10). 

However, we prefer to conclude, very 
tentatively, that our pursuit of this area 
of research— while it failed to substantiate 
fully our initial heuristic theory—has 
turned up an important principle in psy- 
chiatry. The search for “objective” param- 
eters of measurement which bypass sub- 
jective reports is largely futile because 
usually during the development of their ill- 
hess, to the point of extreme severity, most 
Psychiatric patients do not exhibit a consis- 
tent, objective, and thus directly measur- 
able dysfunction, Their illness is primarily 
one of the psyche, the soul, and is not 
manifested regularly in the basics (viz., 
Perceptual level) of behavior. 


Summary 


Fifteen suffering 


derealized patients 
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from time and/or space distortions were 
matched with normal controls for age, sex, 
and education. The two groups were tested 
for differences in time and length percep- 
tion using the positive feedback method. 
(The time tests were conventional, but the 
space or length tests were carried out by 
special instrumentation with a Spanom- 
eter.) No differences were found between 
patients and controls. It was concluded 
that at this level of illness (DP and DR), 
and despite their reports of time and 
space distortions, patients do not, more 
than controls, make the small but consis- 
tent errors which could be amplified by 
the positive feedback method to a point of 
realiable difference. 
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This Month’s Special Section 
The British National Health Service and Psychiatry 


The Emergence of Priorities in Psychiatry 


BY DAVID H. CLARK, M.A., M.D., F.R.C.P.E., D.P.M. 


The premises upon which the National 
Health Service was established have in- 
fluenced the development of Priorities in 
British psychiatry since 1948. Thus the 
egalitarian concept of a certain acceptable 
standard of service for everyone meant 
that initial postwar emphasis was largely 
upon raising the low standards of the 
Poorest hospitals. In response to growing 
public and Parliamentary pressures, the em- 
phasis has now shifted toward communi- 
ty services. Because the psychiatrist re- 


services, 


Ts 20 years ago Great Britain moved 


into an exciting experiment in medical 
care, i 


The National Health Service was a won- 
derful vision in 1948, born of the excite- 
ments of mighty victory, a belief that 
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Proper national organization could | solve 
the problems of peace as well as it had 
those of war, and a determination to solve 
the manifest problems of the 1930s—par- 
ents too poor to pay for necessary treat- 
ment for their children, hospitals shabby, 
disorganized, and forever in debt, doctors 
flocking to wealthy middle-class areas and 
neglecting the sick poor of the industrial 
cities. It was based on a great ideal—that 
no individual or family should have to 
bear unaided the cost of illness. Like all 
revolutionary schemes for solving human 
ills it has had both successes and failures. 
In general, it has solved the problems it 
set out to remedy but created others which 
it cannot cure. 

All the hospitals—municipal, voluntary, 
and governmental—became part of the 
hospital service. General practitioners un- 
dertook to give any treatment that was 
needed to anyone who required it and to 
be paid according to the number of pa- 
tients registered with them. The govern- 
ment undertook to pay the doctors, the 
bills for drugs and appliances, and the 
administrative costs of the hospitals with 
taxation money. 

The idea that British hospitals worked 
best under central direction was not new 
in 1949. The hospitals of Britain had been 
Under central direction from the time 
Britain went to war in September 1939. 
For hospitals, the National Health Service 
Act of 1946 (which became effective in 
1948) consolidated the practices which 
had been worked out in the previous nine 
years. To trace the emergence of priorities, 


Amer. J. Psychiat. 125: 9, March 1969 


DAVID H. CLARK 


therefore, we must look first at the state of 
psychiatry in the 1930s to see how it was 
before national organization came about. 


Prewar Psychiatrie Care 


In the 1930s psychiatry was mostly 
practiced in the county mental hospitals. 
The buildings were often over 100 years 
old, shabby and overcrowded. Finances 
were short and budgets pathetically limited. 
The patients were mostly long-term schizo- 
phrenics looked after by low-paid, long- 
service nurses. The mental deficiency 
hospitals contained a few of the severely re- 
tarded but were largely comprised of a 
fairly docile population of feeble-minded 
persons glad of a refuge from a harsh 
world outside. 

There was a long-standing tradition of 
humane nursing care but attitudes were 
essentially custodial. The psychiatrists were 
a small group of doctors of little stand- 
ing in medicine and isolated in their mental 
hospitals. A few ostracized pioneers had 
a toehold in teaching hospitals and a few 
psychoanalysts and psychotherapists had pre- 
carious private practices. The subject of psy- 
chiatry was scarcely taught to most medical 
students. 

In 1938 the British government began 
to prepare for the inevitable war. Vast 
air raids were expected, so an organization 
called the Emergency Medical Service was 
set up to organize the hospitals. In 1939 
the hospitals in the centers of the cities 
Were emptied and the patients evacuated 
to wards in the mental hospitals so that 


Medicine and surgery were practiced in the. 


mental hospitals. The administration of all 
the hospitals in Britain became inextrica- 
bly bound up. The end of major fighting in 
1945 found a patchwork of interlinked 
hospitals all over Britain. 

One of the exciting things about Britain 
in the middle of the war, in the years 1943 
and 1944, was that many people were 
actively planning for the postwar era. 
Even while the battles were going on, plans 
Were being made for a new organization 
of Britain to improve life and avoid the 
Miseries of the 1930s. Reports and plans 
came out for new welfare services, insur- 
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ance schemes, reorganization of education, 
and, inevitably, a better national medical 
service. 

In 1944 the Conservative Government 
published their plans for a National Health 
Service, and the British Medical Associa- 
tion and the opposition Labour -Party 
theirs. All accepted the premise that the 
hospitals must continue as an organized 
service; the major controversies were about 
the proper way to organize the general 
practitioners and to pay the doctors. 


Initial Priorities in Health 
Services 


This, then, was the background against 
which the National Health Service started 
in 1948 and all of Britain’s hospitals were 
gathered into one service. The British hos- 
pital service was divided into 18 regions. 
The regional boards undertook to integrate 
and develop the hospitals and their services, 
although over-all policy and financing re- 
mained under the control of the Ministry of 
Health. Administrators and statisticians be- 
gan to look at what they had inherited. Vari- 
ous anomalies soon became evident, among 
them the fact that 45 percent of Britain’s hos- 
pital beds were in mental hospitals. 


Hospital Improvements 


A few hospitals had high standards of 
comfort for patients and good buildings; 
many had poor standards, and some were 
disgraceful. Many buildings had been dam- 
aged in the war. Many hospitals—some 
general and most of the psychiatric—had 
been run before the war by pinchpenny 
local authorities and had pitifully low stan- 
dards. There was an astonishing variation 
between the comforts of private wards and 
what had been deemed good enough for 
charity patients. 

The first task was seen to be upgrading 
of the hospitals. Millions of pounds were 
poured into the ancient buildings during 
the 1950s. Roofs were repaired, lavatories 
renewed, new central heating and electri- 
cal wiring installed, new kitchens, and occa- 
sionally new villas and admission units, 
built. By 1958 much of the squalor had 
gone, overcrowding had been relieved, and 
the patients in mental hospitals could live 
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a reasonable life. The conditions and the 
quality of the staff had altered. Wage 
scales were fixed nationally: a doctor, 
nurse, clerk, or engineer earned the same 
wage at a psychiatric hospital as at a gen- 
eral hospital, so that there was a steady 
tise in the quality of people working in 
the psychiatric hospitals. 


Outpatient Services 


The first clinical pressure on psychiatry 
was for adequate outpatient clinics, espe- 
cially from doctors who had seen the value 
of the work of psychiatrists in the services 
in wartime, Clinics were opened every- 
where in the early postwar years—in vil- 
lage halls, in county offices, but partic- 
ularly in general hospitals. The fact that 
all hospitals were part of one service and 
all doctors were paid at the same levels 
made this easier, By 1950 all teaching 
hospitals and most general hospitals had a 
psychiatric outpatient department to which 
the general practitioners could, and did, 
refer their patients. Most of the psychia- 
trists came from the mental hospitals and 
were thus able to follow their patients 
through from outpatient to inpatient status 
and back again. 

Gradually the psychiatrists extended 
their activities into the general hospitals, 
seeing patients on the wards, developing 
small inpatient units as beds became avail- 
able, and gradually winning the respect 
and cooperation of their medical colleagues. 
This period also saw the widespread de- 
velopment of child psychiatric services. A 
few pioneer child guidance clinics had 
Opened before the war. After the war the 
National Health Service, in close Coopera- 


tion with the schools and local education ` 


authorities, gradually developed a network 
of outpatient clinics, staffed by psychia- 
trists, which helped many disturbed chil- 
dren teferred from the schools. 

This history may give you some notion 
why Social psychiatry emerged as a major 
British preoccupation in the 1950s. Expe- 
rience in the armed forces had taught 
British psychiatrists the power and value 
of social manipulation in psychiatry. When 
they returned to their mental hospitals and 
were faced with numbers of chronic schizo- 
phrenics and a new pattern of hospital 
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organization and administration, they saw 
a great opportunity. They started many 
new activities—insulin coma units, work- 
ing parties, occupational therapy depart- 
ments, and art therapy. Outside the hos- 
pitals, the organization of a welfare state 
with free medical care, a Ministry of 
Labour, and a Disablement Rehabilitation 
Service devoted to finding jobs for all, 
adequate insurance, and social security 
support, offered new prospects for the 
crippled person. 

New ideas began to emerge. The “open 
door” movement, starting in Scotland in 
1949, gathered momentum and, aided by 
the arrival of the tranquilizers in 1955, 
had opened nearly all the doors of British 
mental hospitals by 1960. Industrial ther- 
apy, with adequate pay for work done, was 
developed greatly, contributing to the re- 
habilitation of many patients and raising 
the standard of living of those that re- 
mained. The therapeutic community meth- 
od initiated by Maxwell Jones developed 
its revolutionary concepts which fertilized 
and stimulated all Western psychiatry. 
The internal medical organization of the 
hospitals changed: Senior doctors took per- 
sonal control of their patients, the lay 
administration was strengthened, and the 
old pattern of authoritarian paternalistic 
government by a medical superintendent 
slowly (and hesitantly) faded away. 

The same ferment spread to the mental 
deficiency hospitals. It was gradually seen 
that the feeble-minded could survive well 
and contribute economically in the new 
welfare state, and thousands of them were 
discharged. 

In the Mental Health Act of 1959 these 
changes were recognized; most of the re- 
strictive legal practices were abolished, 
making it easy for sick people to pass in 
and out of a psychiatric hospital with the 
minimum of legal fuss. 

These achievements, however, brought 
their problems, as all advances do, and 
the priorities of psychiatry within the Na- 
tional Health Service have changed again 
in the 1960s. 


New Directions for Psychiatry 


The first decade of the National Health 
Service had upgraded the hospitals and 
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recruited and trained new and better stafi— 
but the organization had developed dam- 
aging rigidities. Old buildings were forever 
being patched, but very few new buildings 
were erected. The maintenance bill grew from 
year to year. Many patients were being 
seen and treated briefly at outpatient 

. Clinics, but few received long-term or in- 
tensive psychotherapy, which more were 
requesting. The numbers of patients in the 
hospitals were declining, but those who 
remained were mostly elderly. Outside the 
hospitals, the local authorities were be- 
coming increasingly concerned about the 
number of psychologically crippled people 
in their midst. 

An important landmark in establishing 
psychiatric priorities in Britain was the 
Royal Commission of 1954-1957. Origi- 
nally appointed to consider and revise the 
out-of-date lunacy laws, the commission 
Seized the opportunity to examine the posi- 
tion of British psychiatry in the late ’50s 
and boldly indicated where it should now 
grow. Members of the commission noted 
how the community developments of the 
‘30s had mostly come from the hospitals 
while the local authorities looked on. They 
Said this should change and called on the 
local authorities to do much more in the 
field of community mental health—specifi- 
cally, to build up social work services. 
They called on the Ministry of Health to 
encourage and support this effort. 

The second decade of the National 
Health Service has therefore seen a focus 
9n community mental health services. The 
training of social workers was overhauled 
and, after another report, clarified and ex- 
tended. Local authorities have opened many 
halfway institutions, sheltered workshops, 
haltway houses, therapeutic social clubs, etc. 

A notable change has come about in the 
local authority mental welfare departments. 
In 1948 they had been staffed by ex-police- 
men and clerks who were essentially *[un- 
atic catchers.” | Gradually, younger men 
took over, but even in the 1950s few 
trained psychiatric social workers were 
€mployed by the local authorities. After 
the Royal Commission had established the 
Position of “mental welfare officer,” psy- 
chiatric social workers gradually went into 
the field, so that today most departments 
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are staffed by able and: often well-qual- 
ified social workers who spend their time 
in supportive and preventive community 
work. In most areas it has been easy to 
knit these workers closely into the work of 
the psychiatric outpatient department. 

The National Health Service has three 
sections—the hospital service, the local au- 
thority service, and the general practitioner 
service. I have indicated how the hospital 
service has developed and how the local 
authority services have more recently been 
involved in the development of community 
psychiatry. As you must know, it is in the 
organization of the work of general prac- 
titioners of medicine that the NHS has run 
into its greatest difficulties. In 1948 Britain 
was frozen to a pattern of “family doctoring” 
which was probably out of date in the 1940s 
and is now vanishing in all other advanced 
countries. While doctors in other countries 
were specializing widely, British doctors 
were held to their lists of patients to whom 
they had to give all necessary treatments. 
Debarred from the hospitals, many became 
dissatisfied with a role that did not fit © 
their hospital-oriented training. This prob- 
lem is still exercising us mightily in Britain 
and constitutes a major difficulty of medi- 
cine in Britain today. 

I have tried to give some idea of how 
priorities develop within the National 
Health Service. The Minister of Health 
sits in Parliament and is open to question 
by members. All Ministers are kept under 
steady pressure by MPs, especially the 
handful who are doctors or who have made 
a specialty of health subjects. Lay bodies, 
such as the National Association for Men- 
tal Health and the National Society for Men- 
tally Handicapped Children, keep up steady 
pressure publicly and behind the scenes. 
Public disquiet shows itself in various 
ways—Sunday news magazines, scandals, 
judges’ pronouncements, muckraking books. 
Reports on commissions and working parties 
clarify areas of confusion. In all these ways 
pressure builds up and reform takes place— 
often, of course, slow and late. 


The Focus of the National Health Service 


Certain basic assumptions and condi- 
tions of the NHS should be mentioned, as 
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they have exerted a continuing effect 
throughout. One is egalitarianism—the 
idea that a certain good standard of ser- 
vice should be available for everyone. In 

“hospitals this means a raising of low stan- 
dards of the poorest hospitals so that 
British medicine—and British psychiatry 
—are not disfigured by the squalid hospi- 
tals seen in other countries. On the other 
hand it does tend to inhibit the develop- 
ment of excellence. 

Another is the concept of service for 
the whole community. Something must be 
provided for all in need. There can be no 
refusal of a patient because he is not “a 
charge on the county” or a citizen of the 
city or a member of the faith. Thus the 
incompetent and indigent are relatively 
well cared for in Britain. Services are orga- 
nized to cover the whole of a town and an 
area. This principle, however, makes it 
difficult to justify luxury services from the 
national resources for special categories— 
such as business executives, middle-class 
wives, or university students. 

The fact that the psychiatrist. receives 
most of his income from the National 
Health Service and- that this is a fixed 
sum has various effects. He controls the 
allocation of his clinical work and thus 
tends to allot most time to those he sees 
aS sickest rather than those who can pay 
most. He also tends to see his responsi- 
bility as toward the whole community—the 
town, the city, the county—rather than to- 
ward a restricted group of people who seek 
him out. He responds to public pressures— 
the clamor of irate GPs; the pressures of 
mental health associations, and the find- 
Ings of commissions and reports—-rather 
than to the private pressure of his patients. 
This, however, leads to a tendency to do 
extensive work for many rather than inten- 
Sive treatment for few. 
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Prospects for the Future 


What are the present emerging prob- 
lems in British psychiatry? They include 
the care of the confused aged, recently 
much criticized, the treatment of drug ad- 
diction, of alcoholism, of psychopathic 
personalities, of autistic and disturbed 
children, and the provision of intensive 
psychotherapy. In each of these areas there 
is disquiet and agitation; pressure is falling 
centrally on the Ministry and peripherally 
on the psychiatrists. In each area inade- 
quacies are manifest. In other areas there 
are new demands—advice on abortions 
and other subjects, advice to the courts, to 
the police, to the schools. All these the 
National Health Service will have to meet 
in the coming decade—along with those 
other, so far unsuspected, problems which 
will surely emerge to perplex us. 

I have tried, in these few pages, to give 
you some idea of how the British National 
Health Service began and developed, and 
how priorities in psychiatry emerged dur- 
ing its two decades. We started, in a bat- 
tered country, with an ideal of entirely 
free medical treatment for all who needed 
it; we now have an organization with 
strengths and weaknesses. 

However, British psychiatry has been 
fortunate. The weaknesses of the National 
Health Service fall hardest on other areas, 
such as the general practitioner services 
and some general hospitals. We have 
mostly gained great benefits. The general 
standards of care in our psychiatric hos- 
pitals have been pushed up until they are 
better than the general standard of the psy- 
chiatric hospitals in almost any other coun- 
try in the world. The NHS has given us a 
setting in which modern social psychiatry 
developed and could flourish; it is now 
giving us a framework in which community 
mental health services can develop well 
and evenly. 
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The Status of Psychiatry in the National Health Service 


BY A. B. MONRO, M.D., PH.D., M.R.C.P. (EDIN.), D.P.M. 


Under the National Health Service the sta- 
tus of British psychiatry has improved in 
relation to that of general medicine. One 
of the most important factors has been 
the ending of the comparatively isolated 
position of psychiatry. Another has been 
increased financial provision, and a third 
the rapid expansion of undergraduate teach- 
ing. As a result, psychiatry has emerged 
from the status of an isolated specialty to 
that of a major branch of the medical pro- 
fession. 


"pee TITLE of this paper could be cast 
in the form of a question: Has the 
Status of psychiatry increased under the 
National Health Service in Britain, relative 
to general medicine, surgery, and obstet- 
rics? If such a question were asked in a 
multiple-choice examination paper, the 
answer would have to be “yes.” I shall 
attempt to show here why this would be 
the correct answer. In order to do this, 
One must give some thought to the histor- 
ical and political situation into which the 
Health Service was introduced. 

In Britain, during the 19th and early 20th 
Centuries, psychiatry and medicine as a 
Whole had developed in considerable iso- 
lation from each other. The Mental Treat- 
ment Act of 1930 had begun to reverse 
this trend, but progress was sporadic and 
uneven in the years before World War II. 
General medicine was largely centered in 
teaching hospitals, which had very high 
esteem and close links with the universities. 
The plum jobs in the profession were to be 
found there. With a few honorable excep- 
üons, very little psychiatry went on there, 
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and the general attitude toward psychiatry 
was one of indifference or contempt. 

The great bulk of psychiatric work was 
carried on in the mental hospitals, which 
were run by local authorities, that is, the 
counties and large cities. Finance was on a 
shoestring and a link with the universities 
usually tenuous or nonexistent. The doc- 
tors were full-time salaried officers, and the 
top jobs carried less prestige and offered 
much less opportunity to earn large in- 
comes than teaching hospital appointments. 
' In many medical schools the teaching of 
psychiatry was either nonexistent or con- 
sisted of a few lectures and clinical dem- 
onstrations by the superintendent of the 
local mental hospital. These were often re- 
garded as affording comic relief during the 
hard grind of training to be a real doctor. 
In this sphere also there were honorable 
exceptions. Postgraduate facilities in En- 
gland and Wales were largely restricted to 
the Maudsley Hospital. The situation in 
Scotland was rather better, especially in 
Edinburgh where the rift between psychi- 
atry and general medicine was much less 
serious. 

Private practice in psychiatry was large- 
ly divorced both from the public mental 
hospital service and the teaching hospitals. 
There were several private nonprofit psy- 
chiatric hospitals and some good private 
hospitals and institutions run for profit. 
An indigenous British school of psycho- 
therapy had crystallized around the Tavi- 
stock Clinic in London, and there was also 
a moderate development of private analyt- 
ical practice in London. 


Postwar Planning for Health Services 


This was the situation disturbed by the 
war, which in various ways threw together 
psychiatrists who had formerly gone their 
separate paths and also brought them all 
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into close touch with their medical and 
surgical colleagues. The pace of prewar de- 
velopment was greatly accelerated, but 
the benefits had to be reaped in the very 
difficult postwar situation. Britain had ex- 
pended all her overseas investments and 
faced a critical manpower situation. It was 
clear to all that prewar methods of financ- 
ing medical service had to be radically 
altered. Doctors could not hope to rely on 
private practice to provide most of their 
incomes, and hospitals could not rely on 
charity and local taxation to keep going. 
Private hospitals, whether large or small, 
clearly faced a bleak future. The answer 
: was the National Health Service, usually 
referred to on the American side of the 
Atlantic as socialized medicine. 

It is not generally realized that state- 
Supported medicine in Britain was intro- 
duced by the Liberal Party in 1911. This 
plan provided compulsory insurance for 
all workers whose income was less than 
.£400 per annum, whereby they received 
Beneral practitioner services in return for 
a small insurance contribution from their 
wages. Their dependents were not covered 
by the state, but a host of contributory 
Schemes grew up on a local basis which 
enabled them to obtain general practitioner 
Services and medicine often for a contri- 
bution of about 10 shillings per year. Hos- 
pital care could be obtained free at the so- 
called voluntary hospital, maintained by 
charity and local subscriptions, or at local 
authority hospitals for the payment of a 
small amount. The mental hospitals were 
one branch of the local authority service. 

The medical profession and the Conser- 
Vative Party were agreed that the type of 
Coverage given before the war to the lower 
Wage earners should be provided for 95 
percent of the population. This would mean 
a higher rate of pay to doctors for their work 
for the state to compensate the very large 
loss of private practice. It was also agreed 
that most hospitals should be financed from 
central government Sources, with a few ex- 
ceptions. 

The Socialists, on the other hand, wanted 
Coverage for 100 percent of the popula- 
tion and fewer exceptions of hospitals 
from government control. As it happened 
the Socialists won the election, and their 
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pattern prevailed. The difference between 
the two parties was, however, much less 
than some people think, and the right 
was retained for senior doctors to work 
part-time for the state and part-time in 
private practice, if they wished. In fact, 
about three percent of the population have 
made provision to be treated privately, so 
the popular verdict is almost exactly half- 
way between the two main party programs, 

The Health Service has its problems and 
there are many voices raised in favor of 
reform, but very few in favor of scrapping 
it altogether. This is the background 
against which the fate of psychiatry within 
the Health Service must be seen. 


The End of Isolation for Psychiatry 


The great debate in this sphere was 
whether psychiatry should retain its rela- 
tively isolated position, regulated by spe- 
cial legislation and administrative provi- 
sions, or whether it should be regarded as 
part of medicine as a whole. The latter 
view prevailed, and this decision has had 
momentous consequences. The status and 
Pay scales of psychiatrists are the same as 
for physicians and surgeons; this did much 
to break down the idea that psychiatrists 
are an inferior breed of doctors, or doc- 
tors gone wrong. 

Teaching hospital departments of psy- 
chiatry have been founded in the majority 
of such hospitals. At the end of the war, 
in England and Wales there were three 
chairs of psychiatry. In London there were 
no undergraduate chairs at all. Now every 
undergraduate teaching school has a chair 
except Oxford, and even that home of lost 
causes is likely to have one shortly. Lon- 
don has four undergraduate professors. The 
effect on Psychiatry has been. enormous. 
The standard of training for psychiatrists 
is now much higher. Equally important is 
that general practitioners are also much 
more knowledgeable, and colleagues in oth- 
er specialties like medicine and surgery 
take Psychiatry much more seriously. 

The transfer of hospitals to central gov- 
ernment finance has also had profound 
effects. Although the amount of money 
made available to psychiatric hospitals has 
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not been enough, it has been princely com- 
pared with the previous shoestring stan- 
dards. Psychiatric hospitals have had a 
chance to modernize, to improve their stan- 
dards of practice, and to expand their 
services. The breaking down of the bar- 
riers between psychiatric and general hos- 
pitals has led to the opening of psychiatric 
units in nonteaching general hospitals. It 
has also been possible to increase ancillary 
services such as psychology. When all 
these factors have been taken into account, 
itis accurate to say that since the Health 
Service was started psychiatry has ex- 
panded faster than any other branch of 
medicine. 


Private Practice 


The situation regarding private work is 
more difficult to assess. A few of the 
wealthier private hospitals have survived 
as independent units, but many have been 
absorbed into the Health Service or have 
entered into contractual arrangements with 
it. Private analytic practice continues in 
London, though probably on a somewhat 
reduced scale. On the other hand, there is 
rather more purely private psychothera- 
peutic practice in the larger provincial 
cities than before the war. The largest 
change, however, is perhaps due to the 
fact that senior doctors on the staffs’ of 
Psychiatric hospitals now share with their 
general hospital colleagues the right to 
work part-time for the state and part-time 
in private practice. They have taken ad- 
vantage of this opportunity, especially in 
the provinces, This means that areas of the 
country which before the war supported no 
Private psychiatric practice now have it 
available. 


Status and Prestige 


One aspect of status that I have not 
Mentioned so far concerns those peculiarly 
British institutions, the royal colleges. It is 
Very difficult to explain briefly to an Amer- 
ican audience what is involved in royal 
College status. It is equally difficult for an 
American to explain to a British audience 

e peculiar rites which attend selecting a 
Candidate for the American presidency or, 
on a more mundane level, why Americans 
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get excited about baseball. I realize, there- 
fore, that what I am about to say may 
sound grossly irrational to Americans 
though, I hope, obvious common sense to 
the British. 

The first royal colleges (those of the - 
physicians) were founded because London 
and Edinburgh were almost unique among 
European capitals in having no university 
faculties of medicine. The Royal College of 
Physicians of London was founded by 
Henry VIII to cope with the menace of 
unscrupulous quacks, and the Royal Col- 
lege of Physicians of Edinburgh was 
founded by Charles II for an essentially 
similar purpose. When Britain caught up 
with Europe by having university faculties 
of medicine, undergraduate teaching tended 
to drift away from the royal colleges, 
which became more concerned with post- 
graduate affairs. 

They now serve a peculiarly useful func- 
tion. They are concerned with professional 
standards of practice in the branch of med- 
icine they look after. Their members are 
all engaged in practice at a high level of 
responsibility. They therefore act as a 
channel of feedback from those engaged 
in the arena of practice to the more aca- 
demic characters engaged in university 
teaching. They also conduct examinations 
of very high standard in the specialty they 
govern. A specialty which has its own 
royal college has therefore “arrived.” Most 
of the royal colleges are venerable insti- 
tutions, but two have been created during 
this century—the Royal College of Obstetri- 
cians and Gynaecologists and the Royal 
College of Physicians and Surgeons of Glas- 
gow. 

The Royal Medico-Psychological Asso- 
ciation is eager to change itself into the 
Royal College of Psychiatrists. This in- 
volves consideration of the relationships 
between status and prestige. Status is used 
in this paper as a position conferred by a 
responsible authority. Prestige is regarded 
as the reputation accorded to a person or 
organization by those with whom he or it 
comes into contact. In the National Health 
Service, the highest clinical rank is that of 
consultant. All consultants have the same 
status. If one, however, has an interna- 
tional reputation for arterial surgery and 
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another has a local reputation for spending 
too much time on the golf course, they 
differ greatly as regards prestige. 

Now the status of royal college is only 
granted to those whose prestige is unques- 
tionable. The Royal Medico-Psychological 
Association is hopeful that royal college 
status will soon be granted because British 
psychiatry has now acquired the necessary 
prestige. It could not, however, have ac- 
quired this prestige unless it had been 
granted the improved status given to it 
when the Health Service was founded. 

I hope, then, I have somewhat expanded 
the bald statement that the status of psy- 
chiatry has been greatly improved under 
the National Health Service. Its status is 
now indissolubly linked with that of the 
medical profession as a whole, as a major 
branch of that profession. Whether the 
status of the medical profession as a whole 
has changed in British postwar society is 
another question, and one I am not called 
upon to try to answer. 


Social and Community Psychiatry 


BY PETER SAINSBURY, M.D., M.R.C.P., D.P.M. 


The National Health Service was estab- 
lished at a time when psychiatry as a spe- 
cialty was undergoing a period of rapid 
development and change. This coincidence, 
the author feels, has helped to determine 
not only the type of psychiatry practiced 
and the kinds of services established in 
Britain but the theoretical development of 
the field as well, He examines some of 
these. effects in detail and concludes by de- 
scribing a recent Project to evaluate the 


social effects of a community psychiatric 
service. 


Read at the 124th annual meeti f 
American Psychiatric Associ ti reed 
May REA ociation, Boston, Mass., 
, Dr. Sainsbury is with the medical research =- 
cil, clinical psychiatry research unit, “Grayling, 
well Hospital, Chichester, Sussex, England, 


[120] 


SOCIAL AND COMMUNITY E 
Addendum 


This paper was, of course, written be- 
fore the pound was devalued in November 
1967 and the so-called slaughter of British 
sacred cows in January 1968. These events 
may have made a considerable difference 
to the position of psychiatry in the Nation- 
al Health Service. So far, the position of 
psychiatry relative to general medicine and 
surgery has been financially protected. The 
position now, with financial stringency in- 
creasing, is liable to be that psychiatry 
will be competing on level terms for scarce 
resources with general medicine and sur- 
gery. This means an increased risk of psy- 
chiatry once more becoming the financial 
Cinderella of medicine. 

While this paper is a true estimate of 
the situation which applied between the 
foundation of the Health Service and the 
end of 1967, it would be most unwise at 
this moment to predict that the trends dur- 
ing that period will be continued into the 
future. Obviously, we hope that they will. | 


| Somerset IT is usual to cheer approving- 
ly any references to social psychiatry 
and to cheer loudly when community psy- 
chiatry is mentioned, but sometimes, I sus- 
pect, without being too clear what it is 
that is being applauded. So perhaps I 
ought to begin by saying what I under- 
stand these terms to mean. Social psychi- 
atry is concerned with the interaction of - 
Social and clinical variables. In the words 

of John Wing 


- + . this means that social psychiatrists look | 
for social causes of mental illness so that 

they can devise means of prevention; social — 
determinants of the patient's present psychi- 
atric state so that they can prescribe social 
treatments; and social influences on the 
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course of the disorder so that they can rec- 
ommend methods of management and re- 
habilitation(17). 


The social psychiatrist is also interested 
in the wider problems of medical sociol- 
ogy: in the way illness influences the com- 
munity and the family; how a society rec- 
ognizes people as mentally ill; the attitudes 
it adopts toward them and the provisions 
it is prepared to make for them. These are 
matters also germane to community psy- 
chiatry, which might be defined as the ex- 
tension of the psychiatric services of an 
administrative area to patients outside the 
mental hospital and the development of 
an appropriate organization for doing this. 
Provisions for the early recognition, treat- 
ment, and, where possible, prevention of 
mental illness are the purposes common to 
all schemes of community care, although 
the ways in which the hospitals, general 
practitioners, public health, and other 
community services have collaborated to 
do this have differed widely in Britain. 
Pioneers in Nottingham, Salford, Worth- 
ing, and York each developed distinctive 
schemes for integrating the separate au- 
thorities that administer our health ser- 
vices. 


Origins of Community Psychiatry 
in Britain 


The Mental Treatment Act of 1930 
marked the first stirrings of a more toler- 
ant attitude toward the mentally ill in Britain 
and the beginning of community psychiatry. 
Among its provisions was the setting up of 
psychiatric outpatient departments in general 
hospitals, and subsequent reflection on the 
therapeutic benefits of these innovations fos- 
tered new notions about the importance of 
Social factors in mental illness. 

These processes were greatly accelerated 
by the National Health Service Act of 
1946. This act included mental hospitals 
within the same administrative structure as 
the general ones and made the local au- 
thorities responsible for some aspects of 
the care of patients in the community. But 
the introduction of the National Health 
Service in 1948 also coincided with a pe- 
tiod of rapid increase in psychiatric knowl- 
edge and therapeutic skills; consequently, 
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services were reorganized and expanded at 
a time when doctors were becoming at- 
tracted to psychiatry and patients to psy- 
chiatrists. 

Psychiatry in Britain therefore came of 
age in the context of a salaried medical 
service and in the setting of the other so- 
cial legislation of the welfare state, un- 
diluted by demands for private practice. 
These circumstances have had effects not 
only on the type of clinical psychiatry 
practiced and the kinds of services that 
developed but also on the theoretical 
standpoint of our psychiatrists. Thus the 
fusion of a new administrative era and a 
new generation of psychiatrists led to a 
number of experiments directed toward 
strengthening the links between the hospi- 
tal and community. 

Not only were outpatient facilities ex- 
panded but many specialized clinics were 
also set up to serve purposes that ranged 
from giving genetic advice to the parents 
of subnormal children to group therapy. A 
variety of stepping stones were placed be- 
tween community and hospital in the form 
of day hospitals and hostels; psychiatric 
consultation in the home strengthened 
bonds with the general practitioner; the 
hospital and local authority health workers 
joined to provide domiciliary psychiatric 
and welfare services for the patient and 
his family; and schemes of industrial 
training and social rehabilitation to reset- 


‘tle patients in the community were tried 


out. 

It became apparent that the increased 
participation of the patient in his com- 
munity was often accompanied by striking 
changes in behavior: the patient who was 
discharged after a long stay, for example, 
lost the apathy and withdrawal of his insti- 
tutionalized counterpart. In addition, many 
who had been thought unemployable were 
able to earn a regular wage in ordinary 
occupations. These effects pointed to the 
importance of social and environmental 
factors in causing and prolonging mental 
illness and, consequently, in its treatment. 
Moreover, the lesson was surprisingly 
quickly assimilated, because after only 11 
years the Mental Health Act of 1959 was 
passed, introducing further measures that 
hastened these developments. It removed 
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the last barriers between hospital and the 
community, between psychiatrists and their 
medical colleagues, and between general 
medical patients and psychiatric ones. 

One conclusion a social psychiatrist 
might draw from this résumé is the extent 
to which parliamentary enactments and 
administrative changes per se have deter- 
mined our psychiatric notions and the 
direction of our progress. This point might 
be better made by contrasting the kind of 
psychiatry that emerged in our two coun- 
tries. In Britain the salaried, nationally 
administered, and, initially, hospital-cen- 
tered service promoted a socially oriented 
psychiatry with a priority on the care of 
the psychotic. In America, on the other 
hand, where psychiatry also blossomed 
during the postwar era, a rather different 
plant took root. The accepted and more 
usual way of providing psychiatric care 
was by office-based private practice. This 
allowed a more intensive and prolonged 
association between patient and therapist 
than was possible within the National 
Health Service. Consequently, a psychiatry 
derived from psychodynamic theories was 
nurtured, and analysis of the neurotic 
prospered. If my thesis is correct one 
might expect the federal promotion of com- 
munity health centers to have far-reaching 
effects on American psychiatry. 


Effects of the National Health Service 


The shortcomings of the National Health 
Service will be boringly familiar to you. I 
will, therefore, consider some of its advan- 
tages so far as social Psychiatry is con- 
cerned. One very important consequence 
of the decision to include all services with- 
in a single framework was that every kind 
of patient became entitled, at least in 
theory, to an equal slice of the cake; the 
administrators could not be seen to lavish 
help on some and deny it to others. Hence, 
the chronically handicapped, notably sub- 
normals, geriatric patients, and others 
with long-term mental illness, so easily 
neglected because they have few oppor- 
tunities to press their claims, have bene- 
fited enormously under the new regime. 


Habilitation of the Mentally Retarded 
As an example, I refer to one achieve- 
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ment that has impressed me, and that is 
the changed attitude toward mental sub- 
normality and the improved community 
facilities that followed the inception of the 
service. The research work of a small so- 
cial psychiatric group—Tizard(13), the — 
Clarkes(1), Grad(15), O'Connor(5), to” 

name a few—under the direction and stim- 5 
ulus of Sir Aubrey Lewis(14), had shown 
the extent to which the development of | 
training, rehabilitation, and sheltered oc- 
cupations enabled the subnormal to par- 
ticipate in the community, to become oc- — 
cupationally viable, and accordingly to gain. 
in stature—even in I.Q. Their findings have 
led to a widespread increase in community 
services, notably in the public health sector; 
training centers, hostels, and domiciliary — 
assistance to the patients’ families have pro- i 
liferated, and discharges from institutions | 
have risen by 30 percent. Thus, by demon- - 
strating that social treatments improved the 
subnormals’ performance, attitudes toward 
them also changed. In short, a most salutary 
and unvicious circle has been set in motion. — 


Occupational Retraining for 
Chronic Patients 


Secondly, what has been said of the so- 
cial treatment of subnormals and the 
Health Service applies also to the com- 
munity care of other groups—the rehabili- 
tation of the chronic institutionalized pa- 
tient and the occupational retraining of | 
patients with employment problems, for 
example—because another asset of the 
service is the possibilities it offers for joint 
enterprises with other state welfare de- 
partments. Thus a number of valuable 
studies by Wing(18, 19) have shown how 
collaboration with a Ministry of Labour | 
industrial rehabilitation unit enabled a 
substantial proportion of institutionalized 
schizophrenics to obtain employment and . 
become self-supporting, and how a similar 
group of patients did as well in a sheltered 
Workshop as did the physically disabled. — 
The recognition that Occupational and so- — 
cial activity in a realistic setting decreases | 
institutionalism and hastens hospital dis- 
charge is evident from a recent report on - 
industrial therapy in English hospitals— — 
99 out of 120 had industrial units. E 
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A third feature of community psychi- 
atry peculiar to the Health Service is the 
continuity of extramural care that the gen- 
eral practitioner service provides. Every- 
one is registered with a GP, who refers 
the patient and shares the treatment of 
those who remain at home. However, the 
opportunities for collaboration between 
the psychiatrist and GP are benefits that 
have not been fully exploited by either 
party. Shepherd, for example, has recently 
shown in a survey of psychiatric illness in 
general practice that only one in 20 of 
mentally disturbed patients are referred to 
the psychiatrist(12). It seems that neither 
the GP nor the psychiatrist is sufficiently 
aware of the other’s needs and expectations, 
a state of affairs that has its origins in our 
medical schools which, with a few notable 
exceptions, have not devised programs of 
education that train doctors to recognize 
the relevance of social and psychological 
factors to illness or to comprehend the 
purposes of a National Health Service. The 
recent Royal Commission report on med- 
ical education(6), if acted upon, should 
do much to remedy this and thus enhance 
the potentials of such education for doc- 
tors, medicine, and society. 


Cumulative Data Collection 


Another and last example of the built- 
in gains of the National Health Service 
is the openings it provides for research 
in social psychiatry, particularly epidemio- 
logical and operational studies, because 
the centralized collection of statistics from 
many sources is greatly simplified. In this 
age of computers the value of cumulative 
Psychiatric case registers, such as have 
been introduced in northeast Scotland and 
in southeast London, and of record link- 
age, now being experimented with in the 
Oxford region and by the Chichester County 
Health Department, are going to be of im- 
mense importance for future planning, for 
efficient administration, and for statistical 
Studies into the incidence, causes, prevention, 
and description of mental disorder. 


Operational Research in 
Community Care 


The Ministry of Health has actively en- 
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couraged community care. This was done, 
however, before research into its effects 
had been undertaken—the rewards of op- 
erational research in the National Health 


` Service are only slowly being appreciated. 


I will, therefore, conclude by describing 
a project in which Dr. Grad and I at- 
tempted to evaluate some aspects of a ` 
community psychiatric service in Chiches- 
ter(4). 

The service was introduced in 1958 in 
a rural area of Sussex with a population of 
120,000. Among its distinguishing features 
was the fact that it was organized and run 
by the staff of the district mental hospital, 
Graylingwell. Its initial emphasis was on 
home and outpatient treatment in close 
collaboration with the general practitioners 
rather than with the local authority ser- 
vices. Consequently, its focus was on clin- 
ical rather than social care. All referrals 
to the service were first examined at home, 
at the day center, or at an outpatient clin- 
ic before a decision was made to either 
hospitalize the patient or arrange for treat- 
ment in one of the extramural facilities. 

The aims of the research unit were to 
determine how the introduction of the ser- 
vice had affected: 1) who is referred to the 
psychiatrist; 2) who is admitted to the 
hospital and who is treated at home or in 
the day hospital; and 3) the extent to 
which the patient’s family is affected and 
his household burdened by this policy. The 
research unit then aimed to assess the pa- 
tient’s clinical and social outcome and to 
describe the characteristics that favor either 
hospital or home care(9). 

The method used was to compare social 
and clinical data on all patients referred 
during one year to the community service 
in Chichester with data on patients re- 
ferred to a more traditional hospital-based 
service in Salisbury (the control group) 
(7). The populations at risk were similar 
and the only psychiatric facilities available 
to them were those provided by their re- 
spective services. The patients referred 
were found to be closely matched on sever- 
ity of illness. 

The homes of a patient sample (one- 
third of the total group) were visited in 
both services and the effects on selected 
aspects of the family and household were 
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rated. A second visit was made two years 
later and the changes in family problem 
scores recorded; the clinical and social 
outcome was also assessed on a number 
of measures at follow-up. Pilot studies 
established the reliability of all the ratings 
of family burden, such as the effects on 
occupation of family members, their in- 
come, time spent with patient, and amount 
of nursing care required. 


Some Findings on Referral, Disposition, and 
Family Burden 


Some findings on how community care 
had affected the referral of patients were 
as follows(8, 10). The community ser- 
vice had higher referral rates for all cat- 
egories of patients, but notably for the 
aged, those living alone, those of lower 
social and economic status, and those with 
depressions and organic psychoses. Dura- 
tion of illness prior to referral was also 
shorter in Chichester. Thus the community 
Service was seeing more patients of all 
kinds, but particularly those social groups 
that ordinarily tend to be neglected, and 
patients were seen earlier in their illness, 
which is an important finding in terms of 
prevention. 

As regards disposition, we found that 
in the community service only 14 percent 
were initially admitted to a mental hospital, 
compared with 52 percent in Salisbury, 
and that during the two-year follow-up 62. 
percent were treated exclusively in the 
community in Chichester, compared with 
4l percent in Salisbury. The length of stay 
in hospital was also shorter in Chichester. 
Further comparisons showed that social 
factors, such as family burden, poverty, 
and household compositions, were more 
clearly determining admission or home 
care in the community service. 

At the time of referral no differences 
were found between the burden ratings of 
families in the two Services, but in both 
mental illness in a member of the house- 
hold Was causing very considerable hard- 
Ship to the others(2, 3). The health, in- 
Come, occupation, and domestic rOutine of 
the family were all substantially affected. 
After two years, however, the more Severely 
burdened families had been equally relieved 
in both services. Also, the community ser- 
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vice was as successful as the hospital- 
based one both in relieving families of 
geriatric patients, in spite of admitting a 
much smaller proportion of them, and in 
the relief it gave to families in which the ‘ 
patient was treated exclusively in the com- — 
munity. One large group of patients, how- 
ever, was clearly causing more family 
problems in Chichester: they were neurot- 
ics and depressives who had been admitted 
some time during the two years, albeit 
briefly. On further analysis we found that 
this was because the Chichester service 
was not providing adequate social support 
either to the families of patients discharged 
from the hospital or to those families 
where the burden was not conspicuous 
enough to be easily recognized and rem- 
edied by the psychiatrist doing the home 
visits. In fact, wherever the community 
service failed to organize adequate social 
Support it fared worse than the control, 

Our findings on social and clinical out- 
come are still being analyzed. One important 
observation, however, is Walk’s finding that 
there has been a significant decline in the 
incidence of suicide in geriatric patients in 
the community service when the five years 
before and after the introduction of the 
service were compared(11, 16). 

So far the results of clinical outcome 
appear to be similar to those for effects 
on the family. In spite of fewer admissions, 
geriatric patients do as well in the com- 
munity as in the hospital-based service; so 
do psychotic patients. The less seriously 
ill, however, appear to be doing less well, 
again perhaps because they are not con- 
sistently followed up, or adequate social 
support is not arranged for their families. 


Conclusion 


In conclusion, first, the problem of 
evaluating community care is one of de- 
fining the social and clinical characteristics 
of patients and the circumstances of their 
families that favor admission to the hospi- 
tal on the one hand, and home care of 
other extramural facility care on the other. 
It is neither realistic nor meaningful to 


expect one type of care to be consistently 
beneficial. 
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Second, unless the clinical care of the 
patient in the community is supplemented 
by a careful assessment of the needs of the 
families or households and the provision 
of efficient social support, the adverse 
effects on the family, particularly as re- 
gards their mental health, may be serious 
and so add to rather than subtract from 
the community’s mental health problems. 

But if the psychiatrist is readily avail- 
able to the general practitioner, and if he 
collaborates with the welfare and public 
health service, it is possible to reduce the 
number of hospital beds, especially geriat- 
tic ones, without necessarily affecting the 
community adversely. Given these condi- 
tions a community service promotes the 
earlier referral of patients, thereby re- 
ducing the long period during which fam- 
ilies suffer considerable hardship, and it 
can be as effective as hospital care. 
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PSYCHOTHERAPY IN BRITISH PSYCHIATRY 


The State of Psychotherapy in British Psychiatry 


BY HENRY V. DICKS, M.D., F.R.C.P. 


Defining psychotherapy broadly as “a way 
of handling the experience of illness” in 
which the therapist’s personality becomes 
part of the healing process, the author 
traces its course in the history of British 
psychiatry. He points out that, although 
the older, organically oriented hospital psy- 
chiatry still occupies a formal position of 
strength, the National Health Service has 
prompted the evolution of a general dy- 
namic approach to the treatment of the 
mentally ill, encompassing several of the 
previously isolated “camps” in psychiatry. 


SHALL begin by defining what I mean by 

"psychotherapy" in this paper. I shall 
have in mind not only a set of skills but 
especially an attitude toward sick or suffer- 
ing persons which I think all physicians 
should possess, some, in fact, prefer to 
ignore, but others cultivate, Following Jas- 
pers(13) I define the basic value or attitude 
for psychotherapy to be that of considering 
"the individual consciously and methodically 
as a whole," an experiencing self—not as 
Some collection of Organs, reactions, or 
"variables," 

It follows from this that the skills em- 
ployed in Psychotherapy are those of flex- 
ible use, in interpersonal transactions with 
the patient, of knowledge concerning the 
relational life needs and their develop- 
ment in human beings, their capacity to 
implement these needs in living and ex- 
Perience, and the nature of the Obstructions 
to such implementation, usually experi- 
enced as symptoms and/or subjective suf- 
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fering or inadequacy. Psychotherapy is 
essentially a way of handling the experi- 
ence of illness in which due attention is 
paid to bodily and environmental (social, 
economic) vectors that can obstruct self- 
realization but in which the alleviation of 
subjective hindrances to acceptance of life 
experience is placed at the heart of the 
therapeutic task. 

This broad definition permits the inclu- 
sion of psychotherapy with persons. who 
have organic disease, even the dying. It 
also subordinates the many techniques and 
their temporary and expendable rationales 
and working hypotheses to the aims of 
healing. Techniques are the tools for 
achieving understanding of the meaning— 
not to be confused with the cause—of the 
patient's experienced suffering, so that we 
may take the requisite steps to relieve it. 
The planned use of the therapist’s person- 
ality in this process is part of the healing 
Process. 

These principles, I believe, are the 
highest common factor among the groups 
and individuals in Britain whom I would 
describe as trained, or even committed, ad- 
herents of the psychodynamic viewpoint— 
I repeat, an attitude of mind rather than a 
mere technique. You would think this in- 
cluded all psychiatrists, but let me assure 
you it does not, if practice and not lip- 
Service is our gauge. ; 

The status of psychotherapy in Britain 
as just defined is neatly exemplified in the 
fact that at this meeting a) the subject has 
2 separate paper assigned to it, and b) it 
comes last on our list! This is coupled 
Within our ancient association (the Royal 
Medico-Psychological Association) to the 
phenomenon that only the most recent pres- 
idents—Professor Erwin Stengel and my- ` 
seli—can be described as psychothera- . 
Peutically grounded and trained. The 
RMPA numbers about 3,400, of which 
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1,200 are nominally members of the sec- 
tion of psychotherapy and social psychi- 
atry. Section meetings are usually attended 
by about 40 people. 

A brief historical résumé is appropriate 
to define the place of specialist psycho- 
therapists and their centers of activity in 
contemporary British psychiatry and men- 
tal health work. I will refrain from com- 
parisons with other countries, which I 
leave to my readers. I will, however, state 
at the outset my belief that the existence of 
our National Health Service has favored 
the availability of skilled psychotherapy 
to broader and less well-to-do strata of the 
population than before the advent of the 
NHS. It has provided young psychiatrists 
with posts and salaries enabling them to 
undergo training analysis. It has cut out 
the two-edged question of fees, and it has 
given stable budgets to precarious new cen- 
ters. 


Historical Review of British 
Psychotherapy 


The new psychology emerged in Britain 
around World War I, largely independent- 
ly of hospital psychiatry. One stream came 
from Vienna directly through Ernest Jones, 
who founded the British psychoanalytic 
School, an exclusive and tightly knit group 
because of persecution by official medicine 
and psychiatry. The other stream was also 
Freud-inspired but filtered through more 
academic and selective ^ minds—Rivers, 
McDougall, Crichton-Miller, Hadfield, Cul- 
pin, T. A. Ross, B. Hart. This group 
shared the experience of having used adap- 
tations of analytic concepts in the de- 
monstrably successful treatment of traumatic 
breakdowns (“shell shock") in military 
Neurosis units. It had its forum in the med- 
ical section of the British Psychological 
Society and its journal. It created as peace- 
time treatment centers for neurosis the 
Tavistock Clinic, London, and the Cassel 
Hospital, Kent (both in 1920). 

Later the Portman Clinic (orginally the 
Institute for the Scientific Treatment of 
Delinquency) was opened as the first co- 
Operative enterprise with the Freudians 
(circa 1932). Some similar centers direct- 
ly based on these models appeared in Scot- 
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land (the Lansdowne Clinic in Glasgow 
and the Davidson Clinic in Edinburgh) 
and at Birmingham (the Midland Nerve 
Hospital) in the late ’20s. These clinics 
served people of small means, offering the 
same facilities as private treatment. There 
was, of course, a minimum of charitable 
support from private sources, often by 
successfully treated patients, but on the 
whole the development of these psycho- 
therapeutic institutions depended upon de- 
voted part-time physicians giving gratuitous 
service carved from private practice, both at 
the Psychoanalytic Institute and in the other 
centers. Both a Jungian and an Adlerian 
movement existed and had some influence. 

Nor must one omit from early history 
the evolution of the child guidance clinics, 
with their model of the interprofessional 
team pioneered by Helen Boyle before 
World War I at Brighton and by the 
Tavistock Clinic. We also note the in- 
fluence of individual teachers of psycho- 
logical medicine in a few medical schools, 
notably Bernard Hart at University Col- 
lege, London, and Millais Culpin at the 
London Hospital. It was the county educa- 
tion services which accepted responsibility 
for child guidance and established clinics 
during the years between the wars. Shoe- 
string finance, not permitting major devel- 
opment and research work, distinguished all 
these from the public mental hospitals with 
full-time staffs (small though they were) 
and, if slender, at least secure budgets. 

These two worlds scarcely touched, ex- 
cept for slight two-way traffic in junior 
personnel—mostly from the mental hos- 
pital to psychotherapy, including psycho- 
analysis. In teaching psychiatric hospitals 
—such as Bethlem and especially the new 
Maudsley—Adolf Meyers and Jaspers’ 
doctrines were as much psychodynamics as 
was Officially tolerated. 

So, in 1939, we had three camps: 1) 
the older hospital psychiatry dealing by 
and large with psychoses (in the poor) and 
strongly organically oriented; 2) “orthodox” 
psychoanalysis, confining itself to teaching 
and using one method of therapy, almost 
entirely in private; similarly a small “or- 
thodox” Jungian school; and 3) "eclectic" 
psychotherapy, including child guidance, 
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based on psychoanalysis and its deriva- 
tives (Jung, Adler, Rank, Stekel), but also 
using concepts taken from Meyer, Jaspers, 
Prinzhorn, McDougall, and from Janet 
and the Nancy School. 

Individuals apart, these three camps were 
not in creative cross-fertilizing touch and 
were in fact often hostile. The mental hos- 
pitals were despised by psychotherapists as 
being “backwoods,” and they returned the 
compliment by labeling the psychotherapist 
as ignorant of “real psychiatry"—the arena in 
which untreatable insanities had to be 
wrestled with and contained. That they dis- 
regarded and did little to fit themselves or 
their successors to deal with the epidemiolog- 
ically vaster problems of neurotic and person- 
ality disorders, of psychosomatics, and of 
interpersonal relations is also a fact, attribut- 
able to professional and geographic isolation 
and to resistance to Freud’s teaching. 

The Tavistock Clinic alone ran two-year 
courses of training coupled with didactic 
analysis and supplied the majority of 
skilled therapists, often employed in token 
of modernity in some outpatient hospital 
departments. The analytic school graduates 
rarely entered public service. 


Psychotherapy in the NHS 


World War II marked a creative revolu- 
tion, largely the achievement of J. R. Rees, 
then head of the Tavistock, who, as chief 
of the Army’s Psychiatric service, blended 
analysts, hospital psychiatrists, and his 
Own Tavistock men into a new kind of 
dynamically oriented sociopsychiatric team 
with emphasis on morale, selection, and 
interpersonal relations, It resulted in the 
creation of effective concepts and models 
for group therapy(6, 11) and therapeutic 
communities(14, 19, 20) that originated 
from experimental Army hospital settings. 
Here was our first Psychiatric National 
Health Service model. 
„Many rigidities disappeared when hos- 
pital psychiatrists participated effectively 
m analytically based social techniques. 
while analysts experienced the power of 
new physical therapies (intensive sedation. 
pharmaco-abreaction, modified insulin, etc.) 
to prevent neurotic deterioration in front- 
line casualties. The very fact that psychia- 
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trists, psychologists, and social scientists 
from a variety of stables could not only pro- 
duce concerted policies but also similar re- 
sults had a broadening effect on peacetime 
psychiatry. 

The trend toward a new divergence re- 
emerged after the war with the growth of 
the new physical methods, activating the 
enthusiasms of mental hospital staffs not only 
in treating psychoses but also in reasserting 
the neurological and genetic theories of all 
Psychological illness. The exponents of this 
trend, using more medicobiological concepts 
and language about our field, occupied most 
of the key posts in psychiatric teaching and 
research. British medicine, with its major 
traits of conservatism and distrust of innova- 
tion, showed in its policy choices of men and 
allocation of resources that it preferred “to 
leave the mind alone" and stick to physico- 
chemical concepts of mental derangement 
and suffering—with the exception of child 
guidance in which interpersonal theories and 
hence "psychological" methods remained the 
rule. 


The Present State of Psychotherapy 


Let us now look at where Britain has 
gone from this point around the end of 
World War II when the NHS was created. 
There were the two major groupings of 
now more united psychotherapists of dif- 
fering schools enriched by new social and 
anthropological concepts and skills on the 
one hand, and the "classical" neuropsy- 
chiatrists of the traditional mental hospi- 
tals on the other hand, with their ablest 
members occupying strategic positions in 
the medical and postgraduate schools and 
in research, heartened by unprecedented 
physical means for controlling much psy- 
chotic behavior. 

This suggested once again that while 
Psychology could study and describe the 
phenomena, brain chemistry and electro- 
physiology with genetics were the funda- 
mental sciences of causation, Into this 
dichotomy were inserted the criticisms of 
Eysenck(9) and the neo-behaviorists, call- 
ing into question, not without some justifi- 
cation, the lack of validated results for 
analytic and dynamic Psychotherapy. This 
trend also claimed the scientific learning 
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theorists’ superiority over mere empirical 
clinicians when it came to rigorous phe- 
nomenological delineation of psychiatric 
typology and to devising a “rational” treat- 
ment, now designated behavior therapy— 
essentially a form of extinguishing old and 
reinforcing "better" conditioned responses. 
The reflex arc, so neat and mechanical, is 
a more acceptable model than the com- 
plicated Freudian unconscious. 

In behavior theory on Pavlovian lines 
the whole issue of subjective meaning and 
teleology can be dismissed as irrelevant. 
The symptom is the disorder, and its aboli- 
tion is the cure. This technique is a serious 
contender in contemporary Britain against 
psychodynamic therapy, as I defined it, in 
the field of the psychoneuroses and behav- 
ior disorders such as sexual deviations or 
addictions to which the physiodynamic 
School had hitherto lacked approaches. It 
is too early to evaluate either this trend or 
its opposite, the newly emerging existen- 
tialist school of R. D. Laing(16, 17, 18) 
and his colleagues. 


The New Schools of Thought 


The NHS has promoted the establish- 
ment of vigorous “schools” or centers of 
Psychiatric thought and research develop- 
ment all over Britain, by designating un- 
dergraduate teaching hospitals and certain 
Postgraduate institutes with roles distinct 
from run-of-the-mill hospitals and clinics 
that have predominantly curative tasks. 
While some criticize the creation of priv- 
ileged ivory towers, “think tanks," and even 
monopolies (e.g., the postgraduate institutes 
—one for each specialty in the whole coun- 
try), it was, in the postwar state of im- 
Poverishment, only the government that 
Could have financed full-time professorial 
departments in universities in our specialty 
as in certain others. 

I have already mentioned that the first 
generation of these key teachers were, not 
Surprisingly, largely selected from among 
those close to organicist thinking, of "safe" 
Middle-of-the-road views in relation to the 
Concerns of psychotherapy, in which they 
had little expertise and no great confidence. 
Consequently their pupils lack these too. 
49 someone like myself this renewed 
apartheid” or segregation of the psycho- 
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therapists is a matter of great regret, post- 
poning, as it does, the integration of the 
various aspects of therapy, teaching, and 
preventive mental health work. 

But, taking as dispassionate a view as 
possible, there are some advantages in the 
slow evolution of our complex Janus-like 
discipline, which for its full development 
will require us to come to terms with meta- 
physical, semantic, and humanistic as well 
as with biological and physicochemical as- 
pects of the quest for understanding man, 
including ourselves as observers. The en- 
thusiastic rush into psychoanalysis in the 
20s as the sole theory of mental illness 
can be seen as premature. It is given to few 
to master within their own beings all the 
facets and act as synthesizers of as yet 
disparate areas of knowledge. The exis- 
tence of departments of psychiatry dedi- 
cated to this task of integration is a sign 
that the lessons of our wartime leap for- 
ward have not been lost. 

The two groupings of which I spoke 
were each shaken out of complacency by 
the emergence of social science methods of 
delineating the size and epidemiological 
shape of our fields, and of seeing the individ- 
ual as a member of his groups, culture, 
and society. The simple, blinkered paro- 
chial enthusiasms of both—the dedicated 
analysts digging away, believing theirs was 
the new evangel, and the mental hospital 
men to whom each new drug or biochem- 
ical finding was the breakthrough—these 
are now the characteristics of a few un- 
teachables too rigid to change. 

It has done the psychotherapists no 
harm to discover that their assumptions, 
techniques, and results are open to critical 
investigation, especially when the worth of 
public investment in scarce resources is at 
stake. It has been just as salutary for the 
erstwhile closed-hospital personnel to dis- 
cover the limited efficacy of their physical 
methods outside the narrow spectrum of 
diagnosable "disease entities"; that is, in 
most varieties of neurotic and personality 
disorders in adults, adolescents, and chil- 
dren, in the family and marital distur- 
bances not to be compressed into tidy 
taxonomies, but which they now face. This 
section of patients increasingly refuses to 
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be dismissed with a drug which only masks 
the problems. 

It is the psychotherapists who enabled 
psychiatry to extend the mental health ser- 
vices to these much more prevalent condi- 
tions, with their immeasurably greater im- 
pact on economic and social health and 
efficiency than that of the circumscribed 
psychoses. The psychotherapists have done 
it first and foremost by changing them- 
selves. Only in the minds of its detractors 
has “psychoanalysis” stood still. 

A thumbnail example is in place. I re- 
call a paper by W. R. Bion(5) in the late 
*30s, on the subject of “psychic asepsis," 
to the effect that we must keep third par- 
ties rigorously out of analytic situations. 
Most of you will know the same author's 
brilliant postwar papers(5) on “Experi- 
ences in Groups,” a creative effort fol- 
lowing his work in Army selection and 
leader assessment. This by a past president 
of the British Psychoanalytical Society! 


Therapeutic Community Models 


It is this transformation of early Freud- 
ian working hypotheses and Views in a 
majority of British analysts and dynamic 
therapists and their impact on public opin- 
ion that has made Possible the conception 
of the 1959 Mental Health Act. The faith 
in being able to control behavior by phar- 
macology was only one component in a 
measure by which Parliament expressed its 
changed attitude toward the etiology and 
reversibility of much mental illness. An 
equally weighty factor was our public's 
acceptance of the advances in insight into 
human needs and relationships traceable 
to new ego and objects relations theory(10, 
15) and group psychology(23, 24) under- 
lying, and vindicated by, our pilot experi- 
ments in the armed forces: e.g., with civil 
Tesettlement centers for returning soldiers, 
especially ex-P.O.W.s(26). J 

It is from these models that our early 
therapeutic community projects derive, 
Their advent in mental hospitals has 
helped to transform social climates, even 
though skills in using them vary and can 
be criticized. The very existence of such 
outpatient and group situations has sharp- 
ened the demand for adequate training and 
analytic experience in many young psychi- 
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atrists, with the consequence that the cen- 
ters for such training are overfilled. In. 
place of its former unpopularity with men- 
tal hospital chiefs, analytic training is 
widely encouraged, even though it hardly 
exists in systematic form outside London 
and has to be privately financed, di 

The Ministry of Health’s encouragement 
of psychiatry’s “going out into the com- 
munity” is ultimately an effect of psycho- 
dynamic concepts. It means that no self- 
respecting mental hospital could be without 
outpatient departments offering psychothera- 
py at least “on paper” and without some 
association with the neighboring general hos- | 
pital and public health services and the | 
child guidance clinics. We are in the process, 
we hope, of redeploying our psychiatric | 
manpower in the direction of keeping as | 
many of our patients in their social and | 
kinship groups as possible, and expecting - 
from it a decline in the number of many- | 
bedded hospitals. Small, more family-sized | 
hostels, day hospitals, and “therapeutic son 
cial clubs,” pioneered by J. Bierer(4), are | 
coming to take their place. T 


Evolution of a New A pproach 


All these changes flowing from the 1959 | 
act, and based on the NHS, have thus not | 
only challenged the long tradition of classical | 
“hospital psychiatry” but have also created 
an ever greater challenge for meeting the 
new needs in those of us who have spent 
our lives in hitherto precariously supported 
psychotherapeutic institutions. The modifica- H 
tion of lengthy and classical analytic tech-- 
niques for use with large numbers of patients 
is perhaps the least difficult task because such | 
places as Tavistock Clinic and the Cassel | 
Hospital have long had to do this and can : 
teach it. The constant search for better as- | 
Sessment, selection, and methods for group | 
analytic therapy, the validation of short 
methods of individual therapy(21, 22), the j 
new departures into marital and family intet- | 
action(7, 8, 12) as the focus for interven- | 
tion are gaining momentum as new clinical 
models are required for community work. | 

Despite the slowness of training reforms — 
Within “official” psychoanalysis, a surpris- — 
ingly high proportion (some 70 percent) . 
of the younger psychoanalytic graduates 
elect to enter and Stay part-time in the 
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NHS—not, as may be surmised, for the 
salary, which does not compare with pri- 
vate earnings, but because of the inherent 
worthwhileness of our experiment in men- 
tal health. Consultant posts are increasingly 
being established in the specialty of psy- 
chotherapy at both general and mental hos- 
pitals. These usually have the primary 
tasks of teaching and supervising hospi- 
tal personnel in the handling of interper- 
sonal relations at all levels (nursing, social 
work, etc., as well as psychiatry) and the 
more effective design of the hospital’s pro- 
gram in the teaching of group dynamics, 
rather than the intensive therapy of a few 
selected patients, valuable though this is 
for all personnel as training. This process 
of penetration has reached into some teach- 
ing professorial departments. (In Leeds I 
began it in 1946.) 

It is interesting to speculate how much 
this movement toward a general dynamic 
approach, shorn of its rigidities, has been 
powered by intelligent laity such as the 
mental health and parents’ associations, 
usually somewhat ahead of medical opin- 
ion. One hopes that these new associate 
professor-psychotherapists will have a pro- 
found influence toward insight and a holis- 
tic approach on all our future physicians 
and so on our psychiatrists. One early sign 
of success is the establishment in Aberdeen 
University of a two-year university course 
for medical graduates in psychotherapy lead- 
ing to a diploma. 

Psychotherapeutic specialists are also 
serving in several first-offender prisons, 
and some are manning newly created posts 
within local authority health departments 
to assist chief medical officers of public 
health in the new community programs 
delegated to them by the 1959 Act. 


Toward Earlier Treatment 
and Prevention 


. Two further points are of interest. One 
is the problem facing those who train spe- 
Clalists: how to impart skills as against 
Mere theory. This is an ongoing concern, 
ior example, in my former place of work, 
the Tavistock Clinic, which has continued 
to advocate concurrent didactic analysis 
with supervised experience in short-term 
therapy, group therapy, marital therapy, 
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and with children and adolescents, apply- 
ing what is learned in the trainee’s own 
analysis. Doctors already trained as ana- 
lysts are often harder to train in flexibility 
of techniques than general practitioners, 
social workers, or clinical psychologists. 

This brings me to the second point: our 
realization that in grassroots preventive 
and ascertainment work these so-called 
*ancillary professions" will be carrying 
much of the case load. We have, therefore, 
a large in-service training program in 
group relations, family therapy, etc., as 
well as in diagnosis for family physicians 
(whose own new college demands more such 
training), in which social workers, public- 
health nursing teachers, and psychologists, 
in addition to young psychiatrists, partici- 
pate. Balint’s well-publicized model(1, 2, 
3) serves as a basis for these activities. 

We do not feel threatened by such dilu- 
tion, by imparting therapeutic skills to 
these key people, since they enable us to 
extend the consultant psychotherapist's 
influence to numbers of patients he could 
not hope to help personally. There thus 
emerges a new role for the psychotherapist- 
consultant and his clinic: to serve as a 
reference point and resource center for 
these community workers, who need this 
form of “reinsurance.” 

It remains true, however, as shown by a 
recent survey of training, that psychothera- 
peutic skills and systematic opportunities 
for acquiring them are not uniformly 
spread, or even deemed necessary, through- 
out all parts of our country. Often psy- 
chiatric consultants have to rely on their 
“hunches” or on some nonmedical aux- 
iliary for these. They know it is wrong, 
but how can they now recreate their educa- 
tion or their routines? 


Summing Up 


In this brief paper I have endeavored to 
present a sketch of psychotherapeutic work 
and concepts in the NHS. This showed 
that, while the classical model of psychi- 
atry formally occupies the position of 
strength, the assumptions of recent NHS 
legislation and administration have re- 
vealed the growing need for an interper- 
sonal, dynamic approach as appropriate to 
the new techniques of community psychi- 
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atry and mental health work. These had 
been fostered over some 50 years of psy- 
chotherapeutic training and practice, and, 
unlike the “fashions” in physical treat- 
ments, have emerged as the basic tool of 
the psychiatrist's calling, whatever his role. 
The younger teachers now becoming active 
realize this, and we may soon see very 
different training programs and tests of 
psychiatric qualifications coming to the 
fore in Britain—ones which do not have 
to deny the psyche in false obeisance to the 
physicochemical model of science. The re- 
cent report of our Royal Commission on 
Medical Education(25) gives strong sup- 
port to this requirement for all those who 
are to be qualified to treat human beings 
in distress and sickness, 
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EDITOR’S NOTEBOOK 


The National Health Service 
and British Psychiatry 


qu ANNUAL MEETING last May in Boston featured two joint ses- 
sions with the Royal Medico-Psychological Association, one of 
which had the general theme: “The Impact of the National Health 
Service on Psychiatry." This subject was discussed from several ap- 
proaches. A large and interested audience listened attentively to these 
scholarly and informative papers, But many auditors must have 
asked themselves the question: What relevance has the British Na- 
tional Health Service to our American psychiatric scene and to our 
traditional opposition to governmental controls? 

It should be recognized that American psychiatry has actually had 
a close relationship with government control from its earliest days in 
state and county mental hospitals. Until the advent of private practice 
in our field, psychiatry was almost entirely "state medicine." The 
development of mental health clinics increased the number of 
psychiatrists who received salaries and patients who received services 
from government agencies, and the more recent focus on compre- 
hensive mental health centers has continued this tradition. And 
psychiatrists in private practice are seldom loath to accept fees for 
service or part-time work from government sources—federal, state, 
county, or city. Probably no other field of medicine has had the 
experience with “state medicine” that psychiatry has had. 

From the patient’s standpoint, mental hospitals under governmen- 
tal control have often left much to be desired—they were overcrowd- 
ed, understaffed, inadequately supported by parsimonious legislatures, 
poorly equipped. Political appointments, political patronage, po- 
litical neglect have left an unfavorable image of “state medicine” 
in psychiatry in past decades, and it is still unfavorable in too many 
places in this country. Psychiatrists in the past have seldom been 
vocal in their opposition to these abuses; too often they went along 
with the “establishment.” 

Because of this historical background, American psychiatrists can 
feel justified in opposing over-all government control of psychiatrists 
and psychiatric treatment facilities. But government control, in a 
democracy, should not mean control by an undemocratic, dictatorial 
legislature or governor. Government in a democracy such as ours 
should be government of the people, for the people, and by the people 
—and in psychiatry, for the greatest good of the sick people who 


need such services. i 
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The National Health Service of Great Britain seems to have solved 
some of these problems, as indicated in the following quotes from the 
papers presented by two of our British confreres. 


Dr. A. B. Monro: 

Psychiatric hospitals have had a chance to modernize, to improve their 
standards of practice, and to expand their services. The breaking down 
of the barriers between psychiatric and general hospitals has led to the 
opening of psychiatric units in nonteaching general hospitals. It has been 
possible to increase ancillary services such as psychology. When all these 
factors have been taken into account, it is accurate to say that since the 
Health Service was started, psychiatry has expanded faster than any other 
branch of medicine. 


Dr. D. H. Clark: 

British psychiatry has been fortunate. The weaknesses of the National 
Health Service fall hardest in other areas, such as the general practitioner 
services and some general hospitals. We have mostly gained great bene- 
fits. The general standards of care in our psychiatric hospitals have been 
pushed up until they are better than the general standard of the psy- 
chiatric hospitals in almost any other country in the world. The NHS 
has given us a setting in which modern social psychiatry developed and 
could flourish; it is now giving us a framework in which community 
mental health services can develop well and evenly. 


Britain's 1965 Mental Health Bill also did away with such primi- 
tive and humiliating procedures as legal “commitments” as a hospital 
treatment prerequisite. It gave mental hospitals and general hospitals 
equal status, using both for the treatment of mentally sick persons, 
and gave mentally sick people immediate and, if necessary, prolonged 
psychiatric treatment without financial obligation. It thus becomes 
Obvious why British psychiatrists and the British people are well 


pleased with the psychiatric and mental health features of their 
National Health Service, 


They may be telling us Something. 


GEORGE H. STEVENSON, M.D. 


Earl Danford Bond: An Appreciation 


T HE IN MEMORIAM Notice about the beloved Earl Danford Bond 

published in this issue and written by Dr. Lauren H. Smith is 
testimony to the affection in which his friends held him. He was the 
mentor for many of today's senior 


Which marked them in the '30s. To leave all of this confusion and 
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arrive at the serenity and calm of the Pennsylvania Hospital for Men- 
tal and Nervous Diseases and encounter Dr. Bond and his colleagues, 
all of whom were gentlemen—capable, yet considerate and helpful— 
took some getting used to. That their methods were effectual is 
testified to by the large number of graduates who later occupied top 
positions in many universities and psychiatric institutions. 

Dr. Bond’s appearance was striking. It was that of a gracious and 
kindly gentleman, and his outward mien mirrored a noble charac- 
ter within. An apostle of brevity, he had a humor that was light and 
contained; yet there were things that only he could say. I think of him 
telling the lovely graduating class of one of the nation’s finest girls’ 
colleges that it was a task to talk to them for 15 minutes and confid- 
ing in them that: “The diploma waiting for you on this platform 
certifies that you are expert, proficient, and lopsided; it assures the 
world that you are predisposed to greatness and to trouble.” 

Then, in true Bondian fashion, he added: “Wouldn’t it be better 
for you immediately upon graduation to go to a sanitarium and stay 
there? There you would find even conditions of life, tempered 
winds, helping hands to keep you steady. If you wanted to spend 20 
years in writing a book, as a friend of mine did, with no expectation 
that anyone would ever read it, you would have that privilege.” This 
was in 1929, mind you. One wonders what he would have said to 
students in 1969. 

In his presidential address in 1930, Dr. Bond deplored the 
propensity of young physicians “to choose tasks away from hospital 
patients," and added: "I present an apologia for the common or 
hospital psychiatrist—an argument for giving him a. place in the 
Scheme of things and a plea that scientific daydreams be often 
checked with the facts which the hospital physician has in his 
possession." 

In that same address, Dr. Bond recalled that: “A distinguished 
Philadelphian was able to establish a university by showing that the 
greatest opportunities were to be found in one's own yard, in 
one's own commonplace work. But these opportunities are not 
found by commonplace people. So if commonplace people go into 
large mental hospitals they will find few treasures. If men of vision 
go there the hospitals will contribute help immeasurable to psy- 
choanalysis, to child guidance, to mental hygiene, and to everyday 
life." 

This observation is as true today as it was in 1930. The man who 
made it was a preeminent example of its cogency. His active mind 
took him in his latter years into poetry, and he did that as well as he 
did everything else. He died at the age of 90— quietly, comfortably, 
and gently, as he had lived. His was a great and compassionate soul, 
and the world was made better by his presence. 


F. J. B. 
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Basic Principles and Practices 
of Behavior Therapy of Neuroses 


BY JOSEPH WOLPE, M.D. 


The author presents a brief review of the 
theory and practices of behavior therapy, 
describing the various methods and their 
usefulness. He cites several studies which 
indicate more consistent success for be- 
havior therapy than for analysis, in complex 
as well as simple neuroses, and also very 
low rates of relapse or the symptom sub- 
stitution so often predicted by analysts. 


Breet THERAPY or conditioning ther- 
apy was formally introduced to Ameri- 
can psychiatry 14 years ago(21). The term 
behavior therapy was first used by Skinner 
and Lindsley(16) and subsequently popu- 
larized by Eysenck(3, 4, 5). It denotes 
the use of experimentally established prin- 
ciples of learning for the purpose of 
changing unadaptive behavior. Behavior 
therapy is thus an applied science, in every 
way parallel to other modern technologies 
and in particular to the technologies con- 
stituting medical therapeutics. Therapeutic 
possibilities emerge when we know the law- 
ful relations of organismic processes. In the 
psychotherapeutic field the lawful relations 
that are most often relevant are those es- 
tablished by experimental psychology. 


EE SAEN 
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Persistent maladaptive (unadaptive) anx- 
iety responses are the nucleus of most cases 
that are labeled “neurotic,” and therefore 
much of the effort of behavior therapists 
has been directed toward overcoming them. 
"Anxiety" is defined as a particular orga- 
nism’s characteristic pattern of autonomic 
responses to noxious stimulation (22). Anx- 
iety is conditionable; conditioned anxiety 
responses are in fact far more common 
than unconditioned ones. Anxiety responses 
are called maladaptive when they have been 
conditioned to stimulus situations that do 
not pose any objective threat. It is implicit 
in this formulation that neurotic responses 
are not ways of avoiding stress; they are 
stress responses. 

Behavior therapy of human neuroses had 
its origin in observations of animal neuroses 
(20, 22). An animal placed in a confined 
environment and subjected to either strong 
ambivalent stimulation or noxious stimula- 
tion acquires a persistent habit of respond- 
ing with marked anxiety to the environment 
concerned, and with weaker anxiety to other 
environments according to their similarity 
to the original one. . 

The most effective way of procuring 
unlearning is to feed the animal repeatedly 
while it is in an environment which evokes 
weak anxiety. The effect of this is to di- 
minish Progressively—ultimately to zero— 
the strength of the anxiety response to the 
Particular stimulus. Increasingly “strong 
stimulus situations are successively dealt 
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with in the same way, so that finally the 
animal shows no anxiety to any of the 
situations to which anxiety has been con- 
ditioned. The basis of this gradual elimination 
of the anxiety response habit is considered 
to be an example(22), at a more complex 
level, of the phenomenon of reciprocal 
inhibition described by Sherrington(15). 
Each time the animal eats, the anxiety re- 
sponse is to some extent inhibited, and each 
occasion of inhibition diminishes the anxiety 
habit. Apparently the evocation of a re- 
sponse that inhibits anxiety weakens the 
bond between the anxiety-evoking stimulus 
and the anxiety response. 

Human neuroses resemble those of the 
animal in all basic respects(26). Even 
though not all human neuroses present them- 
selves as anxiety states, anxiety underlies 
most of them. For example, the patient 
with a stutter is not as a rule aware of 
the stimuli that produce the anxiety that 
is usually a necessary condition for stutter- 
ing. Indeed, he may not realize that he 
has any special anxiety in the situations 
in which he stutters, even though he can 
contrast them with other situations in which 
his speech is normal. Investigation generally 
Shows that there is an emotional under- 
current, the intensity of which determines 
the degree of stutter. 

The same is true of a host of other con- 
ditions in which the main presenting com- 
plaint is not anxiety—obsessions and com- 
pulsions, psychosomatic states, character 
neuroses, impotence, frigidity, homosexuali- 
ty, and many others. The key to recovery is 
generally the deconditioning of anxiety. This 
is why a detailed behavioral analysis is an 
essential prerequisite to effective behavior 
therapy. The behavior therapist makes a 
Practice of obtaining a detailed life history 
and a full account of the present life situation 
and administers various questionnaires de- 
Signed to reveal stimulus situations condi- 
tioned to neurotic anxiety responses(27). 


Methods of Behavior Therapy 


Many of the methods of behavior therapy 
derive “from the therapeutic experiments 
with animals described above. They exem- 
Plify reciprocal inhibition (countercondition- 
mg). Other methods derive from positive 
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reinforcement, experimental extinction, and 
various other experimental paradigms(27). 


Counterconditioning by the Emotions of Life 
Situations 


Where neurotic responses are conditioned 
to situations involving direct interpersonal 
relations, the essence of reciprocal inhibi- 
tion therapy has been to inhibit anxiety 
by the instigation of patterns of motor be- 
havior that express anger (or whatever 
other feelings may be relevant). The repeat- 
ed exercise of these patterns in the proper 
context weakens the anxiety response habit. 

For example, a patient may need to be 
taught how to stand up for his rights when 
somebody gets in front of him in a line. 
The teaching will be either by direct in- 
struction and exhortation or by actual re- 
hearsal of the desired new behavior in the 
consulting room. A recent patient had be- 
come so intent on acceding to his wife's 
requirements that his own needs were com- 
pletely subordinated. He repeatedly went 
into states of depression that he attempted 
to relieve by heavy drinking. He was shown 
how to assert himself appropriately—for 
example, by refusing to allow whatever he 
might be doing, such as reading the news- 
paper, to be interrupted by his wife's de- 
mands for conversation. By dint of a 
program along these lines he achieved rea- 
sonable control of this interpersonal situation 
and stopped having depressions. 

Sexual responses are used to overcome 
anxiety responses to sexual situations that 
are the basis of impotence or premature 
ejaculation. The essence of treatment is to 
control sexual approaches so that anxiety 
is never permitted to be strong. Inhibition 
of anxiety can then be obtained by the 
parasympathetic dominated sexual arousal 
and the anxiety response habit can con- 
sequently be weakened. 

Tactics vary from case to case but always 
involve the cooperation of the spouse. The 
therapist must determine at what point in 
the patient's sexual approach there are the 
first indications of anxiety. He then instructs 
the patient to take love-making no farther 
than this point, having obtained the ac- 
quiescence of the spouse. In the course of 
a few amorous sessions, anxiety usually 
ceases to be felt at the permitted point, 
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and then the patient is permitted to go 
on to the next stage. Usually several pre- 
liminary stages need to be passed before 
coitus is attempted; and it, too, requires 
a succession of graded steps. 


Systematic Desensitization Based 
on Relaxation 


Neurotic anxiety responses conditioned to 
stimuli other than those arising from direct 
interpersonal relations (e.g, phobic re- 
sponses) do not lend themselves to be- 
havioral treatment in the life situation of 
the patient. In such cases, reciprocal in- 
hibition of anxiety must be obtained by 
methods that do not involve motor activity 
on the part of the patient toward the fearful 
object. In the earliest deliberate example 
of therapy on this basis, the anxiety of 
phobic children was inhibited by eating(8), 
very much as in the case of the experimental 

. neuroses described above. 

Deep muscle relaxation(7) has had the 
widest use in this way, mainly in a method 
known as systematic desensitization(21, 22, 
27). In brief, desensitization consists of 
repeatedly presenting to the imagination of 
the deeply relaxed patient the feeblest item 
in a list of anxiety-evoking stimuli until 
no more anxiety is evoked either as reported 
by the patient or as psychophysiologically 
recorded. The next higher item in the list 
is then presented—again until the anxiety 
Tesponse to it is.extinct. The procedure is 
continued until eventually even the strongest 
of the anxiety-evoking stimuli fails to evoke 
any stir of anxiety in the patient. It is 
almost always found in those subjects in 
whom imagined scenes have initially evoked 
anxiety that a situation that no longer evokes 
it in imagination also ceases to evoke it 
When encountered in reality. 


Variants of Systematic Desensitization 


Other inhibitors of anxiety may also be 


must also account for Part of the success 
of behavior therapy(22). But they can in 
addition be deliberately used in behavior 
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therapy—usually in what is called desen- 
sitization in vivo, in which real stimuli take 
the place of imaginary ones, and the anxiety 
may be inhibited by these emotions. 

For example, a patient who has a fear 
of humiliation at making mistakes is made 
to perform minor errors and then progres- 
sively more serious ones in the presence of 
the therapist—in each instance until all 
feelings of anxiety disappear. To the extent 
that this succeeds it is probably due to 
the anxiety being inhibited by competing 
interpersonal emotions. Tests of this assump- 
tion are now being planned. 

Use has also been made of the observa- 
tion that anxiety can be inhibited by cuta- 
neous stimulation by nonaversive electric 
shocks. The therapist arranges for these to 
break in on the anxiety evoked by images 
from hierarchies by getting the patient to 
signal when the image is clear, and then 
delivering two or three shocks in quick 
succession. This apparently weakens anx- 
iety on the basis of external inhibition(13). 

Another method of procuring inhibition 
of anxiety depends on presenting a neutral 
stimulus just before the cessation of a strong 
continuous current to the forearm. The 
effect of this is to condition cessation (in- 
hibition) of anxiety to the neutral stimulus 
(21, 22, 27). The conditioned stimulus can 
then be systematically used to inhibit neu- 
rotic anxieties in the life situation. 


Avoidance Conditioning 


Avoidance (aversive) conditioning is an 
application of the reciprocal inhibition prin- 
ciple to overcoming responses other than 
anxiety. A noxious stimulus—usually a 
Strongly unpleasant electric shock—is ad- 
ministered to the patient in an appropriate 
time relation to the stimulus to which 
avoidance conditioning is desired. It has 
been effectively used to overcome obsession- 
al thinking, compulsive acts, fetishes, and 
homosexuality. It is, however, not always 
Successful for reasons that are often quite 
clear, 

Homosexuality, for example, is often 
based on neurotic interpersonal anxiety, 
Which should be treated by deconditioning 
the anxiety(17). But when aversion is used 
for homosexuality, the most promising tech- 
nique consists of administering a very Wn- 
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pleasant shock as long as a homosexual 
figure is projected onto a screen and ter- 
minating the shock at the appearance of 
an attractive female(6). Further details and 
other applications have been discussed in 
my book, The Practice of Behavior Ther- 


apy(27). 
Experimental Extinction 


Experimental extinction is the breaking 
of a habit through repeated performance 
of the relevant response without reinforce- 
ment (reward). The therapeutic use of ex- 
tinction was formally introduced by Dun- 
lap(2) under the name “negative practice.” 

The method did not then achieve much 
popularity, but recently there has been re- 
newed interest in it, mainly in the context 
of the treatment of tics. The patient is 
instructed to perform deliberately the un- 
desired movement very many times, and 
in the course of some weeks it may be 
found that spontaneous evocations of the 
tic have decreased, perhaps markedly(14, 
18, 28). Kondas(10) has reported that 
many resistent tics can be cured if the 
Negative practice is accompanied by a 
strong aversive stimulus that is terminated 
each time the practice stops (cf. anxiety- 
relief conditioning described above). 


Positive Reinforcement 


The deconditioning of unadaptive auto- 
nomic response habits is the central approach 
to behavior therapy of neuroses, but it is 
often also necessary to condition new motor 
habits. This often occurs as a result of 
the same measures that break down the 
anxiety habit. For example, in assertive 
training (see above), simultaneously with 
the counterconditioning of anxiety, motor 
(operant) habits of assertion are condition- 
ed. They are reinforced by the rewarding 
Consequences of the assertive act, such as 
gaining control of a situation. 

ut operant conditioning can also be 
effected on its own. Anorexia nervosa has 
been successfully treated by arranging for 
eating to be followed by social rewards 
Such as the use of a radio or company 
and withholding the rewards when the pa- 
tient does not eat(1). The same principles 
have been effective in a variety of cases. 
For example, Williams(19) has described 
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how tantrum behavior is completely under 
the control of the adult attention it elicits. 


Results of Behavior Therapy 


The distinctive feature of behavior ther- 
apy is that the therapist selects his targets 
and plans his strategy in respect to each 
of them. He can sometimes—for example, 
in desensitization of classical phobias—even 
calculate the quantitative relations between 
number of therapeutic operations and 
amount of change(24). 


Statistical Data 


R. P. Knight’s(9) five criteria—symp- 
tomatic improvement, increased productive- 
ness, improved adjustment and ‘pleasure in 
sex, improved interpersonal relationships, 
and ability to handle ordinary psychological 
conflicts and reasonable reality stresses— 
have been generally adopted by behavior 
therapists. By these criteria, the results of 
behavior therapy of neurosis have been 
quite notably good. For example, in several 
series of neurotic patients totaling 618 cases, 
about 87 percent either apparently re- 
covered or were much improved(27). In 
the last published series of my own(22), 
the median number of sessions for 88 cases 
was 23. Follow-up studies in this as in 
other series have shown neither the spon- 
taneous relapses nor the symptom substi- 
tutions that psychoanalytically oriented 
colleagues have prognosticated. 

Compare these results with the 60 percent 
“cured” or “greatly improved" among the 
completely analyzed patients in the study 
of the Central Fact-Finding Committee of 
the American Psychoanalytic Association. 
While the psychoanalyzed patients were 
treated an average of four times a week 
for three to four years, i.e., about 700 ses- 
sions, and the average course of behavior 
therapy covered about 30 sessions(22), it 
is fair to point out that the comparison 
is not a controlled one. 

A controlled comparative study is cur- 
tently under way in the department of 
psychiatry at Temple University. Meanwhile, 
laboratory controlled studies have been dis- 
tinctly favorable to behavior therapy. Paul 
(12) found that “dynamically” trained ther- 
apists did significantly better with systematic 
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desensitization than with their own insight- 
giving techniques in treating fears of public 
speaking. Moore(11) reported a controlled 
study of cases of asthma in a London 
clinic. One schedule she employed was re- 
laxation training; the second was support 
and suggestion under relaxation; and the 
third was systematic desensitization. In terms 
of both immediate and delayed effects, de- 
Sensitization was clearly superior to the 
other two methods. In terms of maximum 
peak flow of respired air the difference 
was significant at .001. 


and determined with difficulty, c) reactions 
that include unadaptiveness in important 
(character neu- 
roses), d) obsessional neuroses, and e) re- 
actions that include pervasive anxiety. 

Of the 86 cases reviewed, 65 were com- 
plex in one or more of the Senses defined. 
l percent) were 
judged either apparently cured or much 
improved. This percentage was exactly the 
same as that obtained for the whole group. 
However, the median number of sessions 
was 29 and the 
mean 54.8 in contrast to a median for the 
noncomplex remainder of 11.5 and a mean 
of 14.9. Thus, while complex cases respond- 
ed to behavior therapy as often as simple 
ones did, therapy took longer. 


How Fundamental Are thi 
of Behavior Therapy? co 


it is prognosticated 
followed by relapse or 
Sooner or later. A Survey(23) of th 

of follow-up. studies Poar 
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fully treated by a variety of methods not 
concerned with the dynamic conflict revealed 
only a 1.6 percent incidence of relapse or 
symptom substitution, Skilled behavior ther- 
apists hardly ever encounter relapse or 
symptom substitution. 

The weight of the evidence is thus that 
neuroses are indeed nothing but habits— 
the results of conditioning—often very com- 
plex conditioning. The implication is that 
a therapy based on principles of conditioning 
is fundamental therapy. 
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Psychotherapy Designed to Detect and Treat 
Suicidal Potential 


BY HARVEY M. SHEIN, M.D., AND ALAN A. STONE, M.D. 


The authors point out the present failure 
of many psychiatrists to recognize potentially 
suicidal patients. They describe a five-stage 
clinical approach to treatment of such pa- 
tients, utilizing a continuous assessment of 
suicidal potential. The approach introduces 
a system of priority of values, with preserva- 
lion of life uppermost. 


URING THE YEARS since World War II, 
medical attention has increasingly been 
drawn to the problems of detection and 
Prevention of suicide. In clinical and statis- 
tical studies of completed suicide, Farberow, 
Shneidman, Robins, and their co-workers 
(3, 4, 7, 8, 9) indicated that suicidal inten- 
üon is potentially accessible to a careful 
diagnostic interview in at least eight of ten 
Suicidal patients. 
These findings have encouraged psychia- 
trists and other mental health professionals 
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to study the social and situational context 
of their patient, to search for subtle cogni- 
tive and affective cues, and to focus more 
carefully on conscious or preconscious 
suicidal intent in their assessment of suicidal 
risk. This is done in the hope first of 
detecting dangerous social contexts and 
suicidal ideation and then averting serious 
suicidal attempts by appropriate treatment. 
However, despite this heightened new clini- 
cal emphasis on detection, psychiatric suc- 
cess in prevention remains limited. Often 
detection is achieved, but prevention fails 
in the long run. 

For example, among a group of 20 con- 
secutive in-hospital suicides recently reviewed 
by the authors, 18 were known at some 
point in time to be suicidal. Are we there- 
fore to conclude from our all-too-frequent 
failures in the prevention of suicide that 
most of our failures occur because the 
suicidal patient suffers from an incurable 
disease? Or do many of these failures occur 
because our current psychiatric techniques 
are inadequate to the task? 

Although these questions cannot be an- 
swered decisively at this stage of our 
knowledge, we must, as responsible physi- 
cians, continue to examine the customary 
treatment methods applied to suicidal pa- 
tients. It is not the purpose of this paper to 
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discuss in detail the issues which are crucial 
for an over-all evaluation of these treatment 
methods, issues such as the problem of 
gross clinical overprediction of suicide based 
on the application of statistical data, suicide 
as a social phenomenon, and the long- 
term effectiveness of electroshock treatment. 
Rather, this paper addresses itself to the 
individual clinician in his dealings with the 
potentially suicidal patient. 


Problem Recognition 


Once suicidal potential has been detected 
by a psychiatric clinician, standard tech- 
niques of psychotherapy are often instituted 
as one of the major methods of treatment. 
Unfortunately, although there are multiple 
approaches to the art of psychotherapy, 
none was designed specifically to prevent 
suicide or to permit careful assessment of 
continued suicidal risk. Even psychotherapy, 
which involves many so-called added param- 
eters, frequently proceeds to assess suicidal 
potential in an indirect manner, More often, 
perhaps, the issue of Suicidal potential is 
shunted aside instead of remaining a central 
focus. Too often the patient in Psychotherapy 
is never directly asked if he finds his life 
Situation intolerable and if he is thinking of 
Suicide, Instead, it is assumed that in most 
instances the patient will volunteer such 
concerns if the therapeutic Telationship is 
adequate, and that even if the patient fails 
to volunteer his sense of an intolerable life 
situation or his Preoccupation with suicide, 
the therapist’s empathic evaluation of ‘the 
patient's mood, behavior, and Spontaneous 
thought content will Provide an adequate 
basis for süch assessment, 

, Thus, despite the therapist's 
nition of possible Suicidal intent, and 
despite — his medical concern and  re- 
Sponsibility for his patient, he may be 
led into a role 
Suicidal intent and 


Prior recog- 


Tecent clinical study 
is impression and 
t ethods of assess- 
ment—even in Psychotherapy with added 
parameters—may not label the life and 
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death danger of suicide to the patient in a 
sufficiently forceful and realistic manner, 
This failure to assign crucial Priority may 
thereby unwittingly encourage the patient to 
incorporate suicidal Preoccupations into the 
negative aspects of his transference relation. 
ship with the therapist. Although it may be 
appropriate for certain fantasies to be with- 
held from the therapist at certain Periods 
of time, this cannot be appropriate with 
suicidal fantasies. The communication by 
a suicidal patient of this sense of alienation 
and hopelessness is crucial in detecting and 
Preventing suicide. If the patient does not 
find a therapist who confronts and chal- 
lenges pathological convictions about a 
hopelessly frustrating reality, he may tum 
to suicidal action. 


Continuous Assessment of 
Suicidal Potential 


Because of the preceding considerations, 
the present authors have developed a clinical 
approach to the continuous assessment and 
treatment of suicidal potential in psycho- 
therapy. The treatment concept is analogous 
to that used in current hospital management 
of patients with acute coronary disease, which 
depends upon a continuous assessment of 
cardiac status. Thus the approach seeks to 
Prevent (or at least to minimize) the gap in 
meaningful communication and the conse- 
quent alienation which often develop be- 
tween the therapist and suicidal patient 
Within the context of traditional psycho- 
therapy. An overriding virtue of the ap- 
Proach is that its use demands that the 
therapist not lose sight of his major Ie- 
Sponsibility—safeguarding his patient's life. 
It introduces a System of priority of values, 
With preservation of life uppermost. The 
approach recommends that whenever the 
therapist is in the slightest doubt concerning 
his patient's suicidal potential on either an 
actuarial or clinical basis, he should initially 
undertake the following five steps as a form 
of crisis intervention: 

l. The therapist must assume that the 
Patient’s suicidal thoughts are conscious oF 
Preconscious, and therefore the therapist 
must express his concerns frankly and discuss 
them explicitly with the patient. 

2. Once the patient's suicidal thoughts 
are shared, the therapist must take pains t0 
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make clear to the patient that he, the thera- 
pist, considers suicide to be a maladaptive 
action, irreversibly counter to the patient’s 
sane interests and goals; that he, the thera- 
pist, will do everything he can to prevent 
it; and that the potential for such an action 
arises from the patient's illness. It is equally 
essential that the therapist believe in the 
professional stance; if he does not he should 
not be treating the patient within the delicate 
human framework of psychotherapy. 

3. The therapist must directly label all 
suicidal thought as crucial to any psycho- 
therapeutic endeavor. It is only through 
open and frank discussion that the patient’s 
thoughts and fantasies concerning suicide may 
become objectified (in Bibring's[1] sense) 
as a problem and therefore appropriate for 
the patient and the doctor to work on to- 
gether rather than remaining a private and 
unexamined set of convictions. If the issues 
can thus be objectified, the therapist can 
avoid the potential danger of the patient's 
misperceiving the therapist’s attitude as one 
of moral condemnation. With the dying pa- 
tient, Weisman and Hackett(12) have em- 
phasized that among the most dangerous 
and harmful actions of the attending doctors 
are those which isolate the patient further 
and make him feel his deliberations about 
dying are so embarrassing or so frightening 
to the doctor that he dares not face them 
directly with the patient and work on them 
as with other problems. These same con- 
siderations apply with equal forcefulness to 
the management of the suicidal patient who 
may be contemplating death, and avoidance 
of explicit discussion of these issues by the 
therapist is proportionally more dangerous 
in situations where he may be one of the 
lifelines by which the suicidal patient is 
clinging to life. 

4. The therapist must insist that patient 
and physician—together—communicate the 
Suicidal potential to important figures in 
the environment, both professional and 
family. This therapeutic intervention with 
the family is directed against the pos- 
sibility of psychosocial alienation, based 
typically on withdrawal by the patient and 
denial by the family. Suicidal intent must 
not be part of therapeutic confidentiality. 

5. The therapist must then explore ex- 
Plicitly and in detail whether or not the 
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patient believes his current human relation- 
ships and life situation have become in- 
tolerable, and if so, how such belief or 
conviction is related to the patient’s active 
consideration of suicide. 

These interventions, if successful, both 
alter the actual social context of the patient 
and at the same time develop some mutual 
understanding of the patient’s convictions 
about the social context and the manner in 
which he has internalized it. These interven- 
tions lead to a phase of continued monitor- 
ing and treatment that seeks to improve the 
patient’s reality-testing in regard to those of 
his convictions about his current life situa- 
tion that lead him to contemplate suicidal 
action. The vast majority of suicidal patients 
at some point in time come to the conclusion 
that their reality situation offers no possibili- 
ty of adequate gratification. It is on the 
basis of these pathological convictions of a 
personally hopeless reality that a person 
fantasies, thinks about, plans, intends, and 
eventually commits suicide. 

In the assessment and treatment of po- 
tential suicide in psychotherapy, we there- 
fore emphasize the patient’s conscious and 
preconscious assessment of reality, which is 
considered symptomatic and a crucial and 
more reliable clinical variable than the pa- 
tient’s psychodynamics for predicting and 
anticipating suicide(10). If the patient can 
share his convictions of a hopeless “reality,” 
then the thoughts and feelings associated 
with the convictions will be more easily seen 
by the patient as comprising things to be 
examined rather than as unquestioned parts 
of being. Once these thoughts and feelings 
have become objectified as problems to be 
scrutinized with the therapist, the therapist 
can then turn to a long-term consideration 
of the characterological problems underlying 
his patient’s views of reality. The techniques 
which we recommend for this next phase of 
the therapy have been described in detail in 
a recent publication(11). 

Although most potentially suicidal pa- 
tients will acknowledge their suicidal intent 
and depressive convictions about reality 
when asked directly, certain patients, es- 
pecially those already actively planning 
suicide, will not acknowledge them. Never- 
theless, even the assessment of these with- 
holding patients is usually facilitated by a 
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direct monitoring approach. For if the 
therapist proceeds clinically on the presump- 
tion that suicidal intention is conscious and 
derives from conscious or preconscious 
convictions about reality, then he has ready 
at hand a clinical guideline. He can direct 
the patient’s attention to convictions about 
current reality. Thus, if a potentially suicidal 
patient explicitly denies suicidal intentions 
or thoughts at a time when, in the judg- 
ment of his therapist, the patient’s view of 
his current life situation makes a painful 
conclusion almost inevitable, then the thera- 
pist must suspect withholding. He can then 
confront the patient with his puzzlement 
and his concern. If the patient is still unable 
or unwilling to discuss or consider the issues 
with the therapist, the therapist must face 
the fact that he has an insufficiently reliable 
basis for judgment about the patient’s suici- 
dal potential. 

With some suicidal patients the therapist 
will have to contend with the fact that the 
suicidal ideation occurs as ego-alien com- 
pulsive thoughts or as auditory or visual 
hallucinations. In these instances, the thera- 
"pist should be aware that they are the 
equivalent of a suicidal conviction about 
reality and should insist to the patient that 
there must therefore be aspects of his life 
situation which are so painful as to lead him 
to represent reality in these images. The 
therapist then focuses the psychotherapy up- 
on clarification and Objectification of these 
painful aspects of the patient's life Situation 
in the manner we have described previously. 
In this way, if psychotherapeutic intervention 
1S successful, the patient can come to under- 
stand that the destructive images represent 
à self-destructive wish based upon depressive 
convictions about reality. Obviously this kind 
Of patient must be hospitalized and care- 
fully observed while this objectification is 
undertaken, 

There are a number of potentially danger- 
ous vicissitudes inherent in the psychothera- 
peutic treatment of disturbed and suicidal 
patients. The technique of monitoring suici- 
dal thoughts and depressive reality convic- 
tions by no means eliminates all these 
vicissitudes. The therapist must be pre- 
pared to step in with hospitalization, with 
Security measures, and with medication, and 
he must be available for emergency situations 
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as well. Moreover, electroconvulsive therapy 
(ECT) should be considered, even when 
there is an apparent lightening of mood, if 
the conviction of helplessness and hopeless- 
ness is clung to by the patient in a manner 
which proves to be unalterable by other 
therapeutic means. Even after an adequate | 
course of ECT has been given, the psychia- ` 
trist’s continuing responsibility for assess- 
ment of the patient's suicidal potential re- 
quires that he remain aware of the patient's 
reality convictions. This is particularly 
pertinent since there are data which indicate 
that there is an increased risk of suicide 
within three to six months after hospital 
discharge, even after ECT treatment(6). 

Furthermore, there is a limited number 
of patients for whom almost no therapeutic 
endeavor is sufficient to alter the hopeless 
quality of their convictions about their reali- 
ty, and usually the reality situation of these 
patients is in fact extremely bleak and un- 
promising. Frequently they demonstrate a 
long history of preoccupation with death in 
association with particularly bizarre sado- 
masochistic fantasies. Such patients require : 
sustained vigilance with repeated treatment 
utilizing all available modalities over many 
years. Yet even the use of all of the present- 
ly available treatment modalities may still 
prove unavailing in such patients. 


Dangers of This Approach 


As with any other active technique of 
Psychotherapy, there are specific difficulties 
inherent in this approach, First, the thera- 
pist will have to accept the fact that the 
transference he produces will be distorted by 
his clearly defined role as someone actively 
involved in preventing dangerous self-de- 
Structive acts. For the borderline or psychot- 
ic patient, we believe such a commitment is 
essential. It does create the potential for an 
idealized parent transference. However, m 
our experience most of the patients in this 
group who do improve will develop and 
retain this type of transference. If this 
transference is of psychotic intensity, it 
becomes an issue for continuing therapy. 
Its resolution is then not without hazard, 
especially if this psychotic transference be- 
comes for the patient the sole “solution” for 
the feeling of helplessness and hopelessness- 
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Another danger is the development of a 
sadomasochistic transference or other am- 
bivalent infantile mode of relating to the 
therapist which then heightens the suicidal 
risk. The patient’s unresolved sadistic prob- 
lems are attached to the therapist in com- 
plicated ways. Again, this is an inevitable 
danger in such patients, no matter what the 
psychotherapeutic parameters may be. The 
special danger with this approach is that the 
patient may test the therapist’s investment 
in him. Unless the patient can accept, or 
at least respect, some of the therapist’s own 
sense of the limits of the relationship, this 
may create a shoal on which all therapeutic 
effort will founder. The therapist must at the 
same time make clear his wish to be useful, 
his realization of his own limitations to give 
beyond a certain amount, and the lack of 
necessity for him to give beyond that amount 
in order to be of use to the patient. 

Auxiliary personnel, much as originally 
suggested by Federn(5), are often essential 
for dealing successfully with this issue. If 
the sadomasochistic transference results in 
persistent self-destructive testing of the thera- 
pist, the therapist should terminate psycho- 
therapy and institute other methods of 
treatment. Similarly, if the therapist cannot 
remain in contact with the patient's changing 
Convictions about reality, he should be 
aware that he no longer is equipped to 
manage suicidal potential. In this last at- 
tribute, the technique recommended here 
Provides an essential safeguard. It requires 
the therapist to question both the patient’s 
Suicidal status and the therapeutic leverage 
of the therapy. 

_ Finally, there are the countertransference 
issues raised by such an active monitoring 
approach. The traditional psychoanalytic 
Psychotherapist is, by his inherently passive 
Tole, relatively protected from the blatant 
acting out of his countertransference. The 
Monitoring approach may become the focus 
for rescue fantasies, omnipotent wishes, and 
the desire for intimacy(13). These kinds of 
Issues make it essential that such therapy 
always be subjected to continuing scrutiny 
and reevaluation by means which are al- 
Teady fairly well accepted—namely super- 
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vision by a respected colleague or via the 
therapist’s own analysis and continuing self- 
analysis. 

The treatment approach recommended in 
this paper allows for continued focus on the 
data necessary for clinical prediction and 
decisions concerning suicidal potential. It 
is not meant to replace pharmacotherapy or 
ECT. Clinical experience suggests that, when 
skillfully employed, the approach can be 
lifesaving and that it has, at the same time, 
lasting therapeutic value. 
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Psychiatric Study of Homicide 


BY EMANUEL TANAY, M.D. 


In evaluating 53 perpetrators of homicide, 
the author noted that a history of violent 
child-rearing, a severe superego, and an 
altered state of consciousness just prior to 
the act of homicide were marked charac- 
teristics of a majority of these individuals, 
He postulates three categories of homicide, 
based upon the immediate psychological 
state of the perpetrator: dissociative, psy- 
chotic, and ego-syntonic. 


C LINICAL PSYCHIATRIC studies of homicide 

are conspicuous by their absence. The 
lack of psychiatric involvement in the sub- 
ject is in marked contrast to the intense 
popular, legal, and Sociological concern. 
What psychiatric literature does exist on 
homicide is largely devoted to the sophistry 
of criminal responsibility( 18). 

This paper is based on a study of 53 
clinical cases of homicide offenders accu- 
mulated in a private Psychiatric practice 
during a ten-year period ending in February 
1968. Seventy percent of the offenders were 
referred by attorneys appearing on their 
behalf. Twenty-eight percent were referred 
by judges for Presentence evaluation or for 
Prosecution, and two percent were referred 
by both attorneys and judges. 
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and the precipitating event. This paper is 
devoted largely to a characterization of the 
perpetrator. 


Characteristics of the Offenders 


Table 1 presents 14 items containing 
pertinent demographic and personality char- 
acteristics of the offender population, as 
well as information about the setting and 
circumstances of the homicides. 


Background Factors 


As shown in item 1, the racial composi- 
tion of this population is in striking con- 
trast to most sociological studies and the 
over-all national rates for criminal homicide. 
According to the classic sociological study 
by Wolfgang(23), Negroes have four times 
more offenders than their proportional rep- 
resentation in the general population. 

The male to female ratio is better than 
7 to 1 in this population, which compares 
with the national statistics. The "national 
ratio as reported by Wolfgang is 6 to 1. 
Five of the victims killed by women were 
husbands and two were children. : 

On the variable "age," the majority of 
cases falls into the categories between 20 
and 40. In Wolfgang's study, the highest 
rate of offenders was noted between the 
ages of 20 and 24, and the second highest 
between the ages of 25 and 29. Von Hentig 
(19) reported that homicide offenders are 
found most frequently in the younger age 
groups, usually between 20 and 30. This 
age distribution is consistent with the con- 
clusion that homicide is usually the con- 
Sequence of intense interpersonal involve- 
ment. 

As shown in item 4, 67 percent of the 
offender population had a history of severe 
corporal punishment during their develop- 
mental years. This accords with the study 
by Satten and Menninger(14) of four cases 
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TABLE 1 
Characteristics of the 53 Homicide Offenders and Circumstances of the Homicidal Situation 


VARIABLE NUMBER PERCENT 

1, Race 

White 42 79 

Negro 11 21 
2. Sex 

Male 46 86 

Female 7 4 
3. Age 

Under 20 6 1 

20 to 30 20 38 

30 to 40 17 31 

40 to 50 5 10 

Over 50 5 10 
4. History of violent child-rearing 

Yes 35 67 

No 6 11 

Unknown * 12 22 


5. Police record (conviction and/or arrest, 
excluding minor traffic violations) 


Yes i 9 16 
No 44 84 
6. Psychiatric history 
Yes 6 1 
No 47 89 
7. Occupational status ** 
Lower (unskilled workers, unemployed men, 
housewives, and those without high 
school diploma) 19 36 
Middle (skilled workers and/or high school 
graduates) 26 ^9 
Upper (white collar workers and college students) 8 15 
8. Alcohol involved in the act 
Yes 17 31 
No 32 61 
Unknown * : 
9. Location of crime 
House 31 58 
Outdoors 6 i 
Automobile 6 2 
Place of business 5 ia 
Bar 3 6 
Prison : A 
10. Relationship of perpetrator to victim 
Spouse io 20 
Friend or acquaintance 16 30 
Stranger 3 d 
Lover 
Relative S $i 
11. Interaction between perpetrator and victim 
Quarrel immediately preceding act » E 
Quarrel prior to act 15 F 


No emotional interaction 
s O O ————————— Á— 
* These are older cases evaluated before | became aware of the significance of this variable(18). 
** Minors were classified according to their father's occupational status. 
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TABLE 1 (continued) 
VARIABLE NUMBER PERCENT 

12. Method used in homicide ai 
Shooting ii 2 
Stabbing s fa 
Beating 3 
Choking í ; 
Drowning i ; 
Automobile = ; 
Poison 

13. Diagnosis at time of act 
Dissociative reaction 37 b 
Schizophrenia 7 H 
No psychiatric disorder 9 

14. Classification of superego 
Severe " i. 
Supportive 
Defective 10 19 
Undetermined 3 6 


who killed without apparent motive. The 
authors pointed out that parental violence 
during childhood was an outstanding finding 
in the histories of these men. 

As indicated in item 5, however, the 
overwhelming majority of this population 
had no history of antisocial behavior. This 
Supports many other reports referring to 
men convicted of murder as “one-crime 

- men"(5). 


The Homicidal Situation 


Items 8 through 12 in table 1 describe 
the homicidal situation. In an overwhelming 
majority of the cases, the act of homicide 
represented a resolution of events which 
developed in the preceding few days. On 
the average, the period of time in question 
Covered three days. Usually, there was a 
history of similar intense involvements be- 
tween the perpetrator and the victim, but 
without dangerous behavior. What made the 
homicidal situation. different can only be 
speculated upon. 

The characteristic feature of the inter- 
action was the fact that an altered state of 
consciousness occurred in the perpetrator 
prior to the act, at a time when a weapon 
was available(6). I have used the term 
“dissociative reaction” to describe this al- 
tered state of consciousness, in conformity 
with the standard nomenclature. Others have 
referred to similar phenomena by such terms 
as trance, fugue state, Panic reaction, and 
even acute schizophrenic Teaction( 16). 


[148] 


An important feature, as shown in item 
8, was the presence of alcohol in the act. 
In recording this information, I wanted to 
determine to what extent alcohol played a 
role in loosening inhibitions. In a significant 
proportion of the cases it seems to have 
been a contributory agent. Alcohol was 
usually consumed in an effort to alleviate 
the unbearable tension which was experi- 
enced by the perpetrator. The amounts of 
alcohol ingested were small to moderate. 
These individuals seemed to lack the flex- 
ibility to enter the regressive state of “being 
drunk.” They drank enough to loosen their 
inhibitions but not enough to paralyze their 
egos. The personalities of these individuals 
were similar to those described by Selzer(15) 
in his study of alcoholics involved in fatal 
automobile accidents. 

It is interesting to note that in Wolfgang’s 
study 51.2 percent of the homicides occurred 
in the home, which is rather close to the 
58 percent reported for this population 
(item 9). The automobile ranks second in 
frequency, which is not surprising since à 
great many intense interpersonal situations 
occur in the car. 

Item 10 describes the relationship of the 
perpetrator to the victim, which was most 
frequently marriage or close friendship. If 
the perpetrator and the victim did not have 
some degree of closeness, the victim was 
classified as a Stranger even though they 
might have met before. It is interesting t0 
note that all homicides that occurred in 4 
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bar involved strangers, although only 16 
percent of the 53 cases involved a stranger. 
Tn none of the cases, however, was the 
stranger a “total stranger.” For example, 
in the barroom homicides the perpetrator 
and the victim spent a number of hours 
together in drinking. In another case, a 
barmaid was killed after the perpetrator 
had sexual relations with her; this was also 
classified as a "stranger" relationship. (The 
category "lover" denoted a more intense 
relationship which included sexual in- 
timacies.) Not a single one of the 53 
homicides occurred during the commission 
of another crime, such as robbery. 

As shown in item 11, most of the homi- 
cides took place during or after a quarrel. 
Included in the category “no emotional 
interaction” were a child who was stabbed 
by a mother while asleep and a husband 
who was killed on request. This category 
of “no emotional interaction” involved, in 
most instances, psychotic individuals as 
perpetrators of homicide. 

In item 12 the most prevalent method 
was purposefully described as actual shoot- 
ing, since a gun was also used as a blunt 
instrument in beating and was in that case 
classified in another category. The presence 
of the weapon was very significant, since 
in many instances it was apparent that in 
the absence of the deadly instrument a less 
destructive discharge of aggression would 
have sufficed to restore the balance. 

Wolfgang reported that 39 percent of the 
58 criminal deaths in his study were due 
to stabbing, 33 percent to shooting, 22 per- 
cent to beating, and six percent to other 
and miscellaneous methods. In other words, 
72 percent of the homicides were due to 
Some deadly weapon. On the other hand, 
Most English homicides are committed by 
a blunt instrument or by hand. In a study 
Of 148 cases, only 5.1 percent were due 
to shooting(22). In Tahiti, homicide by 
firearms is almost unknown. The attorney 
Beneral for French Polynesia states that 
during his ten years in office there was only 
„One homicide by firearm(20). à 

In 58 percent of the cases in this study, 
the gun was used as a homicidal weapon. 
The presence of a deadly weapon appeared 
to be related to the personality structure 
Of these individuals. Since denial of aggres- 
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sive impulses was so characteristic for this 
group, they did not conceive of a gun as 
a dangerous instrument. It should be noted 
that shooting and stabbing represent 79 
percent of the methods used in committing 
homicide. 


Diagnosis and Superego Development 


The diagnoses (item 13) refer to the 
mental state of the perpetrator at the time 
of the act and in relation to the act. They 
are based upon clinical inferences derived 
from personal examination of the perpetra- 
tor, his history, and, in some cases, psy- 
chological testing. 

In the largest category, that of dissociative 
reaction, there was no evidence of major 
disturbance at the time of the examination 
itself; these individuals usually showed no 
overt evidence of gross descriptive pathology 
except for some instances of depression. 
They were, for the most part, individuals 
who functioned on a well-integrated level. 

All individuals included in this group 
described various phenomena of dissociation 
in the time period surrounding the act of 
homicide. The most common was that of 
faulty recollection, ranging from complete 
amnesia to spotty memory. Frequently there 
was also a history of perceptual disturbances 
of a transitory nature at the time of the 
act. For my purposes, I accepted the defini- 
tion offered by Ludwig(6) of altered states 
of consciousness. 

Stross(16) postulated fugue states as a 
specific defense against aggression. This 
specificity has been open to question(10). 
However, there is little doubt about the 
fact that the altered state of consciousness 
can be utilized as a defense mechanism 
against discharge and/or awareness of un- 
acceptable impulses. In the cases described 
here as “dissociative homicide,” this defense 
failed to prevent the acting out of the im- 
pulse. It is open to speculation why the 
defense failed. 

A study of the egos of these patients 
might reveal the answer to this question. 
My tentative impression is that the very 
strength of the ego in these people did not 
permit a psychotic resolution of the conflict 
except for a brief failure of ego functions. 
Beres(1) pointed out that morality requires 
thought, memory, and affect—all ego func- 
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tions. Furthermore, object relations and 
reality testing are essential. The ability to 
function on a moral level presupposes con- 
siderable ego development. 

The category dealing with superego (item 
14) requires some explanation. I used my 
clinical judgment as the primary criterion 
for classification! The concept of superego 
is used in this paper as formulated by 
Freud. Sandler(12) described Freud’s view 
as follows: “He (Freud) saw it as the 
vehicle of morality reflecting the ‘higher 
nature’ of man, and as such being a rep- 
resentative of the child’s relation to his 
parents and the society.” The Hampstead 
Index Outline, as described by Sandler(13), 
served as a theoretical model for classifica- 
tion. 

In the classification of the superego, I 
placed particular emphasis upon the han- 
dling of the aggressive drive, Acting out of 
aggressive impulses was arbitrarily consider- 
ed to be a sign of a superego defect. Sexual 
acting out in itself was not so classified, 
however, since it was apparent that this 
could be at times an expression of an un- 
Conscious need for punishment and, in fact, 
could be an indication of severity of the 
Superego(8). It should be noted that a 
history of involvement with the police was 
sufficient to consider a person as having a 
defective Superego, so that this category, if 
anything, might be overinflated, 

The superego was considered to be sup- 
portive if the interview and history demon- 
Strated a positive self-image and absence 
of self-punitive behavior. Aggressive fanta- 
sies, as well as a sense of humor, were 
considered to be indications of an ability 
to treat oneself benevolently(21). 
4 The Superego was considered to be severe 
if there was a history of a law-abiding 
life and if the examination would provide 
evidence of the severity of the superego. 
In the interviews, the absence of aggressive 
fantasies and indications of aggressive affect 
being experienced as ego-dystonic were con- 
sidered as manifestations of Severe superego, 
Most of these individuals Teported that they 


————— 
1I have made various attem 
my. clinical i ts to supplement 


" : vari 
logical instruments, non Seno 
consistently since they seemed to 
1 excellent description 
instruments, see Megargee's work(7). ES 
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experienced anger primarily in the form of 
sudden explosions. Self-punishment was 
usually easily detected in the nature of 
interpersonal relations and self-abusive be- 
havior. 

The offenders who were classified as 
having severe superegos displayed an over- 
all rigidity and personality impoverishment, 
Since the primary mechanisms of defense 
in these individuals were denial, repression, 
and reaction-formation, they demonstrated 
the characteristic restriction of the ego 
described by Anna Freud(2). They had a 
self-image of benevolence, cooperativeness, 
and self-sacrificing love, a view which was 
shared by most of their associates. 

The degree of destructiveness brought 
about by the aggressive behavior during the 
dissociative state depends not only upon 
the strength of the aggressive drive and 
the degree of disruption of the ego but also 
upon a number of “accidental” factors. In 
this category belong the presence of a weap- 
on, the psychological or physical condition of 
the victim, etc. I refer to these factors as 
“accidental” since they are outside the con- 
scious control of the perpetrator at the time 
when the altered state of consciousness 
occurs. 

It could be argued that the acquisition 
of a gun represents an unconscious prepara- 
tion for its ultimate use, which no doubt 
is true in some cases. In most instances, 
however, the gun was acquired for realistic 
Teasons, such as occupation or particular 
location. An instance of suicidal use of the 
Perpetrator by the victim has also been 
noted in this paper and will be the subject 
of another paper. 


Conclusions 


The clinical data presented in this paper 
make it possible, in my opinion, to separate 
the cases of homicide into three separate 
groups. The first two groups I propose to 
call those of “dissociative homicide" and 
“psychotic homicide.” The third group 18 
not based upon case material presented, 
but nevertheless appears to be well justified 
on theoretical grounds. This third category 
could be called “ego-syntonic homicide” and 
Would encompass those cases where the 
act was committed without disruption oF 
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distortion of the ego and was at least con- 
sciously acceptable to the individual. 

Theoretical formulations in regard to the 
findings of this study are difficult, due to 
the fact that the pathology of aggression 
has never been fully described in a manner 
analogous to the description of the pathology 
of libido(11, 16). 

In previous communications, I have called 
attention to the observation that perpetrators 
of homicide seem to be afflicted with an 
"overdeveloped superego"(17). A similar 
observation has been documented in an 
experimental and clinical study by Megar- 
gee(7). 

Superego defects in relation to antisocial 
behavior have been stressed in the past(4). 
This paper emphasizes the superego severity 
as a determinant in homicide. Since the 
data for this paper are derived from psy- 
chiatric evaluations and not from psycho- 
analytic treatment, it might be more ac- 
curate to speak in terms of the degree of 
identification these individuals have shown 
with the prevailing social structure(9). 

The observation is presented that they 
are overidentified with the expectations of 
the behavior appropriate for the middle- 
class status. Traditional middle-class values 
Prohibit aggressive gratifications on a physi- 
Cal and verbal level. It appears that when 
these values are reinforced with violent 
child-rearing practices, the superego becomes 
a cruel and punitive master, intolerant of 
any overt expressions of aggression. 

This study provides an additional con- 
firmation to the finding of Satten and Men- 
hinger(14), who pointed out that violent 
child-rearing practices are a characteristic 
feature of the family background of homi- 
Cidal offenders. The individuals described 
ere as comprising the group of dissociative 
homicides did not enjoy in their childhood 
a Moratorium on aggression; they had been 
Subjected to repressive counteraggression 
carly in life, The consequence of this appears 
to be the inability of these people to assume 
4 benevolent, approving attitude toward 
themselves, 

The function of the superego is to enforce 
ehavior which is acceptable to society, 
"t this very structure can contribute to 
tnacceptable behavior like homicide. The 
unction assigned to a system should not 
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obscure the causal contribution of this sys- 
tem to paradoxical results. Freud pointed 
out this type of paradoxical phenomenon 
in the paper “Criminals from a Sense of 
Guilt"(3). Since the law approaches the in- 
dividual from a behavioristic, act-oriented 
standpoint, it makes no distinctions between 
criminals out of a sense of guilt and crim- 
inals due to absence of guilt. 

In the individual and act-oriented penal 
system, the methods of control consist 
primarily of deterrent measures which will, 
one hopes, influence the individual in the 
direction of socially approved behavior. Most 
of our advances in medicine, however, are 
based upon an entirely different method 
of prevention: namely, the epidemiological 
model. We know that interventions that are 
in themselves not of far-reaching significance 
will, in statistically significant quantity, pro- 
duce far-reaching changes. 

Prevention of homicide would therefore 
be more effectively accomplished by gun 
control legislation than by death penalty 
for murder. This study demonstrates that 
immediate availability of weapons in gen- 
eral, and firearms in particular, is a sig- 
nificant factor in the high incidence of 
dissociative homicide. Child-rearing practices 
which would lead to a less punitive superego 
might diminish the number of dissociative 
disruptions in response to aggressive flood- 
ing of the ego, which is an essential factor 
in the majority of homicides. 
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Marihuana and Scopolamine “High” 


BY HAROLD GRAFF, M.D. 


The author reports an acute, though brief, 
psychotic reaction to marihuana soaked in 
scopolamine, As young people continue to 
experiment with various drugs it is im- 
portant for therapists to be aware of the 


possibility of scopolamine use when treating 
toxic psychoses, 


TE SEARCH BY many of today’s young 

people for drugs that will give a “mind 
expanding,” i.e., pleasant, hallucinatory ex- 
perience has included drugs of all categories, 


from cannabis sativa to morning glory seeds 


(7) to banana peels. One young man of 
more exquisite tastes has drawn his mari- 
huana smoke through a hookah charged 
with Vintage wine. In a recent letter to the 
editor of this journal, Bernstein and Left(4) 


Dr. Graff is research assistant prof 
psychiatry, Hahnemann Medical College Division 
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predicted from their experience that toxic 
States secondary to the ingestion of bella — 
donna alkaloids would shortly be reported 
in the clinical literature. Unfortunately they 
predicted correctly. ! 

This is a report of a case of acute mari- | 
huana and scopolamine intoxication from i 
smoking marihuana soaked in scopolamine. 
The smoking of plants containing belladonna 
alkaloids for their hallucinatory effects has 
been practiced for centuries by Arabs, 
Swahilis, and American Indians. Its use by | 
American young people in this particular ~ 
form has not been reported, although several 
investigators(2, 9) have seen it in the re- 
sults of the use of a drug for the relief 
of asthma (Asthmador) containing belladon- 
na and stramonium. 


Case Report 


The patient was a 19-year-old college student 
who had had previous experience with smoking 
marihuana and was a frequent, though not F 
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daily, user. She had learned from a friend 
who worked in a laboratory that he could 
achieve a “better high” from “pot” soaked 
in scopolamine. She received three such treated 
cigarettes from him and smoked them in the 
presence of some friends. 

Within 30 minutes after smoking she de- 
veloped reactions unlike any she had previously 
experienced. She began to become agitated, 
combative, and delusional. She reported that 
her girl friend appeared to be a Negro man 
and that other men were coming in her 
window. She was aware that these were hal- 
lucinations but was unable to control them. 
Finally she felt that she had become crazy 
and that these figures were coming to take 
her to a hospital. Voices sounded like the 
ringing of a telephone. Her heart felt cold 
as if it was filled with ice water. Equally 
frightening to her was the loss of the ability 
to use proper grammar. She heard monkeys 
and owls in her room but was unable to 
state whether "It is owls here," or “It are 
owls here.” Time and space perceptions were 
altered as she lay clinging to her bed to keep 
from falling off. 

This state gradually cleared over the next 
12 hours. Whenever she closed her eyes, how- 
ever, the hallucinations returned. This lasted 
until 24 hours after inhalation. After clearing, 
there was no persistence of psychosis. 


Discussion 


Scopolamine is one of the active principles 
found in solanaceous plants which, along 
With atropine and hyoscyamine, are known 
to produce hallucinations(6). Toxic psy- 
choses as the result of the ingestion of 
Sleeping medicines containing scopolamine 
have been increasingly reported(3, 5). 

At the same time, the question of whether 
marihuana ingestion can create an acute 
toxic psychosis is pertinent. Keeler(8) be- 
lieves that there are many adverse reactions 
to marihuana, reporting cases of panic, gross 
Confusion, depersonalization, depression, and 
Paranoia with its use. Allentuck(1), in his 
Classical study in 1944 on marihuana psy- 
Chosis, stated that the major symptoms are 
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“restlessness, and mental excitement of a 
delirious nature with intermittent periods of 
euphoria and an overhanging state of anx- 
iety and dread.” Thus, we must be con- 
cerned about the combined and even syner- 
gistic actions of scopolamine and cannabis 
in the creation of an acute toxic state. 

Fortunately for the patient described 
above, there was no residuum. Others may 
not be so lucky. One of the most dangerous 
results of scopolamine toxicity with its hal- 
lucinations is the activation of a hitherto 
latent psychosis. In the population most 
interested in discovering new hallucinogenic 
drugs for pleasure the risks are high, since 
it raises the potential for more permanent 
damage to those with already severely 
weakened defenses or borderline personal- 
ities. Diagnosis of toxic states in young 
people must include investigation of the 
possible use of scopolamine as well as mari- 
huana. Psychotherapeutic efforts should in- 
clude warnings of its dangers. 
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IN MEMORIAM 


Earl Danford Bond, M.D. 
1878-1968 


Earl Danford Bond, the senior past presi- 
dent of the American Psychiatric Associa- 
tion, died on October 21 in his 89th year. 
He had been a member since 1909, was 
secretary from 1924 to 1928, and was the 
58th president, 1929-1930. 

Born in Minnesota, he spent his early 
years there. He graduated from Harvard Col- 
lege and received his M.D. from Harvard 
Medical School in 1908. His professional 
career began at McLean Hospital; he became 
medical director of the Pennsylvania Hos- 
pital’s Department for Mental and Nervous 
Diseasés in 1913. During World War I he 
Servéd as a major in the Medical Corps, 
U. S. Army, for two years. Returning to the 
Pennsylvania Hospital he was- physician-in- 
chief and administrator from. 1922 to 1938, 
director of training and research from 1938 
to 1962, and consultant from 1962. 

Mrs. Bond (Grace Newson) preceded him 
in death in January 1967. They are survived 
by a daughter, Mrs. Ann Stitzinger of Phil- 
adelphia; a well-known ` psychiatrist son, Dr. 
Douglas D. Bond, professor of psychiatry at 
Western Reserve School of Medicine; and 
five grandchildren, . 

Dr. Bond's early interest in psychiatry was 
concerned not 
the wards but 


of human development, 
As a clinical 


aware of opportunities for help from diverse 
fields. An early 


interest was a residential care unit at the- 


Pennsylvania Hospital for the Study and treat- 
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ment of behavior disorders in children who 
had encephalitis. 

With the opening of the Institute of the 
Pennsylvania Hospital in 1930, he established 
the first really "open" psychiatric hospital, 
Always emphasizing the values of psycho- 
therapy as the core. of psychiatric treatment, 
he maintained a delicate balance with other 
approaches, including the early introduction 
and support of a clinically experienced Freud- 
ian psychoanalyst on a hospital staff, re- 
search into and refinement of insulin coma 
therapy, and judicious utilization of electro- 
shock treatments. 

Between 1919 and 1948 Dr. Bond held 
faculty appointments with the School of 
Medicine, University of Pennsylvania, serv- 
ing at various times as professor of psychi- 
atry, vice-dean for psychiatry, and chairman 
of the department of neurology and psychi- 
atry. When he was professor of psychiatry, 
the. department of neurology and psychiatry 
joined with the child guidance clinic and 
the Pennsylvania Hospital in furnishing four 
three-year fellowships supported by Com- 
monwealth Fund grants. Probably the first 
fully supported formally organized fellow- 
ships in neuropsychiatry, they furnished train- 
ing for eight fellows. 

With staff associates, Dr. Bond initiated a 
three-year residency training program in psy- 
chiatry at the new Institute of the Pennsyl- 
vania Hospital in 1932 with the help of 
training grants from the Commonwealth and 
Rockefeller Funds. The sound clinical founda- 
tions of this project attracted many appli- 
cants, and later training programs -were pat- 
terned on this prototype. By the end of World 
War II more graduates of this program were 
Occupying outstanding positions in psychi- 
atry, especially as professors of psychiatry, | 
chairmen of departments, and heads of teach- 
ing institutions and hospitals, than from any 
other training program. 

It is fitting in this account that some of 
those who knew Dr. Bond well in different 
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ways join this record with their personal im- 
pressions. 

One of the earliest APA Fellows and one 
who remained preeminent in Dr. Bond's 
affection, was Dr. Francis J. Braceland. He 
was asked by Dr. Bond to write the foreword 
of his 1958 book, One Mind, Common to 
All. This foreword expressed warmly the col- 
lective feelings of the many residents Dr. 
Bond knew so intimately over so many years: 


Dr. Bond not only has witnessed the 
evolution of the specialty (psychiatry) but 
also has had a guiding hand in it. He 
speaks with authority born of long exper- 
ience. However, authority and seniority, 
important as they are, are the more minor 
of his attributes, for, in addition, he has 
exerted a beneficent and wholesome in- 
fluence upon hundreds of men who learned 
their psychiatry under his aegis. 

One thing the neophyte learned (and he 
was educated rather than trained) in his 
early encounters with Dr. Bond was that 
calmness and equanimity were his watch- 
words. Whether one was resident or pa- 
tient, to see and talk to him was to emerge 
with the feeling that everything was certain 
to come out all right. One learned, too, 
that scientific knowledge did not neces- 
sarily have to be dispensed in atmospheres 
ponderous or bilious, but rather that wis- 
dom and counsel could be accompanied 
by humor and compassion. This was a 
major revelation, in those days, and it 
kept many young men in psychiatry. 

In his address, kindly, and in his ad- 
dresses, brief, his touch was light and gen- 
tle, but effective nonetheless. With fifty 
years of experience, his writings were ur- 
bane and. scholarly, and about the things 
he learned from patients. 


Manifold honors were bestowed on Dr. 
Bond for his contributions to clinical work, 
feaching, and research, as well as for his 
leadership in community affairs. In 1932 the 
citizens of Philadelphia awarded him their 
highest honor, the Philadelphia Award, also 
known as the Bok Award, given to the most 
distinguished citizen of the year. In 1963 
the Distinguished Service Award of the 

homas W. Salmon Committee on Psychi- 
atry and Mental Hygiene was presented to 
Earl Bond with these words: “Beloved phy- 
Sician, distinguished psychiatrist, outstanding 
Citizen, educator, consultant, writer, lecturer, 
Poet, the signal honors conferred upon you 
have been richly deserved, and this Com- 
z ittee is proud to join in paying tribute to 
ou.” 
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His long involvement in training and re- 
search grants culminated in his relationship 
as consultant to several foundations. Adele 
W. Morrison, associate director of the Grant 
Foundation, Inc., tells about these happy 
years: 


The history of our association with Dr. 
Bond goes back to 1938 when he was 
serving as consultant to the Grant Study 
at Harvard University under the direction 
of Arlie V. Bock, M.D., Henry K. Oliver 
Professor of Hygiene. He assisted in the 
selection of the psychiatrists who were 
to sharé in a multidiscipline study of normal 
young men who were doing well by usual 
standards in meeting life’s problems. These 
psychiatrists, who had an early interest in the 
nature of well men, included Dr. Donald W. 
Hastings, Dr. Thomas H. Wright, Jr., Dr. 
William L. Woods, and Dr. John M. Flumer- 
felt. A present interest of the Foundation is 
the analysis of data filled in throughout ensu- 
ing years on the original Grant Study par- 
ticipants, now in their middle years. 

Dr. Bond’s personal interest in such 
studies extended to a research of his own. 
This involved student council members of 
three colleges, Haverford, Swarthmore, and 
Bryn Mawr. Undertaken in 1947, the re- 
sults were reported in the July 1952 issue 
of the American Journal of Psychiatry as 
"The Student Council Study, An Ap- 
proach to the Normal" Up to recent 
months, he had been conferring with 
Rachel D. Cox, Ph.D. director, Child 
Study Institute, Bryn Mawr College, who 
has been following the life courses of these 
promising young people to determine 
whether early predictions of outcome have 
been realized. 

In 1948, William T. Grant invited Dr. 
Bond to join the board of trustees of the 
Grant Foundation. His membership was 
notable for crisp, pertinent comment, un- 
flagging interest, and sympathy with Foun- 
dation goals. These he described as they 
related to children as helping to “develop 
what is in them.” On one occasion he 
advised the board of trustees that Mr. 
Grant had asked him to be sure that the 
trustees “do not forget my children.” 

Dr. Bond was always available to staff 
and after his retirement from the board in 
1962, I used to visit the Institute to con- 
sult with him. These occasions were a 
heady combination of personal pleasure in 
again seeing him with enjoyment in the 
feeling of being completely accepted for 
whatever purpose had brought me, shortly 
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followed by the discovery that in an 
inscrutable fashion the mission had been 
accomplished and it was time for leave- 
taking. This, as arrival, was always ac- 
companied by the gentlest of courtesies. 
He seemed to hold each person dear. 


His interest in things literary was lifelong. 
During the early clinical years he published 
numerous journal articles on clinical sub- 
jects, especially related to research on vari- 
ous forms of therapy and to psychiatric edu- 
cation. His first book, The Treatment of 
Behavior Disorders Following Encephalitis 
(with K. E. Appel, M.D.) was published in 
1931. After retiring as physician-in-chief and 
administrator in 1939, he eagerly turned to 
greater activity in literary studies, research, 
and writing. Another book, Dr. Kirkbride 
and His Mental Hospital, was published in 
1947. The next publication (1950) was 
Thomas W. Salmon, Psychiatrist (with the 
collaboration of Paul O, Komora), a bi- 
ography of a friend and colleague for whom 
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lems. He was impressed with the wars that 
rack so many families, mother to daugh- 
ter, son to father, etc. We talked a lot 
about this. I always learned so much from 
Dr. Bond; an hour with him was truly 
stimulating. He would take the pieces or 
chapters home and rewrite them and bring 
them back. He never lost his freshness of 
outlook, though it was more than what is 
called a "youthful freshness." Dr. Bond 
was at the same time sharper and more 
tolerant than a young person. Once he 
said that a young colleague told him at the 
Institute: “Dr. B., they said you are a saint, 
Well, your halo shines, but it has spikes 
in it.” He was not afraid to die, and life 
did not cease to interest him even at the 
end. Had it been possible I believe he 
would have recorded the sensations of his 
own dying, simply as a point of human 
experience, This was a rare person, and we 
who knew him will miss him very much, 


Earl Bond knew he was to leave us soon, 


he had the utmost admiration, A fourth vol- 
ume, published in 1958, was One Mind Com- 
mon to All. He also authored a privately 
printed small volume of poetic impressions 
of clinical psychiatric patients. 

A nationally known Philadelphia author, 
Catherine Drinker Bowen, a friend and trea- 
sured advisor especialy during the period 
when he was writing so much, comments 
on these later years: 


Those close to him who were keyed to the 
delicate indicators he briefly exposed in 
thought, attitude, and response could feel this. 

Not many hours before he died he was 
sleeping lightly, and his family was present. 
He opened his eyes and said: 


“From too much love of living, 
From hope and fear set free, 

We thank with brief thanksgiving 
Whatever gods may be, 

That no life lives forever; 

That dead men rise up never; 
That even the weariest river 
Winds somewhere safe to sea." 


There was never anybody like Dr. Bond. 
About once a month that tall, lean, dis- 
tinguished presence climbed Out of a taxi 
in front of my house—during the past 
year leaning on tripod cane, which he 
hated. He always brought some literary 
production to show me, and we would. go 
Over it. He accepted criticism easily, which 
Is rare among writers, It began by his 
Showing me his poems, over which I was 
enthusiastic. Then a book or article which 
he prepared called “I Hate My Family"— 

. Very difficult to do, and finally abandoned 
as à separate venture and the material in- 
Corporated in his autobiography, Dr. Bond 
adored his own family; the material for 
the hating came from his patients? prob- 


Douglas, his son, asked him where he got the 
poem. He said: "Don't you know your 
Swinburne?" a 
His family takes great comfort in knowing 

that when he left us, it was in the manner of 
his way of living—quietly and gently, with 
clarity, dignity, and a little humor. 

“He stood tallest of the tall, and men 

drew strength from his presence—a man 

to remember." 


Lauren H. Situ, M.D. 
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LETTERS TO 


THE EDITOR 


Electrode Placement 


Sir: In the September issue of the Journal 
an article by Dr. J. J. Strain and colleagues, 
“Comparison of Therapeutic Effects and Mem- 
ory Changes with Bilateral and Unilateral 
ECT,” lists a summary of recent research 
dealing with unilateral and bilateral electrode 
placement. Dr. Strain tabulated selected studies, 
pointing out the shortcomings of each—i.e., 
they were not double-blind, there was no test 
of handedness, etc. However, the authors 
failed to include a study by McAndrew, Berkey, 
and Matthews in this journal(1), which I feel 
includes most necessary controllable variables 
and which avoids the significant pitfalls that 
Dr. Strain criticizes, The omitted study was 
double-blind, did determine handedness, used 
three sites of electrode placement (dominant, 
nondominant, and bilateral) which Dr. Strain 
and colleagues failed to do, evaluated not 
only memory but also motor deficit, and used 
extremely refined and extensive pre- and post- 
ECT testing techniques. 

It might be of interest to mention that 
the McAndrew, Berkey, and Matthews paper 
failed to corroborate the claim of most studies 
in this field—that unilateral electrode place- 
Ment results in fewer organic side effects. 
The one serious handicap of this paper was 
the small subject sample. Less important was 
our failure to specify constancy of current. A 
replication of this research is now being car- 
ried out at the Northern Virginia Mental Health 
nstitute, using a larger sample. 


The reference is: 


l. McAndrew, J., Berkey, B., and Matthews, C.: 
The Effects of Dominant and Nondominant 
Unilateral ECT as Compared to Bilateral 
ECT, Amer. J. Psychiat. 124:483-490, 1967. 


Barry R. BERKEY, M.D. 
Falls Church, Va. 


Drs. Strain, Brunschwig, and Bidder 
Reply 

SiR: We completely agree with Dr. Barry 
R. Berkey that it would have been better to 


include his study “The Effects of Dominant 
and Nondominant Unilateral ECT as Com- 
pared to Bilateral ECT." Unfortunately, our 
paper had already been accepted by the Journal 
before this excellent article appeared. 

Dr. Berkey's study does avoid the many 
shortcomings we list for the other studies 
reviewed—e.g., double-blind, determination of 
handedness, and use of objective measures to 
assess cognitive changes.: As he states, his 
study included the added dimension of ex- 
amining motor deficit as well as utilizing three 
sites of electrode placement, including com- 
parisons with the nondominant site. These are 
important areas for research and are much 
needed extensions of the comparison between 
bilateral and unilateral ECT, which to date 
has been primarily restricted to therapeutic 
effect and memory changes. 

However, is there any explanation for Dr. 
Berkey's findings that fail to corroborate fewer 
organic side effects with unilateral nondom- 
inant hemisphere ECT, as compared with our 
report that unilateral ECT indeed did afford 
a significant but transient reduction in memory 
impairment? It appears that the tests selected 
for the study were chosen to be valid in- 
dicators of differential impairment after ECT 
on the assumption that such impairment fol- 
lowed a pattern similar to that observed in 
acute brain lesions. But these particular tests 
were found to be relatively insensitive in 
discriminating ECT effects on memory changes 
(1). Measures of delayed recall and retrograde 
amnesia are sensitive to the effects of ECT. 
Digit span (a subtest of the Wechsler Adult 
Intelligence Scale), a measure of immediate 
reproduction, was the only memory test em- 
ployed. Since memory is not a unitary phe- 
nomenon, it is important to demarcate what 
one wants to measure and which instrument 
will be most satisfactory. For example, the 
Revised Benton Visual Retention Test (im- 
mediate recall) did not reflect any significant 
memory changes from pre- to post- following 
standard bitemporal ECT, nor did it differ- 
entiate effects of bilateral from unilateral ECT. 


Letters to the Editor are welcomed and will be published, if found suitable, as space per- 
mits. Please submit two copies (typewritten, double spaced), the length, if possible, not to exceed 
500 words. Letters will be subject to the usual editing. 
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Therefore, it is not surprising that the so- 
called “organic side effects” were not observed. 

Dr. Berkey reports that the psychological 
tests were administered within 48 hours fol- 
lowing the sixth treatment. This makes for 
considerable latitude in elapsed time between 
the sixth treatment and test administration. 
Since the patient’s mental state is constantly 
changing after ECT, Ottosson(2) has shown 
that it is important to be fairly specific and 
consistent about the time interval between 
treatment and testing. This then is another 
variable that must be considered in attempting 
to evaluate and compare results, 

Dr. Berkey and his colleagues have made 
important contributions concerning the effects 
of ECT in their assessment of memory, other 
Cognitive functions, and motor performance. 
Certainly the methodology of stimulating the 
dominant, nondominant, and bitemporal sites 
is more complete. Again we regret that because 
of timing we were not able to reference and 
discuss this interesting paper. 


The references are: 


1. Cannicott, S. M., and Waggoner, R. W.: Uni- 
lateral and Bilateral Electroconvulsive Ther- 
apy: A Comparative Study, Arch. Gen. Psy- 
chiat. 16:229-232, 1967. 

2. Ottosson, J. O.: Experimental Studies of the 
Mode of Action of Electroconvulsive Therapy: 
Introduction, Acta, Psychiat, Scand. 35:Suppl. 
145:5-6, 1960, 


JAMES J. STRAIN, M.D. 
New York, N. Y. 

Lity BRuNscHwiG, Ph.D, 
Philadelphia, Pa. 

T. GEORGE Bipper, M.D, 
Cleveland, Ohio 


Open Staff Conferences 


Sir: Dr. Eric Berne’s Proposal for openi 
Staff conferences to M (“Staff-Patient 
Staff Conferences,” the September issue of the 
Journal) strikes a responsive cord. We con- 
ducted such conferences for two and a half 
years and found them to be everything Dr. 


communicate openly 
feelings about patients, and Patients in turn 
knew where they stood. The resolution of 


distorted perceptions became Ossible fi 
patients and staff. s oe 
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One of the most interesting by-products of 
these open staff meetings was the increase jn 
the psychiatric aides’ significance to patients, 
Our aides conducted the meetings and played 
a very active role in decision making. As this 
occurred, patients learned that what the aide 
said and felt really did count. Since the primary 
aim of our special program was to upgrade | 
the therapeutic impact of the psychiatric aide - 
(1), this is exactly the effect we wanted. 

Initially our greatest fear was "hurting the 
patient's feelings” in being open concerning 
how we felt about and reacted to him. We 
initially used the "invasion of privacy" ratio- 
nalization to justify withholding our views but 
quickly found that the patient felt far better 
when he knew where he stood. Somehow it 
seemed to reduce the unreality of his already 
unreal world. At this point, the ritual and 
tradition of closed staff meetings somehow 
seems empty. 


The reference is: 


1. Ellsworth, R. B.: Nonprofessionals in Psychi- 
atric Rehabilitation: The Psychiatric Aide and 
the Schizophrenic Patients. New York: Apple- 
ton-Century-Crofts, 1968. 


ROBERT B. ELLSWORTH, Ph.D. 1 
Roseburg, Oregon 


Lithium and Double-Blind Studies 


Sir: In their careful study “A Behavioral- 
Biochemical Study of Lithium Treatment” (the 
October issue of the Journal), Dr. Bunney 
and colleagues referred to “lithium’s potential 
as an adjunct to the psychoanalytic psycho- 
therapy of manic-depressive patients.” Since 
I have been unable to find any solid evidence 
in carefully controlled double-blind studies * 
that psychoanalytic psychotherapy is of any 
value to patients with manic-depressive illness, 
I would appreciate it if the authors or others 
could supply me with the appropriate refer- 
ences. 


PAUL H. Bacay, M.D. 
Portland, Ore. 


Drs. Bunney and Goodwin Reply 


Sir: Like Dr. Blachly, we are also unable 
to find any "carefully controlled double-blind 
studies" validating the efficacy of analytically 
oriented psychotherapy alone in the treatment 
of manic-depressive patients. However, in out 
discussion of some potential implications © 
lithium treatment, it was not our intention t° 
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get into the controversy over the interpretations 
and limits of double-blind studies of psycho- 
therapy. Rather, we were pointing out that 
lithium treatment can normalize the pathologi- 
cal mood (particularly mania) without pro- 
ducing discernible sedation or impairment of 
intellectual functioning or’ memory as seen 
with phenothiazines or ECT. We suggested 
that because of this high degree of specificity, 
lithium therapy increases the psychotherapeu- 
tic accessibility of the manic-depressive pa- 
tient, making possible a fuller understanding 
of the psychodynamic factors in this illness, 
be they primary or secondary. 

As part of our research program at the 
National Institute of Mental Health, we have 
followed several manic-depressive patients 
maintained on prophylactic lithium over the 
last two to three years. It is our experience 
that many of these patients have fairly marked 
neurotic and interpersonal difficulties that come 
to the fore once the pathological mood swings 
are gone, and that often these issues can be 
dealt with successfully in psychotherapy. 

Tt is not surprising to us that an individual 
whose life and interpersonal relationships have 
been repeatedly interrupted and marred by 
pathological mood states would have problems 
for which lithium alone would not be sufficient. 

The ability to control pathological mood 
States without producing a “drugged” or 
“shocked” patient opens up new possibilities 
in the investigation of psychological factors 
in manic-depressive illness. 


WILLIAM E. BUNNEY, JR., M.D. 
FREDERICK K. Goopwin, M.D. 
Bethesda, Md. 


College Applications and Confidentiality 


Sir: Duncan Stephens in his thoughtful 
editorial, “Have You Ever Consulted a Psy- 
Chiatrist?” (October issue of the Journal), 
P eaks out clearly against some colleges’ re- 
quirement that applicants for admission report 
9n previous contact with psychiatrists. How- 
ever, by an error in a date he gives the 
impression that psychiatrists have been con- 
cerned and active about this phase of the 
confidentiality problem for a number of years, 

though it is only in very recent years that 
We have made ourselves heard on this matter. 

any of us are still too complacent about 
the discrimination against patients—and the 
Possible subsequent breach in confidentiality— 
that can result if- the colleges follow up an 

mative answer to the question they had 
NO right to ask. 


Amer. J. Psychiat. 125: 9, March 1969 


1265 


The incorrect date appears as follows: 


Many colleges report that their experience 
with students who have a psychiatric history 
compares favorably with that of the student 
population in general. Others have recog- 
nized the irrelevance of the question in 
the initial application and have so reported. 
Dr. Dana Farnsworth articulated this view 
in addressing the Association of College 
Admission Deans in 1937. 


The date was, of course, 1967 and not 1937; 
the point to make now is how few psychiatrists 
were concerned with this threat to the structure 
of their practice until very recent years. 

The aspect of the problem that has received 
some, but not enough, attention is the follow- 
up. After the applicant has stated that he 
has consulted a psychiatrist, the next step is 
for the college to contact the psychiatrist for 
an evaluation of his patient. Psychiatrists who 
have dealt with this are Thomas Szasz, who 
has consistently upheld the need to separate 
psychiatric treatment and the extra-psychiatric 
use of information that has emerged during 
the treatment, and Marc Hollender, who in 
1960 wrote of a psychiatrist's difficulties when 
asked by a dean for information concerning 
an applicant for college(1). Robert Arnstein 
of the Yale University Student Health Service 
was concerned enough in 1965 to question 
Peace Corps attempts to secure information 
on applicants and was willing to be a subject 
of a test case when Peace Corps psychiatrists 
(although not Peace Corps legal counsel) 
threatened legal action against him. In the 
two concluding chapters of Pursuit of Agree- 
ment: Psychiatry and the Law(2) I have dealt 
both with the impropriety of this question and 
the "bind" in which the psychiatrist is placed 
when the college contacts him for more in- 
formation. Very little attention has been de- 
voted to this aspect of confidentiality by most 
psychiatrists. 

We are grateful for Dr. Farnsworth's state- 
ment, and we wish it had come in 1937, 
although a third-year resident at the Austen 
Riggs Foundation (the post held by Dana 
Farnsworth in 1937) might not have been 
invited to address the deans. 


The references are: 

1. Hollender, M. H.: The Psychiatrist and the 
Release of Patient Information, Amer. J. Psy- 
chiat. 116:828-833, 1960. 

2. Robitscher, J. B.: Pursuit of Agreement: Psy- 
chiatry and the Law. Philadelphia: J. B. Lip- 
pincott, 1966. 

Jonas ROBITSCHER, J.D., M.D. 
Bryn Mawr, Pa. 
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Dr. Stephens Replies 


Sir: Dr. Robitscher’s communication pleases 
me in that it affirms the concern of psy- 
chiatrists for the confidentiality of the rela- 
tionship between patient and physician with 
particular reference to the school and college 
setting. The justified rebuke for my less than 
perfect editing of the copy for the Editor's 
Notebook article is well taken. I can only 
hope that Dr. Farnsworth does not take the 
implied overstretching of his professional life- 
span unkindly. 

The concern felt by myself and by others 
who work with students focuses on the de- 
terrent effect produced by this question “Have 
you seen a psychiatrist?” 

I might be very much inclined to campaign 
for a unified, consistent, well-publicized: ap- 
proach by all psychiatrists and psychologists, 
a policy and practice along the line followed 
by the Mental Health Service at the Phillips 
Exeter Academy and at the University of 
California in Berkeley, as well as the example 
of Yale cited by Dr. Robitscher. This policy 
in effect is to categorically refuse comment 
on any professional contact with a student. 
The refusal is nonetheless firm by being couched 
in courteous terms and accompanied by a 
presentation of the philosophy that prompts 
the refusal. I say I might, so campaign if 
a way could be found to focus the ire of 
colleges and/or public agencies for this in- 
transigence (sic) on us, the therapists. 

In point of fact, once the cloud of suspicion 
has been raised by an affirmative answer to 
the question “Have you seen à psychiatrist?" 
it remains as an incubus to the applicant, 
and any demurrer on the Part of a psychiatrist 
or mental health service tends to intensify 
the suspicion of the college (or agency). It 
is as though they cease at that point to use 
any other of the readily available pertinent 
information either in their possession or in 
the hands of the administration at the former 
school or college. Such information could shed 
more light on the student's potential than any 
psychiatrist's letter, 

The irrelevance of the present practice was 
underscored by Jean Harry of Vassar and 
n of Harvard when, on a Panel 
dealing with this topic in Boston last May, 
they agreed that communication 
chiatrists had Proven over the 
of little or no value to them as admissions 
committee chairmen. Others have described 
such statements from therapists to be more 
in the category of paid testimonials, 
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I am glad of this opportunity to f 
comment on this needless barrier to ay; 
psychiatric assistance for the hard-p; 
student. 


Duncan C. STEPHENS, M. 
Exeter, 


The Psychiatric Nurse 


SiR: I have just completed reading the 
of Dr. Zaslove, Dr. Ungerleider, and 
Fuller entitled: “The Importance of the 
chiatric Nurse: Views of Physicians, Pat 
and Nurses" (October issue of the Jou c 
and I must admit that it was one of 
poorest pieces of “research” that I have e 
read. 

The type of psychiatric nurse who was b 
studied was not described in the article. 
this I mean “what kind of educational prep: 
tion has he had?" Obviously, the investigati 
believe that “a nurse is a nurse is a nurse,” 
in this day and age, this is not a correct assun 
tion to make. Today there are many ways 
preparing “nurses.” At the present time, edi 
tion for nursing in psychiatry can be given 
short in-service type courses preparing ati 
dants and practical nurses, or in lengthy po 
graduate university programs. Generally, 
quality of nursing care delivered is proportional 
to the kind of educational preparation the n 
has received. 

Therefore, I consider it dangerously m 
leading to state (without first describing 
sample) a speculation in the discussion of 
article such as: 


nurses as helpful to psychiatric pati 
In fact, nurses are seen by psychiatric 
idents as least helpful of all available ti 
ment agents. 


lt is hoped that none will be influenci 
by the "aura of print” and accept such 
study without questioning the definition í 
“nurse” in this instance, 13 

I sincerely hope that the Journal will perio 
ically offer articles concerning the role of th 
nurse in the psychiatric-mental health 


Since we are vitally involved in its contin 
development. 


ARLENE Hurwitz, R.N., B.S., Ed.M.- 
New York, k 
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Dr. Zaslove Replies 


Si: It is true that our paper was quite 
primitive from the viewpoint of a sophisticated 
research statistician and that our terms (in- 
cluding "nurse") were left undefined. Miss 
Hurwitz’s criticism is not made on this level, 
however, but rather seems to me an angry out- 
burst about something that is bothering Ar- 
lene Hurwitz. My guess would be, from the 
number of degrees listed after her name, that 
this nurse feels that our paper somehow ma- 
ligned fully trained specialists in psychiatric 
nursing; such is not the case at all. We made a 
simple but telling comment regarding verbal 
(in this case, written) behavior collected from 
the groups studied. Res ipse loquitur. 

I have spent the past 15 months living 90 
minutes from Saigon. For the information of 
Miss Hurwitz and other members of our psy- 
chiatric coterie, the world is going mad, and to 
quibble over which nurse has what academic 
degree is probably a fatuous, shortsighted ex- 
ercise with which to fiddle away our time while 
we hurtle toward the suicide of our entire 
species. 


MARSHALL O. ZASLOVE, 
CAPT., USAF, MC. 
APO, San Francisco 


Soviet Psychiatric Lag 


Sir: Your special section on Soviet Psychia- 
try (November issue of the Journal) offers 
an excellent overview. In terms of service or- 
ganizations for the community there seem to be 
indeed impressive advances. If community men- 
tal health services have sometimes been defined 
as a system of delivering emotional help to the 
people who need it, much of Russian psychi- 
atry strikes me as a very good postal service 
with very little to deliver. 

A close look at the Russian psychiatric scene 
Suggests that it is static, caught up in descrip- 
tive nosology and simplistic therapy, innocent 
of any dynamic concepts as well as of any 
Statistical or other methodological sophistica- 
tion. This holds true as much for the once 
vaunted anti-reticular cytotoxix serum of 
Bogomolets as for electrosleep or work therapy. 
As Dr. Yolles says (p. 672), [they are] “taking 
9n faith the ultimate validity of their approach 
With a resulting under-concern for program 
evaluation,” or any scientific methodology, 
9ne might add. 

With the qualified exception of applications 
of Pavlov's work, I know of no creative con- 
tributions by Soviet psychiatry; psychoanalysis 
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and insulin treatment came from Vienna, pen- 
tylenetetrazol (Metrazol) from Budapest, ECT 
from Italy, lobotomy from Portugal, phenothia- 
zine from France, rauwolfia from India via the 
U. S. and Switzerland, and all have been basi- 
cally evaluated and developed in the U. S. Some, 
like psychotropic drugs, are extensively used 
by Russians, but even there sleep treatment had 
its predecessor in Klaesi’s work. 

Judging by Dr. Ziferstein’s discussion of 
“pathogenetic” psychotherapy in the Soviet 
Union, there seems to be no systematic formu- 
lation in their approach beyond the most super- 
ficial. In fact, much of Russian psychiatry still 
seems to be of a Kraepelinian nature. Could it 
be that indeed German influences still persist? 
Certainly the term “Feldsher,” used throughout 
the report to mean medical assistant, suggests 
this historical influence, for “Feldsher” is a 
German word going back to the time when 
barbers served simultaneously as field surgeons! 

One should hasten to mention that the above 
critique does not hold true for psychiatry in 
Czechoslovakia or Hungary, where there is 
quite a healthy representation of dynamic 
trends. One difference may lie in the fact that 
psychoanalysis, as brought to Russia especially 
by Vera Schmidt (wife of the Supreme Soviet 
member and explorer, Otto Schmidt) fell victim 
to the first Stalinist purge in the 1930s, while 
it had a viggrous life in Hungary and 
Czechoslovakia until the Nazi invasion. Some- 
how psychoanalysis was never rehabilitated in 
Russian ideology and no systematic person- 
ality theory or psychotherapy seems to have 
been found as substitute. 

It must be fervently hoped that this scien- 
tific isolation of Russian psychiatry, unparal- 
leled in other fields of Russian science, will 
be lifted before too long. 


LEOPOLD BELLAK, M.D. 
New York, N. Y. 


DSM-II and Child and Adolescent 
Psychopathology 


Sir: In the February issue of the Journal 
Dr. Richard Jenkins supported the new clas- 
sification for childhood and adolescent disorders 
in the second edition of the Diagnostic and 
Statistical Manual of Mental Disorders (DSM- 
II). Although I agree with his views on 
treatment, I disagree with his acceptance of 
the new classification. 

This new edition attempts to correlate with 
the World Health Organization’s eighth re- 
vision of its uniform International Classification 
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of Diseases. The APA’s Committee on No- 
menclature and Statistics chose “terms which 
it thought would facilitate maximum com- 
munication within the profession and reduce 
confusion and ambiguity to a minimum.” I 
believe that the committee did an excellent 
job of revising DSM-I except in the category 
“Behavor Disorders of Childhood and Ado- 
lescence." 

DSM-I did not include a separate section 
on child and adolescent psychopathology. A 
need existed for such a category. Child and 
adult psychiatrists had to either use adult 
categories or find or create diagnostic categories 
for this age group. DSM-II could have filled 
this need; it did not. 

Establishing diagnostic categories using as 
a differential feature a description of surface 
behavior may make it easier to group cases, 
and thus may make for more reliable statistics, 
but is this the purpose of a diagnosis? Such 
a diagnostic breakdown is of little clinical 
value in reflecting the possible etiology, the 
probable psychopathology, the therapy indi- 
cated, the prognosis, etc. In many or most 
Cases a diagnosis from DSM-II could be es- 
tablished after hearing the parent's chief 
complaints and before a psychiatric evaluation 
has been done on the child. 

If the underlying psychopathology or etiology 
is understood, DSM-II recommends the use 
of one of the adult categories (for example, 
the distinction between "Overanxious reaction 
of childhood [or adolescence]" and “Neu- 
Toses"). If a complete Psychiatric evaluation 
is done, including indicated studies (psycho- 
logical, neurological, EEG), if attempts 
are made to formulate the dynamics causing 
the Surface behavior, the Psychiatrist will use 
a diagnostic category from one of the adult 
Meier Is the new classification to be used 
when the psychiatrist can o i = 
parent ebeo » n pue ih 

The use of the diagnosis "Overanxious re- 
action of childhood (or adolescence)" sug- 
Bests that the evaluating Psychiatrist did not 
complete his evaluation. Why is the child 
anxious? His mother can Teport that he is 
immature, self-conscious, lacking in self-con- 
fidence, conforming, inhibited, dutiful, etc. 
but why is it necessary for him to use such 
defensive patterns? Does the psychiatrist ac- 
complish anything by using the mother's de- 
scription for a diagnosis? Is this not similar 
to a physician’s diagnosing a Patient with an 
increased blood and urine glucose as "Car. 
bohydrate reaction of childhood?” The diag- 
nosis would be descriptively correct but of 
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little value. The laboratory technician could 
have made this diagnosis. 

Another example of this concern is the 
category "Hyperkinetic reaction of childhood 
(or adolescence)." The clinical description 
outlines well the characteristics of the child with 
a neurological learning disability (“Minimal 
brain damage,” “Psychoneurological learn- 
ing disability"[2]). If this is true, DSM-III 
suggests using “Organic brain syndromes.” If 
the clinical description delineates a child in 
whom the symptoms reflect an underlying 
anxiety, DSM-II suggests using “Neuroses.” 
Which children, then, should be placed in 
this new diagnostic category? If one makes | 
a serious attempt, through a complete psy- 
chiatric, psychological, and neurological evalu- 
ation, to understand the underlying reasons 
for the symptoms, he will use the organic 
(brain syndrome) or functional (neuroses) | 
diagnosis. To see a child and use a diagnosis | 
which stops at describing his behavior does 
not facilitate communication within our spe- 
cialty, between specialties, or between disci- 
plines, and it does not reduce confusion and 
ambiguity. 


Another example of this first concern relates | 
to the category “Runaway reaction of child- | 


hood (or adolescence)." To say that a child 
runs away from home “to escape from threat- 


ening situations" is to describe one aspect of | 


behavior. It is not a useful diagnosis. It does 
not reflect the stress, the defense mechanisms 
involved, the psychopathology. If the psy- 
chiatrist attempts to clarify these issues, he 
will need to use a diagnosis from one of the 
adult categories (“Neuroses,” "Transient sit- 
uational disturbances,” “Personality disorders,” 
etc.). 

Similar examples could be offered to reflect 
the difficulty in using each of the other diag- 
nostic entities: ie, “the withdrawn child," 
"the overanxious child," “the aggressive child," 
"the child who reacts inappropriately because 
he acquires the standards of a delinquent peer 
group." 

A second issue is of equal concern. The 
unique feature of child or adolescent psy- 
chiatry is that the Physician is dealing with 
a developing, ever-changing individual. This 
Change is sometimes progressive and some- 
times regressive. Behavior which would be 
age-appropriate for a three-year-old might be 
Pathologic for a nine-year-old; behavior which 
would be within normal limits immediately 
following birth of a sibling might be inap- 
Propriate one year later, 

Another feature unique to child and ado- 
lescent Psychiatry is that the psychiatrist 15 
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often asked to evaluate a patient because 
someone, frequently a nonphysician, suspects 
psychopathology. The psychiatrist may find 
no pathology or find that the symptoms are 
age-appropriate or stress-appropriate; he needs 
to be able to state this in his diagnosis. 

In 1966 the Committee on Child Psychiatry 
of the Group for the Advancement of Psy- 
chiatry (GAP) faced these difficulties in es- 
tablishing a classification system for children 
and adolescents and developed a very satis- 
factory and functional system(1). They pro- 
posed several new categories: 

1. Healthy Responses. The need for the 
assessment of positive strengths and the need 
to avoid the diagnosis of health states by the 
exclusion of pathology is stressed. Two spe- 
cific situations are included: 1) developmental 
crises—transient episodes of difficulty related 
to the child’s attempt to complete successfully 
a psychosocial task; and 2) situational crises— 
normal adaptive responses and not disturbed 
behavior (“work of mourning”). 

2. Reactive Disorders. Behavior or symptoms 
are primarily a reaction to an event, set of 
events, or situation. The disturbance is of 
pathologic degree and is a manifestation of a 
predominantly conscious conflict between the 
child's drives and feelings and his social en- 
Vironment; it does not represent an uncon- 
scious internalized process (e.g. illness, acci- 
dent). 
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3. Developmental Deviations. These are 
deviations in personality development which 
are beyond the range of normal variation in 
that they occur at a time, in a sequence, or 
in a degree not expected for a given age 
level or stage of development. 

The classification proposed by GAP was 
developed, reviewed, revised, and finalized by 
child psychiatrists; it meets the diagnostic 
needs of modern psychiatry. It is unfortunate 
that the APA Committee on Nomenclature 
and Statistics chose not to consider this pro- 
posed classification. It is unfortunate that the 
classification developed by this committee 
neither facilitates communication nor reduces 
confusion and ambiguity. It is more unfortu- 
nate that the new classification is not functional 
and thus, many psychiatrists may have difficul- 
ty accepting or using it. 


The references are: 


1. Group for the Advancement of Psychiatry: 
Report #62—Psychopathological Disorders in 
Childhood: Theoretical Considerations and a 
Proposed Classification. New York: GAP, 
1966. 

2. Johnson, D. J., and Myklebust, H. R.: Learn- 
ing Disabilities, Educational Principles and 
Practices. New York: Grune & Stratton, 1967. 


Larry B. SILVER, M.D. 
New Brunswick, N. J. 
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Home TREATMENT: SPEARHEAD OF COMMU- 
nity Psycmarry. By Leonard Weiner, 
Alvin Becker, and Tobias T. Friedman. 
Pittsburgh: University of Pittsburgh Press, 
1968, 228 pp., $2.95 (paper); $7.95 (cloth). 


The more one thinks about the psychiatric 
home treatment program, the more one comes 
to admire the individuals who conceived of it 
and had the tenacity to work through the 
vicissitudes that were encountered and bring 
it to fruition. The impetus came from Walter 
Barton and the Boston State Hospital group; 
this book is dedicated to Dr. Barton. 

In the 1950s state hospitals had suffered 
a loss of confidence. The new medications 
were just appearing; the report of the Joint 
Commission on Mental Illness and Health was 
not yet published; there were only sick people 
in profusion. The model for the home treat- 
ment program, of course, came from Amster- 
dam; its purpose was to treat patients early 
and at home. The prevention of hospitalization, 
a primary motive in the Massachusetts Mental 
Health Center plan, was secondary in the 
Boston plan. It was soon apparent that the 
clinic team that made the house calls was 
filling a void: It was bringing help to people 
who otherwise might not have gotten it. The 
team was able to see patients in their natural 
surroundings and to get information ordinarily 
not available to doctors in the hospitals. 

The early days 
encountered suspicion, hostility, and bureau- 
cratic inertia—but once the community learned 


community 
e ground. Ex- 
perience taught the group to abandon intensive 
family treatment, for the results were meager 


p - Each phase 
had its lessons to teach, and they are outlined 


that in 1964 
\ A ation's Mental 
Hospital Service gave them its gold award 
the highest honor it has to bestow. : 
Years of federal 
Support, the program received the blessing of 
the Massachusetts state legislature, and it be- 
came a continuing facility of the Boston State 
Hospital. Since then, exploration has been made 
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of ways it can be of more help to geriatric 
and adolescent patients. 

The book is well done. It is a veritable 
directory for any group that would start a 
comparable program. As Commissioner Milton 
Greenblatt points out in the foreword: “If 
psychiatric home treatment is better treatment 
for most patients, should not all communities 
make an effort to introduce such services? 
Should not home treatment, in fact, be part 
of every hospital practice?" The answers to 
these and the other questions he poses must 
all be in the affirmative, and the book sets 
forth the reasons why. 


Fil Bi 


Dynamics mN PsvcHraTRY. Edited by G. S. 
Philippopoulos. Basel, Switzerland: S. Kar- 
ger (U. S. distributor, Albert J. Phiebig, 
White Plains, N. Y.), 1968, 207 pp., $12.75. 


The preface makes it clear that this book is 
intended as a personal tribute to Professor 
Demetrius Kouretas. The biographical sketch 
presented underscores the fact that he was a 
man worthy of such tribute. The author of 
more than 500 scientific papers and essays, 
Professor Kouretas was the first professor and 
chairman of the department of psychiatry at 
Athens University Medical School. He was à 
Psychoanalyst and a vigorous proponent of the 
Psychodynamic orientation. 

It is appropriate, therefore, that this volume 
consists of a collection of 17 essays, each of 
Which illustrates the applicability of psycho- 
analytic theory or method to some context of 
Psychiatry or medicine. The essays cover à 
wide range of loosely related topics with the 
unifying theme of psychodynamics. With re- 
spect to quality they also cover a wide spec- 
trum, ranging from the highly sophisticated to — 
the naive. 

Representative of the latter type is a paper 
9n the education of the psychiatrist which is 
à rehash of time-tested axioms concerning the 
training of residents, Here we find, for exam- 
ple, the statement that “special attention must 
be paid to the emotional conflicts that under- 
lie symptoms." What need is there for this 
statement in 1968? The same paper states that 
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in selecting students for residency training, 
consideration of “a potential for leadership is 
essential.” This seems wishful thinking. The 
typical psychiatrist is intelligent, much educat- 
ed, empathic, and motivated to help others, 
but he tends to shun the leadership role in 
society, preferring the orderly calm of his of- 
fice to the hurly-burly of group interaction. 

The paper on so-called parapsychological 
problems is especially interesting, and this re- 
viewer recommends it to his colleagues. We 
psychiatrists tend—as do physicians generally 
—to shy away from that which seems mys- 
terious. It is instructive to be reminded of the 
evidence for parapsychological phenomena by 
the examples given here. The author sum- 
marizes the work of Freud and others who 
thought that what is now labeled “ESP” was 
really unconscious communication which, in 
the process of reaching consciousness, was re- 
arranged to conform to secondary process 
thinking and thereby became disguised. There 
seems to be ample evidence that this occurs and 
that it is not at all mysterious or supernatural; 
study of parapsychological phenomena should 
be included in our understanding of the phe- 
nomena of human nature. 

The highly sophisticated essay by Jules Mas- 
serman on "Science, Human Values and Psy- 
chiatry” will be disconcerting to many, for it 
seems to obliterate the boundary between 
Science and humanism that the majority of us 
(including C. P. Snow and Konrad Lorenz) 
had thought to be so firm: Science becomes 
humanistic, and humanism becomes science! 
In furthering his boat-rocking, Masserman of- 
fers some quotations of Lincoln Barnett, whose 
logic is derived from quantum physics(1). 
This will appeal to those among us who have 
Tesisted the concept of absolute psychic de- 
terminism: “There is an indeterminacy about 
all events of the atomic universe which re- 
finements of measurement and observation 
can never dispel.” Sic semper shibboleths! 

Limitations of space prevent comment upon 
the other 14 essays which make up this volume 
other than to say that they are, for the most 
Part, interesting and informative; collectively 
they make a fitting tribute to Professor Kou- 
Tetas and thus fulfill the primary purpose of 
the volume. 


The reference is: 


1. Barnett, L. K.: The Universe and Dr. Einstein, 
2nd rev. ed. New York: William Sloane As- 
Sociates, 1957, 


VAN Buren O. HAMMETT, M.D. 
Philadelphia, Pa. 
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Tue Overt Homosexuat. By Charles W. 
Socarides, M.D. New York: Grune & 
Stratton, 1968, 236 pp., $7.75. 


This book represents a noteworthy contri- 
bution to the growing literature on the problem 
of homosexuality. It is a scholarly treatise that 
presents a comprehensive survey of the psy- 
choanalytic literature on the subject and a 
distillate of the author’s vast experience in the 
study and treatment of those afflicted. 

The first section of the book is devoted to 
a review of psychoanalytic literature, with one 
chapter devoted to the contributions of Freud. 
The author comments on Freud’s varied views 
on homosexuality at different periods in his 
career. This section of the book provides a 
valuable review and prepares one to evaluate 
the various theories of the development of 
male and female homosexuality. 

The section on theory is replete with the 
theoretical considerations of the many authori- 
ties who have contributed to the psychoanalyt- 
ic literature on the subject. In the discussion 
of the numerous theories of homosexuality, 
there are digressions that in places are con- 
fusing since there are many direct quotations 
from various authors, and the differences in 
their use of terms makes the discussion a bit 
difficult to follow. Fewer direct quotations and 
digressions would have contributed to greater 
clarity. 

In his own views on homosexuality Dr. 
Socarides recognizes the complexity of contrib- 
utory experiences and does not attempt to 
oversimplify by describing “a single etiologic 
factor,” but instead regards homosexuality as 
an ego-defensive “compromise.” He regards 
the pregenital period of development as the 
one in which the homosexual deviation is ini- 
tiated because the libido is fixated on pregeni- 
tal objects and aims. 

Following the individual's period of close 
and intimate relation with his mother's body 
and the sucking of her breast, her control and 
his frustration activate his anger and fear of 
the powerful controlling mother. This stimula- 
tion of desire to penetrate her body, to incor- 
porate as well as to suck and injure her breasts 
and body, are frightening and must undergo 
repression. Eventually these feelings are dis- 
placed onto the body and the penis of the male 
sexual partner. 

Socarides considers the role of aggression, 
projection, and identification in detail. Discus- 
sion of the adolescent period as it relates to the 
problem is presented in a separate chapter. 

Section 3 gives detailed case histories of 
male and female homosexuals who came under 
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treatment. These case reports clearly point up 
the problem areas in the patients’ lives that 
contributed to the development of their homo- 
sexuality. The detailed account of the material 
brought forth and its handling provide helpful 
information to be used in treatment. 

The final chapter, “Selection of Patients, 
Modifications of Techniques and Turning 
Points,” puts the finishing touches on a schol- 
arly and valuable book that will be helpful to 
those who wish to broaden their understanding 
of homosexuality and improve upon its treat- 
ment. 


SAMUEL B. Happen, M.D. 
Philadelphia, Pa. 


A Hanpsoox or Carro Psycnoanatysis. Edited 
by Gerald H. J. Pearson, M.D. New York: 
Basic Books, 1968, 374 pp., $12.50. 


If one reviews the program of the recent 
annual’ meeting of the American Psychiatric 
Association in Boston, one cannot help but be 
impressed by the vast number of areas into 
which psychiatric interest and knowledge is 
extrapolated, Nonetheless, if you have convic- 
tion that the internal disorders of people re- 
quire other than global interests and in the 
end rely heavily on the transactions between 
an interested and human therapist and a pa- 
tient who suffers from internal conflicts, you 
will be pleased at the dedicated effort of 
Gerald Pearson and his colleagues in the pro- 
duction of this useful, practical, and thoughtful 
consideration of the multiple and complex 
issues in the conduct of the analysis of the 
ped and prontems of children. 

though the book is directed rimaril 

that handful of people who will ined of 
child analysis in the various institutes of psy- 
choanalysis, there is no question that it will 
be helpful to all who engage in any therapeutic 
endeavor with children. It is an extremely 
nra book dealing with many issues that 
will confront an ers 

Meis y person who attempts to help 

The bulk of this handbook, and i 
indeed belies the title Handbook, is bold 
the relatively detailed presentation of two cases 
in child analysis. One is the case of a latency- 
age child and the other, an adolescent. Both 
have phobic problems. These presentations, 
Which occupy nearly two-thirds of the book. 

Will be read with pleasure and interest bj 
child analysts and should certainly be koe 
welcome to students in Psychoanalytic insti- 


tutes or child psychiatry residency training 
programs. 
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In these presentations one can see 
the mind of the child analyst at work, 
he thinks, why he thinks it, and what he ek 
to do. This is not presented dogmatically 
cause this book and its material, edited. 
several child analysts as a team, pro 
criticism, alternatives, and necessary di 
ments as to what is technically most likely í 
advance the analytic process. Throughout 
presentations the requirements for effecti 
analysis, particularly the analysis of defenses, i 
stressed, reiterated, and made clear. 

The chapter that follows the presentati. 
these cases deals with the technical probh 
in child psychoanalysis; it emphasizes aj 
some of the important points of technique th 
are brought out in the case presentations. —.— 

This handbook is a most thorough p à 
tion of the technique of child analysis an 
includes important practical information abo 
history taking, examination of the child, the 
indications for child psychoanalysis, and—pai 
ticularly important—the therapeutic environ 
ment and the treatment relationship. The latt 
includes much material on the importance 
the therapeutic alliance with the parents, who 
support is even more vital to a child in am 
sis than it is in less intensive psychotherapeut 
endeavors. A chapter on transference in chil 
analysis is thought-provoking and gives coi 
sideration practically and theoretically 
when, why, and how much transference, 
ference neurosis, and object relationship 
figure in children’s analyses. 

There have been other efforts at presenta 
of technique in child analysis. Many of 
are scattered throughout psychoanalytic lit 
ture, and only recently some have been ass 
bled in a book, edited by Elisabeth Gel 
titled The Child Analyst at Work(1). 
previous works, however, including the alw 
lucid presentations of Anna Freud, who 
certainly the leading and directing figure of 
child psychoanalysis, give only fragments 
what the student needs to know. As always, € 
this thoroughgoing presentation is only a h 
and the student must rely as always on clin 
work, supervision, and much other study. 

If one were to have any quarrels with | 
book, it would simply have to be those qui 
that exist in Psychoanalysis about its the 
and that are, of course, the target also 
criticism from those outside the field. Thé 
quarrels might revolve particularly about 
centrality of the libido theory and the rapid 
with which child analysts move in their 
Ing to the central importance of masturba 
Castration anxiety, oedipal conflicts, and | 
Primal scene. There is little question th 
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the entanglement of emotional reactions, ob- 
ject relationships, ego development, and psy- 
chosexual issues, all must be sorted out; the 
question of which is central may be irrelevant 
in the actual work of analysis. In the process 
of the analyses as presented in this book, one 
can see that all issues are looked to and con- 
sidered, and every effort is made to bring all 
of these things into focus at the appropriate 
times and moments. That is what the technique 
is all about. 

If it appears that the reviewer’s enthusiasm 
is extreme, it is only because this book deserves 
it To Dr. Pearson and his colleagues, who 
must have labored mightily in this highly useful 
team effort, one must say enthusiastically, “well 
done!” 


The reference is: 


1. Geleerd, E. R.: The Child Analyst at Work. 
New York: International Universities Press, 
1967. 


James G. DELANO, M.D. 
Rochester, Minn. 


Tae Turo Rercx or Dreams. By Charlotte 
Beradt, trans. by Adriane Gottwald. Chi- 
D: Quadrangle Books, 1968, 170 pp., 

4.95. 


In a quiet, nearly poetic way this book 
makes an important contribution to efforts 
at comprehending some of the “unbelievable” 
aspects of the history of our time: how it 
happened that apparently liberal and educated 
Germans succumbed to and cooperated with 
the terror of the Nazi regime. As a newspaper- 
woman in Berlin in 1933, Mrs. Beradt recog- 
nized that dreams carried an important mes- 
Sage, and she began to collect the recorded 
dreams of her friends and acquaintances until 
she was forced to leave in 1939. 

She felt that in contrast to diaries that are 
deliberately kept, dreams would reflect a more 
Spontaneous, unedited reaction to the historical 
happenings. Most of the dreams included in 
the book were dreamt during the early years 
of the Hitler regime. To an amazing degree 
they seem to anticipate the horrors to come. 
Only those dreams were selected that reflected 
the dreamer's involvement with and reaction 
to the political events of his time. Outright 
dreams of anxiety and physical threat or 
Persecution were not included because they 
did not seem to differ from the dreams of 
terror that people always experience during 
Wars or times of external crisis. 

It was in the nature of things that no dreams 
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were collected from people who were ardent 
Nazis. This makes the report so shocking. 
Nearly all the dreamers were members of the 
middle class who claimed not to be in sym- 
pathy with the regime. The chilling aspect 
is the nearly complete absence of resistance, 
even in dreams, except for the dreams of the 
very few who actively worked in the under- 
ground. There is only one middle-class dream— 
by an elderly mathematics teacher, who made 
in her dream some cautious attempt at resis- 
tance—and one dream of direct aggression 
against Hitler—this from a man who was 
outside Germany at the time he dreamt it. 

The book is divided into chapters according 
to the degree of the dreamer’s experienced 
opposition to the Third Reich, helplessness 
against being drawn into its ideology, or rec- 
ognized willingness to collaborate. The dreams 
dramatically reflect the increasing degree of 
isolation and loss of identity (“backbone”) 
and self-reliance that these people experienced 
and the undermining effect of the insidious 
efforts to go along and accept, or feel in- 
different about, the injustices and the aggres- 
sion against “deviants,” be it for racial or 
other personal reasons. 

The basic orientation of this book is that 
these dreams reflect the frightening ways in 
which a totalitarian regime enters into every 
aspect of private life, even sleep and dreams. 
The author explains this as due to man’s 
paradoxical existence under a 20th-century 
totalitarian regime, She feels that these dreams 
are not concerned with conflicts arising from 
the dreamers’ private realm and certainly not 
from some past conflict that has left a psy- 
chological wound, but that instead, they arose 
from conflicts into which these people had been 
driven by the public realm in which half-truths, 
vague notions, and a combination of fact, 
rumor, and conjecture had produced a general 
feeling of uncertainty and unrest. Although 
we are dealing with disturbed human relations, 
it was the environment that had created the 
disturbance. 

This view overlooks the fact that regardless 
of the intensity of the external stimulus, a 
dream is an active performance. The dreamer 
selects what is significant to him and reacts 
and elaborates in a way that is characteristic 
for him. 

In a concluding essay Bettelheim makes the 
same point. The book restricts itself to inter- 
pretation of the manifest content of the 
dreams; but dreams also reveal the basic at- 
titude and conflicts of the dreamer. Without 
associations from the dreamer, an extensive 
assessment of this factor is not possible. Even 
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without such details, the majority of the dreams 
reflect how under the anticipation of potential 
dangers, conceived of in much greater horror 
than corresponded to the reality of the early 
years of the regime, the dreamers regressed 
to an attitude of helplessness, like that of a 
child toward a frightening adult, but without 
expressing the resistance and counteraggression 
of a normally assertive child. 

It seems that the people’s lack of uprightness 
and civil courage, revealed as a basic attitude 
in these dreams, permitted the Third Reich 
to transform into horrible reality the most 
frightening anticipation. In the chorus of con- 
formity, “there is not a thing one can do” and 
“say not a word,” it is a refreshing relief 
that there were some who had the courage to 
act and who would dream “you have just got 
to want to.” One can only speculate what 
the history of our time would have been if 
there had been more who reacted and acted 
this way. 

In addition to its historical value, this book 
also makes a beautiful contribution to dreams 
as an expression of the creative process by 

` illustrating the highly varied and artistically 
condensed way in which the vivid imagery of 
dreams transforms a sober reality. 


HILDE Bruca, M.D. 
Houston, Tex. 


FUNDAMENTALS OF. Psycuratry, 2nd ed. By Jan 


Gregory. Philadelphia: W. B. Saunders Co., 
1968, 647 pp., $13. 


The author states in the preface that his goal 
for this volume is to "meet the needs of the 
medical student and Physician for a practical 
and Systematic summary of fundamental knowl- 
edge in psychopathology and clinical psychia- 
try." To a large extent this enlarged, retitled, 
and greatly revised edition of his 1961 textbook 
achieves this goal from an approach Gregory 
describes as “eclectic, holistic, and pragmatic." 

The author's style is enjoyable. Some of his 
sentences are superbly concise summaries of 
work done. The book is of reasonable size 
(it can be held on the lap). It is well printed 
with a legible type-face in rapidly scannable 
double columns on clear white stock. There 
are the usual printer’s errors that are a little 
bothersome, such as an “N” for an “H” in a 
chemical formula. There are others that are 
thoroughly amusing: insight into the faculty 
[sic] aspects of life being an aim of psy- 
choanalysis and psychodrama being related to 
Morens [sic] in the index. 

The author’s eclecticism, using the older 
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philosophic meaning of selecting what is pleas- 
ing to the selector, seems both commendable 
and troublesome. His coverage of any specific 
topic is well done and very up to date. The bib- 
liographic and selected references in the text are 
well chosen as the more important ones with- 
out being encyclopedic. Perhaps with the times 
and the recent advances in psychiatry, far 
more space is given to the biologic area than 
in most American texts. The author’s special 
research interest in genetics and family studies 
is evident in the allocation of space to different 
topics. The reviewer is of the opinion that 
discussions of dynamics are disproportionately 
abbreviated. For instance, only a page and a 
half are used to cover “Dynamics, Development 
and Causation” of all the paranoid disorders 
in a section which in itself only receives ten 
pages in the 647-page book. A good objective 
idea of the eclecticism, of the book can be 
given by listing the bibliographic references of 
greatest frequency: Gregory (13), P. H. Hoch 
(13), E. Slater (10), Fenichel (9), Freud (9), 
Rado (8), Redlich (8), and Zubin (8). 

Four chapters are written by others than 
the main author. That by Charles A. Roberts 
on “Preventive Psychiatry” opens with a clear 
Statement of the conservative limits of psy- 
chiatry in the broad field of “mental health.” 
“Somatic Therapies in Psychiatry” is well done 
by B. C. Schiele, who recommends wisely that 
the physician should “periodically review pre- 
Cautions contained in the manufacturer’s label- 
ing.” That is pragmatism! 

Unfortunately, as with all textbooks, the new 
Diagnostic and Statistical Manual(1) has some- 
what dated the classification used. 

In summary, this book is recommended as 
a readable and comprehensive, but not ency- 
clopedic, textbook with a biologic slant. 


The reference is: 


1. American Psychiatric Association: Diagnostic 
and Statistical Manual of Mental Disorders, 
2nd ed. Washington, D. C., 1968. 


J. Martin Myers, M.D. 
Philadelphia, Pa. 


Tuomas Witts, 1621-1675: Doctor anp Sr 
ENTIST. By Dr. Hansruedi Isler. New York: 
Hafner Publishing Co., 1968, 217 pp-, $6- 


To the usual medical reader, the name of 
Willis is a reminder of the “circle” named 
after him—that ring of great arteries at the 
base of the brain. In 1664 Willis published 
the first illustration of the completed circle, 
although he never claimed priority for his dis- 
covery. According to Sherrington. Willis wa 
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the man who "put the brain and nervous sys- 
tem on their modern footing." His name has 
gone down in medical history as that of 
an important architect of the cerebral cir- 
culation. His observations were based on ana- 
tomical dye injections and postmortem studies 
of a case of occlusion of one carotid artery 
without neurological dysfunction. 

The book under review deals with Thomas 
Willis of Wiltshire, England, where he was 
born in January 1621. The first 45 pages are 
devoted to his life and times; the following 
150 pages report his works. Then comes a 
bibliography of Willis own writing, including 
ten references, followed in turn by a full bib- 
liography of related studies. These include more 
than 200 items, extending from 1636 to the 
present. Following this, there are reproductions 
of plates taken from the author's own works. 

Of Willis' life we know that at age 15 he 
entered the service of a canon of Christ 
Church College, Oxford, as a member of the 
lowest class of students. The university was 
à medieval school for the clergy; its methods 
of teaching were scholastic. The authority of 
Aristotle was still paramount. When Willis 
came to Oxford, however, Bacon and Harvey 
had already been there, and the foundations 
of the great Aristotelian system had been un- 
dermined by the teaching of Descartes, among 
others. Paracelsus was making himself felt, 
and a school of iatrochemists was springing up. 

In June 1643, when Willis was 22, civil war 
broke out the same month that he graduated 
as a Master of Arts from Oxford, which was 
then a Royalist stronghold. He joined the 
Royal Voluntaries. Three years later he gradu- 
ated as a Bachelor of Medicine; he soon became 
famous in his practice and through his writings. 
His notebook contains the first complete de- 
scription of manic-depressive psychosis and of 
the Compensating function of the arterial 
anastomosis at the base of the brain. In 1665, 
when he was 44, Willis was called to London 
by the Archbishop of Canterbury. This was 
at the time of the founding of the Royal 
Society and also during the visitation of the 
Great Plague. 

His fame followed him to London, where 
he was admitted to the Royal Society in 1667. 
Tt was said of him that "never any physician 
efore went beyond him or got more Money 
Yearly than he.” A month after his election to 
the Royal Society he published his new book 
àbout convulsive disease, which contained a 
discussion of epilepsy, hysteria, hypochondria, 
and other diseases accompanied by spasms. 

MS was the first complete text of psychiatry. 

1S published works contain much that will 
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recommend them to any modern medical 
scientist and much that seems both antiquated 
and bizarre. 


Car BINGER, M.D, 
Cambridge, Mass. 


PosrADOLESCENCE: THEORETICAL AND CLINI- 
CAL ASPECTS OF PSYCHOANALYTIC THERAPY. 
By Rudolph Wittenberg. New York: Grune 
& Stratton, 1968, 135 pp., $6.50. 


The author tells of his experiences in using 
psychoanalytically oriented psychotherapy with 
patients who are in the transition phase be- 
tween late adolescence and adulthood. He calls 
this phase, which occurs in the late teens or 
early 20s, the "postadolescent developmental 
stage." 

The book is divided into two sections. In 
the first section Wittenberg describes five 
clinically observed characteristics (which he 
calls “metapsychological characteristics") of 
the postadolescent developmental stage. 1) 
The self-image crisis is a conflict between the 
superego and differing ego ideals. 2) The 
identity struggle consists of psychosexual iden- 
tity diffusions and states of depersonalization. 
3) The socially imposed demands, which in- 
dividuals in this stage of development experi- 
ence, force them to put an end to role-playing 
and take on a permanent role. 4) Society 
further demands that individuals in this age 
group make long-term time commitments. To 
adjust to this demand, individuals must devel- 
op a cognition of time continuity. 5) Indi- 
viduals at this stage begin the search for a 
marriage partner. This search frequently comes 
at a time before individuals can make con- 
flict-free choices and therefore often leads 
them into neurotic marriages. 

Next the author describes an economic and 
a social factor which characteristically impose 
themselves upon the postadolescent. 1) The 
economic bind refers to society’s tendency to 
exclude the postadolescent from employment 
at a time when he wishes to be economically 
independent. 2) Group formation and social 
isolation refers to the postadolescent’s need to 
belong to a group which represents his ego 
ideal. The author concludes the first section 
by indicating how these five metapsychological 
factors and two social and economic factors 
help determine the postadolescent’s weltan- 
schauung. 

In the second section of the book Witten- 
berg describes how to vary classical psycho- 
analytic technique so as to best deal with the 
special clinical problems presented by post- 
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adolescent patients. He considers such topics 
as the referral source, the postadolescent’s 
economic dependence, transference, counter- 
transference, free association, and interven- 
tions. 

In the last chapter Wittenberg describes how 
he educates postadolescent patients to prepare 
them for a full, classical analysis. He feels 
that postadolescents immersed in their stage- 
specific conflicts are not ready for a full analy- 
sis, and he recommends twice a week psycho- 
therapy instead. 

The case material is both interesting and 
excellent; however, the author’s theoretical 
presentations are not always clear. For exam- 
ple, his use of the terms “superego” and 
“ego ideal” is not consistent and is therefore 
confusing. Also, his use of the term “metapsy- 
chology” is unusual; he applies it to clinically 
observed characteristics, such as the search for 
@ marriage partner, rather than to more ab- 
stract concepts. 

The book is valuable in that it portrays 
some of the special clinical problems one en- 
counters when doing therapy with patients in 
the transition phase between adolescence and 
adulthood. The author shows that postado- 
lescents present special clinical problems be- 
cause they are often abruptly compelled to 
come to terms with some of their smoldering 
intrapsychic conflicts in order to meet certain 
newly imposed social demands, such as mili- 
tary training and economic independence. 


FELIX F. Logs, JR., M.D. 
Pittsburgh, Pa. 


PSYCHIATRIE DER GEGENWART, vor. l, PART 
1/A: GRUNDLAGENFORSCHUNG ZUR Psycura- 
TRIE, Edited by H. W. Gruhle, R. Jung, 
W. . Mayer-Gross, and M. Müller. Berlin: 
Springer Verlag, 1967, 1216 pp., $37. 


Of the three volumes in the series (actually 
four, because two are labeled “A” and “B”) 
the present first volume is the last to appear 
and concludes the encyclopedic enterprise of 
many editors and numerous collaborators, too 
many to mention in this brief Space. The 
publication period between the first and the 
present volume is nearly 12 years, enough 
time for two of the outstanding editors, H. W. 
Gruhle and W, Mayer-Gross, and a contrib- 
utor, K. Conrad, to have passed away. 

The general goal of this volume, as well 
as those published earlier, is a synthesis. of 
the psychiatric research of different countries, 
in direct contrast to our American Handbook 
of Psychiatry(1). 
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Each of the seven contributions appi 
be like a separate book and can—and sho 
be read separately. Of special interest to 
American psychiatrist—and fairly uniq 
psychiatric literature—is the inclusion of 
pages in English. This contribution is a 
by Professor Joel Elkes (Johns Hopkins 
pital) titled *Behavioral Pharmacology in 
lation to Psychiatry." 

The other contributions deal with psych 
genetics (Dr. Erik Strómgren, Denmark), 
constitution (the late Klaus Conrad of G 
tingen), functional neuroanatomy and psyc 
atry (Rolf Hassler, Frankfurt), neuropatholo 
and psychiatry (Gerd Peters, Munich), ne 
physiology and psychiatry (Richard Jung, 
burg), and conditioned reactions, 
hypotheses (Lerntheorien), 
(Johannes C. Brengelmann, Munich). 

Some of the contributors’ bibliographies | 
exhaustive, often comprising as many as 
pages in small, single-spaced lines. (The ti 
moreover, are printed continuously on © 
same line, causing the reader extreme 
fatigue when he looks up a particular t 
However, all the contributors have taken 
the Weltliteratur (a term coined by Goethe); 

Following are just a few of the highligh 
In his paper on neurophysiology (the lo 
paper in the book, consisting of nearly 5 
pages) Dr. Jung deals extensively with the 
EEG and concludes that it can be of diagnos! 
help to the clinician only rarely. Dr. Elk 
States that "even one biased and unrel 
Observer can undo the work of a carefu 
organized group" and that, therefore, 
selection of observers lies at the very CO 
of any drug trial.” Dr. Brengelmann stre 
the importance of five methods in dealing 
research in intensive personality: exercise, 
of exposure (as a fundamental influence" 
the validity of a personality), difficulty ( 
patients to learn, to perceive), ambiguity: s 
feeling of confidence correlates negatively: 
Part and positively in part), and change 
stimulation (Reizwechsel Ne } 

Dr. Peters’ paper constitutes a sig 
contribution to geriatric psychiatry, a field 
is largely still in its infancy here and ab! 
Dr. Hassler, speaking about the fo 
reticularis, states that various and con 
functions can be deduced “more or less 
the formatio reticularis as a totality. Dr. 
Tad feels that Kretschmer's fundamental 
ings about constitution and the relati 
between body type and psychosis “is true 
than ever today.” If research in constitu 
Psychiatry has not led’ to as fruitful 
as were hoped for 40 years ago, this i 
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because of “certain mistakes in constitutional 
construction which still cling to present-day 
body-typologists.” Dr. Strómgren's contribution 
on genetics, which opens the volume, examines 
the literature of various diseases, such as 
Oligophrenie (dominant, recessive, and other 
forms of retardation), organicity of the brain, 
senile and involutional psychoses, epilepsy, 
manic-depressive psychoses, schizophrenia, and 
psychopathy—all brought up to date to 1966. 

In view of the numerous current research 
efforts in all parts of the world, it was to 
be expected that this book and the preceding 
volumes should be a labor destined to be 
short-lived. In fact, some material published 
in preceding volumes is already dated. However, 
these volumes stand as milestones of erudition, 
scholarship, and encyclopedic knowledge and 
deserve our unreserved admiration, particularly 
if it is appreciated that each specialist (and 
we are a generation of specialists) seems 
equally at home in other “specialties.” The 
American clinician will find gold mines of 
source material assembled here, including 
Americana difficult to find in our own literature. 


The reference is: 


1. Arieti, S., ed.: American Handbook of Psy- 
chiatry. New York: Basic Books, 1959, 1966. 


Hans A. ILLING, Ph.D. 
Lynwood, Calif. 


PsycHoPHARMACOLOGY: DIMENSIONS AND Per- 
SPECTIVES. Edited by C. R. B. Joyce. Phila- 
foie J. B. Lippincott Co., 1968, 393 pp., 

10. 


In general, reviewing a multi-author book 
Makes about as much sense as reviewing an 
Issue of a journal, wherein the whole is vague- 
ly tied together by a common area of interest. 

f late, we have been inundated with non- 

books that are the offspring of the tape 
Tecorder cross-sterilized by the one-day sympo- 
Slum. Until recently the only legitimate multi- 
author volumes were works of encyclopedic 
intent where each lengthy article provided a 
Comprehensive technical review, only possible 
to an expert in each area. 
, However, the avowed purpose of this book 
55 somewhat different. The editor intends that 
each contributor describe his own subject for 
the “man in the next laboratory”: his special 
competence, his techniques, and the field's 
Major findings relevant to psychopharmacol- 
Ogy. In other words, this book lies somewhere 
tween a sampler and a handbook. 
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The editor’s goal has been achieved with 
varying accuracy. The first two chapters, “Ba- 
sic Pharmacological Principles’ and “Basic 
Psychological Principles,” are attempts to con- 
struct miniature textbooks within the space of 
20 to 30 pages. Not surprisingly, these chap- 
ters fail in their overambitious goals. 

The chapter on “Principles of Animal Ex- 
perimentation in Psychopharmacology” ad- 
mirably fulfills the sampler goal in an illumi- 
nating and cautious fashion. The chapters on 
“Hallucinogens,” “Psychological Factors in 
Controlled Evaluation of Therapy,” and “So- 
cial and Epidemiological Aspects of Psycho- 
pharmacology” all informatively fall within 
the sampler model. The last chapter mentioned 
is almost entirely restricted to social aspects 
of drugs of abuse. 

"Basic Neuroanatomical Methods" is a 
technical review of new and advanced methods 
that may illuminate the relationship of the 
neuroanatomical aspects of brain function to 
drug action. It presents methods not usually 
referred to in the standard psychopharmaco- 
logical literature and therefore is broadening. 

“Psychopharmacology: Some Historical 
Considerations" could well be the initial chap- 
ter of a textbook. However, the emphasis is 
heavily on anecdote and does not afford any 
detailed insight into the historical impact of 
psychopharmacology on psychiatric theory 
and treatment practice. 

The short chapter on “Psychopharmacologi- 
cal Problems in Antidepressive Drug Therapy” 
is the only one with specific clinical reference. 

The chapters on “Ethology and Psycho- 
pharmacology” and “What is Pain? A Scien- 
tific Approach to Questions of Psychophar- 
macological Language” respectively represent 
special pleas for the relevance of ethology and 
structural linguistics to the study of psycho- 
pharmacology. Although this reviewer is in 
sympathy with both of these viewpoints, these 
chapters do not make a convincing case, but 
they may stimulate further readings in these 
complex areas. 

Finally, the chapter “Undernutrition and 
the Developing Brain,” although quite interest- 
ing from the viewpoint of general psychiatry, 
has no relevance to the central topic of psycho- 
pharmacology. 

Certain topics were conspicuously absent. 
In particular, studies of the anti-psychotic and 
“minor tranquilizer” drugs, which make up 
the bulk of present-day psychopharmacological 
investigations, are hardly mentioned. There is 
no discussion of either indole or catechola- 
mine biochemistry, membrane theory, or prob- 
lems in the statistical analysis of behavioral 
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data. Also, the entire area relating psycho- 
pharmacological findings to our grasp of psy- 
chopathology is almost entirely ignored. 

To sum up, this book fulfills some of the 
possibilities for a sampler that would be stim- 
ulating to members of the various disciplines 
involved with psychopharmacology. It is not a 
book for clinicians or students. 


Donatp F. KLEIN, M.D. 
Glen Oaks, N. Y. 


ENcvcLoPEDiA or PsycHoanatysis. Edited by 
Ludwig Eidelberg, M.D. New York: The 
Free Press (Macmillan Co.), 1968, 519 pp., 
$27.50. 


This formidable work has been prepared by 
ten associate editors and seven assistant editors 
under the leadership of Dr. Eidelberg. They 
are to be congratulated for their courage and 
scholarship in undertaking this comprehensive 
survey of psychoanalysis. In general they have 
fulfilled their mission well, but there are several 
omissions and inconsistencies that could be 
corrected in a subsequent edition of the book. 
Otherwise, the reader might receive a distorted 
view of the field. 

The editor has stated that clarification of 
terms is the major goal of this volume: “Tt is 
Our belief that the proper delineation of psy- 
choanalytic terminology will markedly decrease 
the misunderstandings that presently exist, mis- 
conceptions which seriously complicate the ac- 
tivity of those who report what they discover, 
criticize what they are taught, and examine 
the data they receive from their colleagues.” 

The 643 entries, beginning with “Karl Abra- 
ham” and ending with "Writer's Cramp,” in- 
clude most of the terms and concepts that 
have appeared in the writings of Freud and 
his immediate co-workers. It is not clear what 
criteria were used for the inclusion or exclusion 
of terms and concepts proposed by other con- 
tributors in the field of Psychoanalysis during 
the past four decades. This apparent parochial- 
ism raises the query: “What is Psychoanalysis?” 

According to the editor, Psychoanalysis is 
not a religion and Freud is not considered its 

prophet (prologue, PP. Xv, xvi). Freud might 
have found the necessity for such disclaimers 
a bit unsettling, In defining the book's frame 
of reference the editor has also stated: *Our 
institutes and societies must learn to navigate 
cautiously between the shoals of strict and 
dogmatic adherence to whatever Freud discov- 
ered and the shallow waters of the so-called 
eclectics." 
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Ernest Jones, in his 1928 volume Ps 
Analysis(1), gave his definitions of that 
“The word ‘psychoanalysis’ is used to 
three things. . . : a special method of . . 
ment devised by . . . Freud; a special 
for investigating the deeper layers of the 
- .. (and) the province of knowledge 
has been won through the exercise of # 
method. .. .” 

A volume that appears six decades aff 
innovation of Freud’s series of dynamic 
and 30 years after his death should in 
important contributions written by those 
gaged in the field of psychoanalysis. 
Fenichel wrote a masterly and comprehe 
survey of psychoanalysis in 1945. It was 
hoped that Eidelberg’s encyclopedia could 
vide a similarly inclusive reference wot 
1968. Unfortunately, this is not so, altho 
he leans heavily on Fenichel’s volume 
coverage of the earlier literature. 

For example, there are no references 
publications of Clara Thompson, Harry 
Sullivan, or Sandor Rado after 1933. 
analysts as Clarence P. Oberndorf, Al 
Kardiner, David M. Levy, and Otto A. Wi 
mention a few, have not been included, 
are 11 entries on “Ego,” but “Ego Psychol 
as a specific item is not present. Alth 
there are many references to the writin 
Hartmann and others on ego psychology, 
are sprinkled among many entries, Simil 
there is no entry on “Identity,” and the wor 
of Erik H. Erikson is also diffusely represent 
The question of accuracy arises when 
notes that “Bronchial Asthma" carries no 
erence to French and Alexander, and Ju 
not mentioned under the heading "Colle 
Unconscious." 

Space limitations in such a volume dei 
à very critical selection of content. One 
invoke this issue to justify some of the 
sions. However, there are several space-oct 


Psychoanalysis (e.g., “Drugs,” "Paresis") 
addition, one can question the value of i 
ing such precious listings as “Parapathy, 
thognomy," “Positive Tropism,” and *Polyc 
Complex." 

The volume devotes significant space t 
graphical sketches of Freud, Ferenczi, 
Abraham. Lorand, in writing about Fel 
in this book, has noted that he was sec 
Freud in offering valuable and original i 
to psychoanalysis. Interestingly enougl 
1,500-item bibliography contains only 2 
erences to Ferenczi's work (vs. 67 in Feni 
volume), while there are 30 for Eidelberg í 
33 for Abraham. 
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The idea of Eidelberg's encyclopedia has 
great merit, The implementation of such an 
idea is a challenge. The efforts to meet this 
challenge are laudable. Some of the deficiencies 
mentioned may be improved when a revised 
edition is published. 


The reference is: 


1. Jones, E.: Psycho-Analysis. London: Ernest 


Benn, 1928. 


JAMES P. CATTELL, M.D. 
New York, N. Y. 


UNDERSTANDING AND PREVENTING SuiciDE, By 
Calista V. Leonard, Ph.D. Springfield, Ill.: 
Charles C Thomas, 1967, 330 pp., $11.50. 


This book aims at simplicity and didactic 
certainty in an area notably complex and 
controversial. The result is a primer that can 
safely be ignored by psychiatrists and other 
physicians, The question is: Should it be 
recommended as introductory reading for non- 
medical professionals (e.g., educators, attor- 
neys, police officers) and interested nonpro- 
fessionals? 

Dr. Leonard states that there are three 
suicidal types: the “dependent-dissatisfied,” the 
“satisfied symbiotic,” and the “unaccepting.” 
These types represent deeply entrenched per- 
sonality patterns that cut across other diagnostic 
labels. People develop into these deviant per- 
Sonality types because of failure to master 
the individuation phase of development be- 
tween the ages of approximately 12 months 
to three years, 

According to Dr. Leonard, normal persons 
do not kill themselves under any circumstances. 
People of these suicidal personality types 
actually commit suicide when confronted by 
Certain Specific situational stresses. For the 
“dependent-dissatisfied” the trigger for suicide 
ìs loss of all his resources. For the “satisfied 
symbiotic” the trigger is the loss or threat 
of loss of the loved one. For the “unaccepting” 
the trigger is a threat to his rigid self-concept 
as independent, superior, and achieving. 

To this reviewer the concept of suicidal 
types has merit, Suicide victims vary greatly 
in age, social role, life style, motivation, and 
Situational stress, The typology of this book 
Was developed and published by a team led 
by Drs. Norman L. Farberow and Edwin S. 
Shneidman, who investigated charts of hos- 
Pitalized Veterans Administration patients who 
Committed suicide(1, 2). Essentially the three 
Suicidal types were people who developed re- 
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action patterns to the dependency status in- 
herent in hospitalization. 

Continuing attempts by the investigators to 
apply the typology to other cases in other 
settings illuminated the role of dependency in 
suicide and suicide prevention, but it failed 
to substantiate the concept of three character 
types or life styles. Most suicidal patients 
showed mixtures of dependency reactions with 
changes in patterns over time. 

For this book Dr. Leonard, who was a 
research assistant with Farberow and Shneid- 
man, has omitted the ambiguities, complexities, 
and reservations of the original scientific re- 
ports. She has contributed and reiterated her 
own version of developmental theory (that 
suicidal disposition has its source in specific 
adaptive failures in early childhood) with no 
offer of evidence. Some readers will feel this 
gives them more understanding of suicide, but 
other readers will be unaccepting. 

From the viewpoint of suicide prevention 
the book contains simple suggestions for ra- 
tional approaches to suicidal persons. Nurses 
and hospital aides may find some useful 
recommendations for managing dependency re- 
actions of patients. For high-school and college 
students this book is a nontechnical introduc- 
tion to an important human problem. Thought- 
ful editing would have deleted much redundant 
theoretical material and made the book more 
readable. 


The references are: 


1. Farberow, N. L., Shneidman, E. S, and 
Leonard, C. V.: Suicide Among General Medi- 
cal and Surgical Hospital Patients with Malig- 
nant Neoplasms, Med, Bull. Veterans Admin, 
9:1-11, 1963. 

2. Shneidman, E. S., Farberow, N. L., and Leon- 
ard, C. V.: Suicide: Evaluation and Treatment 
of Suicidal Risk Among Schizophrenic Pa- 
tients in Psychiatric Hospitals, Med. Bull. 
Veterans Admin. 8:11 p, 1962. 


RonERT E. Litman, M.D. 
Los Angeles, Calif. 


Essays IN Scuizopnrenta. By Bernard H. Shul- 
man, M.D. Baltimore: Williams & Wilkins 
Co., 1968, 192 pp., $8.75. 


In this book of almost 200 pages, the author 
presents his concepts of the psychology of 
schizophrenia, emphasizing the psychothera- 
peutic handling of individuals with this dis- 
order. One cannot quarrel with most of these 
concepts, which are drawn from the writings 
of Sullivan, Lidz, Jackson, and other well 
known authors in the field as well as from the 
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author’s own clinical observations. The con- 
cepts are axiomatic: Schizophrenia represents 
or results from faulty interpersonal behavioral 
patterns derived from childhood relationships. 
Psychotherapy depends upon forming a thera- 
peutic relationship in which these patterns are 
altered. The author does show some sensitivity, 
and it is evident he himself has succeeded in 
forming therapeutic relationships with individ- 
ual patients, principally, one gathers, as a 
clinical director of a hospital service. 

This reviewer was put off, however, by the 
author’s attitude. Shulman’s chief contention 
is that much of what has been written about 
schizophrenia is irrelevant for the therapist 
because it does not focus upon the individual's 
“underlying view of himself and the world.” 
It is the individual's “convictions” about him- 
self and the world that are “schizophren- 
ogenic.” “What one believes will help determine 
his behavior in the world.” Having arrived at 
this conclusion, the author in these essays then 
attempts to fill what he sees as the gap in the 
literature by describing the faulty convictions 
commonly held by the schizophrenic and the 
psychotherapeutic means to change them, These 
convictions include the belief that he has no 
place in the world, that he must achieve some 
special state or position, that any defeat is a 
major threat, and the belief that common sense, 
social participation, and acceptance of the rules 
of life interfere with his movement toward his 
chosen goal. 

This reviewer agrees that these “convictions” 
are common in schizophrenics and are basic 
to a therapeutic approach. The author, how- 
ever, carries the matter too far. He keeps 
referring to the schizophrenic’s “decisions”: his 
decision to reject common sense, his decision 
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to become psychotic. He describes schizo- 
phrenics as playing a game of pretense until 
they “succeed” in “reaching the back ward of 
a state hospital where they are relatively free 
of the onerous demands of life.” Thus the 
schizophrenic emerges as a kind of malingerer 
who uses his psychosis as a means of fooling 
society in order to gain his goals. 

It follows that psychotherapy must be at- 
tuned accordingly. The author says that gentle- 
ness and dignity must be used. The patient 
must be confronted with his scheming and led 
to change his ways. If he does not change, 
however, more drastic means must be em- 
ployed. Insulin, electroshock, and withdrawal 
of ward privileges and permission to have 
visitors must be used to “distract” him from 
his fictions and persuade him to decide to get 
well. The author says that the most common 
error made in treating schizophrenics is not 
to set limits. Disruptive behavior is never good 
for the patient and must be controlled. All of 
this impressed the reviewer as overly punitive 
and attributing to schizophrenics more con- 
scious control of their behavior and their 
"convictions" than most of them possess. The 
clinical case examples presented often appeared 
unconvincing to the reviewer, particularly those 
presented as quotations of verbatim statements. 

Perhaps the author's emphasis on the con- 
scious volition and the interpersonal meaning 
of a schizophrenic’s symptoms and behavior 
would be of value to some readers. This re- 
viewer, however, does not recommend the 
book with much enthusiasm. 


Jonn W. APPEL, M.D. 
Philadelphia, Pa. 
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Briefer Notice 


Briefer notice does not imply a judgment; 
it simply means that the reviewers have eval- 
uated the books in fewer words than in the 
previous section. 


Inpucep Dreams. By Paul Sacerdote, M.D., 
Ph.D. New York: Vantage Press, 1967, 172 
pp., $4. 


This short monograph is a valuable contri- 
bution to current changing concepts of the 
nature, function, and therapeutic value of 
dreaming. The author presents his data largely 
in the form of clinical anecdotes supported by 
fairly extensive transcripts of reports given by 
patients of their dream experiences in hypnosis. 
There are a few transcripts of reports given in 
hypnosis or conscious wakefulness of dreams 
alleged to have occurred during natural sleep. 

The clinical novelty in the author's presen- 
tation is his experience with and his advocacy 
of the use of repeated suggested dream ex- 
periences in hypnosis as a therapeutic instru- 
ment in its own right rather than as a source 
of "raw material" for the therapeutic exploita- 
tion of "free association." There is also an 
anecdotal account of what has evidently been 
a rich and rewarding experience: with his 
technique and of his many and often creative 
insights and speculations about it. 

In addition Sacerdote attempts to present 
systematically (although not exhaustively) his 
interpretation of the literature on the place of 
dreams in psychoanalysis and psychotherapy. 
In this, and to an even greater extent in his 
discussion of the literature on dreaming in 
sleep and hypnosis as studied by psychophysio- 
logical monitoring techniques, he is less suc- 
cessful than in other parts of the book. Here 
the organization of the material is somewhat 
inadequate, and the logical analysis is often 
incomplete and occasionally faulty. But in 
spite of some inadequacies of organization and 
what appear to be misinterpretations of pub- 
lished data, even this portion of the book is 
stimulating and worthy of critical evaluation. 

While in all probability no reader will find 
all of the book acceptable or interesting, and 


'everyone will find some of it infuriating, it 


would be surprising if there were not great 
differences in the reactions of competent read- 
ers. 

This short monograph is not intended as an 
exhaustive scholarly review of the problem 
with which it deals, but it is unfortunate that 
those sections dealing with the relevance of 
the published work of others are not more 
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systematically presented. Nevertheless, the 
book is recommended as "food for thought" 
for all those who are interested in the clinical 
and experimental aspects of dreaming or hyp- 
nosis. 


ARTHUR SHAPIRO, M.D. 
Brooklyn, N. Y. 


DEATH AND Contemporary Man. By Carl G. 
Carlozzi, Grand Rapids, Mich.: William 
B. Eerdmans Publishing Co., 1968, 79 pp., 
$1.45 (paper). 


This short monograph, written for the 
pastoral counselor, may also prove of interest 
to the psychiatrist working with the dying 
patient, if for no other reason than to show 
him how a man of the cloth thinks about 
and deals with the terminal patient and his 
family. The author is an assistant minister 
at Saint James Episcopal Church, Upper Mont- 
clair, N. J., who took at least part of his 
training in pastoral counseling at the Mas- 
sachusetts General Hospital in Boston. 

The book is divided into five clear and 
tersely written chapters that cover "Death and 
Contemporary Man,” “The Terminal Patient,” 
“The Family in the Terminal Setting,” “The 
Pastor’s Terminal Ministry,” and “The Phy- 
sician’s Terminal Ministry.” According to the 
Reverend Mr. Carlozzi, 


The aim of this book is to examine and 
to understand the behavior and attitudes 
of those who are faced with the imminence 
of death, whether this be their own or 
that of someone close to them; the aim 
is also to comprehend better the interrelated 
needs of patient, family, pastor, and phy- 
sician in a situation where death appears 
inevitable. 


The author has a sophisticated and deep 
understanding of the dynamics of grief, the 
role of guilt and ambivalence in both the 
dying patient and his family, and the ubiquity 
of denial. He describes the "ecclesiastical de- 
fense syndrome" by which "the pastor uses 
his ordination as a shield to ward off any 
and all blows to his ego and feeling of self- 
worth." The author's point is well taken. This 
"defense syndrome" is not unlike similar 
mechanisms used by the physician. 

From a medical and psychiatric viewpoint 
the major drawback of this book is its 
sectarianism, but one can hardly hold that 
against the author. Nor does the reviewer 
agree that "the [dying] patient's inmost feelings, 
frustrations, and problems of conscience" be 
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left with the ministry, as “the physician 
neither has the time to delve into these matters 
nor is he professionally obligated to do so 
unless he so desires.” 


Harry S. ABRAM, M.D. 
Charlottesville, Va. 


Mo.ecunar Basis or Some Aspects OF MEN- 
TAL Activity, vol. 1, vol. 2. Proceedings 
of a NATO Advanced Study Institute Held 
at Drammen, Norway, 1965. Edited by Otto 
Walaas. New York: Academic Press, 1966, 
1967; 450 pp., 487 pp.; $19.50, $21.50. 


These two volumes contain the papers from 
a symposium on the molecular basis of mental 
activity. They are impressive. NATO's support 
and the participation of people from all over 
the world contributed to the conference's mul- 
tidisciplinary approach. The volumes should 
make people working in various fields aware 
of what is happening in related but relatively 
unknown fields. 

The major value of such conferences is that 
Obtained by the participants themselves, al- 
though the actual volumes in this case make a 
very important reference tool. The first volume 
deals almost entirely with fundamental prob- 
lems related to central nervous system activity; 
that activity is discussed on a molecular basis. 
As in any symposium, there is considerable 
unevenness in the chapters; however, in every 
case there seem to be enough new ideas pre- 
sented to make all the chapters well worth 
reading, even without detailed study. The sec- 
ond volume tends to be more specific, dealing 
with the mechanism of action of psychotropic 
drugs, copper metabolism, and the relation of 
biochemistry to psychotic behavior. 

The section on the schizophrenias is espe- 
cially impressive, giving an excellent summary 
of most of the important work of the period. 
As with any rapidly changing field, however, 
new data are being added all the time. The 
summary by Derek Richter is well worth read- 
ing by anyone with even a cursory interest in 
mental activity. 

The volumes have been well printed with 
a minimum of typographical errors. The refer- 
ence scheme is easy to follow, although I 
deplore the lack of complete titles in-the refer- 
ences. These are two volumes that the serious 
research worker in the field will keep on his 
desk and expect to use often for reference. 
They are not for the undergraduate and per- 
haps not even for the graduate student, but 
they certainly are necessary books for anyone 
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doing active research in the field of mental 
activities. 


WILLIAMINA A. HiMWICH, Ph.D. 
Galesburg, Ill. 


HowicipE IN THE UNrrED STATES, 1950-1964. 
By the National Center for Health Statis- 
tics. Vital and Health Statistics Series. Pub- 
lic Health Service publication no. 1000, 
series 20, no. 6, 1967, 34 pp., 30¢. 


This new report from the National Center 
for Health Statistics presents trends of mor- 
tality from homicide by age, sex, and color for 
the years 1950 through 1964, and for the 
three years 1959-61 by marital status, nativ- 
ity, and geographic area. 

The data indicate that homicide occurred 
most frequently among adults aged 25-44. 
While homicide differed by both color and 
sex, the color differential was greater. The 
nonwhite population, which comprises 11 per- 
cent of the total population, accounts for about 
the same percentage of deaths from all causes 
but for over 50 percent of all homicides for the 
years studied. The rate for males was more 
than three times that for females at ages 15-64. 
Data for 1959-61 indicate that the highest 
rates of homicide were in the South; and, by 
marital status, the age-adjusted homicide rate 
was highest for divorced and lowest for mar- 
ried persons. 


Surcmk IN THE Unitep SrATES, 1950-1964. 
By the National Center for Health Statis- 
tics. Vital and Health Statistics Series. Pub- 
lic Health Service publication no. 1000, 
series 20, no. 5, 1967, 34 pp., 30¢. 


Detailed statistics in this new pamphlet show 
trends for suicide by age, color, and sex for the 
15-year period 1950-64. Three-year average 
suicide rates are given for the total United 
States, for geographic divisions, for each state, 
and for metropolitan and nonmetropolitan 
counties, by age, color, and sex. Age-ad- 
justed suicide rates are given for two three-year 
average periods for the total United States, 
geographic divisions, and each state, by color 
and sex. 

Although analysis of the means of injury 
for committing suicide shows change over the 
years, suicide by firearms and explosives con- 
sistently ranked far above all others. Hanging 
and strangulation ranked second. While the 
means of committing suicide differed by color 
and by sex, the sex differential was greater. 
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In general, the findings indicate that during 
the 15-year period studied, suicide rates in- 
creased with age at least until the 65-74-year 
age group. Males committed suicide much 
more frequently than females and white per- 
sons more frequently than nonwhites. 


CHANGING THE FAMILY. By Warren M. Brodey, 
M.D. New York: Clarkson N. Potter, 1968, 
160 pp., $6. 


This short book expresses vividly the au- 
thor's sensitivity to the nuances of the rela- 
tionships of the families he treats. In the 
initial chapters he describes his contact with 
various families, which he typifies according 
to the characterologic type of the most dom- 
inant member—the "quiet," "severe," and 
"mace," for example. His acknowledgments 
list 49 people, from Ionesco to Anna Freud, 
Korzybski to Fromm Reichmann, Beckett and 
Cummings to McLuhan and Fuller, as well 
as the National Aeronautics and Space Ad- 
ministration, Massachusetts Institute of Tech- 
nology, NIMH, the Office of Economic Op- 
portunity, and his patients. From such a listing 
the reader expects an abundance of riches, 
but unfortunately he is disappointed, except 
for the brief clinical material. 

The writing is metaphorical throughout, and 
it distracts the reader: "But the child who 
slips and skids out of the metronome's reach 
and is called delinquent will soon stop coming 


Books Received 
The following books have been received; 
the courtesy of the sender, is acknowledged by 
this listing. Books of particular interest to the 
readers of this jurnal will be reviewed as 
space permits. 

Tur INTERPERSONAL THEORY OF PSYCHIATRY 
(1953). By Harry Stack Sullivan, M.D. 
New York: W. W. Norton & Co., 1968, 
xviii + 384 pp., $2.95 (paper). 

Law, LIBERTY, AND PSYCHIATRY (1963). By 
Thomas S. Szasz, M.D. New York: Collier 
Books (Macmillan Co.), 1968, 265 pp., 
$2.45 (paper). 

BELIEF or THE STRANGER. By Mathew Tenon. 
New York: A. S. Barnes & Co., 1968, 113 
pp., $4. 

Truancy. By Maurice J. Tyerman. London: 
University of London Press, 1968, 124 pp., 
25s. 
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or prevent therapy if the therapist is caught 
in the rhythmic pacing and thereby cannot 
understand the child’s need to make his own 
music” (p. 71). 

Dr. Brodey proceeds to theory in the chap- 
ters on “The Ingredients of Family,” “Infor- 
mation Exchange,” and “Contact,” but he 
presents little that is new, innovative, or original 
in family research or research on growth and 
development, His attempt to “weave” a new 
net of theory is not successful. He uses 
communication theory metaphorically rather 
than giving a clear delineation of clinical fact 
so that hypotheses elaborating theory may be 
considered. A chapter on “Sickening Intensi- 
ties” deals with psychopathology and demon- 
strates how parental communication that does 
not use adequate information exchange or con- 
tact produces the patients we so frequently 
observe in our offices. 

The book offers little to expand the knowl- 
edge of the serious student of the family, 
family therapy, or family research. It presents 
little to enlarge the scope of therapeutic man- 
agement or inspire further exploration. It does 
not clear the “mud puddle,” as the author 
proposes. For the lay reader it offers neither 
pause nor refreshment “in finding a way his 
own family can become refreshed," as the 
author promises. 


InviNG PuiLiPs, M.D. 
San Francisco, Calif. 


Psycutatry ron Lawyers. By Andrew S. Wat- 
son, M.D. New York: International Uni- 
versities Press, 1968, 320 pp., $10. 


Eco PSYCHOLOGY AND PSYCHIATRIC TREATMENT 
PrANNING. By Harvey J. Widroe, M.D. New 
York: Appleton-Century-Crofts (Meredith 
Corp.), 1968, 195 pp., $6.95. 


PREVENTION or Suicipe. By the World Health 
Organization. Public Health Paper no. 35. 
Irvington-on-Hudson, N. Y.: Columbia 
University Press (U. S. distributor), 1968, 
84 pp., $1.25 (paper). 


PRINCIPLES FOR THE CLINICAL EVALUATION OF 
Dnvcs. By the World Health Organization. 
WHO Technical Report no. 403. New 
York: American Public Health Association 
(U. S. distributor), 1968, 32 pp., $1 
(paper). 
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This Month’s Reviewers 


VAN BUREN O. HAMMETT, M.D., is professor and chairman, department of psychiatry, 
Hahnemann Medical College, Philadelphia, Pa. 


SAMUEL B. Happen, M.D., was formerly with the University of Pennsylvania School 
of Medicine, Philadelphia, Pa. He is now retired. 


JAMES G. DELANO, M.D., is a consultant, section of child and adolescent psychiatry, 
Mayo Clinic, Rochester, Minn. 


HiLpE Bruca, M.D., is professor of psychiatry, Baylor University College of Medicine, 
Houston, Tex. 


J. MARTIN Myers, M.D., is medical director, Institute of the Pennsylvania Hospital, 
Philadelphia, Pa. 


CARL BiNGER, M.D., is honorary psychiatric consultant, Harvard University Health 
Services, Cambridge, Mass. 


FELIX F. Logs, JR., M.D., is clinical associate professor of psychiatry, Western Psy- 
chiatric Institute and Clinic and University of Pittsburgh School of Medicine, Pittsburgh, 
Pa. 


HANS A. ILLING, PH.D., is a consultant, Parole Outpatient Clinic, Los Angeles, and is th 
with the Hacker Clinic, Lynwood, Calif. 


Donap F. KLEIN, M.D., is director of research, Hillside Hospital, Glen Oaks, N. Y. 
JAMES P. CATTELL, M.D., is director of psychiatry, Jewish Memorial Hospital, New 
York, N. Y. 


Calif. 


Rosert E. Litman, M.D., is chief psychiatrist, Suicide Prevention Center, Los Angeles, 

Joun W. APPEL, M.D., is senior attending psychiatrist, Institute of the Pennsylvania 
Hospital, and clinical associate professor of psychiatry, University of Pennsylvania 
School of Medicine, Philadelphia, Pa. 


ARTHUR SHAPIRO, M.D., is professor, psychophysiology lab i- P 
Bien EIAS psychophy: gy laboratory, Downstate Medi 


Harry S. Abram, M.D., is associate professor of psychiatry, University of Virginia 
School of Medicine, Charlottesville, Va. i " c Wi 


WILLIAMINA A. HIMWICH, Pu.D., is with the Thudichum Psychiatric Research Labora- 
tory, Galesburg, Ill. 


IRvING Parures, M.D., is associate clinical i 
4 HILIPs, M.D., i professor of psychiatry, department of psy- 
chiatry, University of California School of Medicine, San B n Calif. m: z 


5. 
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OFFICIAL ACTIONS 


1969 Annual Meeting 
Preliminary Program 


Following is the preliminary program and other information related to the APA annual meet- 
ing, which will be held in Miami, Fla., May 5-9, 1969. The information here is what was avail- 
able as of mid-January, 1969, but is subject to additions and changes. Included are: Registration 
and Related Information, the Scientific Program (including a chart of daily events), and an 
Author Index. An official program booklet containing additional information such as the names 
of officers of sessions and of discussants, as well as room numbers, will be distributed in Miami at 


the time of registration. 


Registration and Related Information 


Registration 


All registration will take place in the lobby of 
the Americana Hotel. The registration desk will 
be open: 

Sunday, May 4, 1:00 to 5:00 p.m. 

Monday through Thursday, May 5-8, 8:00 
a.m. to 5:00 p.m. 

Friday, May 9, 8:00 a.m. to 2:30 p.m. 

Those who plan to register on Monday should 
go directly to the opening session and register 
afterwards. (Badges are not required for the 
opening session.) 

A registration fee of $10 per day, or $40 for 
two or more days, is required from all non- 
members with the exception of those presenting 
papers, those formally invited to participate in 
breakfast seminars and evening panels, and the 
families of members of the American Psychi- 
atric Association. The fee covers admission 
to the sessions, a badge, and a copy of the pro- 
gram; the badge is a ticket of admission to all 
meetings with the exception of the business 
session of the Association, to which ,nonmem- 
bers will not be admitted. A registration fee of 
$1 is required for one or more days' attendance 
from students, interns, residents, chaplains, nurs- 
ing students, and students in other mental health 
professions and their wives or other relatives. 

Scientific sessions will be held in the Ameri- 
cana and Balmoral Hotels. 


Breakfast Seminars 


The breakfast seminars will be held in the 
Americana and Balmoral Hotels on Tuesday, 
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Wednesday, Thursday, and Friday mornings 
at 7:30 a.m. There will be no charge for ad- 
mission. 


Evening Panels 


The evening panels will be held in the Ameri- 
cana and Balmoral Hotels on Tuesday and 
Thursday evenings at 8:00 p.m. Tickets, at $1 
each, will be sold at the registration desk in the 
lobby only and will not be available at the door. 


Refresher Courses 


There will be a refresher course in Behavior 
Therapy on Thursday morning and afternoon, 
May 8. An admission fee of $5 will cover both 
morning and afternoon sessions. 

A refresher course in Psychopharmacology 
will be presented Friday morning and after- 
noon, May 9. An admission fee of $5 will cover 
both sessions. 


Scientific Proceedings 


The Scientific Proceedings in Summary Form 
of the 1969 annual meeting will be available at 
the registration area throughout the meeting at 
$4 a copy. 


Annual Banquet and Dance 


The annual banquet and dance will be held 
on Wednesday, May 7, at 7:30 p.m. as a Calyp- 
so Poolside Buffet in the Americana Hotel. 
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Tickets, at $15 a person, may be purchased in 
the registration area; they must be purchased 
before 10:30 a.m., Tuesday, May 6. No refunds 
will be available after this time. Tables of no 
more than ten can be reserved. Advance reser- 
vation coupons are available in the foldout in 
the February and March Journals and in the 
supplement to the February issue of Psychiatric 
News. 

There will be a Jamaican dutch treat cocktail 
party in the Starlight Patio of the Americana 
Hotel from 5:30 to 7:30 p.m. preceding the 
banquet. 


Arts and Humanities 


The Arts and Humanities Session will be 
held Tuesday night, May 6, at 8:00 p.m. in the 
Ballroom of the Americana Hotel. “The De- 
velopment of Music in Contemporary America 
from Its Root Sources” will be presented by the 
University of Miami School of Music Sym- 
phony Orchestra and the Singing Hurricanes, 
directed by Dr. Frederick Fennell, chairman 
of the department of applied music. Stan Ken- 
ton will be narrator. 


Closed-Circuit Television 


For the fourth year a closed-circuit television 
program will be broadcast Monday through 
Thursday during hours when the regular sci- 
entific program is not in session: 7:00-8:45 
a.m., 5:15-7:15 p.m., and 10:15-midnight. The 
program will feature a wide variety of panels 
and discussions on topics of high current inter- 
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est, interviews with distinguished guests, films, 
demonstrations, and news and announcements. 
The program will be broadcast from a studio 
in the Balmoral Hotel to hotel rooms in all of 
the major hotels where members will stay. 


Journal Office 


The office of the American Journal of Psy- 
chiatry will be room 201, Americana Hotel. 
The office will be open from 9:00 a.m. to 5:30 
p.m. Monday through Thursday, and from 
9:00 a.m. to 6:00 p.m. on Friday. 

Authors of numbered papers are reminded 
that all such papers are the property of the 
American Journal of Psychiatry. Permission 
must be secured from the editor, Francis J. 
Braceland, M.D., before a paper may be pub- 
lished elsewhere. 


Staff Office 
The staff office will be rooms 202 and 203, 
Americana Hotel. 


Press Rooms 


The press rooms will be the Yucatan, Aztec, 
and conference rooms 2 and 3, Americana 
Hotel. 


Exhibits 

Technical and scientific exhibits will be lo- 
cated in the exhibit hall on the lower level of 
the Americana Hotel. They will be open Mon- 
day through Thursday, 8:30 a.m. to 5:15 p.m. 
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The Scientific Program 


OFFICIAL OPENING 
. MONDAY, MAY 5, 9:00 A.M. 


CALL TO ORDER 
Lawrence C. Kolb, M.D. (F),! president 


INVOCATION 
Rev. Luther C. Pierce, pastor, Union Congregational Church, Hallandale, Fla. 


OFFICIAL GREETINGS 
The Hon. Chuck Hall, mayor, Metro-Dade County, Florida 


INTRODUCTION OF OFFICERS OF THE DUTCH PSYCHIATRIC ASSOCIATION 
OPENING OF JoINT SESSION 


INTRODUCTION OF OTHER VISITING DIGNITARIES 
Lawrence C. Kolb, M.D. (F) 


INTRODUCTION OF CHAIRMEN OF PROGRAM AND ARRANGEMENTS COMMITTEES 


Paul V. Lemkau, M.D. (F), vice-president 


1 PRESIDENTIAL ADDRESS 
Lawrence C. Kolb, M.D. (F) 


RESPONSE OF THE PRESIDENT-ELECT 
Raymond W. Waggoner, M.D. (LF) 


BENEDICTION é " 
Father Roger J. Radloff, director, Family Counseling Center, Catholic Welfare Bureau, 


Miami, Fla. 


RECEPTION? 


1 The following abbreviations refer to membership in the American Psychiatric Association: 


(A) : Associate 
(CF) : Corresponding Fellow 
(DF) : Distinguished Fellow 


(F) : Fellow 

(HF) : Honorary Fellow 
(I) : Invitee 

(LF) : Life Fellow 


(M) : Member 
(DM) : Distinguished Member 
(LM) : Life Member 


2 Th tion is being hosted by the Florida Psychiatric Society. The president and his fellow officers 
ie reception is sed to greet all fellows and members, the Dutch Psychiatric Association, and 


and councilors will be ple: r E 1 
oiher in tbe Medallion and Balmasque Rooms immediately following the close of the opening session. 
[181] 
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MONDAY, MAY 5, 2:00 P.M. 


Session I: Joint Session: Dutch Psychiatric Association—American Psychi- 
atric Association 


2 EVALUATION OF EFFICIENCY OF COMMUNITY MENTAL HEALTH PROGRAMS 
M. A. J. Romme, M.D. (1), director, Institute for Mental Health, Amsterdam; and re- 
search fellow, University of Amsterdam, Amsterdam, The Netherlands 


3 CoMMUNITY PSYCHIATRY AND SOCIAL REHABILITATION—A PROJECT IN URBAN RENEWAL 
H. J. A. Verhagen, M.D. (I), head, Mental Health Service, Utrecht, The Netherlands 


4 Tue PRAECOX-GEFÜHL AS A NUCLEAR SYMPTOM IN SCHIZOPHRENIA 
P. van Wirdum, M.D. (1), medical director, St. Joris Clinic, Delft, The Netherlands 


5 FUNCTION AND POLICY OF THE CRISIS CENTER IN COMMUNITY PSYCHIATRY 
N. W. de Smit, M.D. (I), head, department of social psychiatry, University of Amster- 
dam, and secretary, Dutch Psychiatric Association, Amsterdam, The Netherlands 


6 COMMUNITY PSYCHIATRY AND SOCIAL ACTION—A SURVEY p 
D. Zuithoff, M.D. (1), chief psychiatric consultant, Ministry of Culture, Recreation 
and Social Welfare, Amsterdam, The Netherlands 


Session II: Joint Commission on Mental Health of Children—Highlights 
and Recommendations of the Report 


7 CONCEPTUALIZATIONS LEADING TO THE RECOMMENDATIONS 
Reginald Lourie, M.D, (F), Washington, D. C. 


8 A SUMMARY OF THE MAJOR RECOMMENDATIONS 
Joseph M. Bobbitt, Ph.D. (I), Chevy Chase, Md. 


9 PROPOSED DELIVERY SYSTEMS FOR CHILDREN’S SERVICES 
Harold M. Visotsky, M.D. (F), Chicago, Ill. 


10 REPORT oF THE APA TASK FORCE ON THE FINDINGS OF THE COMMISSION 
J. Cotter Hirschberg, M.D. (F), Topeka, Kans. 


DISCUSSION FROM THE FLOOR WILL BE DIRECTED TO THE SPEAKERS. 


Session III: The Sequelae of Parental Loss in Childhood—Joint Session 
with the American Psychoanalytic Association 


11 Loss or THE LOVE OBJECT AS INTRAPSYCHIC PROCESS 
Margaret S. Mahler, M.D. (F), New York, N. Y. 


12 SociAL SEQUELAE OF EARLY PARENTAL Loss 
Charles A. Pinderhughes, M.D. (M), Boston, Mass. 


Session IV: Crime 


13 SEX CHROMOSOMES, CRIME, AND PsYcHOsIS 
Gerald R. Clark, M.D. (F), Elwyn, Pa. 
Mary A. Telfer, Ph.D. (I), Elwyn, Pa. 
Alexander Hersh, D.S.W. (I), Elwyn, Pa. 
Marvin Rosen, Ph.D. (I), Elwyn, Pa. 


14 PsvcHIATRY's NEw ROLE IN CORRECTIONS 
Ludwig Fink, M.D. (F), Dannemora, N. Y. 
Wilfrid N. Derby, M.S. (I), Dannemora, N. Y. 
Antonio Valderrama, M.D. (I), Dannemora, N. Y. 
Peter Martin, M.S. (I), Dannemora, N. Y. 
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15 MURDER OF THE NEWBORN—A PSYCHIATRIC REVIEW OF NEONATICIDE 
Phillip J. Resnick, M.D. (A), Cleveland, Ohio 


16 FELONS WHo DRINK—AN EiGHT-YEAR STUDY 
Donald W. Goodwin, M.D. (M), St. Louis, Mo. 
J. Bruce Crane, M.D. (I), Iowa City, Iowa 
Samuel B. Guze, M.D. (F), St. Louis, Mo. 


17 A UNIQUE Forensic DIAGNOSTIC HOSPITAL 
Norman C. Jablon, M.D. (M), Philadelphia, Pa. 
Robert L. Sadoff, M.D. (M), Philadelphia, Pa. 
Melvin S. Heller, M.D. (M), Philadelphia, Pa. 


Session V: Chemical and Clinical Correlates of Affective Disorders 


18 CALCIUM METABOLISM IN EMOTIONAL DEPRESSION 
Farouk F. Faragalla, D.Sc. (I), New York, N. Y. 
Frederic F. Flach, M.D. (F), New York, N. Y. ' 


19 EFFECT oF LITHIUM SALTS ON ELECTROLYTE METABOLISM 
Michael S. Aronoff, M.D. (I), Bethesda, Md. 
Ronald G. Evens, M.D. (I), St. Louis, Mo. 
Jack Durell, M.D. (F), Washington, D. C. 


20 LITHIUM AND IMIPRAMINE EFFECTS OF AMINE TRANSPORT 
Dennis L. Murphy, M.D. (I), Bethesda, Md. 
Robert W. Colburn, Ph.D. (I), Bethesda, Md. 
John M. Davis, M.D. (M), Bethesda, Md. 
William E. Bunney, Jr., M.D. (M), Bethesda, Md. 


21 THE “SWITCH PROCESS" FROM MANIA TO DEPRESSION— THEORY AND OBSERVATIONS 
William E. Bunney, Jr., M.D. (M), Bethesda, Md. 
George F. Borge, M.D. (I), Bethesda, Md. 
Dennis L. Murphy, M.D., (I), Bethesda, Md. 
Frederick K. Goodwin, M.D. (M), Bethesda, Md. 


22 CATECHOLAMINES, DREAM STATE, AND DEPRESSION 
Trevor Iskander, M.D. (I), Columbus, Ohio 
Rudolf Kaelbling, M.D. (F), Columbus, Ohio 


23 CLINICAL RESEARCH IN PSYCHOSIS 
A. A. Fischer, M.D. (D), clinical director, Dr. H. C. Rumke Clinic, University of 
Utrecht, Utrecht, The Netherlands 
Session VI: A Panel—The Psychiatrist and the Mental Retardation Move- 
ment: Divorce, Separation, or Remarriage? 


PANELISTS: 
Norman Bernstein, M.D. (M), Waltham, Mass. 


Gunnar Dybwad, J.D. (I), Waltham, Mass. 
Maurice W. Laufer, M.D. (F), Providence, R. I. 
Frank J. Menolascino, M.D. (F), Omaha, Neb. 


INDIVIDUAL REMARKS WILL BE FOLLOWED BY A PANEL DISCUSSION. 
Session VII: Interracial Psychiatry—Psychiatrists View White Racism em 
America 
24 Wurre RacisM—Its Root, FORM, AND FUNCTION 
James P. Comer, M.D. (I); New Haven, Conn. 


25 Tue DESTRUCTIVENESS OF A MYTH j 
Charles Wilkinson, M.D. (F), Kansas City, Mo. 
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26 WHITE PSYCHIATRISTS’ RACISM IN PATIENT REFERRAL TO BLACK PSYCHIATRISTS 


Phyllis Harrison, M.D. (M), New York, N. Y. 
Hugh F. Butts, M.D. (M), New York, N. Y. 


27 PROBLEMS OF BLACK PSYCHIATRIC RESIDENTS IN WHITE TRAINING PROGRAMS 


Billy E. Jones, M.D. (I), New York, N. Y. 
Orlando B. Lightfoot, M.D. (I), Chicago, Ill. 
Donald Palmer, M.D. (1), Cincinnati, Ohio 
Raymond G. Wilkerson, M.D. (1), Chicago, Ill. 
Donald H. Williams, M.D. (M), Chicago, Ill. 


28 NorEs TOWARD A DEFINITION OF WHITE RACISM 


Alyce Gullattee, M.D. (A), Washington, D. C. 


Session VIII: Films 


FAMILY THERAPY—AN INTRODUCTION 
Ira D. Glick, M.D. (M), San Francisco, Calif. 
George J. Marshall, Sr. (I), Augusta, Ga. 


WEDIKO 
Edward A. Mason, M.D. (F), Cambridge, Mass. 


Miss HAsKELL—A SIMULATED PROGRAMMED INTERVIEW 
Allen J. Enelow, M.D. (F), East Lansing, Mich. 

Leta M. Adler, Ph.D. (I), Los Angeles, Calif. 

Murray Wexler, Ph.D. (I), Los Angeles, Calif. 

Richard S. Scott, M.D. (I), Los Angeles, Calif. 

Robert E. Froelich, M.D. (M), Columbia, Mo. 


DISCUSSION AFTER EACH FILM WILL BE INITIATED BY THE FILM MAKER OR His DESIG- 
NATE, 


MONDAY, MAY 5, 8:00 P.M. 


Convocation of Eligible Fellows 


[184] 


PRESIDING: Lawrence C. Kolb, M.D. (F), president 
GRAND MARSHALS: John M. Caldwell, M.D. (F), and Robert L. Williams, M.D. (F) 


AM edit MaRsHALs: Samuel R. Warson, M.D. (LF), and Herman Selinsky, 


PROCESSIONAL MARCH 
INVOCATION 


Rabbi Herbert Baumgard, Temple Beth Am, Miami, Fla. 
INDUCTION OF FELLOWS 


Raymond W. Waggoner, M.D. (LF), president-elect 
PRESENTATION OF AWARDS 


29 CONVOCATION ADDRESS 


Hon. John W. Gardner, Ph.D., chairman, the Urban Coalition, foi ly Secret 
Department of Health, Education, and Welfare poca "roi 


RECESSIONAL 
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Breakfast Seminars 


1 THE MASSIVE CUBAN IMMIGRATION: A PSYCHOSOCIAL VIEW 

i MODERATOR: 
x. Herbert C. Modlin, M.D. (F), Topeka, Kans. 
i PANELISTS: 

Jose Almeida, M.D. (A), Osawatomie, Kans. 

Jose R. Lombillo, M.D. (1), Osawatomie, Kans. 

Rolando Rodriguez, M.D. (M), Osawatomie, Kans. 

Facundo P. Lima, M.D. (A), Topeka, Kans. 

Ruben D, Rumbaut, M.D. (A), Topeka, Kans. 


2 ADAPTIVE VERSUS PATHOLOGICAL BEHAVIOR IN YOUTH 
—À MODERATOR: 
D J. Clifford Scott, M.D. (F), Devon, Pa. 
PANELISTS: 

Sol Nichtern, M.D. (M), Glen Oaks, N. Y. 
. Irving H. Berkovitz, M.D. (F), Beverly Hills, Calif. 
Philip J. Escoll, M.D. (F), Philadelphia, Pa. 
William A. Schonfeld, M.D. (F), White Plains, N. Y. 

Sidney L. Werkman, M.D. (F), Washington, D. C. 


3 MENTAL ILLNESS: METAPHOR, MYTH, OR FACT? 
MODERATOR: 
W. C. Bruschi, M.D. (M), Shreveport, La. 
m PANELISTS: 

Sydney Easterling, M.D. (F), Pineville, La. 
Karr Shannon, Jr., M.D. (F), Shreveport, La. 
Ch. Joseph Scherer (I), Houston, Tex. 
Albert Moracquewski, O.P., Ph.D. (I), Houston, Tex. 
Arch M. Connolly, M.D. (M), Rusk, Tex. 


4 MENTAL HosPITAL EFFECTIVENESS: A SYSTEMS APPROACH 

MODERATOR: 
B. R. Hutcheson, M.D. (F), Boston, Mass. 

PANELISTS: 
J. O. Cole, M.D. (F), Boston, Mass. 

i Jerry Wacks, M.D. (A), Boston, Mass. 
g F. U. Everhard (I), Harrison, N. J. 

Lillian Bloom, M.Ed. (I), Boston, Mass. 


| 5 CLERGY, PHYSICIANS, PSYCHIATRISTS—PARTNERS? 


MODERATOR: 
Norvell L. Peterson, M.D. (M), Beverly Farms, Mass. 


ap PANELISTS: 
Donald E. Bowen, M.D. (M), Newton, Mass. 
on Joseph Schlesinger, M.D. (M), Laconia, N. H. 
4 Rev. R. Lloyd Hackwell (I), Concord, N. H. 
Fr. Ambrose Engel (I), Manchester, N. H. 
Rabbi I. Fred Hollander (I), New York, N. Y. 


6 BEREAVEMENT; PROPHYLAXIS OF CONSEQUENCES 


x MODERATOR: 
— Alfred Wiener, M.D. (M), Bronx, N. Y 
d 

: PANELISTS: 


Gilbert W. Kliman, M.D. (F), White Plains, N. Y. 
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Norman L. Paul, M.D. (M), Cambridge, Mass. 
William Green, M.D. (1), Rochester, N. Y. 
Irwin Gerber, Ph.D. (1), Bronx, N. Y: 

Lenin A. Baler, Ph.D. (I), Ann Arbor, Mich. 


7 CRIMINAL RECIDIVISM—A CHALLENGE TO PSYCHIATRY 
MODERATOR: 
Ludwig Fink, M.D. (F), Dannemora, N. y» 
PANELISTS: 
Harold M. Boslow, M.D. (F), Jessup, Md. 
Seymour L. Halleck, M.D. (F), Madison, Wis. 
Karl A. Menninger, M.D. (LF), Chicago, Til. 
George K. Sturup, M.D. (CF), Hellerup, Denmark 


8 PSYCHIATRISTS’ PARTICIPATION IN POVERTY PROGRAMS 
MODERATOR: 
Joseph T. English, M.D. (F), Washington, D. C. 
PANELISTS: 
John W. Carr, M.D. (M), Washington, D. C. 
Gordon Tripp, M.D. (I), Washington, D. C. 
Robert Lewitt, M.D. (I), Washington, D. C. 


TUESDAY, MAY 6, 9:00 A.M. 


Session I: Infidelity (Joint Panel with the American Academy of Psycho- 
analysis ) 
30 Is INFIDELITY A SOCIAL OR MORAL PROBLEM? 
Jessie Bernard, Ph.D. (1), Washington, D. C. 


31 PSYCHIATRIC AND CLINICAL ASPECTS OF INFIDELITY 
Leon Salzman, M.D. (F), Washington, D. C. 


PANEL OF SPEAKERS AND DISCUSSANTS AND FLOOR DISCUSSION, 


Session II: Computers 


32 AUTOMATION OF PSYCHIATRIC CASE RECORDS—BOON OR BANE? 
Robert L. Spitzer, M.D. (F), New York, N. Y. 
Jean Endicott, Ph.D. (I), New York, N. Y. 


33 CoMPUTER-DERIVED GLOBAL JUDGMENTS IN PSYCHIATRY 
Charles F. Stroebel, Ph.D. (I), Hartford, Conn. 
Bernard C. Glueck, Jr., M.D. (F), Hartford, Conn. 


34 COMPUTERIZED INFORMATION EXCHANGE IN PSYCHIATRY 
Jon K. Meyer, M.D. (A), Chevy Chase, Md. 
David D. Swenson, M.D. (I), Chevy Chase, Md. 


35 COMPUTER-ADMINISTERED PSYCHIATRIC INVENTORY 
Richard C. Stillman, M.D. (A), Stanford, Calif. 


36 THE MISSOURI AUTOMATED STANDARD SYSTEM OF PsycHIATRY (SSOP) 
Ivan W. Sletten, M.D. (F), St. Louis, Mo. 
George A. Ulett, M.D. (F), St. Louis, Mo. 
Donald Sundland, Ph.D. (I), St. Louis, Mo. 


37 ELECTRONIC DATA PROCESSING FOR PSYCHIATRIC SERVICES—A PRACTICAL APPLICA- 
TION 
Aldred H. Neufeldt, Ph.D. (1), Saskatoon, Saskatchewan, Can. 
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Session III: Mental Health Intervention in the Community 


38 PRINCIPLES AND METHODS OF POVERTY CONSULTATION 
William I. Malamud, M.D. (F), Boston, Mass. 


39 THE Use OF TRAINED PROBLEM YOUTH AS MENTAL HEALTH WORKERS IN THE GHETTO 
Lonnie E. Mitchell, Ph.D. (I), Washington, D. C. 
Jacob R. Fishman, M.D. (M), Washington, D. C. 


40 GROWTH OF NONPROFESSIONALS IN MENTAL HEALTH 
Lillian Clayton (I), Philadelphia, Pa. 


41 CONSULTATION OR DIRECT SERVICE? 
Charles J. Rabiner, M.D. (M), Jamaica, N. Y. 
Seymour Silverberg, M.S.S.S. (I), Jamaica, N. Y. 
John W. Galvin, M.S.W. (I), Jamaica, N. Y. 


42 CoMMuNITY MENTAL HEALTH CENTER STAFFING PATTERNS 
Alan I. Levenson, M.D. (M), Chevy Chase, Md. 
Shirley R. Reff, M.B.A. (I), Chevy Chase, Md. 


Session IV: Benjamin Rush Lecture on Psychiatric History 


43 EMOTIONAL DISTURBANCE AND AMERICAN SociAL CHANGE: 1944-1969 ! 
H. Stuart Hughes, Ph.D., L.H.D. (I), professor of history, Harvard University, Cam- 
bridge, Mass. 


Session V: Simulation of Family Interviews as a Teaching Method—A 
Dramatization 


PARTICIPANTS: 
Andrew S. Ferber, M.D. (M), Bronx, N. Y. 
C. Christian Beels, M.D. (M), Bronx, N. Y. 
Fred M. Sander, M.D. (I), Bronx, N. Y. 
Marilyn Mendelsohn, M.S.W. (D, Bronx, N. Y. 
Carl A. Whitaker, M.D, (F), Madison, Wis. 
Virginia Satir, M.S.W. (I), Big Sur, Calif. 


Session VI: Psychosomatics 


44 THE SUICIDE PREVENTION SERVICE—WHO IS SERVED? 
John Hitchcock, M.D, (M), Pittsburgh, Pa. 
Jack A, Wolford, M.D. (F), Pittsburgh, Pa. 


45 ULCERATIVE COLITIS AND CROHN'S DISEASE COMPARED 
F. Patrick McKegney, M.D. (M), New Haven, Conn. 
Robert Gordon (1), New Haven, Conn. 

Stephen M. Levine, M.D. (I), Philadelphia, Pa. 


46 PsYcHOSEXUAL RESPONSES TO ILEOSTOMY AND COLOSTOMY 
Barney M. Dlin, M.D. (F), Philadelphia, Pa. 
Abraham Perlman, M.D. (A), Philadelphia, Pa. 
Evelyn Ringold (I), Elkins Park, Pa. 


47 PSYCHIATRIC MANAGEMENT OF SEX CHANGE t 
Richard Green, M.D. (M), Los Angeles, Calif. 


48 CANCER, EMOTIONS, AND NURSES 
Samuel C. Klagsbrun, M.D. (M), New York, N. Y. 
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Session VII: Patterns of Delivery of Mental Health Services to the 
Community 


49 PREPAID PSYCHIATRIC CARE EXPERIENCE WITH UAW MEMBERS 
Melvin A. Glasser, LL.D. (I), Detroit, Mich. 
Thomas Duggan, Ph.D. (I), Detroit, Mich. 


50 DELIVERY OF PSYCHIATRIC SERVICES WITHIN A GROUP HEALTH PLAN 
Edward L. Green, M.D. (M), Los Angeles, Calif. 


51 THE West PHILADELPHIA COMMUNITY MENTAL HEALTH ConsorTIUM—THE First 18 
MONTHS, INCLUDING COOPERATIVE PLANNING WITH REGIONAL MEDICAL PROGRAM 
Robert L. Leopold, M.D. (F), Philadelphia, Pa. 


52 FEDERAL COMMUNITY MENTAL HEALTH PROGRAMS 
Joseph T. English, M.D. (F), Washington, D. C. 


53 Six YEARS OF PSYCHIATRIC SERVICE TO A FAMILY OF COMMUNITIES VIA CONTRACT—THE 
OAKLAWN PSYCHIATRIC CENTER 
Robert Hartzler (I), Elkhart, Ind. 


54 MODELS oF DELIVERY OF MENTAL HEALTH SERVICES TO THE COMMUNITY IN THE 1970s 
Mike Gorman, M.A. (HF), Washington, D. C. 


Session VIII: Simulated American Board of Psychiatry and Neurology Oral 
Examination in Neurology? 


Examiner: Alexander Ross, M.D. (I), Indianapolis, Ind. 
Discussant: Augustus Rose, M.D. (F), Los Angeles, Calif. 

This live closed-circuit television broadcast will enact the American Board of Psychia- 
try and Neurology oral examination process in neurology. A recent diplomate will serve 
as the candidate, who will be examined by an associate examiner with experience in 
board examinations. This session should prove helpful to those who plan to take their 
board examinations and to those who wish a refresher session on current neurological 
problems, The broadcast will originate from a nearby hospital and will feature patients 
with neurological disease. 


TUESDAY, MAY 6, 2:00 P.M. 
Adolf Meyer Lecture* 
55 Erik Strömgren, M.D., Ph.D. (CF), profi f i iversi h 
Aarhus, Denmark (CF), professor of psychiatry, University of Aarhus, 


TUESDAY, MAY 6, 3:30 P.M. 


Business Session (for members only) 


PRESIDENT: Lawrence C. Kolb, M.D. (F) 
SECRETARY: Robert S. Garber, M.D. (F) 


CALL TO ORDER 
Lawrence C. Kolb, M.D. (F) 


MEMORIAL TO DECEASED MEMBERS AND FELLOWS 
MEMORIAL TO A PAST PRESIDENT 
By Lauren H. Smith, M.D. (LF) 
3 Sponsored by Smith Kline & French Laboratories 
4 This lecture is made possible through the generous support of Smith Kline & French Laboratories. 
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REPORT OF THE SECRETARY 
ACTIONS OF COUNCIL 
ELECTION OF NEW MEMBERS AT LARGE AND FELLOWS 
Robert S. Garber, M.D. (F) 


REPORT OF THE TREASURER 
Hayden H. Donahue, M.D. (F) 


ANNOUNCEMENT OF ELECTION OF OFFICERS AND COUNCILORS AND VOTE ON NEW 
CONSTITUTION AND By-Laws 
Robert B. Neu, M.D. (F), chairman, Board of Tellers 


REPORT OF THE SPEAKER, ASSEMBLY OF DISTRICT BRANCHES 
Malcolm J. Farrell, M.D. (F) 


RESPONSE OF THE SPEAKER-ELECT 
Perry C. Talkington, M.D. (F) 


REPORT OF THE MEDICAL DIRECTOR 
Walter E. Barton, M.D. (LF) 


REPORTS OF THE CHAIRMEN OF COORDINATING COUNCILS 
MEDICAL EDUCATION AND CAREER DEVELOPMENT 
M. Ralph Kaufman, M.D. (LF) 

MENTAL HEALTH SERVICES 

Harold M. Visotsky, M.D. (F) 
RESEARCH AND DEVELOPMENT 

Melvin Sabshin, M.D. (F) 

NATIONAL AND INTERNATIONAL AFFAIRS 
Howard P. Rome, M.D. (F) 
PROFESSIONS AND ASSOCIATIONS 
Donald F. Moore, M.D. (F) 

INTERNAL ORGANIZATION 

James V. Lowry, M.D. (F) 


OLD BUSINESS 
NEw BUSINESS 


ADJOURNMENT 
TUESDAY, MAY 6, 8:00 P.M. 


Evening Panels 


A TRAINING IN CHILD PSYCHIATRY 


MODERATOR: 
Saul I. Harrison, M.D. (F), Ann Arbor, Mich. 


PANELISTS: 
George E. Gardner, M.D. (F), Boston, Mass. 


Irving N. Berlin, M.D. (F), Seattle, Wash. 
Othilda Krug, M.D. (F), Cincinnati, Ohio 
Charles Malone, M.D. (1), Philadelphia, Pa. 
Robert Stubblefield, M.D. (F), Dallas, Tex. 


B A PSYCHIATRY OF EXTREME ENVIRONMENTS? 


MODERATOR: $ 
Jay T. Shurley, M.D. (F), Oklahoma City, Okla. 
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PANELISTS: 
George Ruff, M.D. (M), Philadelphia, Pa. 
Chester M. Pierce, M.D. (F), Cambridge, Mass. 
Clyde Snow, Ph.D. (I), Oklahoma City, Okla. 
Ransom Arthur, M.D. (F), San Diego, Calif. 
Roland Radloff, Ph.D. (I), Bethesda, Md. 


C. PSYCHIATRIC RESIDENCY TRAINING FOR THE FUTURE 
MODERATOR: 
Gerald H. Flamm, M.D. (F), Bronx, N. Y. 
PANELISTS: 
Bernard Bandler, M.D. (F), Boston, Mass. 
Leon Eisenberg, M.D. (F), Boston, Mass. 
Stephen Fleck, M.D. (F), New Haven, Conn. 
Herbert S. Gaskill, M.D. (F), Denver, Colo. 
Israel Zwerling, M.D. (F), Bronx, N. Y. 


D EDUCATING CHILD INPATIENT-CARING PERSONNEL 
MODERATOR: 
Robert E. Switzer, M.D. (F), Topeka, Kans. 
PANELISTS: 
John E. True, Ph.D. (I), Fort Wayne, Ind. 
Paula Laubhan (1), Elgin, Ill. 
Guinevere S. Chambers, Ph.D. (I), Pittsburgh, Pa. 
J. Tarlton Morrow, Jr., M.D. (F), Topeka, Kans. 
Robert S. Harper, Ph.D. (I), Galesburg, Ill. 


E "CHANGE": COMMUNITY PSYCHIATRY AND PSYCHOANALYSIS 

MODERATOR: 

A. David Shainberg, M.D. (M), New York, N. Y. 
PANELISTS: 

Helen Boigon, M.D. (F), New York, N. Y. 

Sara B. Sheiner, M.D. (F), New York, N. Y. 

Archie R. Foley, M.D. (F), Brooklyn, N. Y. 

Seymour R. Kaplan, M.D. (F), Bronx, N. Y. 


F CLERGY AND COMMUNITY MENTAL HEALTH 
MODERATOR: 
Lucy J. King, M.D. (M), St. Louis, Mo. 
PANELISTS: 
Fr. Donald J. Helbig (I), Washington, D. C. 
Rev. J. Obert Kempson (I), Columbia, S. C. 
Vicente B. Tuason, M.D. (A), St. Louis, Mo. 
Armand M. Nicholi, Jr., M.D. (M), Boston, Mass. 
E. Mansell Pattison, M.D. (M), Seattle, Wash. 


G MEDICAL ASPECTS OF COMMUNITY CLINIC ADMINSTRATION 
MODERATOR: 


Albert W. Sullivan, M.D. (M), Rochester, N. Y. 
PANELISTS: 

Harvey Bluestone, M.D. (F), Bronx, N. Y. 

W. K. McKnight, M.D. (F), White Plains, N. Y. 

William E. Stone, M.D. (M), Newtonville, Mass. 

Bertram Black, M.S.W. (I), New York, N. Y. 


H IMPLICATIONS OF THE KERNER REPORT FOR AMERICAN PSYCHIATRY 
MODERATOR: 


H. G. Whittington, M.D. (F), Denver, Colo. 
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PANELISTS: 
Melvin Sabshin, M.D. (F), Chicago, Ill. 
Hiawatha Harris, M.D. (M), Los Angeles, Calif. 


n James H. Laue, Ph.D. (I), Washington, D. C. 
co 
| 1 I EVALUATION OF A UNIQUE VIDEOTAPING TECHNIQUE 
MODERATOR: 
Wilfred Broadbent, M.D. (A), Los Angeles, Calif. 
PANELISTS: 


Jerome D. Frank, M.D. (F), Baltimore, Md. 

Allen J. Enelow, M.D. (F), Ann Arbor, Mich. 

Robert E. Froelich, M.D. (M), Columbia, Mo. 

Donald H. Naftulin, M.D. (M), Los Angeles, Calif. 
= Peter Gruenberg, M.D. (A), Los Angeles, Calif. 


J CHARACTER TYPES AND GAMES THEY PLAY 
MODERATOR: 
Eric Berne, M.D. (F), Carmel, Calif. 
PANELISTS: 
Sydney B. Mannel, M.D. (1), Evanston, Ill. 
Claude Steiner, Ph.D. (1), Kensington, Calif. 
Robert J. Zechnich, M.D. (M), Berkeley, Calif. 
John Dusay, M.D. (M), San Francisco, Calif. 


gU m 


WEDNESDAY, MAY 7, 7:30-8:50 A.M. 


Breakfast Seminars 


9 HiGH RATE OF DEPRESSION AMONG RURAL YOUNG PEOPLE 
MODERATOR: 
Blaine E. McLaughlin, M.D. (M), Grand Forks, N. Dak. 
PANELISTS: 
Adam J. Krakowski, M.D. (F), Plattsburgh, N. Y. 
Karl Rickels, M.D. (F), Philadelphia, Pa. 
Beverley T. Mead, M.D. (F), Omaha, Neb. 


10 ALCOHOLISM PROGRAMS—FOLLOW-UP AND RESULTS 
à MODERATOR: 
Thomas B. Stage, M.D. (F), Salem, Va. 


PANELISTS: 
Mildred Mitchell-Bateman, M.D. (F), Charleston, W. Va. 


Raymond E. Reinert, M.D. (F), T: opeka, Kans. 
William N. Karn, Jr., M.D. (F), Evanston, Wyo. 
Milan Tomsovic, Ph.D. (I), Sheridan, Wyo. 


EN 11 ACTION, SENSORY AWARENESS, AND GROUP PSYCHOTHERAPY 
MODERATOR: / 
9^ John D. Ainslie, M.D. (F), Reedley, Calif. 
PANELISTS: X ^ 
Louis Paul, M.D. (F), Beverly Hills, Calif. 
George W. Barnard, M.D. (M), Gainesville, Fla. 
Sam A. Banks, B.D. (I), Gainesville, Fla. 
zy Jean J. Smith, Ph.D. (I), Reedley, Calif. 


12 Tur PoricE RoLE IN COMMUNITY MENTAL HEALTH 


E MODERATOR: 
John S. Collins, M.Ed. (I), Boston, Mass. 
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PANELISTS: 
J. Sanbourne Bockoven, M.D, (F), Lowell, Mass. 
Stan Sacon, M.A. (I), Quincy, Mass. 
Chief Francis X. Finn (I), Quincy, Mass. 


13 PUPILLOGRAPHY, FATIGUE, PSYCHOPATHOLOGY, AND DRUGS 
MODERATOR: 
Walter Knopp, M.D. (M), Columbus, Ohio 
PANELISTS: 
Gad Hakerem, Ph.D. (I), New York, N. Y. 
Leonard S. Rubin, Ph.D. (I), Philadelphia, Pa. 
Charles F. Stroebel, Ph.D. (I), Hartford, Conn. 
H. Stanley Thompson, M.D. (I), Iowa City, Iowa 


14 THE RELEVANT SYSTEM FOR INTERVENTION 
MODERATOR: 
Henry L. Lennard, Ph.D. (I), San Francisco, Calif. 
PANELISTS: 
Harley C. Shands, M.D. (F), New York, N. Y. 
Jurgen Ruesch, M.D. (F), San Francisco, Calif. 
Albert E. Scheflen, M.D. (F), Bronx, N. Y. 
Norman Bell (I), Toronto, Ontario, Can. 


15 ARE THERE "BENEFITS" OF MENTAL ILLNESS? 
MODERATOR: 


Myron H. Marshall, M.D. (A), New Canaan, Conn. and Buffalo, N. Y. 
PANELISTS: 

Charles P. Neumann, M.D. (F), New Canaan, Conn. 

James H. Wall, M.D. (LF), White Plains, N. Y. 

Eugene T. Hupalowsky, M.D. (A), New Canaan, Conn. 


WEDNESDAY, MAY 7, 9:00 A.M. 


Session I: 125th Anniversary Session on the History of Psychiatry 


56A OVERVIEW OF THE DEVELOPMENT OF AMERICAN PSYCHIATRY 
Francis J, Braceland, M.D. (LF), Hartford, Conn. 


56B History oF BIOLOGICAL PSYCHIATRY IN AMERICA 
Garfield Tourney, M.D. (F), Iowa City, Iowa 


56C VAN GIESON, A VISIONARY OF PSYCHIATRIC RESEARCH 
Leon Roizin, M.D. (F), New York, N. Y. 


56D History oF THE COMMUNITY PSYCHIATRY MOVEMENT 
Jack R. Ewalt, M.D. (F), Boston, Mass. 
Session II: Youth Dissent 


INTRODUCTION 

Agustin Palacios, M.D. (M), Mexico City, Mexico 
57 PSYCHIATRIC ASPECTS 

Matthew Dumont, M.D. (M), Chevy Chase, Md. 
58 YOUTH As A SOCIAL FORCE 

Kenneth Keniston, Ph.D. (I), New Haven, Conn. 
59 A Dynamic View OF YOUTH DISSENT 

Ramon Parres, M.D. (F), Mexico City, Mexico 
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PANEL OF DISCUSSANTS: 

Harold Goolishian, Ph.D. (D), Galveston, Tex. 

Ari Kiev, M.D. (M), New York, N. Y. 

Alfred J. R. Koumans, M.D, (M), Arlington, Mass. 
Eugenie B. Brody, M.D. (F), Baltimore, Md. 

Perry B. Ottenberg, M.D. (F), Philadelphia, Pa. 


DISCUSSION BY AUDIENCE AND PANEL 


Session III: Donors and Recipients of Human Organs 


60 KIDNEY DONORS—THE MYTH oF INFORMED CONSENT 
Carl H. Fellner, M.D, (M), Madison, Wis. 
John R. Marshall, M.D. (A), Universal City, Tex. 


61 THE HUMAN PHENOMENON OF THE UNRELATED KIDNEY DONOR 
Henry Harrison Sadler, M.D. (F), San Francisco, Calif. 
Samuel Kountz, M.D. (I), San Francisco, Calif. 
Rev. Charles Carroll (I), San Francisco, Calif. 


62 PSYCHIATRIC COMPLICATIONS OF HEART TRANSPLANTS 
Donald T. Lunde, M.A., M.D. (I), Palo Alto, Calif. 


63 THE SURGEON'S PoINT OF VIEW 


64 THE ANATOMIC GIFT ACT 
The Hon. Crawford Martin (I), attorney general, Austin, Tex. K 


Session IV: Anthropology 


65 SANITY IN THE SIERRA MADRE—THE TARAHUMARA INDIANS 
Louis Jolyon West, M.D. (F), Oklahoma City, Okla. 


66 EDUCATION AND IDENTITY CONFLICT AMONG CREE INDIANS 
Ronald M. Wintrob, M.D. (M), Montreal, Quebec, Can. 
Peter S. Sindell, M.A. (I), Montreal, Quebec, Can. 


67 FAITH HEALING—A STUDY OF PERSONALITY AND FUNCTION 
Nikolajs A. Lapins (I), Seattle, Wash. 
Hans A. Doerr, Ph.D. (I), Seattle, Wash. 
E. Mansell Pattison, M.D. (M), Seattle, Wash. 


68 SWEDISH AND AMERICAN PSYCHIATRY—AÀ. COMPARATIVE VIEW 
Jordan H. Lachman, M.D. (M), Uppsala, Sweden 


69 A DurcH FAMILY GAME 
Cornelis B. Bakker, M.D. (M), Seattle, Wash. 


Session V: Psychiatry in Undergraduate Medical Education 
70 THE IMPLICATIONS OF CHANGING MEDICAL EDUCATION FOR THE TRAINING OF PSYCHIA- 


TRISTS ; 3 
Milton H. Miller, M.D. (F), Madison, Wis. 


71 TEACHING BEHAVIORAL SCIENCE—AN EXPERIMENT 
Richard S. Ward, M.D. (F), Atlanta, Ga. 
J. Frank Clark, Ph.D. (1), Atlanta, Ga. 
Arnold Levine, Ph.D. (I), Atlanta, Ga. 
Boone B. Owen, M.D. (A), Atlanta, Ga. 
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72 THE MEDICAL STUDENT AND TREATMENT OF THE MENTALLY ILL 
Mangesh R. Gaitonde, M.D. (F), Kansas City, Mo. 


73 USE oF SIMULATED INTERVIEWS IN TEACHING PSYCHIATRY 
Irwin N. Hassenfeld, M.D. (M), Philadelphia, Pa. 
Leon Skweir, M.D. (A), Philadelphia, Pa. 
Alfonso Paredes, M.D. (F), Philadelphia, Pa. 


74 MEDICAL STUDENTS LEARN INTERVIEWING BY PROGRAMMED FILMS 
John E. Ware, M.A. (I), Los Angeles, Calif. 
Harvey D. Strassman, M.D. (F), Irvine, Calif. 
Leta M. Adler, Ph.D. (1), Los Angeles, Calif. 


Session VI: Schizophrenia 


75 A CLASSIFICATORY PRINCIPLE IN SCHIZOPHRENIA 
Robert Cancro, M.D. (M), Topeka, Kans. 


76 BEHAVIORAL EFFECTS OF PHENOTHIAZINE MEDICATION ON ACUTE SCHIZOPHRENICS 
DIVIDED AS TO PREMORBID STATUS 
Lewis L. Judd, M.D. (M), Los Angeles, Calif. 
Michael J. Goldstein, Ph.D. (I), Los Angeles, Calif. 
Elliot H. Rodnick, Ph.D. (I), Los Angeles, Calif. 


77 COMMUNICATION OF AFFECT IN SCHIZOPHRENIA 
Edward Gottheil, M.D. (M), Philadelphia, Pa. 
Alfonso Paredes, M.D. (F), Philadelphia, Pa. 
Ralph V. Exline, Ph.D. (I), Newark, Del. 

Richard Winkelmayer, M.D. (M), New Castle, Del. 


78 DEPRESSIVE SYMPTOMS IN ACUTE SCHIZOPHRENIC REACTIONS 
Stephen Shanfield, M.D. (I), New Haven, Conn. 
Gary J. Tucker, M.D. (M), New Haven, Conn. 
Martin Harrow, Ph.D. (I), New Haven, Conn. 


79 Eco FUNCTION PATTERNS IN SCHIZOPHRENIA 
Leopold Bellak, M.D. (F), New York, N. Y. 
Marvin Hurvich, Ph.D. (I), New York, N. Y. 
Patricia Crawford (I), New York, N. Y. 
Helen Gediman, Ph.D. (I), New York, N. Y. 


Session VII: Alcoholism 


80 SOCIALIZATION, ISOLATION, AND HUMAN ALCOHOL INTAKE 
A. Michael Rossi, Ph.D. (I), Boston, Mass. 
Philip Solomon, M.D. (F), Boston, Mass. 
Peter E. Nathan, Ph.D. (I), Boston, Mass. 


81 ALCOHOLICS’ EXPECTANCIES AND RECALL OF EXPERIENCES DURING INTOXICATION 
John S. Tamerin, M.D. (A), Chevy Chase, Md. 
Sheldon Weiner, M.D. (A), Chevy Chase, Md. 
Jack H. Mendelson, M.D. (M), Chevy Chase, Md. 


82 ALCOHOLIC VERSUS SCHIZOPHRENIC AUDITORY HALLUCINATIONS 
Murray Alpert, Ph.D. (I), New York, N. Y. 
Kenneth N. Silvers, M.D. (M), Los Angeles, Calif. 


83 Skip Row ArcoHoLICS—THE PATIENTS NOBODY WANTS 
Charles Goldfarb, M.D. (M), New York, N. Y. 
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84 “WATS” THERAPY —NEW FOLLOW-UP TECHNIQUE FOR ALCOHOLICS 
Ronald J. Catanzaro, M.D. (M), Columbia, Mo. 
E. Raymond Kennedy (I), Columbia, Mo. 
Willie G. Green (1), Columbia, Mo. 


Session VIII: Early Growth and Development (Joint Panel with the Ameri- 
can Academy of Pediatrics) 


85 RECENT ADVANCES IN NEONATOLOGY 
Marshall H. Klaus, M.D. (I), Cleveland, Ohio 


86 THE FAILURE TO THRIVE 
Morris Green, M.D. (I), Indianapolis, Ind. 


87 THE EFFECT OF DRUGS ON THE BEHAVIOR OF THE NEONATE 
T. B. Brazelton, M.D. (I), Cambridge, Mass. 


88 SLEEP STUDIES OF INFANTS 
Arthur H. Parmelee, Jr., M.D. (I), Los Angeles, Calif. 


PANELISTS: 
Marshall H. Klaus, M.D. (I), Cleveland, Ohio 
Henry Work, M.D. (F), Los Angeles, Calif. 
Morris Green, M.D. (1), Indianapolis, Ind. 
Meyer Sonis, M.D. (F), Pittsburgh, Pa. 
T. B. Brazelton, M.D. (1), Cambridge, Mass. 
Evangeline Spindler, M.D. (I), Ann Arbor, Mich. 
Arthur H. Parmelee, Jr., M.D. (I), Los Angeles, Calif. 
Robert Stubblefield, M.D. (F), Dallas, Tex. 
Reginald Lourie, M.D. (F), Washington, D. C. 
Sprague Hazard, M.D. (I), Waltham, Mass. 


PANEL DISCUSSION AND AUDIENCE PARTICIPATION. 


Session IX: Question the Experts 


Topic: SUICIDOLOGY 
Co-MODERATORS: 

j Robert E. Litman, M.D. (F), Los Angeles, Calif. 
Jerome Motto, M.D. (F), San Francisco, Calif. 


WEDNESDAY, MAY 7, 2:00 P.M. 


Session I: The Interface—A Joint Panel with the American College of 
Physicians 
In an attempt to aid psychiatrists in keeping abreast of changing concepts and thera- 
peutic modalities in internal medicine and to further the collaboration between psychia- 
trists and internists, the APA-ACP Task Force will present two consecutive 50-minute 
sessions. At each session, after case summaries have been distributed to the audience, 
live patients will be presented. The first session will be on pain and the second on 
menopausal hormonal imbalance; each will be moderated by a distinguished internist of 
international stature. The panels, each composed of two internists and one psychiatrist, 
will be different for the two sessions. Under the direction of the moderator the panelists 
will discuss the diagnostic problems, treatment, and recent medical advances pertaining 
to the patients presented. Audience participation will be invited following each presenta- 
tion. The moderator will close each discussion with a summation. 
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ecce ioscan MD. (1), clinical associate professor of medicine, University 
of Miami Medical School, Miami, Fla. Pe 7 : 
Morton M. Halpern, M.D. (I), clinical associate professor of medicine, University 
of Miami Medical School, Miami, Fla. ; 
John J. Schwab, M.D. (F), Gainesville, Fla. 


PANELISTS, SESSION II: MENOPAUSAL HORMONAL IMBALANCES . T f 
William J. LeMaire, M.D. (I), obstetrician, gynecologist, and endocrinologist, 
Miami, Fla. oy ahs 
William A. Abelove, M.D. (I), clinical assistant professor of medicine, University of 
Miami Medical School, Miami, Fla. 
Michael J. Kehoe, M.D. (F), Gainesville, Fla. 


Session II: Medical Student Activism in Social and Community Affairs 


89 A MEDICAL STUDENT'S VIEW ON ACTIVISM 
David Wren (I), San Francisco, Calif. 


90. ANOTHER MEDICAL STUDENT'S VIEW ON ACTIVISM 
C. Clement Lucas (I), Chapel Hill, N. C. 


91 AN INTERN’s VIEWS ON MEDICAL STUDENT ACTIVISM 
Fitzhugh Mullan, M.D. (1), Bronx, N. Y. 


PANEL AND FLOOR DISCUSSION 


Session III: Private Practice I 


92 LITHIUM FAILURE—SOCIAL AND PSYCHOLOGIC FACTORS 
Michael S. Aronoff, M.D. (I), Bethesda, Md. 
Richard S. Epstein, M.D. (I), Bethesda, Md. 


93 CHLORPROMAZINE AND LITHIUM IN MANIA—A DOUBLE-BLIND 
Gottfried Spring, M.D. (I), Cleveland, Ohio 
Daniel Schweid, M.D. (I), Cleveland, Ohio 
Carl Gray, M.D. (1), Cleveland, Ohio 
Joel Steinberg, M.D. (I), Cleveland, Ohio 
Marc Horwitz, M.D. (1), Cleveland, Ohio 
Douglas D. Bond, M.D. (F), Cleveland, Ohio 


94 PHYSICIANS’ USE oF DRUGS AND ALCOHOL 
George E. Vaillant, M.D. (M), Cambridge, Mass. 
Jane R. Brighton (I), Cambridge, Mass. 
Charles C. MacArthur, Ph.D. (I), Cambridge, Mass. 


95 A CRITICISM OF PsYCHIATRY'S BOARD EXAMINATIONS 
Alan L. Morgenstern, M.D. (M), Portland, Ore. 


96 BIOCHEMICAL FACTORS IN THE ALCOHOL WITHDRAWAL SYNDROME 
Jack H. Mendelson, M.D. (M), Chevy Chase, Md. 
Sidney Wolfe, M.D. (I), Bethesda, Md. 
Motoi Ogata, M.D. (I), Chevy Chase, Md. 
Nancy K. Mello, Ph.D. (1), Chevy Chase, Md. 


Session IV: Ethical Standards and Changing Therapeutic Concepts 


97 HisronicAL PERSPECTIVE OF THE ETHICAL PRACTICE OF PSYCHIATRY 
Francis J. Braceland, M.D. (LF), Hartford, Conn. 


98 ETHICAL ASPECTS OF SOME PRESENT-DAY THERAPIES 
Louis Jolyon West, M.D. (F), Oklahoma City, Okla. 
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99 TEACHING ETHICAL CONCEPTS TO MEDICAL STUDENTS AND PSYCHIATRIC RESIDENTS 


Douglas D. Bond, M.D. (F), New York, N. Y. 


100 LEGAL AND ETHICAL ASPECTS OF PSYCHIATRIC RESEARCH 
Henry A. Davidson, M.D. (LF), Cedar Grove, N. J. 


Session V: Chemical Correlates of Behavior 


101 SERUM CPK AND ALDOLASE ACTIVITY IN ACUTE SCHIZOPHRENIA 
Herbert Meltzer, M.D. (A), Chicago, Iil. 
Lester Grinspoon, M.D. (F), Boston, Mass. 
Richard I. Shader, M.D. (M), Boston, Mass. 


102 NOREPINEPHRINE METABOLISM AFTER PsvcHOACTIVE DRUGS 
Joseph J. Schildkraut, M.D. (M), Boston, Mass. 


103 PLASMA DIFFERENCES AND PHENOTHIAZINE RESPONSE 
Ernst W. Baur, M.D. (I), Fort Steilacoom, Wash. 


104 GLUCOSE TOLERANCE AND THE CONTROL OF AGGRESSION 
Ernest H. Friedman, M.D. (F), Cleveland, Ohio 
John D. Radke, M.D. (I), Cleveland, Ohio 
Herman K. Hellerstein, M.D. (I), Cleveland, Ohio 
Max Miller, M.D. (I), Cleveland, Ohio 
Olof H. Pearson, M.D. (I), Cleveland, Ohio 


105 RELATION OF TARAXEIN TO SCHIZOPHRENIA 
Robert G. Heath, M.D. (F), New Orleans, La. 


Session VI: Children 


106 ForLow-UP STUDIES oF 50 HYPERACTIVE CHILDREN 
Gabrielle C. Weiss, M.D. (A), Montreal, Quebec, Can. 
Klaus K. Minde, M.D. (M), Montreal, Quebec, Can. 
Virginia Douglas, Ph.D. (I), Montreal, Quebec, Can. 
John S. Werry, M.B. (M), Champaign, IIl. 


107 ACCIDENTAL POISONING AND THE HYPERACTIVE CHILD 
Mark A. Stewart, M.D. (F), St. Louis, Mo. 
Bradley Thach, M.D. (I), St. Louis, Mo. 
Miriam Ross (I), St. Louis, Mo. 


108 A PHARMACOLOGIC “YARDSTICK” FoR NEW DRUG STUDIES—ACUTE RESPONS 
CHLORPROMAZINE, TRIFLUPERIDOL, D-AMPHETAMINE, AND CHLORAL 
Barbara Fish, M.D. (F), New York, N. Y. 
Magda Campbell, M.D. (M), New York, N. Y. 
Theodore Shapiro, M.D. (A), New York, N. Y. 


109 USE OF IMIPRAMINE IN CHILDREN’S BEHAVIOR DISORDERS 
Hans R. Huessy, M.D. (F), Burlington, Vt. 
Alice L. Wright, M.D. (1), Burlington, Vt. 


110 ADVERSE REACTIONS TO PSYCHOACTIVE Dnuos IN CHILDREN 
Alexander R. Lucas, M.D. (F), Detroit, Mich. 
Morris Weiss, M.D. (F), Detroit, Mich. 


Session VII: Community Based Inpatient Care—Patterns and Outcomes 


111 Tue UNIT SYSTEM IN THE NEW YORK STATE HOSPITAL SYSTEM 
Arthur Gorfinkel, M.D. (M), New York, N. Y. 
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112 Tue IMPACT OF THE COMMUNITY ON A PSYCHIATRIC SERVICE—PATTERNS OF CARE AND 


OUTCOMES 
Lawrence I. Levitt, M.D. (M), New York, N. Y. 


113 AN INITIAL REPORT ON STATISTICAL OUTCOME AND PROBLEMS OF A BRIEF HOSPITALI- 
ZATION UNIT 
Gerald Tannenbaum, M.D. (F), New York, N. Y. 


114 IMPLICATIONS FOR OUTCOME OF TIME-LIMITED INHOSPITAL TREATMENT 
Elizabeth B. Davis, M.D. (F), New York, N. Y. 
Hugh F. Butts, M.D. (M), New York, N. Y. 
J. Trevor Lindo, M.D. (M), New York, N. Y. 


115 AN ACUTE SERVICE ATTEMPTS TO HANDLE THE CHRONIC PATIENT 
Anthony E. Maniscalco, M.D. (F), New York, N. Y. 
Edward Hanin, M.D. (M), New York, N. Y. 


Session VIII: Military Psychiatry 


116 PSYCHOPATHOLOGY IN 15,930 PAIRS OF VETERAN TWINS 

William Pollin, M.D. (F), Bethesda, Md. 
James R. Stabenau, M.D. (M), Bethesda, Md. 
Martin G, Allen, M.D. (M), Bethesda, Md. 
Alex Hoffer, M.D. (I), Boston, Mass. 

Zdenek Hrubec, M.D. (I), Washington, D. C. 

117 CONDITIONING THERAPY WARD FOR INEFFECTIVE SOLDIERS 
Franklin Del Jones, M.D. (M), Washington, D. C. 
Stephen J. Stayer, Ph.D. (I), Washington, D. C. 

Bruce L. Livingstone, M.D. (M), Washington, D. C. 

118 SEPARATION REACTIONS IN SUBMARINERS' WIVES 
Chester Pearlman, M.D. (A), Groton, Conn. 


119 SIBLING ORDER AND PSYCHIATRIC PROBLEMS IN BOOT CAMP 
Z. C. Taintor, M.D. (M), Buffalo, N. Y. 


120 REMOVING THE BARRICADE TO CLINIC AVAILABILITY 
_ Robert T. Corney, M.D. (M), Charlottesville, Va. 
William H. Grey, M.D. (M), Staunton, Va. 


WEDNESDAY, MAY 7, 7:30 P.M. 


Annual Banquet and Dance 
CALYPSO BUFFET 
PRESIDING OFFICER: 
Lawrence C. Kolb, M.D. (F), president 


PRESENTATION OF PAST PRESIDENT's BADGE 


THURSDAY, MAY 8, 7:30-8:50 A.M. 
Breakfast Seminars 


16 NEW CAREERS AND TECHNICIANS IN MENTAL HEALTH 
MODERATOR: 


Harold L. McPheeters, M.D. (F), Atlanta, Ga. 
PANELISTS: 

Jacob R. Fishman, M.D. (M), Washington, D. C. 

Bernard Bandler, M.D. (F), Boston, Mass. 

Robert Vidaver, M.D. (M), Baltimore, Md. 
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17 CHALLENGES OF INTERDISCIPLINARY COLLABORATION 
MODERATOR: 
Ralph Hirschowitz, M.D. (I), Boston, Mass. 
PANELISTS: 
Raquel E. Cohen, M.D. (F), Boston, Mass. 
Anne Hargreaves, R.N., M.S. (1), Boston, Mass. 
Joseph Devlin, M.S.W. (I), Boston, Mass. 
Joel Friedman, Ph.D. (I), Boston, Mass. 


18 SysTEMs DESIGN FOR PATIENT SERVICES 
MODERATOR: 
Edward J. Carroll, M.D. (LF), Miami, Fla. 
PANELISTS: 
Harold P. Halpert, D.P.H. (I), Chevy Chase, Md. 
Daniel Howland, Ph.D. (I), Columbus, Ohio 
Frederick J. Duhl, M.D. (M), Boston, Mass. 


19 APPLICATION OF GROUP THERAPY IN MODERN PSYCHIATRY 
MODERATOR: 
Norman S. Brandes, M.D. (M), Columbus, Ohio 
PANELISTS: 
Richard G. Abell, M.D. (F), New York, N. Y. 
Albert L. Deutsch, M.D. (F),5 Brooklyn, N. Y. 
Millard L. Hoyt, M.D. (M), Indianapolis, Ind. 
Martin A. Rush, Jr., M.D. (M), Middletown, Ohio 
Edgar C, Stuntz, M.D.. (M), West Lafayette, Ind. 


20 CCMHC As MEDIATOR BETWEEN SCHOOL AND COMMUNITY 

MODERATOR: r 

William Hetznecker, M.D. (M), Philadelphia, Pa. 
PANELISTS: 

Larney Gump, Ph.D. (1), College Park, Md. 

Donald Bruce (I), Philadelphia, Pa. 

F. Robert Hagerty (I), Philadelphia, Pa. 

Theodore Blunt, M.S.W. (1), Philadelphia, Pa. 

Richard G. Morrill, M.D. (M), Boston, Mass. 


21 A RESIDENT-FACULTY TASK FORCE ON VIOLENCE 
"c MODERATOR: 
David N. Daniels, M.D. (M), Stanford, Calif. 
PANELISTS: : 
Frank M. Ochberg, M.D. (1), Stanford, Calif. 
Richard Metzner, M.D. (I), Stanford, Calif. 
Fredric W. Ilfeld, M.D. (I), Stanford, Calif. 
Thomas Bittker, M.D. (1), Stanford, Calif. 


22 ALTERNATIVES IN RURAL MENTAL HEALTH SERVICES 

MODERATOR: 

Ernest Hamburger, M.D. (M), Denver, Colo. 
PANELISTS: à 

Donald Morrison, ey (D, Sheridan, Wyo. 

Alan Hodges, Ph.D. (1), Denver, olo. 

Richard Ryniker, Ph.D. (D), Bethesda, Md. 

Stanley J. Rogers, M.D. (M), Warm Springs, Mont. 


5 Dr. Deutsch died after the panel was formed. His name is kept here in memoriam. 
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Session I: Current Concepts in Psychosomatic Medicine 


INTRODUCTORY REMARKS 
Wilfred Dorfman, M.D. (F), Brooklyn, N. Y. 


121 NEUROPHYSIOLOGICAL ASPECTS OF PSYCHOSOMATIC MEDICINE 
Samuel H. Kraines, M.D. (LF), Chicago, Ill. 


122 THEORETICAL FACTORS PREDICTING CHOICE OF ORGAN SYSTEM OR SYSTEMS IN Psycuo- 
SOMATIC ILLNESS 
Ephraim T. Lisansky, M.D. (F), Baltimore, Md. 


123 PSYCHOSOMATIC MEDICINE AND THE FUTURE OF UNDERGRADUATE MEDICAL EDUCA- 
TION 
Peter Regan, M.D. (F), Buffalo, N. Y. 


124 THE PSYCHIATRIST AS PSYCHOSOMATIC CONSULTANT TO THE PRIMARY PHYSICIAN 
Allen J. Enelow, M.D. (F), East Lansing, Mich. 


125 THE SOCIOCULTURAL CONSIDERATIONS OF PSYCHOSOMATIC MEDICINE 
John J. Schwab, M.D. (F), Gainesville, Fla. 
Nancy H. McGinnis, M.A. (I), Gainesville, Fla. 


Session II: Partial Hospitalization—New Trends 


126 OBSERVATIONS ON FAILURES IN PARTIAL HOSPITALIZATION 
Allan Beigel, M.D. (A), Chevy Chase, Md. 
Samuel L. Feder, M.D. (M), New York, N. Y. 


127 THE ROLE or THE HALFWAY HOUSE IN THE COMMUNITY MENTAL HEALTH PROGRAM 
IN THE UNITED KINGDOM AND AMERICA 


Elly Jansen (I), director, the Richmond Fellowship, London, England 


128 INTENSIVE THERAPY DAY CLINIC FOR NEUROTICS 
K. Roy MacKenzie, M.D. (I), Calgary, Alberta, Can. 
Loran F. Pilling, M.D. (M), Rochester, Minn. 


129 THE PSYCHIATRIC EMERGENCY—MIRROR OF CHANGE 
Aaron Satloff, M.D. (M), Rochester, N. Y. 
Cyril M. Worby, M.D. (M), Rochester, N. Y. 


130 PSYCHIATRIC SYMPTOMS IN CLINIC AND COMMUNITY —SOME QUALITATIVE CONTRASTS 
Bruce P. Dohrenwend, Ph.D. (D, New York, N. Y. 
DeWitt L. Crandell, M.D. (M), New York, N. Y. 


Session III: Diagnosis 


131 HYSTERIA—STUDIES OF DIAGNOSTIC CRITERIA 
Robert A. Woodruff, Jr., M.D. (M), St. Louis, Mo. 
Samuel B. Guze, M.D. (F), St. Louis, Mo. 

Paula J. Clayton, M.D. (M), St. Louis, Mo. 


132 PASSIVE-AGGRESSIVE PERSONALITY DISORDER—A SEARCH FOR A SYNDROME 
Iver F. Small, M.D. (F), Indianapolis, Ind. 
Joyce G. Small, M.D. (F), Indianapolis, Ind. 
Vincent B. Alig, M.D. (M), Indianapolis, Ind. 
Steven J. Young (1), Indianapolis, Ind. 
Donald F. Moore, M.D. (F), Indianapolis, Ind: 


133 THE EVOLUTION oF THE MENTAL STATUS—PAST AND FUTURE 
John Donnelly, M.D. (F), Hartford, Conn. 
Mervin Rosenberg, M.D, (M), Hartford, Conn. 
William P, Fleeson (D, Hartford, Conn. 
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134 A CENTENNIAL REVIEW OF NEURASTHENIA 
John Chatel, M.D. (A), Washington, D. C. 
Roger Peele, M.D. (M), Washington, D. C. 


Te 135 THE INTERVIEW—IMPACT OF THE FIRST THREE MINUTES 
Myron G. Sandifer, Jr., M.D. (F), Lexington, Ky. 
Anthony Hordern, M.D. (CM), London, England 

Linda M. Green (I), Raleigh, N. C. 


Session IV: The Training and Utilization of the Indigenous Mental Health 
Worker ^ 


136 MEXICAN-AMERICANS IN A MENTAL HEALTH PROGRAM 
Jack B. Lomas, M.D. (F), Los Angeles, Calif. 


137 NEW CAREERS AND NEW MENTAL HEALTH SERVICES—FANTASY OR FUTURE? 
June Jackson Christmas, M.D. (F), New York, N. Y. 
Hilda Wallace (I), New York, N. Y. 
Jose Edwards (I), New York, N. Y. 


138 THE TRAINING AND UTILIZATION OF THE PARAPROFESSIONAL WITHIN THE MENTAL 
HEALTH FIELD 
` Maj. Kenneth J. Nolan, MC, M.S.S. (I), Fort Sam Houston, Tex. 
Col. Edwin T. Cooke, MC (M), Fort Sam Houston, Tex. 


139 A NONPROFESSIONAL Discusses HER ROLE IN MENTAL HEALTH 
Laura Hines (I), Philadelphia, Pa. 


140 Some Issues RAISED IN THE TRAINING OF NONPROFESSIONALS AS CLINIC THERA- . 
PISTS 
Mary A. Lynch (I), Philadelphia, Pa. 
Elmer A. Gardner, M.D. (M), Philadelphia, Pa. 


Session V: College and School Mental Health 


141 PSYCHIATRIC SCREENING BEFORE ADMISSION TO COLLEGE 
Irwin J. Averbach, M.D. (M), New York, N. Y. 


| 142 COLLEGE STUDENT DRUG USE 
Edwin S. Robbins, M.D. (F), New York, N. Y. 
William A. Frosch, M.D. (M), New York, N. Y. 
Lillian Robbins, Ph.D. (1), New York, N. Y. 
Marvin Stern, M.D. (F), New York, N. Y. 


a 
143 PATTERNS OF DRUG USE AMONG COLLEGE STUDENTS 

James T. Barter, M.D. (M), Denver, Colo. 
George L. Mizner, M.D. (M), Denver, Colo. 
Paul Werme (I), Denver, Colo. 

E. 144 PRELIMINARY REPORT ON A MENTAL HEALTH STUDY IN COLLEGE PREPARATORY SCHOOLS 

LA Emily Mumford, Ph.D. (1), New York, N. Y. 
Benjamin H. Balser, M.D. (LF), New York, N. Y. 
Abraham Chaplan, M.D. (M), New York, N. Y. 
Malcolm Rucker (1), New York, N. Y. - 

Á 


145 A COMMUNITY-SCHOOL MENTAL HEALTH PROGRAM 
Sheldon K. Schiff, M.D. (M), Chicago, Ill. 
[ Sheppard G. Kellam, M.D. (F ), Chicago, Ill. 
" Douglass T. Turner (I), Chicago, Ill. 
Jeannette Branch, M.A. (I), Chicago, Ill. 
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Session VI: Addictions 


146 A CvcLAzociNE TYPOLOGY IN OPIATE DEPENDENCE 
Richard B. Resnick, M.D. (A), New York, N. Y. 
Max Fink, M.D. (F), New York, N. Y. 

Alfred M. Freedman, M.D. (F), New York, N. Y. 


^ 147 METHADONE MAINTENANCE PRoGRAM—A SURVEY 
Marvin E. Perkins, M.D. (F), New York, N. Y. 
Harriet I. Bloch, M.A. (I), New York, N. Y. 


148 A STUDY or COMMUNITY-BASED ANTI-NARCOTIC PROGRAMS—THE FIRST YEAR 
Donald J. Scherl, M.D. (M), Boston, Mass. 
Edith Jungblut (I), Washington, D. C. 
Jack N. Carr, M.D. (I), Washington, D. C. 
Lee B. Macht, M.D. (A), Boston, Mass. 


149 PERSONAL VIDEOTAPE PRODUCTIONS BY ADOLESCENT PATIENTS ON A DRUG WARD 
Harry A. Wilmer, M.D. (F), San Francisco, Calif. 


Session VII: The Role of Citizen Bodies in the Planning and 
Operation of Mental Health Systems 


150 MASSACHUSETTS 
Milton Greenblatt, M.D. (F), Boston, Mass. 


151 ILLINOIS 
Harold Visotsky, M.D. (F), Chicago, Ill. 


152 CALIFORNIA 
James V. Lowry, M.D. (F), Sacramento, Calif. 


PANEL DISCUSSION AND QUESTIONS FROM THE FLooR. 


Session VIII: Refresher Course in Behavior Therapy I* 


153 INTRODUCTION—A CLINICAL AND BASIC SCIENCE OVERVIEW 
Lee Birk, M.D. (1), Boston, Mass. 


154. RECIPROCAL INHIBITION TECHNIQUES IN BEHAVIOR THERAPY 
Edward Dengrove, M.D. (M), West Allenhurst, N. J. 


FLoor DISCUSSION. 


155 Disruptive BEHAVIORS As OPERANTS—IMPLICATIONS FOR ANALYSIS AND INTERVENTION 
Israel Goldiamond, Ph.D. (1), Chicago, Ill. 


FLOOR Discussion. 


156 BEHAVIOR THERAPY—INTEGRATION WITH DYNAMIC PSYCHIATRY 
Lee Birk, M.D. (1), Boston, Mass. 


FLoor Discussion. 


ë This course will be continued in the afternoon and will be concerned with recent research. 
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Session I: Family Therapy Workshop? 
Family Interviewing—A Clinical Demonstration 


1309 


; Following a live clinical demonstration of a family therapy interview, a panel will 
discuss the interview in the context of family process and dynamics as well as family 


treatment method. 


INTERVIEWER: 
Nathan W. Ackerman, M.D. (LF), New York, N. Y. 


ASSISTED By: 
John Pearce, M.D. (M), Boston, Mass. 


HosPiTAL: 
Jackson Memorial Hospital, Miami, Fla. 


PANELISTS: 
David Mendell, M.D. (F), Houston, Tex. 
Edward J. Carroll, M.D. (LF), Miami, Fla. 
Salvador Minuchin, M.D. (I), Philadelphia, Pa. 


ae Ii: Aging—The Vicissitudes of Creativity and Sexuality in Later 
ne 
157 INTIMACY, LONELINESS, AND BOREDOM IN THE OLDER PERSON 
Alvin I. Goldfarb, M.D. (F), New York, N. Y. 


158 SEXUAL EXPRESSIONS IN LATE LIFE 
Jack Weinberg, M.D. (F), Chicago, Ill. 


159 ANTISOCIAL BEHAVIOR OF THE ELDERLY ., 
Leon J. Epstein, M.D. (F), San Francisco, Calif. 
Alexander Simon, M.D. (F), San Francisco, Calif. 
Christopher Mills (I), San Francisco, Calif. 


160 THE AGING HOMOSEXUAL 
Martin S. Weinberg, Ph.D. (I), Bloomington, Ind. 


161 Creativity AFTER MIDDLE LIFE 
Robert N. Butler, M.D. (F), Washington, D. C. 


Session III: Private Practice I 


162 RITALIN-—AN OLD WINE IN A NEW BOTTLE 
Ralph N. Wharton, M.D. (M), New York, N. Y. 
James M. Perel, Ph.D. (I), New York, N. Y. 


163 CHLORPROMAZINE PLASMA LEVELS—CLINICAL IMPLICATIONS 
John H. L. Marshall, M.D. (M), Washington, D. C. 
Stephen H. Curry, Ph.D. (D), London, England 


164 SUBCLINICAL DEPRESSION— THE NORMAL ABNORMALITY 
Robert S. Carroll (I), Ann Arbor, Mich. 
Melvin L. Selzer, M.D. (F), Ann Arbor, Mich. 
John Lillibridge, Ph.D. (I); Ann Arbor, Mich. 


165 PSYCHIATRIC FINDINGS IN CARDIOTOMY PATIENTS 
David Rubinstein, M.D. (M), Philadelphia, Pa. 
John K. Thomas, M.D. (1), Philadelphia, Pa. 


7 A live closed-circuit television broadcast sponsored by Smith Kline & Ftench Laboratories. 
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166 A NOTE ON COMPARATIVE EFFECTS OF THIORIDAZINE AND THIOTHIXENE IN TREATMENT 
OF CHRONIC SCHIZOPHRENICS PRESENTING RETARDED DEPRESSIVE SYNDROMES 
Sidney Merlis, M.D. (F), Central Islip, N. E 
Charles Sheppard, M.A. (I), Central Islip, N. Y. 
Lois Collins (I), Central Islip, N. Y. 
Diane Fiorentino (I), Central Islip, N. Y. 


Session IV: Therapeutic Abortion 


167 THE PHENOMENOLOGY OF HOSPITAL THERAPEUTIC ABORTION EXPERIENCE 
Abraham Heller, M.D. (M), Denver, Colo. 
Margene Tower, M.S., R.N. (I), Denver, Colo. 
Rothlyn Zahourek, M.S., R.N. (I), Denver, Colo. 


168 NEW TRENDS IN THERAPEUTIC ABORTION IN CALIFORNIA 
Jerome M. Kummer, M.D. (F), Santa Monica, Calif. 


169 LAW, PREVENTIVE PSYCHIATRY, AND THERAPEUTIC ABORTION 
Howard I. Levene, M.D. (A), San Francisco, Calif. 
Francis J. Rigney, Jr., M.D. (M), San Francisco, Calif. 


170 PSYCHIATRIC EXPERIENCE WITH A "LIBERAL" THERAPEUTIC ABORTION LAW 
Leon Marder, M.D. (M), Los Angeles, Calif. 


171 FoLLow-UP oF CANDIDATES FOR THERAPEUTIC ABORTION ON PSYCHIATRIC GROUNDS 
H. G. Whittington, M.D. (F), Denver, Colo. 


Session V: Biological Psychiatry 


172 17-HYDROXYCORTICOSTEROID EXCRETION IN DEPRESSION 
Jan Fawcett, M.D. (M), Chicago, Ill. 
Demetrius Trakas, M.D. (A), Chicago, IIl. 
Donald Kerste, M.D. (M), Chicago, Ill. 


173 HyPERSEXUALITY IN TEMPORAL LOBE EPILEPSY 
Dietrich Blumer, M.D. (M), Baltimore, Md. 


174 INSIGHTS INTO HUMAN AGGRESSION DERIVED FROM THE BEHAVIOR OF NONHUMAN 
PRIMATES 


Gordon D. Jensen, M.D. (M), Seattle, Wash. 
Carolyn C. Wilson (I), Seattle, Wash. 


175 GRASPING AS AN ADULT COMMUNICATION SIGNAL 
Loretta R. Loeb, M.D. (I), Pittsburgh, Pa. 
Felix F. Loeb, M.D. (M), Pittsburgh, Pa. 
David S. Ross (I), Pittsburgh, Pa. 


176 PROBLEMS ABOUT PHENYLKETONURIA DURING TREATMENT WITH LEVOMEPROMAZINE 


P. A. F. van der Spek, M.D. (1), medical director, St. Bavo Clinic, Kornalijnhorst, 
Netherlands 


Session VI: Child Development and Trauma 


Clifford R. Barnett, Ph.D. (1), Stanford, Calif. 
Linda B. Rapaport, M.A. (1), Stanford, Calif. 
Lois M. Altman (I), Stanford, Calif. 

Marjorie J. Seashore, Ph.D. (D), Stanford, Calif. 
Rose Grobsteiny M.S.W. (I), Stanford, Calif. 
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178 MATERNAL PERCEPTION OF NEONATE AS RELATED TO DEVELOPMENT 
Elsie Rita Broussard, M.D. (A), Pittsburgh, Pa. 
Miriam Sturgeon Hartner, M.D. (I), Pittsburgh, Pa. 


x 179 THE EPIDEMIOLOGY OF INFANTILE AUTISM 
Darold A. Treffert, M.D. (M), Winnebago, Wis. 
4 


180 THE MUTUAL STORYTELLING TECHNIQUE IN THE TREATMENT OF A CHILD WITH POST- 
TRAUMATIC NEUROSIS 


Richard A, Gardner, M.D. (A), New York, N. Y. 


181 EFFECT OF SURGERY AND ANESTHESIA ON PosT-HOSPITALIZATION ADJUSTMENT IN 
CHILDREN 
John S. Werry, M.B. (M), Champaign, Ill. 
H. T. Davenport, M.B. (I), Vancouver, British Columbia, Can. 


Session VII: Violence 


182 Bopy-BuFFER ZONE IN VIOLENT PRISONERS 
Augustus F. Kinzel, M.D. (I), New York, N. Y. 


183 ON GUNS—PsYCHODYNAMICS, HISTORY, AND CONTROL 
L. A. Rotenberg, M.D. (I), Philadelphia, Pa. 
Robert L. Sadoff, M.D. (M), Philadelphia, Pa. 


184 THE EMOTIONAL HAZARDS OF POLICE WORK 
Martin Symonds, M.D. (F), Brooklyn, N. Y. 


4 185 THE CHICAGO YIPPIE CONVENTION OF 1968—DnuG Use PATTERNS 
Patrick Hughes, M.D. (M), Chicago, Ill. 
Misha Zaks, Ph.D. (I), Chicago, Ill. 
Jerome Jaffe, M.D. (M), Chicago, Ill. 
Marjorie Ballou-Dolkart, M.A. (I), Chicago, Ill. 


186 REACTIONS TO THE KING TRAGEDY 
Sheldon B. Cohen, M.D. (F), Atlanta, Ga. 


Session VIII: Refresher Course in Behavior Therapy II—Recent Research? 


I. GENERAL REMARKS ; 
if Joseph Wolpe, M.D. (M), Philadelphia, Pa. 


-— 187 PsYCHIATRIC APPLICATIONS OF OPERANT CONDITIONING 
Teodore Ayllon, Ph.D. (I), Atlanta, Ga. 


188 ErFECTS OF AVERSIVE THERAPY ON SEXUAL DEVIANTS 
Gene G. Abel, M.D. (I), Iowa City, Iowa 
Donald J. Levis, Ph.D. (I), Iowa City, Iowa 
John J. Clancy, M.D. (F), Iowa City, Iowa 


189 OPERANT PROCEDURES IN ANOREXIA NERVOSA—EFFECTIVENESS AND THEORETICAL ISSUES 


Barton J, Blinder, M.D. (I), Philadelphia, Pa. 
D. M. A. Freeman, M.D. (I), Philadelphia, Pa. 


190 THE Use or DRUGS IN BEHAVIOR THERAPY 
John P. Brady, M.D. (M), Philadelphia, Pa. 


CONCLUDING REMARKS ; 
Joseph Wolpe, M.D. (M), Philadelphia, Pa. 


8 This is a continuation of the morning course. 
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Evening Panels 


AA PLACEBO EFFECTS IN PSYCHOTHERAPY AND PSYCHOANALYSIS 

MODERATOR: 

Arthur K. Shapiro, M.D. (F), New York, N. Y. 
PANELISTS: 

N. W. Winkelman, Jr., M.D. (F), Philadelphia, Pa. 

Arnold Goldstein, Ph.D. (I), Syracuse, N. Y. 

Jules H. Masserman, M.D. (LF), Chicago, Ill. 

Norman Q. Brill, M.D. (F), Los Angeles, Calif. 

Lester Grinspoon, M.D. (E), Boston, Mass. 


BB WHAT'S THERAPEUTIC “ACTIVITY” IN GROUP THERAPY? 
MODERATOR: 
Donald A. Shaskan, M.D. (F), San Francisco, Calif. 
PANELISTS: 
Edward L. Pinney, Jr., M.D. (F), Brooklyn, N. Y. 
Aaron Stein, M.D. (F), New York, N. Y. 
Clifford J. Sager, M.D. (F), New York, N. Y. 
Hyman Spotnitz, M.D. (F), New York, N. Y. 


CC Recovery, INC., IN ACTION 
MODERATOR: 
Hanus J. Grosz, M.D. (M), Indianapolis, Ind. 
PANELISTS: 
Treasure Rice (I), Chicago, Ill. 
Douglas Elbert (I), Chicago, Ill. 
Phil Crane (1), Chicago, Ill. 
Maxine Crane (I), Chicago, Ill. 
Kay Donegan (I), Chicago, Ill. 


DD Proenostic FACTORS IN SCHIZOPHRENIA 
MODERATOR: 
Robert Cancro, M.D. (M), Topeka, Kans. 
PANELISTS: 
Joseph H. Stephens, M.D. (M), Baltimore, Md. 
Samuel Sutton, Ph.D. (I), New York, N. Y. 
George E. Vaillant, M.D. (M), Boston, Mass. 
Leopold Bellak, M.D. (F), Larchmont, N. Y. 


EE OBSOLESCENCE IN PSYCHOTHERAPY—AN EVALUATION 
MODERATOR: 


Stanley Lesse, M.D. (F), New York, N. Y. 
PANELISTS: s 
Richard D. Chessick, M.D. (M), Evanston, Ill. 
Arnold M. Ludwig, M.D. (A), Madison, Wis. 
Joseph Wilder, M.D. (F), New York, N. Y. 
Gert Heilbrunn, M.D. (F), Seattle, Wash. 
William Wolf, M.D. (I), New York, N. Y. 


FF INEQUALITY AND PsYCHOPATHOLOGY—HUMANIST APPROACH 
MODERATOR: 


Jean B. Miller, M.D. (M), New York, N. Y. 
PANELISTS: 

Irving J. Crain, M.D. (F), Great Neck, N. Y. 

Leonard C. Frank, M.D. (F), Great Neck, N. Y. 

Leonard Gold, M.D. (F), New York, N. Y. 

Lester A. Gelb, M.D. (M), New York, N. Y. 

Lillian Robbins, Ph.D. (I), New York, N. Y. 
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GG GUERRILLA WARFARE AS A PSYCHODRAMA IN. PROGRESS WITH SPECIAL REFERENCE 
TO TELEVISION PROCEDURES 
\ MODERATOR: ; 
J. L. Moreno, M.D. (LF), Beacon, N. Y. 
ká PANELISTS: 
E. Rodman Shippen, M.D. (F), Maitland, Fla. 
Dean G. Elefthery, M.D. (1), Miami, Fla. 
Hannah B. Weiner, M.A. (I), Brooklyn, N. Y. 
Zerka T. Moreno (I), Beacon, N. Y. 
Bryon Eicher, M.A. (I), Kansas City, Mo. 


HH EDUCATING DOCTORS IN PERSONAL AND SOCIAL AWARENESS 
MODERATOR: 
E ms Frederic F. Flach, M.D. (F), New York, N. Y. 
PANELISTS: 
George L. Mizner, M.D. (M), Denver, Colo. 
Stanley M. Kaplan, M.D. (F), Cincinnati, Ohio 
Robert L. Derbyshire, Ph.D. (I), Baltimore, Md. 
Joshua S. Golden, M.D. (M), Los Angeles, Calif. 


II DIALOGUE ON ALCOHOLISM 


| MODERATOR: 
jw John A. Ewing, M.D. (F), Chapel Hill, N. C. 
PANELISTS: 
Michael H. Beaubrun (DF), Kingston, Jamaica 
ips Keith S. Ditman, M.D. (F), Los Angeles, Calif. 


Ruth Fox, M.D. (F), New York, N. Y. 

Ebbe C. Hoff, M.D. (A), Richmond, Va. 

Jack H. Mendelson, M.D. (M), Washington, D. C. 
Robert A. Moore, M.D. (F), San Diego, Calif. 

E. Mansell Pattison, M.D. (M), Seattle, Wash. 
Lionel P. Solursh, M.D. (1), Toronto, Ontario, Can. 


JJ Art THERAPY 
MODERATOR: 
Mardi J. Horowitz, M.D. (F), San Francisco, Calif. 
PANELISTS: 
Fad Edith Kramer (I), New York, N. Y. 
Hanna Kwiatkowska (I), Bethesda, Md. 
mc Margaret Naumburg (I), New York, N. Y. 
Elinor Ulman (1), Washington, D. C. 
Myra Levick, M.Ed. (I), Philadelphia, Pa. 
Paul Fink, M.D. (M), Philadelphia, Pa. 


FRIDAY, MAY 9, 7:30-8:50 A.M. 


Breakfast Seminars 


| 23 RESULTS OF TREATMENT IN THE GENERAL HOSPITAL 

Í MODERATOR: 

| Robert E. Arnot, M.D. (F), Boston, Mass. 

E PANELISTS: 

X Leo Alexander, M.D. (F), Boston, Mass. 
Peter E. Sifneos, M.D. (F), Boston, Mass. 

1M Herbert Spiegel, M.D. (F), New York, N. Y. 
Walter I. Tucker, M.D. (F), Boston, Mass. 
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24 INDIVIDUAL AND MASS AGGRESSION: AN EXISTENTIAL VIEW 

MODERATOR: 

Andrew K. Bernath, M.D. (F), New York, N. Y. 
PANELISTS: 

Antonia Wenkart, M.D. (F), New York, N. Y. 

Herbert Holt, M.D. (M), New York, N. Y. 

George Serban, M.D. (M), New York, N. Y. 

Jason Miller, M.D. (F), New York, N. Y. 


25 UNORTHODOX TREATMENT MODALITIES 
Co-MODERATORS: 
Maxwell Weisman, M.D. (M), Baltimore, Md. 
Hannah B. Weiner, M.A. (I), Brooklyn, N. Y. 
PANELISTS: 
Ruth Fox, M.D. (F), New York, N. Y. 
Don Ottenburg, M.D. (I), Eaglesville, Pa. 
Sheila Blume, M.D. (M), Central Islip, L. I., N. Y. 
David Graubert, M.D. (F), Central Islip, L. I., N. Y. 


26 CoMPUTER UTILIZATION IN PSYCHIATRY 

MODERATOR: 
Elmer Gardner, M.D. (M), Philadelphia, Pa. 

PANELISTS: 
Jon K. Meyer, M.D. (A), Chevy Chase, Md. 
Robert L. Spitzer, M.D. (F), New York, N. Y. 
Bernard C. Glueck, Jr., M.D. (F), Hartford, Conn. 
David D. Swenson, M.D. (I), Chevy Chase, Md. 
George A. Ulett, M.D., Ph.D. (F), St. Louis, Mo. 


27 PSYCHIATRY AND EAST-WEST COMMUNICATION 
MODERATOR: 
William D. Davidson, M.D. (M), Washington, D. C. 
Panelists: 
Howard P. Rome, M.D. (F), Rochester, Minn. 
Rita R. S. Rogers, M.D. (F), Los Angeles, Calif. 
James Lowenstein (I), Washington, D. C. 
Abraham Brumberg (I), Washington, D. C. 


28 Day HosPITALS—EVOLVING PROBLEMS 
MODERATOR: 
A. A. Richman, M.D. (F), Brooklyn, N. Y. 
PANELISTS: 
Samuel L. Feder, M.D. (M), New York, N. Y. 
James H. Finkelstein, M.D. (M), Bronx, N. Y. 
Lester A. Gelb, M.D. (M), Brooklyn, N. Y. 
a Jack F. Wilder, M.D. (M), Bronx, N. Y. 
Pauline N. Kaufmann, M.S.W. (D, New York, N. Y. 


29 THE PSYCHIATRIST ON THE SCHOOL TEAM 
MODERATOR: 
Karem J. Monsour, M.D. (F), Pasadena, Calif. 
PANELISTs: 
Gordon Liddle, Ph.D. (D), Silver Spring, Md. 
Margaret Lawrence, M.D. (F), Pomona, N. Y. 
Arnold Kallen, M.D. (F), Plainfield, N. J. 
Chester M. Pierce, M.D. (F), Cambridge, Mass. 
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Session I: The Family 


191 THE Impact OF MENTAL AND PHYSICAL ILLNESS ON FAMILY LIFE 
E. James Anthony, M.D. (F), St. Louis, Mo. 


192 ADAPTATION TO FIRST GRADE AND FAMILY LIFE 
Sheppard G. Kellam, M.D, (F), Chicago, Ill. 
Sheldon K. Schiff, M.D. (M), Chicago, Ill. 


193 DIVORCE AND ITS PSYCHIATRIC SEQUELAE IN CHILDREN 
John F. McDermott, Jr., M.D. (F), Ann Arbor, Mich. 


194 A REEXAMINATION OF “PSYCHIATRIC HELP” WHEN DIVORCE IMPENDS 
Carl A. Whitaker, M.D. (F), Madison, Wis. 
Milton H. Miller, M.D. (F), Madison, Wis. 


195 RoLEs IN NORMAL AND PATHOLOGICAL FAMILIES 
Andrew S. Ferber, M.D. (M), Bronx, N. Y. 
Israel Zwerling, M.D. (F), Bronx, N. Y. 
Deborah Kligler, Ph.D. (I), Bronx, N. Y. 


Session II: Physiology of Behavior—Neurophysiology of Affective Diseases 


196 THE NEUROPHYSIOLOGY OF AFFECT 
William P. Wilson, M.D. (F), Durham, N. C. 
Blaine S. Nashold, Jr., M.D. (I), Durham, N. C. 


197 EFFECTS OF MARIHUANA ON PERCEPTION AND COGNITION 
Reese T. Jones, M.D. (M), San Francisco, Calif. 


198 A PsSYCHOENDOCRINE STUDY OF ORAL CONTRACEPTIVES 
Francis J. Kane, Jr., M.D. (M), Chapel Hill, N. C. 
Paul Obrist, Ph.D. (I), Chapel Hill, N. C. 

Morris Lipton, M.D. (F), Chapel Hill, N. C. 


199 NEUROPHYSICAL CORRELATES OF THE INTELLECTUAL FUNCTION OF COMMUNITY ELDERLY 
H. Shan Wang, M.D. (M), Durham, N. C. 
Walter D. Obrist, Ph.D. (I), Durham, N. C. 
Ewald W. Busse, M.D. (F), Durham, N. C. 


200 EEG AND BEHAVIOR ALTERATIONS DURING SMOKING DEPRIVATION 
George A. Ulett, M.D., Ph.D. (F), St. Louis, Mo. 
Judith Ulett (I), St. Louis, Mo. 
Turan M. Itil, M.D. (M), St. Louis, Mo. 


Session III: Group Process 


201 A STUDY oF A PATIENT SELF-HELP GROUP FOR OBESITY 
Albert J. Stunkard, M.D. (F), Philadelphia, Pa. 
Harold G. Levine (I), Philadelphia, Pa. 

Sonja Fox (I), Philadelphia, Pa. 


202 CoNSULTING WITH POLICE ON HUMAN RELATIONS TRAINING 
Lawrence E. Newman, M.D. (M), Los Angeles, Calif. 
J. Leonard Steinberg, Ed.D. (I), Los Angeles, Calif. 


203 MANDATORY GROUP THERAPY FOR EXHIBITIONISTS 
James L. Mathis, M.D. (F), New Brunswick, N. J. 
Mabelle Collins, M.D. (M), Oklahoma City, Okla. 


204 GrowTH IN MEDICAL STUDENTS THROUGH GROUP DYNAMICS 
James J. Cadden, M.D. (A), New York, N. Y. 
Frederic F. Flach, M.D. (F), New York, N. Y. 
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205 REINFORCEMENT OF COHESIVENESS IN GROUP THERAPY 
* Robert Liberman, M.D. (A), Washington, D. C. 


Session IV: Question the Experts 


TOPIC: ALCOHOLISM 

Co-MODERATORS: 
Jack H. Mendelson, M.D. (M), Chevy Chase, Md. 
Morris E. Chafetz, M.D. (F), Boston, Mass. 


Session V: Psychiatric Resident Education 


206 THe “PREDICTION SEMINAR” FOR TEACHING PSYCHOTHERAPY 
Richard D. Chessick, M.D. (M), Evanston, Ill. 


207 TRAINING PSYCHIATRISTS FROM DEVELOPING NATIONS 
Neuman S. Mittel, M.D. (M), Harding, Mass. 


208 QUALITY CONTROL IN PSYCHIATRIC RESIDENCY TRAINING 
George Nicklin, M.D. (M), New York, N. Y. 
C. H. Hardin Branch, M.D. (F), Salt Lake City, Utah 


209 SuMMaRY OF EVALUATION RESEARCH IN T.V. EDUCATION 
James H. Ryan, M.D. (M), New York, N. Y. 
Stanley Budner, Ph.D. (1), New York, N. Y. 


210 THE CASE OF THE Two HUARTES—A HISTORICAL CONFUSION 
Ruben D. Rumbaut, M.D. (A), Topeka, Kans. 


Session VI: Cross-National Study of Diagnosis of Mental Disorders in the 
U. S. and the U. K.—Follow-Üp Report 


211 SURVEY OF STATE HOSPITALS IN NEW YORK AND AREA MENTAL HOSPITALS IN LONDON 


—REsULTS I 
John E. Cooper, M.B., M.R.C.P., D.P.M. (1), London, England 
R. E. Kendell, M.B., M.R.C.P., D.P.M. (I), London, England 
Barry Gurland, M.B., M.R.C.P., D.P.M. (1), New York, N. Y. 
Lawrence Sharpe, M.B., D.P.M. (1), New York, N. Y. 


J. R. M. Copeland, M.B., M.R.C.P., D.P.M. (1), London, England 
R. Simon, M.A. (I), New York, N. Y. 


212 Survey or STATE HOSPITALS IN 
REsurTs II 

Barry Gurland, M.B., M.R.C.P., D.P.M. (D), New York, N Y. 
J. L. Fleiss, Ph.D. (1), New York, N. Y. 
John E. Cooper, M.B., M.R.C.P., D.P.M. (I), London, England 
Lawrence Sharpe, M.B., D.P.M. (D, New York, N. Y. 
R. E. Kendell, M.B., M.R.C.P., D.P.M. (1), London, England 
Pamela R. Roberts (1), New York, N. Y. 


213 RATINGS OF VIDEOTAPED IN. 


THE UNITED KINGboM—RESULTs I 


Lawrence Sharpe, M.B., D.P.M. (1), New York, N. Y. 
Bernice Fisher, M.S. (I), New York, N. Y. 


Barry Gurland, M.B., M.R.C.P., D.P.M. (D, New York, N. Y. 
214 RATINGS OF VIDEOTAPED INTERVI 
THE UNITED KincboM—RESULTs II 


R. E. Kendell, M.B., M.R.C.P., D.P.M. (1), London, England 
Jane Gourlay, M.A. (I), London, England 


John E. Cooper, M.B., M.R.C.P., D.P.M. (1), London, England 
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Session VII: Adaptation of Foreign Students in the United States 


215 


216 


217 


218 


MiGRATION AND HUMAN BEHAVIOR—CONCEPTS AND PROBLEMS 
Eugene B. Brody, M.D. (F), Baltimore, Md. 


FOREIGN STUDENTS IN A BIG UNIVERSITY—SUBCULTURE WITHIN A SUBCULTURE 
A. A. Alexander, Ph.D. (1), Madison, Wis. 

Kwo-Hwe Tseng, M.D. (I), Madison, Wis. 

Marjorie H. Klein, Ph.D. (1), Madison, Wis. 

Milton H. Miller, M.D. (F), Madison, Wis. 


ADAPTATION OF FOREIGN STUDENTS OF PSYCHIATRY IN THE UNITED STATES—A MEXICAN 
VIEWPOINT 
Guido Belsasso, M.D. (M), Mexico City, Mexico 


ADAPTATION OF FOREIGN STUDENTS IN A UNIVERSITY SETTING—A CANADIAN POINT 
OF VIEW 

Raymond I. Bernick, M.D. (A), Montreal, Quebec, Can. 

John G. Lohrenz, M.D. (M), Montreal, Quebec, Can. 

Allan Adler, M.D. (I), Montreal, Quebec, Can. 


FLooR DISCUSSION AND CLOSING REMARKS BY PANEL. 


Session VIII: Refresher Course in Psychopharmacology I 
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A basic course in clinical psychopharmacology will be given from 9:00 a.m. to 5:00 
p.m. Nine lectures will be presented throughout the day on four videotape screens. 
The lectures will be presented in varying order on each screen to avoid conflict with 
other presentations. A live panel will be present to answer questions raised by the 
presentations. 


CLASSIFICATION AND OVERVIEW OF DRUGS 
Alberto DiMascio, Ph.D. (I), Boston, Mass. 


REVIEW OF ANTIDEPRESSANTS—CLINICAL EFFICACY AND ACTIONS 
Jonathan O. Cole, M.D. (F), Boston, Mass. 


REVIEW OF ANTIPSYCHOTICS—CLINICAL EFFICACY AND ACTIONS 
Gerald L. Klerman, M.D. (F), New Haven, Conn. 


REVIEW OF ANTI-ANXIETY AGENTS AND MINOR ANTIDEPRESSANTS—CLINICAL 


EFFICACY AND ACTIONS 
Richard I. Shader, M.D. (M), Boston, Mass. 


CARDIOVASCULAR-HEMATOLOGIC SIDE EFFECTS 
Dale Friend, M.D. (I), Boston, Mass. 


ENDOCRINOLOGIC AND GENITOURINARY SIDE EFFECTS 
Richard I, Shader, M.D. (M), Boston, Mass. 


DERMATOLOGIC, OPHTHALMOLOGIC, AND ALLERGIC SIDE EFFECTS 
William S. Appleton, M.D. ( M), Boston, Mass. 


GERIATRIC PATIENTS 
Bernard Stotsky, M.D. (M), Boston, Mass. 


PREVENTION OF RECURRENCE (MAINTENANCE) 
Frank J. Ayd, Jr., M.D. (F), Baltimore, Md. 


PANEL: : 
Frank J. Ayd, Jr., M.D. (F), Baltimore, Md. 


Jonathan O. Cole, M.D. (F), Boston, Mass. ; 
Gerald L. Klerman, M.D. (F), New Haven, Conn. 
Richard I. Shader, M.D. (M), Boston, Mass. 
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Session IX: Simulated American Board of Psychiatry and Neurology Oral 
Examination in Psychiatry® 


EXAMINER: Harvey J. Tompkins, M.D. (LF), New York, N. Y. 
Discussant: Ewald W. Busse, M.D. (F), Durham, N. C. 


This live closed-circuit television broadcast will enact the American Board of Psychia- 
try and Neurology oral examination process in psychiatry. A recent diplomate. will 
serve as the candidate; he will be examined by an associate examiner with experience 
in board examinations. This session should prove helpful to those who plan to take 
their board examinations and to those who wish a refresher session on current psychiat- 
ric problems. The broadcast will originate from a nearby hospital and will feature 
patients with psychiatric problems. 


FRIDAY, MAY 9, 2:00 P.M. 


Session I: Hospitals 


219 CRISIS AND ORGANIZATIONAL CHANGE IN PSYCHIATRY 
Colin M. Smith, M.D. (M), Regina, Saskatchewan, Can. 


220 ORGANIZATIONAL OBSTACLES TO CHANGE IN A LARGE MENTAL HOSPITAL 
Howard M. Kaplan, M.A. (I), Philadelphia, Pa. 
Daniel Blain, M.D. (LF), Philadelphia, Pa. 


221 THE “BLACKLISTED” MENTAL HOSPITAL PATIENT 
Vernon D. Patch, M.D. ( M), Boston, Mass. 


222 SUICIDES IN THE "NEW" COMMUNITY HOSPITAL 
Joe Yamamoto, M.D, (F), Los Angeles, Calif. 
Michael Roath, M.D. (A), Los Angeles, Calif. 
Robert E. Litman, M.D. (F), Los Angeles, Calif. 


223 THE EVOLUTION OF "EMPATH"—AN EMERGENCY SERVICE 
Laurence T. Beahan, M.D. (M), Buffalo, N. Y. 
Harold J. Dumain, M.S.S. (I), Buffalo, N. Y. 
Harvey L. P. Resnick, M.D. (M), New York, N. Y. 


224 ATTITUDE THERAPY AND THE TREATMENT OF DEPRESSION 
James C. Folsom, M.D, (F), Tuscaloosa, Ala. 
William E. Patterson, Jr., Ph.D. (D), Tuscaloosa, Ala. 
Earl S. Taulbee, Ph.D. (I), Tuscaloosa, Ala. 
Robert F. Horner, Ph.D. (I), Tuscaloosa, Ala. 
H. Wilkes Wright, Ph.D. (I), Tuscaloosa, Ala. 


Session II: Clinical Psychiatry 


225 CLINICAL IMPORT OF DEPERSONALIZATION PHENOMENA 
Rima Brauer, M.D. (1), New Haven, Conn. 
Gary J. Tucker, M.D. (M), New Haven, Conn. 


226 Neurosis, 1769-1969—WrrH A MEMOIR oF WILLIAM CULLEN 
William F. Knoff, M.D. (F), Syracuse, N. Y. 


227 FAMILY HISTORY STUDIES VI—DEPRESSIVE DISEASE TYPES 
Remi J. Cadoret, M.D. (M), St. Louis, Mo. 
George Winokur, M.D. (M), St. Louis, Mo. 
Paula J. Clayton, M.D. (M), St. Louis, Mo. 


NEA 
® Sponsored by Smith Kline & French Laboratories, 
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Pxosic NEUROSIS—A STUDY oF 429 PATIENTS 
David C. Tinling, M.D. (1), Rochester, N. Y. 
Haroutun M. Babigian, M.D. (M), Rochester, N. Y. 


THE GANSER SYNDROME—CLINICAL ENTITY oR NONENTITY 
Gustave J. Weiland, M.D. (1), Washington, D. C. 


Session III: The Law 


230 


231 


232 


233 


234 


235 


THE RIGHT TO TREATMENT—SoME RECENT LEGISLATIVE DEVELOPMENTS 
Morton Birnbaum, LL.B., M.D. (I), Brooklyn, N. Y. 


PsYCHIATRIC MALPRACTICE—A REGIONAL INCIDENCE STUDY 
Paul F. Slawson, M.D. (M), Los Angeles, Calif. 


CRIME AND LSD—TueE INSANITY PLEA 
James T. Barter, M.D. (M), Denver, Colo. 
Martin Reite, M.D. (M), Denver, Colo. 
John R. Moeller, M.D. (I), Denver, Colo. 


THE CoMPLEAT FORENSIC PSYCHIATRIST 

Ames Robey, M.D. (M), Ann Arbor, Mich. 

William Bogard, M.D. (A), Ypsilanti, Mich. 

‘TEACHING HUMAN RELATIONS IN LEGAL NEGOTIATION 

E. Mansell Pattison, M.D. (M), Seattle, Wash. 

APPEALING AGAINST COMMITMENT TO MENTAL HOSPITALS IN ENGLAND AND WALES, 
SCOTLAND, ONTARIO, AND NEW YORK STATE—AN INTERNATIONAL REVIEW 

Cyril Greenland, M.Sc. (I), Toronto, Ontario, Can. 


Session IV: Sleep and Dreaming 


236 


237 


238 


239 


240 


THE EFFECT OF NOCTURNAL ANGINA IN SLEEP AND THE DREAMING STATE 
Ismet Karacan, M.D. (F), Gainesville, Fla. 

Robert L. Williams, M.D. (F), Gainesville, Fla. 

Carolyn J. Hursh, Ph.D. (1), Gainesville, Fla. 


SLEEP DISTURBANCE IN ACUTE SCHIZOPHRENIC PATIENTS 
David J. Kupfer, M.D. (A), Bethesda, Md. 

Richard J. Wyatt, M.D. (1), Bethesda, Md. 

Frederick Snyder, M.D. (M), Bethesda, Md. 

Jimmy Scott, Ph.D. (I), Bethesda, Md. 

AN EXPERIMENTAL APPROACH TO DREAMS AND TELEPATHY 

Montague Ullman, M.D. (F), New York, N. Y. 

Stanley Krippner, Ph.D. (I), New York, N. Y. 

THE EFFECT OF THIOTHIXENE AND FLUPHENAZINE ON DIGITAL COMPUTER SLEEP PRINTS 
T. M. Itil, M.D. (M), St. Louis, Mo. c 
Patrick Gannon, M.D. (I), St. Louis, Mo. 

Ludwig Heinemann, M.D. (I), St. Louis, Mo. 

J. M. C. Holden, M.D. (M), $t. Louis, Mo. 

Ali Keskiner, M.D. (I). St. Louis, Mo. 

DIFFERENTIAL LABORATORY ADAPTATION OF SLEEP PARAMETERS 


Helmut S. Schmidt, M.D. (I), Columbus, Ohio 
Rudolf Kaelbling, M.D. (F), Columbus, Ohio 


Session V: Adolescence 
241 POTENTIAL DELINQUENTS FOLLOWED ALL JUVENILE YEARS 
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C. Downing Tait, Jr., M.D. (F), Atlanta, Ga. 
- Emory F. Hodges, Jr., M.D. (F), Alexandria, Va. 
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FRIDAY, MAY 9, 2:00 P.M. 


242 A LONGITUDINAL STUDY OF NORMAL ADOLESCENTS 
Daniel Offer, M.D. (F), Chicago, Ill. 
David Marcus, M.D. (M), Chicago, Ill. 
Judith Lynn Offer (1), Chicago, Ill. 


243 NATURAL History OF AFFECT DISORDERS IN ADOLESCENCE 
Lucy Jane King, M.D. (M), St. Louis, Mo. 
Glen D. Pittman, M.D. (M), St. Louis, Mo. 


244 THE MOTORCYCLE SYNDROME 
Armand M. Nicholi, Jr., M.D. (M), Cambridge, Mass. 


245 Towarp DEFINING THE GAP IN GENERATIONS 
Pierre Mornell, M.D. (A), San Francisco, Calif. 


246 AN ADVENTUROUS ACTIVITY PROJECT FOR ADOLESCENTS 
M. J. Eijer, M.D. (I), Utrecht, The Netherlands 
Session VI: Transcultural Psychiatry 


247 PROBLEMS IN CROSS-CULTURAL PSYCHIATRY—A. NON-WESTERN VIEW 
Suk Choo Chang, M.D. (A), New Haven, Conn. 


248 THE SocraL READJUSTMENT RATING SCALE—A. CROSS-CULTURAL STUDY OF WESTERN 


EUROPEANS AND AMERICANS 
David K. Harmon (I), Seattle, Wash, 
Thomas H. Holmes, M.D. (F), Seattle, Wash. 


249 G.L-VIETNAMESE MARRIAGES—A SunvEY 
William F, Kenny, M.D. (M), Bronx, N. Y. 
Albert Kastl, Ph.D. (1), San Francisco, Calif. 


250 THE PSYCHIATRIC CONTRIBUTION TO THE PROBLEM OF DELINQUENCY—THE DuTCH 


SITUATION 


J. M. Scholten, M.D. (1), chief Psychiatric consultant, Netherlands Ministry of Justice, 


Amsterdam, The Netherlands 


251 THE THERAPEUTIC COMMUNITY IN THE REHABILITATION OF DELINQUENTS 


A. M. Roosenburg, M.D. (I), clinical director, Dr. H. van der Hoeven Clinic, Utrecht, 


The Netherlands 


Session VII: Films II 


SINGLE PATIENT-ORIENTED NNEUROPSYCHOPHARMACOLOGY-—PART I 
SINGLE PATIENT-ORIENTED NEUROPSYCHOPHARMACOLOGY—PART Il 
Walter Knopp, M.D. (M), Columbus, Ohio 


BOXING IN THE TREATMENT OF EMOTIONALLY DISTURBED ADOLESCENT Boys 
Stanley J. Woollams, M.D. (M), Ann Arbor, Mich. 


Hystert4A—Bopy LANGUAGE 
à Leon Chertok, M.D, (CF), Paris, France 


DESIGNATE. 


Session VIII: Refresher Course in Psychopharmacology Hi 


This is a continuation of the course. See Friday morning, session VIII, for details. 


[214] 


Amer. J. Psychiat. 125: 9, March 1969 


CHART OF PROGRAM oe 


MONDAY TUESDAY 
9:00 A.M. 2:00 P.M. 8:00 P.M. 7:30 A.M. 9:00 A.M. 2:00 P.M. 3:30 P.M. 8:00 P.I 
I loint Session: Infidelity 
Dutch Psychiatric 
Association—APA 
li Joint Commission Computers 
on Mental Health 
0 of Children E 
P v 
E c 1 E 
m $ The Sequelae Men Rod l 
N " Pareta nj i bali ion N 
oss in 
8 Childhood 4 Community & 
P 
S A T A 
: T H N 
I Benjamin Rush E 
N s Crs 0 : Lecture on B E 
l N E Psychiatric A li L 
0 E Eny 1 s d 
N A K 0 I & 
m lar SE 
A D A i E 
Y N Chemical and eatin of à i H 
D Clinical t T views a$ a $ E 
Ires of 0 Teaching : A 
C y 
p Disorders ^ ; cub E : R 
E 0 M R s T 
$ 
1 i : h tics E ; 
vi D The Psychiatrist — 7 auem E I A 
E and the Mental A t 0 N 
Retardation I R T N D 
N Movement 0 s M 
i N R H 
I E U 
A A M 
Patterns of 
vu L Interracial , Delivery of A 
K Psychiat 4 Mental Health N 
sychi, vices 
D View White Racism E the Community 
D in America s i 
R $^ E 
E Simulated $ 
viii s Films ABPN Oral 
S Examination 
in Neurology 
IX 


15: 
Amer. J. Psychiat. 125: 9, March 1969 1215) 


(ommo o Sen z Sma 


1322 
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:30 AM. — 9:00 A.M. 2:00 P.M. 
125th Anniversary The Interface— 
Session on A Joint Panel 
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1324 INDEX TO PARTICIPANTS 


Index to Participants 


Listed here are names of persons presenting scientific papers and participating in panel dis- 
cussions and seminars. Numbers following the names refer to paper numbers in the program 
rather than pages. In addition the following abbreviations have been used. 

Sem. 1 = Breakfast Seminar; seminars are numbered consecutively through the week and are 
divided as follows: Tuesday, 1-8; Wednesday, 9-15; Thursday, 16-22; Friday, 23-29. 

E. Pan. = Evening Panel; single letter designations (A) refer to panels held Tuesday night; 
double letter designations (AA) refer to panels held Thursday night. 

QE/W = Question the Experts; the letter following the slash refers to the day of the session 
(W = Wednesday morning, session VIII; F = Friday morning, session IV). 

M/P/VI = unnumbered talks, discussions, and panels. The first letter indicates the day; the 
second indicates the time (A = A.M., P = P.M.); the third indicates the session number. 


Abel, G. G., 188 Birnbaum, M., 230 Carroll, R. S., 164 
Abell, R. G., Sem. 19 Bittker, T., Sem. 21 Catanzaro, R. J., 84 
Abelove, W. A., W/P/I Black, B., E. Pan. G Chafetz, M. E., QE/F 
pere W., Th/P/I piain Da o Chambers, G. S., E. Pan. D 
er, A., inder, B. J., 189 Chang, S. C., 247 
Adler, L. M., M/P/VIII, 74 Bloch, H. I., 147 Chaplan, A., 144 
Ainslie, J. D., Sem. II Bloom, L., Sem. 4 Chatel, J., 134 
Alexander, A. A., 216 Bluestone, H., E. Pan. G Chertok, L., F/P/VII 
Alexander, L., Sem. 23 Blume, S., Sem. 25 Chessick, R. D., E. Pan, EE, 
Alig, V. B., 132 Blumer, D., 173 206 
Allen, M. G., 116 Blunt, T., Sem. 20 Christmas, J. J., 137 
Almeida, J., Sem. 1 Bobbitt, J. M., 8 Clancy, J. J., 188 
Alpert, M., 82 Bockoven, J. S., Sem. 12 Clark, G. R., 13 
Altman, L. M., 177 Bogard, W., 233 Clark, J. F., 71 
Anthony, E. J., 191 Boigon, H., E. Pan. E Clayton, L., 40 
Arnot, R. E., Sem. 23 ‘ Bond, D. D., 93, 99 Clayton, P. J., 131, 227 
you die Meus i Dn LE Cohen, R. E., Sem. 17 
; R., E. Pan. oslow, H. M., Sem. 7 Colburn, R. W., 20 
jer Ly 141 Bowen, D. E., Sem. 5 Cole, J. O, Sem. 4, F/A, 
pu . J., Jn, F/A, P/VIII Braceland, F. J., 56A, 97 P/VIII 
yllon, T., 187 p P., 190 Collins, J. S., Sem. 12 
BA ranch, C. H. H., 208 Collins, L., 166 
"e eret ed Branch, J., 145 Collins, M., 203 
Baler LOAN Senne Brandes, N. S., Sem. 19 Comer, J. P., 24 
Ballou-Dolkart, M., 185 Brauer, R., 225 Connolly, A. M., Sem. 3 
Balser, B. H. 144 5 gene ere Cooke, E. T., 138 214 
Bandler, B., E. righton, J. R., Cooper, J. E., 211, 212, 21 
eds S A GIAN I6. Bi NQ, E. Pan. AA Copeland, J. R. M., 211 
Barnard, G. W., Sem. 11 Broadbent, W., E. Pan. I Corney, R. T., 120 
Barnett, C, R., 177 Brody, E. B., W/A/I, 215 Crain, I. J., E. Pan. FF 
Barter, J. T., 143, 232 Broussard, E. R., 178 Crandell, D. L., 130 
Baur, E, W., 103 j Bruce, D., Sem. 20 Crane, J. B., 16 
Beahan, L. T., 223 Brumberg, A., Sem. 27 Crane, M., E. Pan. CC 
Beaubrun, M. H., E. Pan. II Bruschi, W. C., Sem. 3 Crane, P., E. Pan. CC 
Beels, C. C., T/A/V Budner, S., 209 Crawford, P., 79 
Beigel, A., 126 Bunney, W. E., Jr., 20, 21 Curry, S. H., 163 
Bell, N., Sem. 14 Busse, E. W., 199, F/A/IX : 
Bellak, L., 79, E. Pan, DD Butler, R. N., 161 Daniels, D. N., Sem. 21 
Belsasso, G., 217 Butts, H. F., 26, 114 Davenport, H. T., h 
Berkovitz, I. H., eee ae 
Bets NR Para d Cadden, J. J., 204 Davidson, W. D., Sem. 27 
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Position Statement on Drug Abuse and the Need 
to Separate Medical Research and Practice from Law 
Enforcement in .Combating It 


This statement was approved by the Council of the American Psychiatric Association on De- 
cember 13, 1968, upon recommendation of the Association’s Task Force on Drug Abuse in Youth. 


The rapidly expanding pharmacopea of chem- 
icals that affect mood and behavior presents 
medicine with both rich resources and grave 
responsibilities. Therapeutically effective sub- 
stances (among them many sedatives, stimu- 
lants, euphoriants, and antianxiety drugs) may 
be precisely those which, when misused, can 
induce addiction or gratification leading to the 
growing problem of abuse. Highly developed 
scientific skills are required not only to re- 
sponsibly investigate therapeutic applications 
of new and old chemicals, their modes of 
action, and toxicity, but also to determine the 
causes of drug abuse and methods for its 
prevention and effective treatment. 

The American Psychiatric Association notes 
with approval the establishment within the 
National Institute of Mental Health of centers 
for research in the fields of psychopharmacol- 
ogy, and of narcotic and drug abuse. Increased 
support for NIMH's clear mission in fostering 
educational and scientific work in these areas 
is mandatory and in the public interest. 

We oppose administrative or legislative en- 
croachment by enforcement agencies upon 
tasks appropriately assigned to the Depart- 
ment of Health, Education, and Welfare. This 
department serves the public interest by col- 
laborating with the health professions to pro- 
mote scientifically advanced study of all drugs 
affecting bodily and behavioral functions. In- 
deed, its intramural and grants programs have 
fostered advances in research and education 
which, in both quality and rate of achievement, 
have led the world, For continuation of a 
comprehensive and well-coordinated research 
attack on the causes and consequences of 
narcotic and other drug abuse, the separation 
of enforcement and health-related education 
and research is imperative. 

To our alarm and dismay, we have learned 
that the Department of Justice has developed 
draft legislation titled the “Omnibus Controlled 
Dangerous Substance Act” which endows the 
department—not a health agency—with sweep- 


Amer. J. Psychiat. 125: 9, March 1969 


ing power to regulate medical research and 
practice. 

The proposed legislation would arrogate to 
the Department of Justice authority to decide, 
with respect to a wide range of drugs in 
therapeutic use and with a potential for abuse: 
1) what is acceptable medical practice; 2) what 
is acceptable medical research; 3) who is 
competent to conduct medical and scientific 
research in the area of narcotics and a wide 
range of other drugs; and 4) the abuse poten- 
tial of old and newly discovered substances 
and the conditions under which they may be 
used, not only in practice, but for any kind of 
scientific investigation. 

Further, the draft law provides for a pro- 
gram of medical, psychological, and education- 
al research directed by the Department of 
Justice that would duplicate and compete with 
authorities and functions now vested in the 
Department of Health, Education, and Wel- 
fare. This Omnibus Controlled Dangerous 
Substance Act turns the clock back to the era 
ewhen physicians and other researchers were 
discouraged and afraid to undertake programs 
in treatment and investigation because enforce- 
ment authorities seemed to be dictating the 
practice of medicine. It grants to the Attorney 
General responsibilities traditionally reserved 
to the health professions and would arrest the 
current forward movement of knowledge and 
practice. 

Until April of 1968 the Bureau of Nar- 
cotics in the Treasury Department had re- 
sponsibility for enforcing narcotic laws, while 
the Bureau of Drug Abuse Control in the 
Food and Drug Administration had responsi- 
bility for enforcing the Drug Abuse Control 
Amendments of 1965 relating to certain stimu- 
lants, sedatives, and psychotomimetics. But 
neither agency had any responsibility for health 
and scientific research. In approving their 
merger and shift to the new Bureau of Narcot- 
ics and Dangerous Drugs in the Department 
of Justice, both the congressmen who were 
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opposed to and who were in favor of the 
merger were careful to distinguish the law en- 
forcement mission of the new bureau from 
scientific, medical, and educational functions. 
They cited the concentration of expertise al- 
ready present in the Department of Health, 
Education, and Welfare and clearly expressed 
concern that major public educational efforts 
by a prosecuting arm of government would 
not invite belief and confidence, 

We strongly endorse the concept that health 
research and education remain solely within 
the province of health agencies, which can 
more responsibly assess the value and/or the 
hazards of drugs than legal agencies. Enforce- 
ment agencies generate information for re- 
search, but authentic investigations can proper- 
ly be conducted only by those whose primary 
mission is scientific research, medical care, and 
education. Further, the medical profession 
views the individual, whatever his account- 
ability for wrongdoing as a result of drug 
effects, as having a need and a right to expect 
relevant treatment and, indeed, all that is im- 
plied by this in terms of the doctor-patient 

_ Telationship. Finally, we believe it clearly in- 
cumbent on law enforcement agencies not to 
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distort or retard advances in research, in the 
delivery of health care, or in the quality of 
medical practice available to this nation. 

The task of the health professions is to 
deliver technically proficient and responsible 
health care, to advance special knowledge and 
expertise, and to inform the public of health 
needs, risks, and valid new findings. It is their 
role to conduct inquiry regarding the therapeu- 
tic use of drugs and to work with relevant 
specialists in the prevention and treatment of 
the misuse of drugs. This is best done in 
cooperation with but not under the direction 
of law enforcement agencies responsible for 
controlling the manufacture of and traffic in 
drugs. 

Our common purpose is ultimately to pre- 
vent individual suffering and the physical, 
psychological, and social consequences of drug 
misuse. In achieving this, our nation deserves 
the best and most expert information, rather 
than arbitrary measures—such as those pro- 
posed by the Department of Justice—which 
would not only interfere with sound medical 
practice but repress the advancement of health 
care and scientific knowledge. 
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The following are those who successfully 
completed the Board examinations given in 
New York, N. Y., December 9 and 10, 1968. 


PSYCHIATRY 


Abenante, Louis, M.D., North Plainfield, N. J. 

Ahmad, Bashir, M.D., Taunton, Mass. 

Anderson, Robert E., M.D., New York, N. Y. 

Anhalt, Herbert S., M.D., Manhasset, N, Y. 

Aronow, Paul, M.D., Great Neck, N. Y. 

Backman, John H., M.D., Brookline, Mass. 

Bates, Griffin M., Jr., M.D., Bryn Mawr, Pa. 

Belleau, Thomas, M.D., Cambridge, Mass. + 

Blitz, Marvin Barry, M.D., New York, N. Y. 

Blume, Sheila B., M.D., Sayville, N. Y. 

Blustein, Joseph Edward, M.D., C.M., F.R.C.P. 
(C), Montreal, Quebec, Can. 

Bucove, Arnold D., M.D., Pleasant Valley, N. Y. 

Cameron, Ian Richard, M.D., Hartford, Conn. 

Chilman, John Howard, M.D., Ridgewood, N. J. 

Clark, John G., Jr., M.D., Weston, Mass. 

Conway, Mark, M.D., West Hartford, Conn. 

D'Elia, Frank G., M.D., Southport, Conn. 

Dreier, Theodore, M.D., Cambridge, Mass. 

Dufour, René-Jacques, M.D., Quebec City, Quebec, 
Can. 

Ebin, Eva V., M.D., Great Neck, N, Y. 

Ellenberg, Jack, M.D., New York, N. Y. 

Epstein, Simon Jules, M.D., Stamford, Conn. 

Farinas, Geronimo, M.D., New York, N. Y. 

Fras, Ivan, M.D., M.S., Binghamton, N. Y. 

Freeman, Paul, M.D., Huntington, N. Y. 

Friedberg, Eugene A., M.D., New York, N. Y. 

Gardner, David John, M.D., Silver Spring, Md. 

Gelber, Robert D., M.D., Plainfield, N. J. 

Gibbon, John, M.D., Ogdensburg, N. Y. 

Goldberg, Eugene L., M.D., New York, N. Y. 

Gottesman, George H., M.D., Scarsdale, N. Y. 

Grahl, Arthur John, M.D., Cliffside, N. J. 

Graz, Charles Michael, M.D., Huntington, N. Y. 

Gregory, Paul G., M.D., Great Neck, N. Y. 

Greiff, Barrie Sanford, M.D., Boston, Mass. 

Grossman, Melvin Lester, M.D., Gainesville, Fla. 

Gutierrez, H. Omar, M.D. Franklin Square, 
N. Y. 

Hall, Kenneth Wesley, M.D., Wayne, N. J. 

Hart, Marion G., M.D., New York, N. Y. 

Hartman, Frank R., M.D., New York, N. Y. 

Hawkes, P. H. R., M.D., New Britain, Conn. __ 

Herkert, Eleonore E, M.D., M.S., Forest Hills, 
N. Y. 

Hertzig, Margaret E., M.D., New York, N. Y. 

Hobson, John Allan, M.D., Boston, Mass. 

Hunt, Winslow Robert, M.D., New York, N. Y. 

Huntley, Arthur Carson, M.D., Philadelphia, Pa. 

Ifarraguerri, Agustin, M.D., Philadelphia, Pa. 

Jacobs, Theodore J., M.D., New York, N. Y. 

Johnson, Charles David, Jr, M.D., Brookline, 
Mass. 
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Kahn, Willard Stanley, M.D., New York, N. Y. 

Kaplan, Helen Singer, M.D., Ph.D., New York, 
N. Y. 

Katz, Jack L., M.D., Bronx, N. Y. D 

Kavanaugh, James G., Jr., M.D., Charlottesville, 
Va. : 

Kaye, Miriam Molitch, M.D., South Orange, N. J. 

Kenny, William J., M.D., Hartford, Conn. 

Khakee, Abdulaziz G., M.B., Concord, N. H. 

Kleeman, Susan Thurman, M.D., Chestnut Hill, 
Mass. 

Koumans, Alfred Jan Robert, M.D., Arlington, 
Mass. 

Kuten, Jay, M.D., Boston, Mass. t 

Levay, Alexander N., M.D., Tenafly, N. J. 

Levitt, Lawrence I., M.D., New York, N. Y. 

Levowitz, Herbert J., M.D., Forest Hills, N. Y. 

Lewit, William V., M.D., Scarsdale, N. Y. 

Loutsch, Erica Maria Kimelman, M.D., New 
York, N. Y. 

Lowy, Frederick H., M.D., Montreal, Quebec, 
Can. 

Lyons, Irwin, M.D., Jenkintown, Pa. 

Makover, Henry B., M.D., Mamaroneck, N. Y. 

Marcus, Julius, M.D., Hempstead, N. Y. 

Markoff, Richard Allan, M.D., New York, N. Y. 

Maurer, Ervin Arthur, M.D., Orangeburg, N. Y. 

McGarry, A. Louis, M.D., Brookline, Mass. 

Meyerson, Arthur T., M.D., New York, N. Y. 

Milstein, Robert, M.D., Belmont, Mass. 

Moreano, Augusto G., M.D., Kings Park, N. Y. 

Moss, Norman I., M.D., Cambridge, Mass. 

Nathan, Shepherd, M.D., Kings Park, L, I., N. Y. 

Nicholi, Armand Mayo, Jr., M.D., Cambridge, 
Mass. 

Nies, Alexander, M.D., Burlington, Vt. 

Oliveau, Donald, M.D., Burlington, Vt. 

Pasternak, Irwin M., M.D., Bangor, Me. 

Pearlman, Chester A., Jr., M.D., Groton, Conn. 

Pineda, Bernardo G., M.D., Burlington, Iowa 

Pisetsky, Myron Matthew, M.D., West Hartford, 
Conn. 

Piskacek, Vladimir Richard, M.D., New York, 
N.Y. 

Pitrelli, John R., M.D., Central Islip, N. Y. 

Rhee, Woo Bok, M.D., Wingdale, N. Y. 

Rice, Julius, M.D., Great Neck, N. Y. 

Rifkin, Arthur, M.D., Great Neck, L. L, N. Y. 

Rifkin, Boris G., M.B., Ch.B., New Haven, Conn. 

Roheim, Judy Marianne, M.D., Manhasset, N. Y. 

Rosenthal, Stuart, M.S., M.D., Boston, Mass. 

Rosner, Bennett L., M.D., Yonkers, N. Y. 

Schmit, Gerard M., M.D., New York, N. Y. 

Schwartz, A. Herbert, M.D., New Haven, Conn. 

Shader, Richard L, M.D., Newton Center, Mass. 

Silver, Larry B., M.D., New Brunswick, N. J. 

Soll, Maxwell H., M.D., Brooklyn, N. Y. 

Sosa, Juan Bautista, M.D., Middletown, Conn. 

Sosin, David Elliott, M.D., Los Angeles, Calif. 

Steinmuller, Robert I., M.D., New York, N. Y. 
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Stotsky, Bernard A., M.D., Brookline, Mass. 
Swogger, Leo Glenn, Jr., M.D., New York, N. Y. 
Talbott, John Andrew, M.D., New York, N, Y. 
Van Fleet, William Vernon, M.D., Butner, N. C. 
Weintrob, Alexander, M.D., New York, N. Y. 
Winn, Don A., M.D., New York, N. Y. 

Wolpert, Arthur, M.D., Ph.D., Bay Shore, N. Y. 
Yillar, Mehmet Kemal, M.D., Poughkeepsie, N. Y. 


` Zarzar, Nakhleh P., M.D., Raleigh, N. C. 
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NEUROLOGY 


Andrews, John Morton, M.S., M.D., Encino, 

- Calif. 

Appel, Stanley Hersh, M.D., Durham, N. C. 

Barrett, Robert Edward, M.D., New York, N. Y. 

Berland, Robert Howard, M.D., Hartford, Conn. 

Boczko, Miklos L., M.D., Scarsdale, N. Y. 

Brown, Alan J., M.D., Yonkers, N. Y. 

Fahn, Stanley, M.D., Merion Station, Pa. 

Ferguson, John Hollister, M.D., Dollard Des 
Ormeaux, Quebec, Can. 

Garofalo, Michael, Jr., M.D., New York, N. Y. 

Godfrey, Earl H., M.D., Charleston, S. C. 
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Goldberg, Mark A, Ph.D. M.D., New York, 
N. Y. 
Golden, Gerald S., M.D., Bronx, N. Y. 
Greenbaum, Howard, M.D., New York, N. Y. 
Hornblow, John T., M.D., Hartford, Conn. 
Hudgins, Robert Lewis, M.D., Jacksonville, Fla. 
Janeway, Richard, M.D., Winston-Salem, N. C. 
Markowitz, Stephen D., M.D., Paterson, N. J. 
Nicol, Charles Francis, M.D., Buffalo, N. Y. 
Peterson, Hart deCoudres, M.D., New York, N. Y. 
Pincus, Jonathan Henry, M.D., New Haven, Conn, 
Resnick, Jerome S., M.D., Stamford, Conn. 
Schuman, Michael H., M.D., Brooklyn, N. Y. 
Silverman, Gerald M.; M.D., New York, N. Y. 
Slotwiner, Paul, M.D., New York, N. Y. 
Spiro, Alfred J., M.D., Bronx, N. Y. 
Still, Charles Neal, M.D., Columbia, S. C. 
Thoen, Dennis D., M.D., Salt Lake City, Utah 
Wood, Don H., M.D., New York, N; Y. 
Yannakakis, George D., M.D., Miami, Fla. 


SUPPLEMENTARY NEUROLOGY 
Dale, Robert Tatum, M.D., New York, N. Y. 


APPLICATIONS FOR PART I (WRITTEN) EXAMINATION 


Applications for Part I (written) of the examination to be given in the Spring 
of 1970 must be in the executive office of the American Board of Psychiatry and 
Neurology no later than October 13, 1969. This is an absolute deadline. Those 
‘who have completed the required 36 months of training and will complete the 
24-month experience requirement by June 30, 1970, are invited to submit their 
“Dh formal applications now and request consideration for the Spring 1970 Part I 
EE examination. 

E Credentials must clear the credeni 
f last-minute applicants 
the deadline. 


Those who have successfully completed Pa i 
(oral) in order of receipt oi i 3 eae et 


f application without reference to date or geographic 
location of the examination Last-minu i i 
^ 3X . te applicant ves w 
y 1 pplicants may find themselves with a 


J T tween Part I and Part I inati 
number of candidates scheduled before them. E 


. Part I is usually given on the first Monday i i i 
é En 3 lay in May, but this may change in 
, Rod r Pen E With meeting dates of national medical organizations. Tests 
Ed Corrected by computer, and official notification of results will be mailed to 


a dates as soon as they are received in the executive office, usually about June 


Application blanks are- availab 
Secretary-Treasurer, American 
1157, Rochester, Minn. 55901 


€ ntials committee in time for the Part I roster; 
may jeopardize their chances of obtaining clearance before 


le from: David A. Boyd, Jr., M.D., Executive 
Board of Psychiatry and Neurology, P.O. Box 
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The Fate of the Mentally n Physician 


BY IVER F. SMALL, M.D., JOYCE G. SMALL, M.D., 
CLARE M. ASSUE, M.D., AND DONALD F. MOORE, M.D. 


Extensive information collected on 40 phy- 
sicians who had been hospitalized for the 
treatment of a psychiatric disorder revealed 
that more than half of these doctors were 
ultimately able to return to active profes- 
sional lives, despite the generally poor prog- 
noses for the disorders from which they 
suffered. The severity of their illnesses was 
emphasized, however, by the unusually*high 
death rate, which included five suicides, 
during the follow-up period. The authors 
examine the implications of their findings 
for the training of young physicians, the 
need for early preventive efforts against 
mental illness, and the treatment and re- 
habilitation of physicians who do become 
ill. 


HEN A PHYSICIAN is hospitalized for 
Wis treatment of a mental disorder, it 
is of critical importance to be able to assess 
his potential for recovery and return to 
medical practice. Not only are the physician- 
patient and his family deeply concerned 
about these prospects but so are medical 
licensure authorities, professional associates 
of the physician, his future patients, and 
Society at large. Psychiatrists who are re- 
sponsible for the treatment of a mentally 
ill physician are rapidly made. aware of the 


Read at the 124th annual meeting of the Ameri- 
can Psychiatric Association, Boston, Mass., May 
13-17, 1968. i 

The authors are associate professors of psychia- 
try, Indiana University Medical Center. DE B 
also with Larue D. Carter „Memorial Hospi al, 
1315 W. Tenth St., Indianapolis, Ind. 46207, w! en E 
Dr. Iver Small is assistant superintendent (m 
ical). 
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serious therapeutic, ethical, legal, and moral 
ramifications involved in these situations. 
Not only must the attending physician con- 
cern himself with the management of the 
patient's illness and the delicate doctor- 
physician-patient relationship but he must 
also respond to legitimate demands from 
medical and lay communities for depend- 
able predictions and adequate protection. 

The difficulties of this psychiatric predica- 
ment are compounded by a relative lack 
of information about how physicians actually 
do function, both personally and profession- 
ally, after hospitalization for mental illness. 
A search of the literature over the past 
decade has identified only two pertinent 
reports. In a recent paper(4) and book(5), 
Duffy and Litin described the clinical and 
personality attributes of doctors admitted to 
the inpatient unit of the Mayo Clinic Psy- 
chiatric Center, but the study did not include 
follow-up data. Another article by a'Brook 
and associates(1) discussed 114 physicians 
who received inpatient care at two English 
hospitals, with follow-up information de- 
rived from mail questionnaires which were 
returned by less than 25 percent of the 
sample. 

Other studies have focused upon selected 
aspects of the problem of mental disorder 
in physicians. The program of the 1967 
American Psychiatric Association annual 
meeting contained two such presentations 
on themes of “Suicide and Role Strain 
Among Physicians"(3) and “Psychiatrists 
Who Kill Themselves"(7). Other related 
topics considered in the literature include 
drug abuse and narcotic addiction among 
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physicians(10), outpatient treatment of doc- 
tors with psychiatric problems(12), and 
mental disorders encountered in subgroups 
such as naval medical officers(2), medical 
students(13), and even physicians’ wives(6). 

Although valuable insights are derived 
from these models of studies, they cannot 
provide a comprehensive account of the 
fate of the mentally ill physician, Our goal 
was to obtain more thorough information 
about doctors who receive hospital treat- 
ment for psychiatric disorders. Data were 
sought about the professional, personal, and 
psychiatric problems and adjustments of 
physicians in the years before, during, and. 
after admission to a mental hospital. 


Method 


The setting of this study is an acute 
intensive psychiatric facility for treatment, 
teaching, and research, which is located on 
the Indiana University Medical Center cam- 
pus. The hospital serves the entire state of 
Indiana on a referral basis from any practic- 
ing physician. Because it is associated with 
the university, possesses a central location, 
and is separated from private facilities, it 
is a preferred treatment center for many 
professional people who become mentally 
ill. The treatment program of the hospital 
is eclectic and is administered by teams 
of experienced psychiatrists who supervise 
Psychiatric residents and members of allied 
professional disciplines, 

All physicians admitted to the hospital 
from 1952 to 1965 were selected for study. 
The charts and records of the index hospi- 
talization were systematically reviewed. In 
addition, other confirming information about 
the subjects and reference material were ob- 
tained from county medical societies and 
the records of the Indiana University School 
of Medicine. For comparative purposes, a 
group of patients from other professions 
was similarly selected from those hospi- 
talized during the same period of time. 

During the years 1967 and 1968, each 
of the subjects was contacted by the senior 
author (LE.S.), who personally arranged 
to interview and examine each of the 
Physicians and other Professionals and to 
question family members and associates. 
In the few instances where the physician 
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or knowledgeable informant was found to 
be dead, unavailable, or unable to give in- 
formation in person, the details were sought 
from alternate sources. These included the 
patient’s own physician, relevant county 
medical societies, appropriate mental hos- 
pital superintendents, or distant relatives, 
All of the information so obtained was 
classified and coded, using standard methods 
of organization of psychiatric data as pre- 
viously described by us and others(17, 18). 
Diagnostic decisions were made in accord 
with criteria used in the APA diagnostic 
manual and as developed in painstaking 
studies of psychiatric syndromes(8, 9, 14). 


Results 


Forty physicians were admitted to the 
hospital during the specified 13 years. The 
majority had been seen initially, examined, 
treated, and followed during some of this 
period by one of the authors (C.M.A.). 
An average period of 9.3 years, with a 
range of from 2.5 to 13 years, had elapsed 
since their index hospitalization. It was 


TABLE 1 
Characteristics of the Sample and Comparison Group 
of Other Professionals with Equivalent Education 


OTHER 
VARIABLE PHYSICIANS PROFESSIONALS 
Number 40 47 
Age in years 422 41.2 
Sex 
Male 38 39 
Female 2 8 
Marital status 
Married 13 30 
Single 6 7 
Separated 16 1 
Divorced 4 9 
Widowed 1 0 
Type of mental disorder 
Organic 0 3 
Psychotic 
Schizophrenia 21 17 
Affective 6 6 
Psychoneurotic 0 9 
Personality 
Alcoholism 7 7 
Drug addiction 6 2 
Other 0 3 
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found that M.D.s accounted for one ad- 
mission for each 130 entries into the hospital 
during this period. 

Some of the characteristics of these 40 
physicians are outlined in table 1, as well 
as similar data about the 47 other pro- 
fessionals selected for review. The average 
age of the physicians was 41 years at the 
time of admission; 38 of the 40 were men. 
Most of them had experienced a great deal 
of marital difficulty, as reflected in the 
statistics on separation and divorce. Twenty- 
one of the doctors had final diagnoses of 
schizophrenic reactions. Affective disorders 
were present in six, five had psychotic 
depressions, and one had a manic episode. 
Seven were chronic alcoholics, and six were 
addicted to various kinds of drugs. 

Twenty-five of the physicians had been 
born and raised in smaller towns, that is, 
with a population of less than 25,000 people. 
After their medical education, most of them 
entered practice in a town of similar size. 
Seven of the doctors were the offspring of 
physicians, nine had parents who were col- 
lege graduates, and 24 were the offspring 
of families whose parents were either white 
or blue collar workers with some high school 
education. Thus, more than half of the 
physician sample could be considered up- 
wardly mobile. X 

In comparing some of these findings with 
the group of other professionals, it is shown 
that the two samples were of similar age 
and sex distribution. However, the latter 
had much more stable family lives than 
did the physicians. Also, the other pro- 
fessionals displayed a wider spectrum of 
psychiatric diagnostic categories than did 
the doctors. The social data were similar 
for the other professionals, except that only 
three of them had physician fathers. à 

In table 2, ratings of social adjustment 
prior to the index hospitalization are shown 
for the doctors and the other professionals. 
A 5-point scale was used for the grading 
of social functioning in areas of occupation, 
management of funds, family adjustment, 
other interpersonal relationships, and rec- 
reational and community activities. In all 
these aspects, a rating of 1 indicated com- 
pletely adequate performance, whereas a 
rating of 5 meant total disability. As shown 
in the table, prior to hospitalization the 
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Table 2 


Average Scores on Prehospitalization Social Adjustment 
Ratings for the Sample and Comparison Groups * 


OTHER 
AREA PHYSICIANS PROFESSIONALS 
Occupational adjustment 1.08 19 
Management of funds 228 2.3 
Family adjustment 3.4 2.0 
Interpersonal relationships 3.0 3.0 
Recreational adjustment 29 2.8 
Community activities JA 26 


* Five-point scale: 1 = best; 5 = worst. 


‘physicians were maintaining full-time oc- 


cupational responsibilities with a nearly per- 
fect average score. The other professionals 
achieved a mean score of 2, a level in- 
dicating inability to maintain a full-time 
occupation. 

The other important difference between 
the groups was in family adjustment, where 
the physicians had poorer scores. This was 
related to their described aloofness, a lack 
of involvement in the family and its re- 
sponsibilities or activities. Both groups of 
subjects tended to avoid outside interper- 
sonal relationships and lacked recreational 
interests. Doctors were more remote from 
community activities such as clubs, churches, 
or other organizations than were the other 
professionals, although neither group could 
be considered active participants in com- 
munity affairs. 

So far as could be determined, the 
academic performance of our physician- 
patients had not been much different from 
that of most medical students. Twenty-eight 
of them had been considered good students 
and were described as reasonable scholars 
without grade failures. Five had mediocre 
records and just managed to scrape through. 
Seven of the group of 40 were considered 
to be academically outstanding. However, 
even in medical school one-quarter of the 
group was considered to be deviant in some 
way. Notations on the future schizophrenics 
indicated that they were exceptionally shy 
and withdrawn, whereas half of the doctors 
who later developed affective psychoses 
were described as then being difficult or 
contentious. 

The majority of the doctor-patients were 
educated in Indiana. Nine were from other 
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medical schools of the Midwest, five from 
schools on the east coast, two from the 
west coast, one from a southern university, 
and one from a foreign school. Twenty- 
one had no postgraduate training, eight had 
finished a residency, and eleven had com- 
pleted partial residency requirements. The 
areas of specialization were as follows: 
surgery—five; internal medicine—five; psy- 
chiatry—three; obstetrics and gynecology— 
two; and radiology—one. 

Data about personality and adjustment 
after entry into medical practice were more 
complete. It was clear that 22 of the group 
of 40 had very definite difficulties in ad- 
justment prior to the onset of recognizable 
psychiatric illness, and seven probably did, 
as inferred from sudden moves, short job 
tenure, and the like. Twelve, or 30 percent 
of the group, were at one time fired or 
discharged from their positions because of 
these problems, which were referred to as 
“personality conflicts.” Despite this, their 
medical colleagues remained involved and 
interested in them, and when the time came, 
they were often the prime movers in ar- 
ranging hospital care, rather than the doc- 
tors themselves or their families, On the 
average, hospitalization at this facility came 
after 14.4 years of medical Practice, with 
a range of from one month to 30 years, — ^ 

In table 3, some details of the history 
of Present illness are shown. In the majority 
of physicians, the age at onset of symptoms 
of mental illness was in the middle years, 
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that is, ages 30 to 57. More than ha 
the group, particularly the schizophreni 
had been hospitalized for psychiatric re 
sons before the index admission. " 

The admission complaints closely paral- 
leled the final diagnostic conclusions, with 
the schizophrenics complaining of thought 
disorders and turmoil, and the affectives 
mentioning depression, sexual problems, and 
drug abuse. Clear-cut precipitating factors 
preceding the onset of present illness were 
uncommon; they occurred mostly in physi- 
cians with schizophrenic episodes. In only 
two of the patients with affective psychoses 
did there seem to be important precipitating. 
events. In one there was a traumatic di“ 
vorce, and in the other the death of a 
patient in tragic circumstances through no 
fault of the physician's. 

Although it was not usually mentioned ^. 
as a complaint, it was clear that the physi- — 
cians did tend to abuse drugs, probably. 
because of their consistent eagerness to 
medicate themselves and the availability of 
drugs to them. In patients diagnosed as ` 
schizophrenic, three admitted to drug de- 
pendence, one to meperidine (Demerol), - 
one to barbiturates, and one to alcohol. In ~ 
another five of the schizophrenics and in © 
one depressive there were strong suspicions 
of drug abuse. 

Some of the details of the process of 
hospital treatment of the physicians are 
shown in table 4. Twenty-seven were yol- 
untary admissions; in 13 cases, commitment — 


— 


PSYCHOTIC DISORDER 


PERSONALITY DISORDER 


ds SCHIZOPHRENIC AFFECTIVE ALCOHOL DRUG — — 
REACTION REACTION ADDICTION ADDICTION — — 
Number | 
Age at onset S ^ 1 
Young adult (age 20.30) ul 3 1 E 
: pea years (age 30.57) 10 3 6 : 
reVious admissions 
Entrance complaints 10 G1) 4 (5) 3 (3) 5 (8) 
Depression 6 
Disorder of thought 21 
Sexual problems 
Turmoil state 8 : 
Intoxication 
Addiction or abuse of drugs 1 t : 
Precipitating factor preceded onset 6 2 1 0 
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TABLE 4 
The Process of Treatment 


ITEM NUMBER 

Type of admission 

Voluntary 27 

Involuntary 13 
Physical problems 9 
Long-range recommendations 

Nonspecific 4 

Private care 22 

State hospital 14 
Length of stay (mean number of days) 121.3 
Discharged against medical advice 5 
New problems 26 


proceedings had to be employed. Nine of 
the doctors were found to have significant 
physical problems such as nephritis, arte- 
riosclerosis, heart disease, emphysema, asth- 
ma, and diabetes. The psychiatric treatment 
programs for most of these patients included 
individual and group psychotherapy, as well 
as ECT in 25 cases and psychotropic drugs 
in 35. 

Revealing vignettes about therapeutic 
struggles between the attending physician 
and the physician-patient were uncovered 
in the records and confirmed and expanded 
by discussions with both the treating psy- 
chiatrist and the treated doctor. Physicians, 
much more than other professionals or pa- 
tients from different occupational strata, took 
a very direct and commandeering interest 
in the management of their cases. Some of 
the vicissitudes within this situation are 
illustrated by the outstanding failure of pa- 
tients to follow through with some of the 
psychiatric recommendations, For example, 
long-term hospitalization was earnestly rec- 
ommended for nine of the doctors but 
ultimately carried through for only three. 

Other divergences emerged in the formula- 
tion of therapeutic goals. In several instances, 
the attending psychiatrist took vigorous ex- 
ception to his patient's plan to restrict ac- 
tivities in medicine and elsewhere to the 
point where almost all interpersonal rela- 
tionships could be avoided. Interestingly, 
this system of defensive coping behavior 
was ultimately accepted by nearly all thera- 
pists. The physician-patients and attending 
Physicians were both frequently overly con- 
cerned about the memory loss and confusion 
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accompanying ECT. Yet it was the opinion 
in retrospect by the therapist and several 
times strongly voiced by the ex-patient that 
adequate convulsions must be given to over- 
come psychotic manifestations, particularly 
with schizophrenic illnesses. The accompany- 
ing memory loss was of little long-term 
import. 

Experiences with the physicians who had 
affective psychoses revealed that restitutio 
ad integrum" did not usually occur when 
the acute episode was over, but instead 
many personal inadequacies and difficulties 
remained which required sustained strong 
external support. As is usual in alcoholism, 
many of the victims continued to deny their 
illness, and two had already experienced 
central nervous system damage. Even when 
psychiatric treatment was accepted by those 
in this group, they did not usually learn 
to deal effectively with stress in the absence 
of alcohol. The drug addicts had the typical 
problems in accepting treatment. 

Finally, the physicians who were addicted 
to drugs were an exceptionally protean 
group as viewed longitudinally. To illustrate: 
one doctor in his early 30s abruptly changed 
from an outgoing, easygoing personality to 
a fearful, shy, seclusive, self-centered in- 
dividual. Then followed two well-document- 
ed brief, acute catatonic episodes which 
remitted spontaneously. Ten years after that, 
he became addicted to meperidine (Demer- 
ol) and was admitted to our hospital. An- 
other patient had a schizophrenic break 
before the age of 20 that lasted for a period 
of 18 months, then was relatively symptom- 
free until age 30, when he experienced an 
apparent toxic psychosis of unknown eti- 
ology. At age 36 he was admitted to us 
for the treatment of meperidine addiction, 
For the past eight years he has manifested 
no indications of psychosis. This man has 
adjusted unusually well and recently was 
honored by a scientific society for his pub- 
lished work. 

As shown in table 4, the average dura- 
tion of hospitalization was 121 days. Five 
of the doctors, or one in eight of this sample, 
left against medical advice. This is in con- 
trast to the total hospital rate of AMA 
discharges of one in 75. The heading of 
"new problems" refers to unsuspected social 
or situational problems that were identified 
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TABLE 5 
Status of the 40 Physicians at Follow-Up, According to Diagnostic Category 


PSYCHOTIC DISORDER 


SCHIZOPHRENIC 
ITEM REACTION 

Number 21 
Suicide 3 
Death from other causes 
Repeated hospital admissions 5 (24) 
Retired 0 
Not practicing 4 
Unknown 0 
Institutional or academic practice 3 
Private practice 

Partnership 1 

Solo 8 
General practice 6 
Specialty practice 6 


in later hospital treatment phases. These 
included homosexuality, legal charges, un- 
suspected addiction and drug dependence, 
and unknown paramours. However, these 
problems are in no way atypical for psy- 
chiatric patients in intensive treatment. 

In table 5, the activities of the physicians 
at the time of the follow-up examination 
are shown according to psychiatric diagnosis. 
In the first group are those who did not 
do well, eight of whom were dead, five by 
Suicide. Each of these suicidal deaths was 
reviewed with a physician who had known 
the patient at the time of his death. Such 
discussions did not reveal that useful warn- 
ings had been communicated about suicidal 
intent. Each of them occurred very suddenly. 

In one instance a physician who had 
been working regularly and had shown no 
behavioral change, had attended morning 
ward rounds with a peer and a supervisor. 
At the completion of the rounds he quietly 
excused himself, went to his room within 
the hospital, and put a bullet through his 
head. No note was left. Another doctor 
jumped out of the window of his psychi- 
atrist’s office during a dispassionate dis- 
cussion among the psychiatrist, the patient, 
and his wife. 

Three other doctors died of natural causes, 
two of heart disease and one while in the 
hospital with asthma and heart failure. Seven 
of the group experienced recurring hospital- 
izations for a total of 27 more admissions. 
All except three of these patients had a 
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PERSONALITY DISORDER 


AFFECTIVE ALCOHOL DRUG 
REACTION — ADDICTION ADDICTION TOTAL. 
6 7 6 40 
1 0 1 5 
0 1 0 3 
0 1 (1) 1 (2) 7 (27) 
0 1 1 2 
0 2 0 6 
0 0 1 1 
3 1 3 10 
1 0 0 2 
1 2 0 11 
3 3 1 13 
2 0 2 10 


diagnosis of schizophrenia. Two of the 
physicians had retired from practice, six 
were not practicing because of mental illness, 
and of these, three were currently in the 
hospital. One had lost his medical license 
for unbecoming conduct with female pa- 
tients. The fate of only one physician was 
not known. 

On the positive side of the ledger, 23 of 
the doctors were in active practice, ten in 
some form of institutional work, two in 
partnership, and 11 in private practice. 
Thirteen were general practitioners, and ten 
restricted their medical practice to a specialty. — 
Twelve of the 21 schizophrenic patients had 
returned to regular full-time medical prac- 
tice, as had five of the six patients with 
affective disorders, three of the seven al- 
coholics, and three of the six drug addicts. 
In regard to the latter, on follow-up only 
one of them continued to use drugs at all, 
and he used meperidine irregularly as a 
sedative. None of the functioning physicians l 
were users of narcotics, barbiturates, Or 
other drugs to any significant extent. 

Further details of the professional ad- 
justment of the subjects are outlined in 
table 6. In 11 cases the physician was 
judged by the author to have returned to” 
a status equivalent to or better than his 
pre-illness adjustment. Seven of these phy- 
Sicians continued with private psychiatric 
treatment. Two others had gone into part- 
nership with another physician, who gui 
and advised them and upon whom 
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TABLE 6 
Ratings of Professional Adjustment of the 40 Physicians at Follow-Up 


UNDER PRIVATE 


ITEM NUMBER PSYCHIATRIC CARE 

Has returned to a stable pre-illness state 11 7 
In partnership with another physician who guides and advises 2 1 
Uses institutional setting for support 9 4 
Physically ill; not practicing 3 

Has decided on a less demanding occupation 2 1 
Long-term hospitalization 3 

Unknown n 

Lost license 1 

Dead 8 

Total 40 ua 


were quite dependent. Six others, all in 
institutional or academic practice, seemed 
to use the structure of the organization it- 
self for support or direction. 

Three were physically ill and not practic- 
ing, and two had finally decided that a 
less demanding occupation was important 
for emotional stability. However, these in- 
dividuals continued to utilize and apply 
their medical skills in their new positions. 
Three physicians were hospitalized for pro- 
longed periods of time. Only one physician 
in the group had had his medical license 
revoked. He was a chronic schizophrenic 
with behavior described as incorrigible. He 
was institutionalized for long-term care after 
the follow-up study. 

A great richness of detail was furnished 
by the personal interviews with the phy- 
sicians and their families. The almost uni- 
form positive acceptance of the follow-up 
examination was unusual in the senior 
author's experience and contrasted markedly 
with the response of the other professional 
group, who tended to be disinterested and 
at times quite disagreeable when approached. 
The doctors warmly welcomed the oppor- 
tunity to discuss their illness, the treatment 
that they had received, and their subsequent 
adjustment, and even sometimes invited the 
interviewer home for supper and informal 
family discussion of these issues! Although 
there was great individual variability, it was 
Possible to extract some of the common 
themes emerging from these sessions. 

All of the physicians who had managed 
to practice in the years since hospitalization 
had found it necessary to alter their personal 
habits and professional life to reduce per- 
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ceived stress and strain. In all instances 
this had involved some restriction of pre- 
vious activities, as, for example, the doctor 
who «delegated all business affairs to his 
wife and his partner, another who refused 
all obstetrical cases, and a third who con- 
fined his practice to diagnosis without con- 
tinued treatment responsibilities. 

The practicing physicians confided that 
they considered that the episode or episodes 
of mental illness had provided them with 
useful insights into the unhappiness experi- 
enced by their own patients who were sick 
and needed hospital care. Many of them 
began to take a greater interest in caring 
for patients with mental disorders, as, for 
example, one surgeon who currently spends 
half of his time in marital counseling, putting 
into practice many of the things he learned 
in therapy himself. Many times the phy- 
sician’s growth in emotional maturity, 
warmth, and flexibility was impressive. 

Another theme that appeared consistently 
in the follow-up interview data was that of 
the importance of other physicians in the 
continuing adjustment of these doctors. Not 
only were they instrumental in arranging 
hospitalization when it was indicated but 
they also assisted with finding places to 
practice, obtaining probationary appoint- 
ments on hospital staffs, taking over re- 
sponsibilities for patient care when the 
physician was upset, and providing personal 
guidance and counsel and other kinds of 
supportive help. When there was evidence 
that the physician’s ability to care for pa- 
tients was impaired, again his colleagues 
were the ones to take appropriate action, 
whether as individuals or as representatives 
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of county medical societies, medical staff 
committees, or other professional groups. 

Other feedback from the physicians in- 
dicated very clearly that successful outcome 
was related to the physician himself being 
a cotherapist in his own treatment. All of 
the practicing physicians individualized their 
own medications, For example, one ex-pa- 
tient with a diagnosis of schizophrenia felt 
that for him chlorpromazine (Thorazine) 
was a sedative, not a tranquilizer, and he 
proceeded to experiment until he found the 
one phenothiazine which exerted an anti- 
psychotic effect. Another doctor discovered 
by trial and error that one of the mood 
elevators, combined with a tranquilizer, 
would stop his paranoid delusions and hal- 
lucinations, although he was aware these 
drugs had different effects in some of his 
own patients. He also introduced the prac- 
tice of taking a day or two away from 
work to use “full sedation” with a tran- 
quilizer whenever he perceived evidences 
of disordered thinking. 

Many of the doctors would anticipate 
difficult situations by taking additional psy- 
chotropic drugs to tide them over periods 
of potential increased anxiety and difficulties, 
This somewhat iconoclastic view of having 
patients manage their own drug treatment 
was emphasized by all of the practicing 
physicians, who felt that psychiatrists should 
encourage this approach, at least when an- 
other physician was involved. 

Another interesting commentary by these 
ex-patients concerned other aspects of psy- 
chiatric management, They were concerned 
that psychiatrists tended to Overreact to 
florid displays of symptoms of mental illness 
and to underestimate the patient's potential 
for rapid reconstitution. Therapeutic skep- 
ticism was encountered many times by these 
doctors, who felt that inadequate attention 
was paid to prospects of early recovery at 
the time of the acute manifestations of men- 
tal disorder. However, they did agree that 
long-term support was a fundamental re- 
quirement for a physician who had been 
mentally ill and expressed much gratitude 
to their confreres for their Sustained interest, 
The most impressive instance of this was 
the physician who had been seen by a 
private psychiatrist throughout the eight 
years that he was confined in a state in- 
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Stitution until symptomatic improvement 
finally occurred. Unfortunately, he suc- 
cumbed to heart disease shortly thereafter. 


Discussion 


The data from this study of 40 physicians 
who were hospitalized for mental illness 
and followed for nearly ten years provide 
information relevant to many professional 
and social issues. Only a few of these have 
been selected for special mention. First, the 
data revealed that at least 25 percent of 
the doctors had problems that could have 
been identified and treated during their 
student years. This might have appreciably 
altered the course of illness for some of 
them or modified the professional choice 
and aspirations of others. As Nicholi(11) 
and Selzer(15) have shown, mental illness 
in young adult college students should be 
taken seriously, since the outcome is rea- 
sonably good with prompt treatment but 
can be disastrous if ignored. These con- 
clusions are supported by the study of Pitts 
and associates(13), who found an incidence 
of psychiatric illness of 15 percent among 
sophomore medical students. 

Another important facet of our data is 
the finding that more than half of the 
mentally ill physicians were ultimately able 
to return to active professional lives. In 
only one instance was there need for a 
licensing board to take formal action to 
terminate a doctor's career. We found that 
informal action on the part of other phy- 
Sicians usually led to a satisfactory resolu- 
tion of problems and decisions about whether 
or not a physician should continue to 
practice and under what circumstances. In 
the light of this experience, it seems to 
us that the attitudes of medical societies, 
hospital committees, and licensing authorities 
should be supportive and encouraging rather 
than restrictive or punitive. 

Another interesting finding was the re- 
lationship of psychiatric diagnosis to follow- 
up status. The most striking observation 
was that more than half of the physicians 
with a firm diagnosis of schizophrenia were 
able to continue in practice. This fairly 
good outcome of an illness with an ordinar- 
ily poor prognosis is similar to Vaillant's 
findings in remitting Schizophrenia(20), 
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although the index clinical data in our series 
were more suggestive of process than re- 
active schizophrenia, 

Five of the six doctors with affective 
psychoses were at work at the time of the 
follow-up study, yet despite this good record, 
we would agree with Stenstedt(19) about 
the inadequate quality of remissions in some 
cases. In this group, we also found that 
the family histories of these physicians were 
heavily loaded with affective disorders, as 
has been reported by Winokur and Pitts(22). 
The chronic alcoholics were fairly well ad- 
justed on follow-up, a finding in essential 
agreement with the paper by Selzer and 
Holloway(16). The physicians who were 
drug addicts had a better prognosis than 
would have been predicted from Vaillant's 
data(21). 

However, there are two grim reminders 
of the severity of these illnesses. First, the 
death rate is 20 percent in ten years for 
a group with an average age of 42 years. 
Second, only 58 percent of the group were 
in practice ten years later. Data from this 
and other investigations may provide some 
means of improving this outlook and de- 
creasing the loss of scarce professional peo- 
ple. 


Summary 


In this study we have presented the fate 
of the illness and the coping behavior of 
40 physicians who were admitted to a teach- 
ing psychiatric hospital for the treatment 
of a severe mental disorder. They were 
followed for a period of 9.3 years. At the 
time of follow-up, 23 physicians were prac- 
ticing, and 11 of them had returned to 
their pre-illness state and work in private 
practice. Two were working in partnership 
with others, and nine were working in in- 
stitutions, Three had required long-term 
hospitalization, one had lost his license, three 
were physically ill, and two had gone to 
less demanding occupations. The fate of 
one was..unknown, and eight had died, 
five of these by suicide. 

The data of this study have been com- 
pared with those of other studies of mental 
disorder among physicians and with other 
studies on follow-up of the major psychiatric 
disorders. The problems of treatment have 


Amer. J. Psychiat. 125: 10, April 1969 


1341 


been discussed in some detail. This study 
has relevance to the training of the phy- 
Sician, to his licensing, and to his treatment. 
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Psychiatrists in Court: The Psychiatrist’s View 


BY WALTER BROMBERG, M.D. 


Psychiatrists are uneasy in contributing psy- 
chiatric knowledge under the restrictions 
of legal procedures. The author reviews the 
bases for this discomfort. One objection is 
the use of stratagems to attack the cred- 
ibility of expert witnesses; these could well 
be dropped in the interest of focusing on 
the psychological complexities of the case. 
The author also analyzes the psychiatrist's 
difficulty in estimating the “wrongness or 
rightness” of the accused’s judgment. He 
concludes that psychiatrists should modify 
their rigid medical posture in order to best 
serve their purpose in court. 


pese have been employed as 
aides to the court in the evaluation of 
the mental states of accused persons for 
less than 150 years. In that time they have 
managed to evoke considerably more discord 
than have a dozen other types of expert 
witnesses. Although they have been informed 
of, even indoctrinated in, the. nature of 
court proceedings, they have maintained a 
medical posture with all its various psy- 
chological implications. The basic contra- 
dictions between law and medicine have 
some validity, and in this paper I shall try 
to deal with the obvious as well as the 
subtle bases for discrepancies. 

At the outset let me state the nature of 
the psychiatrists’ complaint: They are un- 
easy in contributing their knowledge and 
experience under the restrictions of legal 
procedure. This uneasiness may vary among 
different individuals from a mild dislike to 
embarrassment, anxiety, even panic, or 


Read at the 124th annual meeting of the Amer- 
ican Psychiatric Association, Boston, Mass, May 
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simply dissatisfaction and anger. The obvi- 
ous cause is the contentious atmosphere of 
the courtroom. On the face of it, these 
reactions may seem surprising because the 
psychiatrist usually works in situations of 
conflict since mental illness, including neu- 
rosis and personality disturbances, is born 
of conflict and thrives thereon. 


Basic Contradictions Between Law 
and Medicine 


In spite of this the psychiatrist takes his 
stance as a lineal descendant of the priest, 
shaman, and medicine man in intuitively 
assuming the position of authority in medical 
matters. Indeed, the tradition and training 
of psychiatrists tend to develop this posture 
of authority. Thus when cross-examiners do 
not accept this authority without question, 
anxiety may arise. In amelioration of anx- 
iety or even outright anger, psychiatrists 
are advised by some to give a wide berth to 
being subjected to cross-examination; in 
fact, in some quarters the situation has 
resulted in an open division within the pro- 
fession. 

A. few years ago one of America's leading 
medico-legal experts advised his colleagues 
to avoid the forum in these words: 


It is most pertinent to differentiate between the 
doctor of medicine who is engaged in the 
business of detection of crime or who other- 
wise serves the ends of penal justice, and the 
psychiatrist who is called upon to examine and 
testify as to the mental condition of a given 
defendent . . . such a doctor is merely a 
specialist who hires himself to give his special 
knowledge . . . for value received; he is not a 
physician, not a healer, not a servant in the 
ministry of medical mercy(6). 


It is natural for a physician to dislike 
the evasion, denial, and defensiveness that 
surround the defense of an accused in a 
criminal trial. But the nature of judicial 
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truth depends upon the crisscross reduction 
of claims and assertions through the cross- 
examination. The puristic view quoted from 
Gregory Zilboorg(6) has a history in med- 
ical thinking. This is reflected in Pierre 
Janet’s criticism of Freudian analysis in the 
early 1900s: “Psychoanalysis is a criminal 
investigation which aims at the discovery 
of a culprit in the unearthing of a past 
happening . . . . It is more the work of a 
detective than a psychiatrist" (5). 

In this attitude can be seen the laudatory 
high-mindedness that, however, is not quite 
realistic in our modern world, particularly 
with our present emphasis on extending 
ourselves into community psychiatry. Still, 
if one searches for the background of this 
puristic view of psychiatry in court, one 
finds it in the basically different philosophy 
underlying law and medicine in relation to 
criminals: The one must find “blame” and 
subsequent punishment for the offender; the 
other wishes to help the individual. In spite 
of the fact that psychiatrists are accustomed 
to examine for hidden motivations and to 
enucleate defense mechanisms, they are still 
loyal to their traditional position that points 
toward help for, rather than sanctions 
against, the accused criminal, 

There are other roots for the discomfort 
in court of honest, competent psychiatrists, 
One is their inability to explain views of 
the psychologic life that may appear pecu- 
liar to laymen who are not accustomed 
to thinking in terms of conscious and un- 
conscious mentation. Another reason is the 
basic difference in the logic employed by 
each discipline: In the legal setting it is 
mainly deductive, while in the medical set- 
ting it is mainly inductive. One difficulty 
arising from this is that legal thinking tends 
to be atomistic, while with medical thinking, 
inductive reasoning points toward a holistic 
view of man. There is not only an in- 
tellectual, but an emotional loyalty of each 
discipline in its basic logical predilection. 
This dichotomy comes to light most clearly 
in the cross-examination of medical, and 
particularly psychiatric, witnesses, 


Cross-Examiners 


I would like to illustrate this point by 
detailing a few kinds of C nci 
one meets in court practice. I shall preface 
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this categorization by noting that the law 
is interested in truth and that cross-ex- 
amination is not only a hallowed but an 
effective way of establishing truth. As such, 
the credibility of the witness extends to 
the facts, to interpretations, and, finally, to 
the witness himself—his thought processes, 
biases, prejudices, honesty, training, and 
knowledge. ' 

The lawyer is entitled to attack credibility 
directly or through stratagems and even 
tricks in the cross-examination procedure. 
To the medical man these tricks smack of 
indecency; to the lawyer they constitute the 
essence of his skill. The doctor regards 
these stratagems at best as a game and 
at worst as a shabby and sadistic attitude 
on the part of lawyers, calculated to denigrate 
psychiatric opinion and knowledge. Herein 
arises considerable tension and anxiety with 
its defensive anger or embarrassment. 

Now, let me proceed with the lawyer 
classification, which will illustrate specific 
causes for psychiatric discomfort during the 
cross-examination. Parenthetically, these de- 
scriptions are made without malice and with 
the highest regard for the attorney on the 
firing line. 

1. The “country lawyer" type, who claims 
to know nothing. He stumbles over tech- 
nical words and wants to oversimplify hu- 
man actions and thus take the meat out 
of the psychiatrist’s explanations, rendering 
them as meaningless gobbledygook for the 
jury. He insists on the plainest of words 
in the testimony, thus trying to obscure 
nuances of feelings and reactions in the 
defendant that represent the heart of mental 
dynamics. 

2. The “plodding” type, who hovers over 
each symptom and sign in turn and who 
delights in pinioning the expert on obscure 
findings. He discusses the Romberg test and 
the reflexes, inquires into the blood pressure, 
and may even dip into such esoteric areas 
as a cephalin flocculation test, glucose toler- 
ance test, or the details of neuroanatomy 
in order to test the extent of the expert’s 
knowledge. Usually he has checked the 
answer the night before in a standard text- 
book. 

This type is enamored of negative findings 
because then he can proceed from a deduc- 
tive point of view to show that if a certain 
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disease has a standard clinical picture, then 
each symptom should be present in a given 
case so diagnosed. Thus if schizophrenia 
involves “flattened emotion,” and this has 
not been detailed by the expert witness as 
a finding, it implies a lack of carefulness 
or personal veracity on the part of the ex- 
aminer. 

3. The “unctuous” type, who is excessively 
polite. He apologizes for taking up the 
doctor’s valuable time and refers to him 
as a “man of science,” setting him up for 
a devastating blow through some bit of 
evidence that he conceals to the last moment. 
Here the psychiatrist-witness feels like a 
butterfly on a pin. Often the lawyer presents 
the damaging bit of information obliquely, 
at the end of an innocuous interchange, 
by prefacing it with a disarming “by the 
way” comment. 

4. The “blustery” type, who wades into 
the witness eager for a one-round knockout, 
i.e., immediate credibility destruction. Im- 
mediately after the expert makes a statement 
he demands, “Do you mean to say . . .?” 
This bullying approach may spread to in- 
clude personal references to the witness, 
his fee, his loyalty to the defense or the 
prosecution, and his social relationships 
with attorneys. Sometimes this type imitates 
a tremor or a muscle tic, saying with un- 
convincing naiveté, “If I had this, would 
you say I’m neurotic?” 

5. The ostensibly "know-nothing" type, 
who wants each psychiatric (or ordinarily 
descriptive) word defined in detail. Such 
a cross-examiner will inquire into such 
general constructs as “nervousness,” “clin- 
ical,” and “mental.” He will belabor the 
absence of “objective” signs in neurosis and 
then ask if it isn’t true that „the word 
“psychosis” is a fancy way of saying “kook- 
ie.” He may plaintively complain that there 
are too many schools of psychiatry and that 
no layman could possibly understand all 
“those big words” or he may bring up the 
name of “Frood” (Freud) in apparent 
perplexity. The latent purpose here is to 
emphasize the confusion, obscurantism, and 
mysticism of psychiatrists. 


Proposed Code of Conduct 


These types are obviously caricatures, but 
they are so drawn to underline a positive 
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suggestion: If the strategic maneuvers and 
tricks designed to uncover biases, faulty 
judgments, or presumed prejudices in ad- 
verse witnesses were dropped from the tech- 
nique of cross-examination, perhaps a fuller 
exposition of the case would result. In other 
words, if the stress were taken off the 
credibility issue in the expert’s testimony 
and placed on the psychological complexities 
of the case in question, it might reduce 
one of the sources of psychiattic anxiety 
with its ensuing reactions. 

I do not mean to suggest that the rules 
of evidence be changed or that cross-ex- 
amination is not a legitimate endeavor. Nor 
do I wish to imply that all cross-examinations 
are carried out in a spirit of rivalry or 
in an atmosphere of contumely, although 
this is far from unknown. More than one 
lawyer has expressed his experiences with 
an adverse witness: “I tore him to ribbons,” 
thus indicating his pleasure at reducing 
presumed truth to falsity. On a more urbane 
level, I recall an instance where a com- 
petent lawyer remarked to an equally com- 
petent medical witness after two days of 
parry, defense, and. counterattack in court, 
“Doctor, it’s all a matter of semantics, isn’t 
it?”, whereupon the doctor said drily, “It 
is.” 

To repeat, my suggestion is that the 
material dealt with by the cross-examiner, 
which will be dealt with by the jury in 
their deliberations, should focus on the 
problems inherent in the case and not on 
the personality, finances, training, or pre- 
dilections of the expert witnesses. Such a 
proposed code of conduct might possibly 
assault the narcissism of the attorney as 
well as injure the self-esteem of those ex- 
perts schooled to “handle” themselves on 
the witness stand with clever evasions and 
circumlocutions. But if, to borrow from. 
Eric Berne(1), courtroom tactics represent 
one of the Games People Play, perhaps the 
cause of justice would be better served if 
both sides renounce the game and carry 
out the testimony and cross-examination in 
a spirit of calm assertion and equally calm 
inquiry. 

The Insanity Defense 


There is another area that causes dis- 
comfort to the psychiatrist in court pro- 
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ceedings involving insanity, which is essen- 
tially an intrapsychiatric problem. I refer 
to the effect of judging whether an accused 
“knows” or “appreciates” the consequences 
of a criminal act and knows the “wrongness 
or rightness” of such an act. The psy- 
chiatrist, in estimating ethical knowledge in 
his patient, may be disturbed by being asked 
to enter an area for which he has no 
special competence. Indeed, Guttmacher 
pointed out some time ago that the psy- 
chiatrist has no means at his disposal to 
measure the degree of “ethics” in a per- 
son(3). Hence, he felt that the expert should 
be relieved of that judgment, considered 
“little more than conjecture," and concen- 
trate solely on the presence and degree of 
mental illness. Let us examine this view 
briefly. 

The meaning of establishment of an in- 

sanity defense is to indicate the unsuitability 
of the accused to withstand (really, to bene- 
fit by) punishment if convicted and sen- 
tenced. The meaning of penal sanctions 
depends upon accepted criteria for punish- 
ment. These are listed as: 1) reprobation, 
2) deterrence, 3) retribution, and 4) re- 
habilitation. 
' In all these areas a moral admonition 
is expressed or implied. Under “reprobation” 
(which, incidentally, is not always mentioned 
in discussions of the reasons for criminal 
sanctions), admonition is paramount, for 
reprobation means disapproval or moral 
censure by society for a criminal act. “De- 
terrence" obviously carries a moral implica- 
tion, whether directed at the current offender 
or the potential criminal whom Society 
wishes to impress. "Retribution," directed 
toward repayment by the offender for an 
injury done an individual or Society, again 
implies that the injury was wrong. Finally, 
"rehabilitation" involves a restructuring of 
behavior or the personality to the end that 
wrongdoing will not be repeated. 

The psychiatrist is asked to determine 
whether the accused has sufficient mental 
capacity to be censured, deterred, made to 
repay, or altered in behavior and personality 
for his alleged misbehavior, In this process 
of judging, the expert must estimate how 
intact the “ego” is to “know” why he is 
censured, deterred, required to Testitute, or 
reorganized—in a word, why he should be 
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punished for doing wrong. Did he in fact 
know he had done an “evil” act? The 
question then is whether any fine line can 
be drawn in the examiner’s mind between 
medical findings—can the ego “know”?— 
and ethical findings—can the ego “know 
wrongness”? 

From the objective standard (i.e., that of 
the reasonable man) of the jury—that a 
person is judged by his acts, not his thoughts 
—a decision as to knowledge of wrong in a 
given case is not too difficult to make, at 
least in theory. However, if one adopts 
the subjective standard, i.e., that what the 
accused thinks, his motivations, mental pro- 
cesses, etc., are the basis for judging cul- 
pability, then a more complex situation is 
faced. 

The psychiatrist who thinks in terms of 
subjectivity and who wishes to present un- 
conscious factors in motivation, precon- 
scious mentation, and the strength of the 
superego and the ego defenses against these 
forces must of necessity delve into the 
problem of ethics as well as cognition. The 
total personality in health and disease needs 
to be surveyed and the resulting conclusions 
presented. Professor Jerome Hall’s position 
in answer to those who would prohibit psy- 
chiatrists from answering questions involv- 
ing “right and wrong” seems to me undebat- 
able(4). It is that the expert has an 
unexcelled opportunity to study the pa- 
tients value system as well as his cogni- 
tive function. If the estimate of a man’s 
ethical values by a trained psychiatrist is 
a matter of “conjecture,” then how much 
more is the jury’s opinion on moral choice 
an “educated (?) guess”? 

For in the last analysis, the estimate of 
the capacity for moral choice and cognition 
of the consequences of a crime goes to 
the “ultimate issue” of the meaning of a 
criminal trial where insanity is pleaded, as 
Professor Goldstein has stressed (2), namely 
punishment for criminal acts. No matter 
how the psychiatrist strives to remain “scien- 
tific,” which usually means “dehumanized,” 
his very subject matter leads him into 
considering the whole man: biologically, 
psychologically, morally, and sociologically. 
Because attorneys and physicians are both 
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engaged in that most perplexing of endeav- 3. Guttmacher, M.: Principal Difficulties with the 


ors—the attempt to justly and fairly under- Present Criteria of Responsibility and Possible 
stand and possibly modify human behavior Alternatives. Philadelphia: American Law In- 
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You must live as you think. If not, sooner or later you end up by thinking 
as you have lived. 
—PAUL VALÉRY 
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Psychiatrists in Court: Some Perspectives 
on the Insanity Defense 


BY ABRAHAM S. GOLDSTEIN, LL.B. 


If the insanity defense is to be rescued 
from the stereotypes that have dominated 
it, lawyers and psychiatrists will have to 
learn more about the open texture of the 
legal process and the variety of evidence 
and issues that may be presented. The au- 
thor foresees a revolution in legal services 
that will result in a fuller exploration not 
only of the insanity defense but also of other 
issues surrounding mental disorder and the 
criminal law, 


Qu THE YEARS the problem of “psy- 
chiatrists in court" has been put before 
you again and again as if your main concern 
in relation to law should be with the psy- 
chiatrist as a witness in a judicial proceeding, 
most often a criminal trial involving the 
insanity defense. The sounds of M'Naghten, 
"irresistible impulse," and Durham have 
dominated the Scene, with little note taken 
of how rare a thing the insanity defense 
is and how much more important are other 
processes dealing with the mentally ill 
offender. 

Even in the area of central concern, the 
insanity defense, the debate has not been 
particularly fruitful. We have seen M’Nagh- 
ten condemned on the ground that it keeps 
from the jury evidence regarding the de- 
fendant's mental state, ostensibly preventing 
psychiatrists from presenting the “true facts” 
about the defendant's condition. Yet no 
appellate court has decreed that M'Naghten 
must be applied Testrictively. 

We have seen the “irresistible impulse” 
tule rejected on the ground that it did not 
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reach conditions characterized by “brooding 
and reflection,” when the overwhelming 
majority of jurisdictions that use the rule 
apply it to all mental diseases involving 
loss of control. And we have seen a con- 
sistent failure to distinguish between the 
jury’s rejection of the defense in a particular 
case and the rule of law that the jury was 
to apply or the evidence admitted under that 
rule of law. Too often the insanity test has 
been held responsible for entirely separate 
problems, such as the unwillingness of a 
jury to “acquit” as insane a person who 
committed a particularly horrible offense or 
its refusal to acquit a person who seemed 
so sane at the time of trial that it was diffi- 
cult for laymen to credit that he was insane 
at the time of the crime. 


Insanity Defense as a Standard 
for Decision 


Out of the confusion and the misunder- 
standing has come an undue preoccupation 
with the words of the insanity test, with 
the lines drawn around M’Naghten, Durham, 
or the American Law Institute rule. Yet 
it should have been apparent that the in- 
Sanity test does not necessarily control the 
Procedures surrounding the trial of the 
issue—the admissibility of evidence of men- 
tal condition, how much an expert may ex- 
plain to the jury the words he uses, Or 
how much evidence it takes to get the 
insanity issue to the jury. 

The fact is that, properly viewed, the 
insanity defense is a legal norm, a standard 
for decision, that is to be applied by a 
lay jury after a process of inquiry. Even 
under M’Naghten, the narrowest of the rules, 
the courts will receive virtually any evidence 
of the defendant’s mental condition whether 
it comes from layman or expert; and the 
expert is usually permitted to explain that 
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terms such as "mental disease," "know," 
and "nature and quality" may encompass 
emotional comprehension as well as intel- 
lectual appreciation. A review of the cases 
makes it apparent that the trial courts are 
reluctant to keep the insanity defense from 
the jury and that appellate courts have 
restricted the trial of the defense hardly 
at all. Instead, they have left largely to 
those who participate in the trial the shape 
and direction of the proceedings. 

Unfortunately, there has been a consider- 
able distance between what is possible by 
way of defense and what has in fact been 
done. Defense lawyers have been remark- 
ably passive in pressing upon the courts 
the evidence that might have forced more 
effective trials of the insanity issue. They 
have been assisted in this passivity by what 
they have been told by many psychiatrists 
who write about the legal process. There 
has been a remarkable failure, for example, 
to press the defense for persons who were 
not psychotic—even though the rules speak 
of mental disease, which is regarded by 
many as including psychopathy, neurosis, 
and personality disorder. And even for psy- 
chotics, there has been too common a 
tendency to assume that only the most seri- 
ous psychoses could qualify. 

You will undoubtedly recall the much- 
quoted comment by Zilboorg that the 
M'Naghten rule could be invoked only for 
the “totally deteriorated, drooling, hopeless 
psychotics of long standing, and congenital 
idiots’(3) and the repeated assertion that 
the “irresistible impulse” rule can be raised 
only for one whose act was virtually spon- 
taneous or reflexive. These are misconcep- 
tions deriving not from "the law" but from 
a received tradition of misunderstanding. 

I do not mean to suggest by what I 
have said that there are no differences among 
the various insanity tests, but rather that 
their impact is less upon the evidence or 
upon what the experts may say than upon 
the jury. The only important difference be- 
tween a M'Naghten rule or a control rule 
or a Durham rule is in the words of the 
test itself, as those words are spoken to 
the jury at the end of a trial that portrays 
in detail the defendant and the offense. 
And even there, it is difficult to believe that 
a jury that has heard a full presentation 
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on the mental life of a defendant will be 
incrementally affected by whether the words 
spoken to it at the end of the process are 
the words of one or the other rule. 


Issues Surrounding Mental Disorder 
and Criminal Law 


If the insanity defense is to be rescued 
from the stereotypes that have dominated 
it in the past, lawyers and psychiatrists will 
have to learn more about the open texture 
of the legal process, the opportunities for 
growth it provides, and the range and 
variety of evidence that may be presented. 
There is reason to believe that such a rescue 
operation may soon occur, We are at the 
beginning of a revolution in legal services 
that will see persons represented in crim- 
inal cases who have never been repre- 
sented before or who have been represented 
very inadequately. As counsel is provided 
for the indigent at the earliest stages of 
the process, often through legal aid and 
defender agencies, it is to be expected that 
we will see fuller and more frequent pre- 
sentation of the issues surrounding mental 
disorder and the criminal law. The insanity 
defense will be the most obvious among 
them, but it will quickly be supplemented, 


* perhaps even displaced, by others. 


Space is too limited to describe in detail 
the range and variety of these new issues!; 
however, I would like to present them in 
brief. They begin with the undoubted fact 
that the insanity defense is a very rare 
thing, whose raison d'etre lies more in its 
being a symbolic moral instrument than a 
diagnostic one. The great bulk of mentally 
ill offenders do not raise the defense. They 
either plead guilty and go to prison, or 
they are diverted before charge to some 
noncriminal disposition. 

These basic facts point us in several 
directions: First, and most obviously, we 
must not assume that psychiatry has no 
place in the prison in the belief that the 
insanity defense has removed the mentally 
ill from the prison population. Large num- 
bers of mentally ill offenders come into the 
prisons through pleas of guilty. Second, we 
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must face the question of whether a delib- 
erate choice should be made at the very 
outset between a criminal charge or the 
pursuit of noncriminal alternatives provided 
by medical or social agencies. Third, 
we must take into account the reluctance 
of defendants to raise the insanity defense 
or to seek civil commitment as an alterna- 
tive to conviction. 


The Criminal Process 
vs. the Medical Process 


Pressure for an early choice between a 
criminal process and a medical or social work 
Process comes from the fact that we live 
in an “age of psychology,” with criminal 
behavior increasingly regarded as indicative 
of mental illness, For the official who wit- 
nesses deviant behavior, therefore, it is 
necessary to decide whether the offending 
individual should be directed into the crim- 
inal process—with the procedures there 
available for the mentally ill, such as in- 
competency to stand trial or the insanity 
defense—or whether noncriminal alterna- 
tives should first be explored. 

As part of this process, lawyers and 
psychiatrists—sometimes for the state, some- 
times for the offending individual, and some- 
times as court-appointed experts—will be 
called upon to consider which avenue offers 
the best promise for the individual and for 
Society. Are the noncriminal alternatives 
likely to help the young car thief? Is he 
amenable to outpatient psychotherapy? Will 
he participate in it on the outside? How 
Probable is it that he will offend again 
while undergoing treatment? Is the likeli- 
hood of successful treatment worth the risk 
to property that may be involved while he 
is free? The same questions might be put 
for the narcotic addict, the alcoholic who 
becomes assaultive when he drinks, or the 
man who molests prepubertal boys or girls. 

The President's Commission on Law En- 
forcement has proposed that questions of 
this sort be explicitly considered in a pre- 
charge conference conducted by the pros- 
ecuting attorney, as an aid in the exercise 
of his discretion, with the defense given 
an opportunity to participate in the hearing 
and with some sort of diagnostic resource 
available to help in the decision(2). 
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For the case that proceeds along the 
criminal track, lawyers and psychiatrists will 
have to decide whether the defendant would 
be best advised to plead guilty, not guilty 
by reason of insanity, or to raise some other 
defense drawing upon mental illness. In doing 
so, they will have to reckon with the fact 
that the insanity defense ordinarily brings 
acquittal only in the technical sense that 
the offender is not classified as a criminal. 
Otherwise, it brings with it most of the 
other consequences of criminality—stigma, 
incarceration, and little or no treatment. 
More importantly, it brings commitment for 
a completely indeterminate period—until 
the offender-patient is cured, no longer 
dangerous, or no longer in need of hospital- 
ization for mental illness. 

This specter of indeterminate detention 
exerts tremendous pressure upon mentally 
disordered offenders to plead guilty—even 
if they might have been able to establish 
insanity at the time of the crime—because 
they would prefer a sentence with some 
upper limit and the possibility of parole. 
It also exerts great pressure upon defense 
counsel and courts to push to their furthest 
limits doctrines of “partial responsibility,” 
which reduce the grade of an offense, and 
doctrines of automatism and involuntariness, 
which may eliminate criminal liability en- 
tirely. 


Problem of Indeterminate Commitment 


The most important problem we must 
Solve in connection with the insanity de- 
fense is the one of indeterminate commit- 
ment. It distorts the criminal process by de- 
terring defendants from invoking this defense. 
Also, it distorts the increasing number of in- 
voluntary civil commitment procedures— 
those addressed generally to the mentally ill 
and those dealing with sexual psychopaths, 
defective delinquents, and narcotic addicts— 
by inhibiting the state and the offender from 
pursuing them even though they may lead 
to institutions and to courses of treatment 
best addressed to the needs of the individual. 

It is probable that the more vigorous 
Iepresentation I have prophesied will in time 
be directed to this issue and will focus 
attention on several major questions of 
policy: What do we mean by such concepts 
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as “cure” and “probable danger”? Is the 
probability of another theft or another bad 
check to be counted as a danger within 
the requisite calculus? Should the period 
of detention for a person acquitted by reason 
of insanity be fixed at a period no longer 
than the sentence that would have been 
imposed if he were guilty, so that the med- 
ical disposition cannot be more onerous 
than the criminal one? Should we not create 
for persons within the mental hospital sys- 
tem the equivalent of a parole board, which 
would consider each year whether the in- 
dividual in question should be released? 

And finally, should we not create a pro- 
cedure for judicial determination, at the 
end of the “sentence” period, of whether 
the offender-patient at that time is a really 
dangerous offender—one who threatens im- 
minent and serious danger to life or person? 
The direction of my questions should make 
clear my deep conviction that we have been 
indiscriminate in the extreme in our use 
of indeterminate commitment and that it is 
long past time for us to introduce strong 
substantive and procedural limits on that 
unhappy concept. 

Unfortunately, however, the indeterminate 
commitment following an insanity acquittal 
is likely to be with us for some time. 
In the meantime, the lawyer will have to 
advise clients on how to choose among the 
various alternatives. If he is to do so at all 
satisfactorily, it will be necessary for him 
to understand far more than he now does 
of the treatment consequences of the course 
he proposes. The plea of guilty or the use 
of doctrines of “partial responsibility” may 
make a great deal of sense, for example, 
where the correctional system has psychiat- 
ric resources comparable to that of the 
mental hospital system. On the other hand, 
if the hospital system is a good one and is 
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not unduly fearful of releasing insane of- 
fenders, and if there are effective internal 
review procedures, it may be advisable to 
pursue the insanity defense even with its 
prospect of indeterminate commitment. 


Conclusion 


The history of contacts between law and 
psychiatry does not offer much promise that 
these new problems will be dealt with much 
better than those we have fumbled with in 
the past. The newer ones, however, are more 
important in their potential impact because 
they address themselves not only to the 
psychiatrist in court but also to the psy- 
chiatrist as aide to counsel in the more 
frequent processes before trial, during trial, 
and after trial. More importantly, they look 
to the psychiatrist as collaborator in de- 
signing institutions and procedures adequate 
to the new needs. If problems of this scale 
and magnitude are to be met, the law schools 
and the psychiatry departments must take 
lawyers and psychiatrists beyond the judicial 
setting. They must study the full range of 
complex decisions both are called upon to 
make as well as the institutions and pro- 
cesses—formal and informal, administrative 
and judicial—in which these decisions are 
made. 
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A Controlled Comparison of Lysergic Acid Diethylamide 
(LSD) and Dextroamphetamine in Alcoholics 


BY LEO E. HOLLISTER, M.D., JACK SHELTON, M.D., 
AND GEORGE KRIEGER, M.D. 


Seventy-two alcoholic patients were admitted 
to a controlled comparison of LSD and 
dextroamphetamine as treatments. In the 
context of little associated psychotherapeutic 
intervention, LSD produced slightly better 
results early, but after six months the results 
were alike for both treatment groups. Con- 
trolled studies of such treatments are not 
only possible but mandatory, the authors 
conclude, if one is not to be misled into 
ascribing special therapeutic attributes to a 
specific treatment, 


spas TREATMENT of alcoholics, by what- 
ever means, has been generally discour- 
aging. Although a small fraction of alcohol- 
ics remit, it is difficult to attribute this 
remission to any particular treatment. Fol- 
lowing the old injunction of William James 
that the “cure for dipsomania is religio- 
mania," many investigators have turned to 
psychotomimetic drugs to provide the latter. 
The results reported thus far have been al- 
most unbelievably encouraging. 

Alcoholics were treated with single doses 
of LSD (200 to 400 Hg.) Or mescaline 
(500 mg.) and a prolonged interview. Com- 
plete abstinence or minimal drinking was 
obtained in six and no change in 12 pa- 
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tients(5). Single doses of 200 ug. of LSD 
were given to 68 chronic alcoholics, 26 of 

whom attained sobriety during an average © 
follow-up period of 38 weeks. Personality 
factors were explored during the drug-in- 
duced state(4). Doses of 400 to 1500 [a 
were used along with psychotherapy for 
61 alcoholics followed for three to 18 months, 
Thirty were much improved, while 16 
showed some degree of improvement(3). 

An attempt to replicate the work of the 
Saskatchewan group, which has reported 
the most outstanding results, using a situa- 
tion as nearly similar as possible, revealed. 
no increase in sobriety following an LSD 
therapeutic intervention even if as many as 
three massive doses were given(6). Almost 
all studies can be criticized on the usual 
grounds; absence of controls or random 
assignment to comparison treatments, failure 
to use blind techniques, failure to account 
for nonspecific factors in treatment programs, 
and inadequate follow-up procedures. 

While it may be impossible to do a 
perfectly controlled study of LSD in al- 
coholics, we felt that some of the objections 
to previous studies could be overcome. Ac- 
cordingly, we attempted to study the effects 
of a single large dose of LSD, compared 
with a similar dose of dextroamphetamine 
using blind controls. 


Method 
Patients 


Men between the ages of 21 and 50 years 
of age who qualified for admission to VA 
hospitals were selected for study. Prime 
Tequirements for selection were these: a) 
an acute alcoholic episode within the past 
two weeks; b) the Patient must have re- 
sided continuously in the area for the past 
year; and c) the patient must have held 
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the same job, either his last or current one, 
for at least six months. The latter two 
requirements were primarily for assuring 
some degree of stability for future follow- 
up efforts. 

These conditions were considered as dis- 
qualifying: a) past history of schizophrenic 
reaction or severe affective disorder; b) 
present evidence of CNS disorder compli- 
cating alcoholism, trauma, or other cause; 
and c) presence of serious medical illnesses, 
such as severe hypertension, myocardial in- 
farction, decompensated cirrhosis, or other 
hazardous condition. 


Treatment 


It was expected that most patients would 
require some initial treatment directed at 
detoxification, requiring parenteral fluids, 
vitamins, and either chlorpromazine or 
chloral hydrate or both drugs. As soon as 
possible after appropriate medical treatment 
was completed, and no later than one week 
after admission, the test treatment was given 
on a “one-shot” basis. No phenothiazine 
tranquilizer had been administered within 
the preceding 48 hours. 

A minimum period of 24 hours elapsed 
following the test treatment prior to dis- 
charge of the patient, which was accom- 
plished as expeditiously as possible. During 
the entire period in the hospital, the patient 
was not assigned to any type of psycho- 
therapy; he participated in ward activity 
programs as indicated, but the main em- 
phasis on treatment was medical. í 

The major “psychotherapeutic” interven- 
tion prior to administration of the drugs 
was a discussion with the patient of his 
problem drinking. The discussion was de- 
signed to minimize guilt, pointing out that it 
was not necessarily some psychological 
weakness on the part of the patient which 
led to his problem but rather that he had 
been hooked by an addicting drug. The 
focus was not on the solution of specific 
personality problems during the drug ex- 
perience but rather on using it as a generally 
introspective experience. J y 

Within the bounds of medical ethics, pa- 
tients were given as little concrete informa- 
tion as possible about the drugs to be tested. 
General instructions were provided in writ- 
ing as well as orally, but the actual drugs 
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were not named nor any mention made 
of a control. The two alternate treatments 
were: LSD-25, 600 yg.; or dextroampheta- 
mine, 60 mg, These medications were ad- 
ministered orally in a similar form, being 
assigned in a random fashion. While it was 
expected that patients might ultimately be- 
come aware that two treatments were being 
used and that most certainly staff members 
would become aware of differences in pa- 
tients treated, every effort was made to see 
that patients were treated exactly alike 
throughout the period. 

On the day of treatment, the patient 
had a breakfast of clear liquids, was taken 
to a special room on the ward, and was 
given the assigned treatment at 8:30 a.m. 
He remained in the room for the next eight 
hours under constant attendance. Lunch was 
provided on a tray. 

At 4:30 p.m., the patient was taken to 
his regular bedroom or resumed whatever 
ward activities he felt up to, although he 
could not leave the ward. Although insom- 
nia was anticipated, no chloral hydrate was 
ordered merely for sleep; drugs were to be 
used in the post-test period only if be- 
havior became disturbed. The patient was 
encouraged to use this stimulated state for 
additional self-examination. 

The room in which the treatments were 
given was used only for that purpose. Al- 
though on a hospital ward, it looked some- 
what “homier” than the usual private room, 
since it was furnished with a couch, two 
occasional chairs, and two tables. A source 
of music was provided and opaque shades 
allowed darkening of the room. 

A research assistant was in constant at- 
tendance to provide nonverbal support. That 
is, no attempt at “psychotherapy” was made; 
he merely answered direct questions and 
provided necessary and brief reassurance, 
The psychiatrist saw the patient for a one- 
hour period about 30 minutes after the 
drug was administered. The main purpose 
of this visit was also for reassurance, em- 
phasizing the previous instruction that the 
patient was to use the drug experience for 
self-examination; again, no psychotherapy 
was given. The patient was seen again for 
15 minutes during the fifth hour by the 
physician, once again to reinforce the in- 
trospective goals of therapy. 
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Evaluations 


We felt that the arbitrary use of “ab- 
stinence” or “drinking” criteria, so customary 
in the past, might not be appropriate to 
most addictions and that some objective 
measurement of the degree of drinking and 
its impairment of the patient’s social func- 
tioning might allow us to detect changes 
short of these quite global ones. Accordingly, 
we set about developing a Drinking Behav- 
ior Scale, based on the three general areas 
of drinking habits, social behavior, and 
occupational adjustment. The items were 
selected on the basis of discussion among 
a number of colleagues and deliberately 
kept to the smallest possible number. 

Initially, an arbitrary system of scoring 
was applied, based on the presumed weight 
of each item in defining an alcoholic, Later 
the scale was applied to known alcoholics 
for verification of the items and the scoring 
key. Finally, scoring was adjusted to dis- 
criminate the most between treatment groups. 
Despite these further adjustments, most of 
the clinically selected items and the scoring 
weights assigned to them were found to be 
valid and few changes were made. The 
details of the development of this scale and 
its contents are reported in another paper(1). 

Treatment was evaluated on the basis of 
an interview with the patient by a psy- 
chiatric resident and the subsequent codi- 
fication of the data on the Drinking Behav- 
ior Scale. The entry interview was based 
on behavior during the previous six months. 
A subsequent interview was obtained at 
two months following hospitalization; a 
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second follow-up interview was obtained 
after six months, again based on the six- 
month period. Follow-up interviews were 
scheduled for the next six-month period. 

The interviewer was completely divorced 
from the treatment program and had no 
knowledge of the treatment received by any 
individual patient. It was possible that pa- 
tients might provide clues in the follow-up 
interviews, but every attempt was made to 
assure an impartial and unbiased coding of 
the interview data. 

The Drinking Behavior Scale (DBS) was 
designed to provide a total score indicative 
of the total degree of impairment due to 
drinking; this score was achieved by sum- 
ming the individual items. In addition it 
was possible to make comparisons on an 
item-by-item basis as well. Results to be 
Presented are based on comparisons be- 
tween the two treatments at the two-month 
and six-month interviews. Although some 
patients were successfully followed for 12 
months, the rate of attrition in the sample 
at this late date was such that the sample 
was too selected to be considered as typical 
of the initial sample. 

All of the results are based on the DBS 
scored with the original scoring key. The 
mean initial DBS score for the 72 alcoholic 
patients who entered the study was 74, 
with a standard deviation of 29 and a range 
of 20 to 174. By any reckoning, all were 
problem drinkers, varying from the mildest 
to the most severe. Only 45 patients were 
followed for six months, 27 dropping out 
in that interval. 


TABLE 1 
Background Variables Among Patients Followed Up and Dropouts 
STUDIED CASES DROPOUTS 
LSD AMPHETAMINE tsp ‘AMPHETAMINE 

VARIABLE (N—26) (N—19) (N=11) (N=16) 

Age: median 45 45 46 43 
range 31-51 3 

Family history of alcoholism 10 ua m n. 
Unmarried 4 4 4 6 
Education: elementary 3 3 3 6 

secondary 19 12 7 7 

college 3 3 1 3 

graduate 1 1 0 
Unemployed 9 10 : 
No religious affiliation 1 ; A 
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In terms of background variables, there 
was little difference between the two treat- 
ment groups in either the studied cases or 
dropouts. The latter, however, differed from 
the former in being more often unmarried 
and having lower educational attainments. 
(table 1). 


Results 


At the two-month follow-up, patients 
treated with LSD were doing significantly 
better than those treated with dextroamphet- 
amine (table 2). This result was evident 
when patients were arbitrarily classified as 
abstinent (a zero DBS score), social (a 


score of 10 or less), problem (any score 


indicating problem drinking), or worse (a 
score somewhat higher than the initial 
Score). The mean change scores on the 
DBS also differed significantly; they were 
58 for the LSD-treated group and 33 for 
the dextroamphetamine-treated group (F — 
8.5; 1 and 50 df; p € .01). 

Of the original 72 patients treated, 20 
were not available for two-month ratings, 
ten treated with each drug. The initial DBS 
scores on these dropouts did not differ sig- 
nificantly (mean score for LSD patients, 
80.5; for dextroamphetamine patients, 82.2). 
Consequently, the difference in results from 
the two treatments at the two-month follow- 
up was not explainable by some selective 
attrition of more severely ill patients in one 
or the other group. 

By the time of the six-month follow-up, 
whatever differences between the treatments 
that were present at two months had van- 
ished (table 3). This result was evident in 
the distribution of patients rated as abstinent, 
social, same, or worse, as well as by the 


TABLE 2 / 
Two-Month Follow-Up Results in 52 Alcoholic Patients 
LSD AMPHETAMINE 
DBS SCORE GROUP * GROUP * * 
CATEGORY (N=29) (N=23) 
Abstinent 8 6 
Social 10 5 
Problem 10 10 
Worse 1 2 


DN 
* Mean change score on the DBS—58. 
* * Mean change score on the DBS=33. (p <.01, analysis of 


variance.) 
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TABLE 3 
Six-Month Follow-Up Results in 45 Alcoholic Patients 
LSD AMPHETAMINE 
DBS SCORE GROUP GROUP 
CATEGORY (N=26) * (N=19) * * 
Abstinent 8 7 
Social 5 2 
Same 12 9 
Worse 1 1 


* Mean change score on the DBS=48. 
* * Mean change score on the DBS=49. (Not significant, analy- 
sis of variance.) 


strikingly close mean change scores on the 
DBS. The change from LSD was 48 and 
for dextroamphetamine, 49, a clearly non- 
significant difference. 

As might have been expected, the num- 
ber of dropouts increased at the six-month 
period: ten treated with LSD and 17 treated 
with dextroamphetamine were no longer 
available for rating. At this time it appeared 
that the greater number of dropouts in the 
amphetamine-treated group were patients 
somewhat less sick initially than the drop- 
outs among the LSD group (initial mean 
DBS score of 70 as compared with 82). 

The results obtained at six months for 
individual patients are shown graphically in 
figure 1. It is immediately apparent that 
while many patients still remained problem 
drinkers, the degree of their impairment 
had markedly dropped. Only two of the 
45 patients followed for this period of time 
were worse, all the others showing some 
degree of improvement. 

The number of patients available for 
follow-up at one year was too small and 


Figure 1 


Distribution of Changes on the DBS Among 26 Patients 
Treated with LSD and 19 Patients Treated with Dextro- 
amphetamine at the Six-Month Follow-Up 
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TABLE 4 
Changes in Patients Relative to Duration of Follow-Up 
isp AMPHETAMINE 
DBS CHANGE* GROUP GROUP 
Patients followed at two 
months and also at six 
months 
Worse 7 3 
Same 16 10 
Better 2 3 
Patients followed at six 
months and also at one 
year 
Worse 1 0 
Same 12 5 
Better 4. 7 


RE ————————————— 
* Worse or better determined by a= shift of 20 percent of 
previous DBS score or absolute shift of more than 15 points. 


too selected to consider in detail. Only 17 
patients treated with LSD and 12 treated 
with dextroamphetamine were followed for 
this period. Although it is often customary 
to use dropouts as a criterion of a better 
response, this procedure is at best question- 
able and certainly not applicable for the 
present study. As might have been expected, 
the longer term follow-up group was heavily 
weighted toward those who had made good 
responses, but if one compares them with 
the state of patients followed for two. months, 
it also appears that the same phenomenon 
holds (table 4). 

As compared with patients followed for 
six months, those observed at two months 
were somewhat better, with more tendency 
toward relapse at the six-month period; 
on the other hand, the patients followed 
for one year tended to be those who showed 
continued improvement. Thus, the choice 
of a six-month follow-up period appeared 
justified as the least biasing and most feasible 
evaluation period. 

Analysis of individual symptoms rated 
on the DBS was done by simply lumping 
together all improvements on any item, re- 
gardless of degree, and using the chi-square 
Statistic to compare treatment groups. This 
procedure was followed for the six-month 
evaluations. LSD proved to be superior to 
dextroamphetamine in increasing improve- 
ment on two symptoms, with a tendency 
toward superiority on another. Each of 
these three related to performance at work. 
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Among those not able to work at their 
expected ‘level of capacity when first seen, 
12 of 14 on LSD improved while only 
five of 11 on dextroamphetamine improved, 
Among those missing work when first seen, 
18 of 22 on LSD improved while only six 
of 14 on dextroamphetamine improved. 
Both degrees of improvement were at the 
-05 level of statistical significance. Among 
those who had feelings of job inadequacy 
when first seen, 11 of 16 on LSD improved 
while only four of 11 on dextroamphetamine 
improved, a difference at the .10 probability 
level. 

Five of the original 72 patients died 
within a year of entering the study, all but 
one, whose cause of death was unknown, 
from some complications of alcohol (acci- 
dents, suicide, or decompensated cirrhosis). 
Such high mortality rates are common in 
long-term observations of alcoholics, None 
of the patients who could be followed re- 
ported additional use of psychotomimetic 
drugs. 

In the great majority of cases, the de- 
emphasis on verbal interaction and the en- 
couragement of “letting go” led to rather 
surprisingly tranquil drug experiences, Oc- 
casionally, moderate agitation required ad- 
ditional attention from the psychiatrist and 
a temporary reduction of sensory input, as 
by encouraging a supine position and re- 
ducing light and music. Only two patients 
were sufficiently agitated to require intra- 
muscular administration of 50 mg. of chlor- 
promazine. During one of these periods of 
agitation, a grand mal seizure occurred, 
without injury, in a patient with a previous 
history of “rum fits." Vomiting occurred 
in two other cases, but even nausea was 
surprisingly infrequent. 

Because of the publicity given the so- 
called “prolonged LSD reaction" it should 
be emphasized that all but three of these 
patients were discharged within 48 hours 
following their drug experience and after 
a careful mental status evaluation. For two 
of the three who stayed longer, hospitaliza- 
tion was briefly extended in order to allow 
time to arrange housing and other social 
considerations. Moderate confusion was 
present in the third patient, requiring hos- 
pitalization for some further 48 hours. A 
late recurrence of psychotomimetic drug ef- 
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fects was not mentioned by any patient 
at the follow-up interviews, 


Discussion 


It should be emphasized that these re- 
sults can only be interpreted in relation to 
the conditions of the experiment. This study 
was primarily designed to test the original 
contention that LSD given to alcoholics 
would produce a profound and moving ex- 
perience per se, and that with little or no 
specific psychotherapy a favorable response 
could be obtained. 

Since then, a number of variants to the 
use of LSD have been added, emphasizing 
greatly the therapeutic preparation of the 
patient prior to the drug experience and 
with much therapeutic intervention during 
it(2). These new variants in technique may 
indeed be more rational, but from the data 
we have obtained in this study, it would 
not appear that LSD as a primary treatment 
offers any advantage over dextroampheta- 
mine. 

The most striking aspect of the present 
study was the fact that both treatment groups 
improved to a rather considerable degree, 
which, in the absence of any control or 
comparison group, would have been con- 
strued as a remarkable effect of the single 
treatment being evaluated. To some extent, 
we had anticipated improvement: at the 
time of the initial interview these patients 
were close to some trouble caused by their 
alcoholism and could scarcely do anything 
else except improve at some later date. 
Another possible explanation for the im- 
provement is that the difficulties in follow- 
up with such patients may lead to selective 
dropping out among those who show poorer 
results. No doubt some of this occurred, 
but we have no evidence that it was a 
biasing factor for or against the treatments 
being compared. 

A third expl might be one based 
on the phenomenon of early remorse and 
late denial, quite commonly seen in alco- 
holics. When in trouble, alcoholics often 
exaggerate their foibles and, when out of it, 
minimize them. Still another explanation 
could be that both drug treatments were 
specifically effective. The dose of dextro- 
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amphetamine was large enough to produce 
quite appreciable effects, which, although 
only slightly mimicking those of LSD, might 
still have been therapeutic. This explanation 
seems unlikely, however. 

Finally, it might be that our milieu is 
specifically effective in treating alcoholics, 
The general approach to alcoholics here 
has been the alleviation of guilt (in rather 
sharp contrast to the approach of Alco- 
holics Anonymous) and it could be that 
this approach may have specific benefit. At 
the moment this explanation cannot be sup- 
ported or denied but, in view of the many 
attitudinal approaches to alcoholics which 
have been tried in the past and have failed, 
one would not offer such an explanation 
with much assurance. 

It seems clear that any assessment of 
treatments for alcoholism demands some 
kind of control or comparison group if one 
is not to be misled. In the past, controls 
have not been considered feasible. In the 
present study we feel that the controls were 
adequate even though not perfect. Other 
Situations may demand more ingenuity in 
devising controls, but few should present 
such formidable problems that none are 
possible. 
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Family History Studies: V. The Genetics of Mania 


BY THEODORE REICH, M.D., PAULA J. CLAYTON, M.D., 
AND GEORGE WINOKUR, M.D. 


In this study of the families of 59 manic- 
depressive, manic type probands, the pre- 
dominant affective illness among the family 
members was depression without mania, 
although mania was frequent. The findings 
suggest that genetic transmission occurred 
by a sex-linked single or double dominant 
gene. In two families affective disorder was 
linked to color blindness, implying that the 
X-linked gene for manic-depressive psycho- 
sis is on the short arm of the X chromosome. 


N HIS MONOGRAPH on manic-depressive 

insanity, Emil Kraepelin noted that 80 
percent of his patients had a “hereditary 
taint”; in addition, ten percent also had 
alcoholism in their families(9). Evidence 
collected since that time is sufficiently re- 
liable to support his conclusion that a genet- 
ic factor is present in manic-depressive 
disease, or affective disorder(4, 27).1 

In an investigation of the family histories 
of consecutive hospital admissions, Winokur 
and Clayton found that the Presence or 
absence of mania was the only factor that 
differentiated those patients with a two- 
generation family history of affective dis- 
order from those with no family history of 
any psychiatric illness. Mania was significant- 
ly more common in the two-generation 
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pairs (p < .003). These findings led to the 
hypothesis that there are at least two differ- 
ent types of affective disorder, and that 
mania occurs in only one(27). 

Independent confirmation for this point 
of view is available in two European studies 
which compared the prevalence of psychi- 
atric disorders in the families of patients 
with bipolar (mania and depression) and 
unipolar (depression only) affective dis- 
orders. Perris found that the morbid risk 
for unipolar psychosis in the first-degree 
relatives of unipolar probands was approx- 
imately 10.6 percent and the risk for bipolar 
psychosis, 0.5 percent. The morbid risk in 
the first-degree relatives of bipolar probands 
was 16.3 percent for bipolar psychosis and 
0.8 percent for unipolar psychosis(15). 
Leonhard found that the morbid risk for 
“endogenous psychosis” among the first- 
degree relatives of bipolar probands was 
higher (39.9 percent) than among the first- 
degree relatives of unipolar probands (5.7 
percent) (11). 

The recent works of Winokur and Clay- 
ton, Perris, and Leonhard, which indicated 
that affective disorder is a clinically and 
genetically heterogeneous group, necessitate 
a reevaluation of previous studies in the 
genetics of affective disorder. Distinguished 
as such previous studies were, they were 
not concerned with the problem that more 
than one disease was probably subsumed 
under one rubric; thus, it is possible that 
considerable error was introduced. The 
present study was undertaken to clarify the 
homogeneity of the familial syndrome and 
the mode of transmission of manic-depres- 
sive disease and to answer the question 
whether the disease might be traced in a 
family by the use of genetic markers. Be- 
cause of these recent genetic findings the 
present study was limited to probands who 
have had at least one manic episode. 
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From July 1964 through June 1965 all 
patients admitted to Renard Hospital were 
examined by means of a systematic inter- 
view, which included pertinent symptoms 
and family history. Accompanying relatives 
were also interviewed. Discharge diagnoses 
were accepted as final. All data were put 
on IBM cards. Of 1,075 patients admitted, 
426 manifested an affective disorder. 

A description of the procedure and in- 
terview has been published elsewhere(27). 
Examination of the IBM cards and a re- 
evaluation of the files turned up 40 patients 
who were manic on admission and 19 pa- 
tients who were manic at some previous 
time. Of the remaining depressed patients 
some might become manic in the future. 
Since there was no clinical way of predicting 
this, however, the completeness of the 
manic group had to be sacrificed for homo- 
geneity. The 59 patients became the index 
cases for the present study. 

Eighteen months later, 30 of the 40 
patients who were manic on admission were 
followed up. We attempted to personally 
and systematically interview each of these 
patients and all living first-degree relatives 
over age 13. All obtainable medical records 
were reviewed. Every family member was 
questioned about family history, thereby 
increasing the reliability of that information. 

Illness rates in relatives of probands are 
expressed as morbid risk. Morbid risk is an 
estimate of the probability that a relative 
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will develop the disease at some time during 
his life if he survives the period of risk for 
the disease. The Weinberg abridged method 
was used to determine morbid risk(24). 
Statistical significance was determined by 
the standard error of the difference between 
proportions(7 ). 

By canvassing our hospital clinic, we 
found two families in which mania and color 
blindness coexisted. None of the above 
59 manic probands were members of 
these families. All first-degree and avail- 
able second- and third-degree relatives in 
these two families were personally inter- 
viewed. Color vision was tested in males 
using pseudoisochromatic plates. The Mun- 
sell 100 hue test, which can identify female 
carriers, was administered to females(10). 
Hospital records of family members alive 
and dead were reviewed, and color vision 
examinations done elsewhere were obtained. 

The following criteria were used for the 
diagnosis of mania. The patient was different 
from his usual self, manifesting a euphoric 
or frantic mood and showing at least four 
of the following symptoms: elation, gran- 
diosity, extreme impatience with restraint, 
excessive plans, extravagance, overtalkative- 
ness, racing thoughts, flight of ideas, short 
attention span, increased motor activity, 
and decreased need for sleep. No other 
diagnosis could be likely. 

The following criteria were used for the 
diagnosis of depression. The patient ex- 
perienced a rapid or gradual onset of persis- 
tent or recurrent feelings of depression and 


TABLE 1 
The Sample, Taken from 1,075 Admissions to Renard Hospital, July 1964-June 1965 


NUMBER OF PATIENTS 


ITEM 
Cases of affective disorder 426 
Questionable mania at admission or in history i 
Manic on admission js 
Manic prior to admission j : 
Probands selected (above two categories) » 
Male fa 
Female ; H 
First episode on admission rs 
Previous episodes SA 
Median age at onset (years) 235 
Median age at index admission (years) i a 
Cases of affective disorder without mania e 
Median age at onset (years) m 


Median age at index admission (years) 
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TABLE 2 
Heterogeneity of Types of Affective Disorder Among First-Degree Relatives of 30 Manic Probands 


THE GENETICS OF ^ 


NUMBER 

GROUP KNOWN 
Parents—by history and interview 58 
Parents—by interview 19 
Siblings—by history and interview 57 
Siblings—by interview 18 


had at least three of the following symptoms: 
loss of energy, loss of interest, sleep dis- 
turbance, anorexia, loss of libido, psycho- 
motor retardation, diurnal mood variation, 
social withdrawal, agitation, obsessional 
worrying, marked irritability, delusions (pov- 
erty, sinfulness, disease), suicide attempt. 
The disturbance lasted more than one month. 
No other diagnosis could be likely. 

The diagnoses of manic-depressive re- 
action, depressed; psychotic depressive re- 
action; neurotic depressive reaction; and 
involutional depressive reaction would all 
be included here. 

The WHO definition of alcoholism was 
used: i.e., “Alcoholism is a chronic be- 
havioral disorder manifested by repeated 
drinking of alcoholic beverages in excess of 
dietary and social uses of the community 
and to an extent that interferes with the 
drinker's health, social or economic func- 
tion"(2). 


Results 
The Sample 


Table 1 presents some characteristics of 
the sample. There was no significant dif- 
ference between male and female probands 
with respect to number of previous episodes, 
age at onset, or age on admission. Ninety- 
Six percent of all index cases of mania first 
became ill at less than 60 years of age. 
Thus, the age range of risk for affective 
disorder in this study was taken as 15 to 60 
years. The age range of risk for alcoholism 
was 20 to 40 years in males. 


Heterogeneity of Affective Syndromes in 
First-Degree Relatives of 30 Manic Probands 

The results shown in table 2 clearly do 
not support the hypothesis advanced by 
Perris that the first-degree relatives of bi- 
polar probands have primarily bipolar rath- 
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WITH AFFECTIVE WITH DEPRESSION WITH HOSPITAL- 
DISORDER ONLY ALCOHOLISM IZATION 
18 14 3 11 
6 4 1 
11 8 4 
9 4 2 
TABLE 3 


Two-Generation Pairs with Affective Disorder, Analyzed 
by Sex of Proband and Parent 


INDEX MOTHER FATHER 
Male 14 1 
Female 21 13 


er than unipolar affective disorders. In 
the present study depression without mania ~ 
was seen to be the most common illness. 

Seventy percent of these 30 families had 
at least one first-degree relative with affec- 
tive disorder. 


Transmission of Affective Disorder in First- % 
Degree Relatives of 59 Manic Probands 


Almost twice as many female as male 
probands were found. This increased prev- 
alence in females is a feature of population 
as well as hospital studies(3, 5, 8). One 
interpretation of this fact is that the dis- 
order is sex-linked. Evidence of sex linkage ^ 
was sought by examining sex in ill parent-ill 
child pairs. The siblings as well as children 
of the probands were used. 

In 59 families, 49 such pairs were found 
(see table 3). Ill fathers, numbering 14,- 
have but one ill son. Ill mothers, numbering 
35, have 14 ill sons. The percentage dif- 
ference (1/14 vs. 14/35) is 33 percent. 
The standard error is 14.6. The percentage: 
difference is 2.3 times greater than 
standard error (p <.05). The data therefore 
support the idea that an ill father is sig- 
nificantly less likely than an ill mother 
have an ill son. j 

These data indicate that an X-linked 
dominant factor may be present in ma 
depressive disease. Theoretically no ill fa- 
ther-ill son pairs should be found, since 
the father does not pass on his X chromo- 
some to his son. One such pair was found. 
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Possible explanations include doubtful pa- 
ternity, polygenic rather than single gene 
inheritance (considered later), and partial 
rather than complete sex linkage. The pos- 
sibility always exists that the mother carried 
the gene but did not manifest the illness. 
Another method of detecting sex linkage 
is analysis of the sexes of affected sib-sib 
pairs, but the number of such pairs in these 
families was too small to be statistically 
reliable. Nevertheless, in table 4 it is clear 
that female probands have ill brothers less 
often than they have ill sisters. This too 
supports the possibility of X-linkage. 
Morbid risks in the siblings of probands 
with no parent and one parent affected 
were calculated to test a two-gene theory 
of transmission (see table 5). If two dom- 
inant genes are postulated, even if one is 
on the X chromosome, 25 percent of the 
children of matings of one normal parent 
and one ill parent or two normal parents 
should be affected with the illness. In this 
case illness would only be seen in the 
possessor of both dominant genes. Only if 
one of the parents were homozygous for 
one or both of the dominant genes would 
there be an increase in illness among their 
children over the 25 percent figure. Barring 
this possibility, both the one-parent-affected 
matings and the no-parent-affected matings 
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E TABLE 4 
Morbid Risk of Affective Disorder Among First-Degree Relatives of 59 Manic Probands 
PROBANDS 
MALE FEMALE ALL 
GROUP N= 20) (N = 39) (N = 59) 
Father 
Known number at risk 46 
Number ill 9 
Morbid risk 20 percent 
Mother 
Known number at risk 47 
Number ill 16 
Morbid risk 34 percent 
Brother 
Known number at risk 17 27 
Number ill 4 0 
Morbid risk 24 percent 0 percent 
Sister 
Known number at risk 14 36 
Number ill 3 9 
Morbid risk 21 percent 25 percent 
TABLE 5 


Morbid Risk for Affective Disorder in Siblings of Probands 
with One Parent and No Parent Affected 


MORBID 
NUMBER RISK 
GROUP AT RISK ILL (PERCENT) 
All sibs of 34 probands f 
with no affected parent 67 T 10 


All sibs of 25 probands 
with one parent affected 43 9 21 
All sibs of all 59 probands 110 16 15 


should have equal numbers of affected 
children, 

The differences are not significant. There 
is a tendency for the siblings in families 
with one parent affected to have more illness, 
More cases are necessary to test a two- 
dominant-gene hypothesis. 

Regarding the family history of alcohol- 
ism, the morbid risk for fathers of manic 
probands was 12 percent (at risk, 53; num- 
ber alcoholic, six). For brothers of male 
probands and female probands the morbid 
tisk for alcoholism was zero percent and 
three percent, respectively. 


Linkage with a Genetic Marker—Color 
Blindness 


The finding of sex linkage in the popula- 
tion analysis made the search for linkage 
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TABLE.6 


Clinical Manifestations of Affective Disorder and Deutan Color Blindness in the Calvert Family 
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with another and well-established X-linked 
marker a logical next step. Color blindness, 
present in about eight percent of males, 
was found in two families in which mania 
occurred. These families are described be- 
low. 

The first family in which color blindness 
and manic-depressive disease coincided is 
the Calvert family (see table 6). Other 
significant family members are: II-8, a 
chronic alcoholic, not color-blind; II-10, 
who has affective disorder, mania and de- 
pression (color vision unknown); II-15, 
who has chronic alcoholism and is socio- 


Clinical Manifestations of 


pathic (son not color-blind); and III-7, 
who has severe mental retardation (see 
figure 1). 

All members of the Calvert family who 
manifest affective disorder are color-blind 
or carry the gene for color blindness, and 
no members of the family carry or manifest 
this gene without accompanying affective 
disorder. Color vision could not be tested 
in a maternal uncle who suffered both mania 
and depression and died long ago. 

The probability that color blindness will 
Occur or be carried in affected sibs and 
parents of the proband may be obtained 


TABLE 7 


Affective Disorder and Protan Color Blindness in the Alger Family 
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MONTHS’ DURATION 


+ + + + + +] COLOR-BLIND OR CARRIER 
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DIAGNOSIS 


Affective disorder, depressed 
Affective disorder, depressed 


Affective disorder, 


manic and depressed 


Affective disorder, depressed, and alcoholism 
Affective disorder, depressed, and mental retardation (mild) 
Affective disorder, depressed 


by use of the binomial expansion. The 
probability is 4 in each case of affective 
disorder. The probability of the association 
of these two events by chance is (1)5(p = 
.03). Only definite cases of affective dis- 
order were used in the statistical analysis. 
The proband was not used in the calculation 
of probability. 

The second family in which color blind- 
ness and affective disorder were found is 
the Alger family (see table 7). Other sig- 
nificant family members are: III-4, affective 
disorder, depressed, not color-blind; III-6, 
who has chronic alcoholism, not color-blind; 
III-8, who has chronic alcoholism, not color- 


= 
E 
E 5 
$ ioe 
Fd a 
+a ae 
3 SH 
"3 8 DIAGNOSIS 
+ d Affective disorder, depressed 
ae + Affective disorder, depressed ^ 
T T Affective disorder, depressed and manic 
È + Affective disorder, depressed i 
as + Affective disorder, depressed and manic 
E t Affective disorder, depressed 
ite 2 Affective disorder, depressed 
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FIGURE 1 
Paternal Side of Alger Family Tree, Showing Affective 
Disorder and Protan Color Blindness 


& — Male with depression 
@ — Female with depression 
X — Male with mania 

X — Female with mania 


+ — Dead 
1, M, Ill, IV — Generations, individuals’ numbers below symbols 
Numbers at upper right of symbols are ages 
(4) — Color.blind or carrier of color-blindness gene 
2 — Color-blind status unknown 
(—) — Not color-blind or carrier 
o — Male with no depression or mania 
Q — Female with no depression or mania 
7, — Proband 
A —Twins 
m — Alcoholic male 
@ — Alcoholic female 
© — Questionable affective disorder, male 
© — Questionable affective disorder, female 


blind; III-12, possible affective disorder 
with suicidal threats and depression, color- 
blind; III-13, who has questionable depres- 
sion, chronic brain syndrome, (daughter's 


FIGURE 2 
The Calvert Family Tree, Showing Affective 
and Deutan Color Blindness 


E. 


Disorder 


m — Male with depression 

€ — Female with depression 

X — Male with mania 

X — Female with mania 
1 — Dead 


1, II, HI, IV, V, VI — Generations, individuals’ numbers below symbols 


Numbers at upper right of symbols are ages 

(+) — Color-blind or carrier of color-blindness gene 

? —Color-blind status unknown 
(—) — Not color-blind or carrier 

D — Male with no depression or mania 

O — Female with no depression or mania 

7 — Proband 

^. — Twins 

& — Alcoholic male 

® — Alcoholic female 

© — Questionable affective disorder, male 

€ — Questionable affective disorder, female 
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Extended Maternal Side of Alger Family Tree, Showing Affective Disorder and Protan Color Blindness 


Mid 
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aa 


fe te 
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@ — Male with depression 
@ — Female with depression 
X — Male with mania 

X — Female with mania 


4 


— Dead 
1, HI, Ul, IV, V, Vi — Generations, individuals' numbers below symbols. 
m Nui 


imbers at upper right of symbols are ages 
(+) — Color-blind or carrier of color-blindness gene 
? —Color-blind status unknown 


son color-blind); III-28, who has epilepsy, 
remitting psychosis, color-blind; III-29, who 
has depressive and euphoric episodes accord- 
ing to family history, color-blind; IV-30, 
affective disorder, depressed, color vision 
unknown; V-4, affective disorder, depressed, 
color vision unknown (see figures 2 and 3). 

Only one member of the Alger family, 
V-3, carries the gene for color blindness 
without manifesting affective disorder. He 
is cyclothymic and has had short-lived en- 
dogenous mood swings; he is 27 and is only 
part way through the age of risk. 

In the family of III-16 color blindness 
is found. One member has passed the age of 
risk without manifesting affective disorder, 
and this is probably an example of crossing 
Over, or uncoupling of the genes for affective 
disorder and color blindness. Further pos- 
sibilities are that the disorder is polygenic 
and the second gene is absent, or that color 
blindness was introduced by the husband 
of III-16. 

Only definite cases of affective disorder 
were used in the statistical analysis. The 
probability that each of the family members 
with affective disorder will be color-blind 
Or carry the gene is 1. Therefore the 
probability that this association is due to 
chance is (3)*. All family members who 
were ill except III-4, the paternal uncle of 
the proband, either manifested color blind- 
ness or carried the gene. The paternal side 
of the proband’s family did not contain 


[70] 


(=) — Not color-blind or carrier 
O — Male with no depression or mania 
O — Female with no depression or mania 
ff — Proband 
A — Twins 
€ — Alcoholic male 
@ — Alcoholic female 
€ — Questionable affective disorder, male 
€ — Questionable affective disorder, female 


color blindness and, consequently, should. 
not be included in the calculations. i 

The evidence is highly reliable that this 
association in the Calvert and the Alger 
families is not due to chance p= (4) 
or .0005. Color blindness (deutan and pro- 
tan type) is very likely linked to affective 
disorder. 


Discussion 


Regarding heterogeneity in manic-depres- 
sive illness, there are important differences; 
between the present study and that of Perris 
which might account for the different con 
clusions. Index and secondary cases in 
Perris’ study required three separate pi- 
sodes of illness to be diagnosed as unipo-- 
lar(15). There is a third and large group of 
"unspecified affective disorders" among 
relatives of the bipolar probands in Pe: 
study. This unspecified disorder group 
cluded individuals who may have had 
or two depressive episodes. If these individ 
uals with unspecified affective disorders 
counted as having "depression only," 
tis’ bipolar probands have almost eq 
numbers of bipolar plus “depression on 
first-degree relatives (bipolar, morbid risk: 
10.1 percent; unspecified affective disorders 
+ unipolar + suicide, morbid risk = 8.4 pel f- 
cent). { 

Alcoholism was not noted in Perris’ study 
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since alcoholics have frequent affective dis- 
turbances, these cases may have appeared 
as part of the unipolar or bipolar group. 
Failure to note the presence of alcoholism 
may be important, since this disorder shows 
an increased prevalence in the families of 
patients with affective disorders(16). In the 
present study, alcoholism precluded the 
diagnosis of affective disorder unless a clear- 
cut depressive episode antedated the onset 
of alcohol abuse. 

Only a few studies in the literature are 
sufficiently detailed to allow for the separa- 
tion of the types of psychosis in the first- 
degree relatives of manic probands, and these 
studies support the finding that depression 
without mania is commonly found in these 
families. The studies of Slater and Sten- 
stedt as well as the present study also 
support a finding of “depression only” pri- 
mary relatives of manic probands(22, 24). 

The rationale for dealing separately with 
manic probands (as opposed to depressive 
probands) is that: 1) the familial preva- 
lence of affective disorder is probably higher; 
2) the proportion of manics in the families 
of manic probands is greater than in the 
families of depressive probands; and 3) the 
frequency of two-generation pairs of affec- 
tive disorder is greater(1, 11, 15, 26, 27). 

This view is not universally accepted. 
In Stenstedt’s 1962 monograph, several 
studies are quoted which, in addition to his 
own study, do not support these findings(24). 
The trends do show a greater morbidity 
risk for manic-depressive reaction in the 
families of manics than depressives, but the 
differences are not significant. Winokur re- 
evaluated the Stenstedt data and found that 
mania tended to cluster in certain families 
and was totally absent in others(26). Fur- 
ther, Winokur, studying a large group of 
probands with a totally negative family 
history, found that manic probands as op- 
posed to depressive probands were under- 
represented in this negative family history 

‘oup (26, 27). 

EU of investigators have been 
concerned with the transmission of affective 
disorder. Rüdin, in 1923, proposed a tri- 
factorial transmission theory with two re- 
cessive genes and one dominant gene in 
manic-depressive disease(19). In 1935 Ro- 
sanoff, Handy, and Plesset proposed a two- 


Amer. J. Psychiat. 125: 10, April 1969 


1365 


factor genetic hypothesis with one X-linked 
gene(18). In 1936 Slater proposed a single 
autosomal dominant gene theory in which 
reduced penetrance accounted for the ab- 
sence of an affected parent in some families, 
the failure of 50 percent of the siblings of 
the proband to be affected, and the lower 
than 100 percent concordance in monozy- 
gotic twins(20). He further concluded that 
the observed sex differences among pro- 
bands were artifacts(21). 

Recent studies by Winokur, Pitts, and 
Clayton have demonstrated a very significant 
excess of female affective disorders(27, 28). 
Kallmann proposed simple autosomal dom- 
inance with incomplete penetrance as the 
genetic background for manic-depressive 
reaction. Adjusting his own and Slater’s 
monozygotic twin pairs for age, he was 
able to show 100 percent concordance, Add- 
ing “cycloid” cases to manic-depressive ones 
among the sibs produced the necessary 
0.9:1 ratio of ill to well sibs. Kallmann 
believed that these findings—which would 
support a dominant gene hypothesis with 
complete penetrance—were spurious be- 
cause of the problem of incomplete as- 
certainment. Sex linkage was not observed 
(8). k 
In all of the above studies, families with 
and without mania were included. Since 
the heritabilities of affective disorder in 
these two types of families are different, 
these studies are not comparable to the 
present one. In fact, all previous studies of 
the genetics of manic-depressive disease 
must be reevaluated, since the evidence is 
strong that more than one disease is rep- 
resented in the probands of these studies. 

The finding of sex linkage in the present 
family analysis is made more certain by 
the linkage of affective disorder with color 
blindness. (The gene locus of color blindness 
is on the X chromosome[12]). Accordingly, 
hypotheses óf simple recessive or dominant 
autosomal transmission may be excluded. 
In addition, autosomal transmission fails to 
explain the female-to-male ratio of almost 
two to one observed in the patients and 
their families(28). A single X-linked re- 
cessive gene would express itself in a higher 
prevalence of the disorder in males. Since 
this has never been found, it can be safely 
ruled out. 
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With unmodified sex-linked dominance, 
all probands should have one affected par- 
ent, and an affected mother should pass the 
illness on to 50 percent of the sons and 
daughters. An affected father should produce 
no affected sons and 100 percent affected 
daughters. This is clearly not the case. The 
morbid risks in the sibs and parents both 
approach 25 percent. 

Two alternatives may be considered. 
Either diminished penetrance occurs or 
more than one gene must be present for 
manifestation of the illness. The method 
of solving the problem of penetrance by 
comparing the concordance in monozygotic 
and dizygotic twins is not available because 
the twin data are too scanty. Also, the 
age of risk poses difficulties with this 
method. 

Another method, proposed by Slater, in- 
volves the comparison of the gene frequency 
among the second- and third-degree relatives 
on the maternal and paternal sides, It is 
expected that if a single dominant gene 
were operant the prevalence of the disorder 
would be higher on one side of the family 
than if more than one gene were necessary 
for the disorder to manifest itself. Data on 
extended families in this study are not 
sufficiently reliable to perform the analy- 
sis(23), A sex-linked dominant gene with 
reduced penetrance is still possible as a 
mode of transmission of manic-depressive 
reaction, 

Two gene theories are attractive because 
they explain the presence of the illness in 
families where no parent is affected without 
invoking incomplete penetrance. In the case 
of two recessive genes the prevalence of 
the illness should be higher in males if one 
or both genes are sex-linked. This is not 
found. If the type of transmission were 
a single dominant (X-linked) gene plus a 
single Iecessive gene the morbid risk in the 
siblings who have one Parent affected should 
be higher than the risk for those with no 
parents affected (table 5). This difference 
was not significant. Also, the morbid risk 
for affected sibs should be higher than that 
ji affected parents. This is not found (table 

A transmission of 
(one. of which is 
If the mother 
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two dominant genes 
sex-linked ) fits the data. 
carried one of the genes, 
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affected fathers could have affected sons, 
an occurrence that was observed once. The 
expected frequency in the sibs and parents? 
is 25 percent and the morbid risks cal 
culated do not differ significantly from this; 
figure (table 5). No significant differences 
in the morbid risks among the siblings should! 
be observed if no parent and one parent 
is affected. No significant difference was 
found (table 5). However, the numbers 
are small and there is a trend in favor of an? 
increase in morbid risk for children of? 
affected parents. This would contradict a 
two-dominant-gene hypothesis. 

In polygenic heredity, an association be- | 
tween consanguineous marriages and the 
disease should be found. Herlofsen and. 
Ødegård demonstrated that patients with | 
depression or elation were more likely to 
be the product of cousin marriages than 
were a group of controls(6). This study © 
has not been replicated and a similar study 
by Nixon and Slater indicates that con- 
sanguinity is associated with schizophrenia 
rather than affective disorder(14). 

The necessity for three or more genes © 
to be present in order for the illness to” 
appear would place the expected incidence? 
in the first-degree relatives well below that 
observed. 

The preceding analysis presumes that all 
cases were heterozygous, that heterozygous | 
and homozygous states are not different, 
that mating was random, and that, if more 
than one gene was present, penetrance was _ 
complete. These assumptions could not be 
tested in this study. 

To summarize the above, only two types © 
of transmission that explain the data seem — 
probable: that of a single dominant X-linked 
gene with diminished penetrance or that 
of two dominant genes, one of which is” 
sex-linked. There is a need for more data 
to settle the issue of the specific type of 
transmission. Such a study would probably — 
best be done by investigating an entire 
population. i 

The linkage of color blindness and affec- 
tive disorder is presumptive evidence that 
a genetic factor is operant in manic-depres- 
Sive disease. Since affective disorder is pres- 
ent in women who carry the gene, the. 
factor must be dominant, The two families 
described do not offer clues as to what 


Amer. J. Psychiat. 125: 10, April 1969 


REICH, CLAYTON, AND WINOKUR 


type of transmission occurs, since both sides 
of both families have Psychiatrically ill 
members. 

Linkage studies in affective disorder have 
not been attempted until recently. Tanna 
and Winokur have presented evidence, us- 
ing the sib-pair method, that the ABO blood 
group locus is not linked to affective dis- 
order(25). In a subsequent study Winokur 
and Tanna studied ten families that man- 
ifested two generations of affective disorder. 
Some of the blood group systems (Duffy, 
MNS, ABO, and Kidd) were negative for 
linkage. In three families information was 
available that significantly indicated X-link- 
age in manic-depressive disease. In two 
families it was possible to test linkage with 
the Xg* blood locus and manic-depressive 
disorder. In these families seven out of 
eight sibs showed such linkage(29). 

The loci of the genes for color blindness 
and the Xg* blood group are both on the 
short arm of the X chromosome and are 
loosely linked to each other (the degree of 
linkage between two genes is dependent on 
the distance they are from each other on 
the chromosome[12, 17]). Since affective 
disorder seems to be linked to color blindness 
and may be linked to the Xg* locus, the 
locus of the X-linked gene in manic-depres- 
sive disease may be on the short arm of 
the X chromosome between the loci of the 
genes for color blindness and those for the 
Xg* blood group. 

The Calvert family has deutan color blind- 
ness and the Alger family, the protan type. 
These two types may be caused by two 
separate genes whose loci are closely linked 
or by allelic genes at the same locus(12). 
A more exact location of the manic-depres- 
sive disease gene may be found by establish- 
ing the degree of linkage and crossing over 
that occurs in relation to the known markers. 


Conclusions 


Some general conclusions may be drawn 
from the present study and others in this 
field. The pattern of inheritance of affective 
disorder with mania is different from that 
in which depression alone is found, and 
these two entities should be separated when 
homogeneous groups of patients are neces- 
sary. The prevalence of affective disorders 
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is higher in the families of manic probands 
and should be an important feature in the 
differential diagnosis of this condition, Clear 
evidence of a genetic factor in manic-depres- 
sive disease is now available because of 
the very probable linkage with color blind- 
ness. 

The specific conclusions drawn from this 
study are as follows: 

Affective disorders in the first-degree 
relatives of manic probands include a large 
proportion of patients who do not manifest 
mania. The disorder in these families is 
very probably sex-linked. The mode of 
transmission of this disorder is unlikely to 
be by either a single autosomal recessive 
or dominant gene. From the data in this 
study, it is possible to consider either a single 
X-linked dominant gene with decreased 


“penetrance or two dominant genes with 


one gene on the X chromosome. 

Affective disorder in which mania occurs 
is probably linked on the X chromosome 
with the loci of protan and deutan color 
blindness. This finding clarifies some aspects 
of transmission. It also proves a genetic 
factor in manic-depressive disease. 
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DISCUSSION 


SauL H. RosENTHAL, M.D. (San Antonio, 
Tex.).—The terms “depression” and “affective 
disorder” are currently applied to a wide spec- 
trum of human disorders. The range may in- 
clude both a teen-aged girl who slashes her 
wrists after a romantic disappointment and an 
agitated psychotic elderly man with delusions 
of guilt and somatic disintegration. Clearly the 
group is heterogeneous; the question is: How 
do we divide it? 

Our current diagnostic categories are ham- 
pered by the lack of confirmatory evidence. 
There are no firm end points, no specific treat- 
ments, no known etiologies. This has led to 
the disillusionment with classification systems 
that is so prominently seen in American psy- 
chiatry. In recent years, however, there has 
been a revival of interest in classification, 
largely brought about by advances in treat- 
ment and biochemistry, with new leads pre- 
sented by the MAO inhibitors and tricyclic 
antidepressants and by research into the 
catecholamines. 

Unfortunately, attempts to classify by re- 
sponse to therapy have been unsatisfactory. 
Other attempts to use statistical techniques 
such as factor analysis have shown patterns of 
symptoms but no clear-cut patient groups. 
Otherwise sophisticated sleep studies and bio- 
chemical studies often refer to their popula- 
tions simply as "depressed patients," reflecting 
the difficulty of even isolating a homogeneous 
group to study. 

The authors of this paper have made an 
imaginative attempt to investigate the genetics 
of a group of patients that has long been 
thought of as a distinctive entity. The require- 
ment of a manic episode produces probands 
who usually resemble the classical manic-de- 
pressive picture fairly closely. They tend to 
have repeated attacks. In their depressive epi 
sodes, they usually have an “endogenous 
symptom pattern. They have many somatic 
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symptoms. They often lack an obvious precipi- 
tant, and the pattern described seems to sug- 
gest an organic etiology. Their responses to 
lithium ion, which in addition to treating the 
manic episode may even dampen out their 
depressive attacks, further singles out this 
group. In summary, they may be different 
from patients with recurrent depressions alone; 
the latter group may include neurotics, de- 
pressive characters, and others. 

It must be realized, however, that the selec- 
tion of these manic patients and their relatives 
simply produces a more homogeneous group 
rather than a clearly defined one. Not all pos- 
sible patients are included. Neither are all of 
the included relatives necessarily part of the 
group. Other depressed patients who are not 
included may have the same affective disorder 
but not happen to have a relative with a manic 
manifestation. On the other hand, members of 
a manic patient’s family may have situational 
or nongenetically determined depressions. 

The authors point out that previous genetic 
studies which lumped together various affec- 
tive disorders could not have been expected to 
produce definitive results. It must be admitted 
that the authors’ own results are quite im- 
pressive. They show family constellations 
clearly suggesting modified sex-linked inheri- 
tance. They have also included two extended 
family trees showing affective disorders ap- 
parently linked to color blindness. If con- 
firmed this would indeed be a momentous 
finding. It would allow the selection of a rela- 
tively homogeneous subgroup of affective pa- 
tients for etiologic, therapeutic, and prognostic 
evaluation. This has previously been impossi- 
ble and would represent a significant break- 
through. 


1369 


I find two main problems with the study. 
The first is the question of lack of control and 
possible experimental bias. As noted above, it 
is difficult to differentiate affective disorders by 
symptomatology. They are on a continuum 
from normal sadness through psychotic de- 
pression. Where one draws the line to say 
“this will be counted as a depressive episode" 
is subjective, since we have no absolute test. 
Making the diagnosis on family members 
Tetrospectively compounds the difficulty. All 
through the study, as far as I can tell, those 
making historical diagnoses on first-degree rel- 
atives were aware of the hypothesis, which 
almost inevitably might have some effect on 
the results. 

The two family trees may also have been 
selected by circumstance. There may well be 
other families with both mania and color 
blindness which were not selected because 
they were not so obvious, actually because 
the mania and color blindness did not coexist 
in the same patient. 

The second fault I find is that the authors 
ignore the effect of environmental factors in 
their discussions and consideration. For in- 
stance, a child with an ill parent may have an 
increased chance of becoming depressed be- 
cause of the environmental influence of the ill 
parent, irrespective of genetics. Or, to restate 
this in genetic terms, the child may exhibit in- 
creased penetrance because of environmental 
stress rather than because of increased genetic 
probability. 

In summary, I find the results interesting, 
provoking, and even exciting, but I feel that 
they need further confirmation before they 
can be accepted. 


Id often have reason to be ashamed of our most brilliant actions 
if m T could see the motives from which they spring. 
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A Study of Delinquent Girls Who Participated in and Who 
Abstained from Participating in a Riot 


BY HANUS J. GROSZ, M.B., D.P.M., HERBERT STERN, PH.D., 
AND EDWARD FELDMAN 


Following a riot at an Indiana correctional 
institution for delinquent girls, the authors 
sought to determine whether the girls who 
took part in the riot differed in some 
demonstrable way from those who abstained 
from participating. The differences found 
between the two groups in life histories 
and personality variables led the investiga- 
tors to conclude that the responses of the 
girls during the riot were extensions of 
long-standing behavior patterns rather than 
merely spontaneous displays evoked by re- 
cent environmental events or determined 
by attitudes produced within the institution. 


UDGING BY the riots which, in 1967, 

broke out in no fewer than 70 com- 
munities in the United States, rioting has 
become a common mass medium for the 
expression of anger, protest, and discontent. 
Compared with the riots in the cities, the 
riot which broke out on June 29, 1966, 
at the Indiana Girls School, a state cor- 
rectional institution for delinquent girls, is 
rather trivial. The entire inmate population 


at Indiana Girls’ School averages only about 
200. 


Still, the looting, destruction of property, 


Read at the 124th annual meeting of the Ameri- 
can Psychiatric Associati 
mene MEG ation, Boston, Mass., May 
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and her staff for their cooperation. ^ 
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physical violence, and the mass escape of 
inmates, none of whom were over 18 years © 
of age, made the headlines nationally and 
caused much concern. As no other event 
could, it drew public attention not only to” 
the conditions that prevailed at this in- 
stitution but also to the social problem of - 
juvenile delinquency and to the management” 
and treatment of juvenile delinquents in 
general. 

The authors—a psychiatrist, a psycholo- 
gist, and a medical student research fellow— ^ 
had been attending the Indiana Girls’ School 
as consultants before, during, and after the 
riot and became thoroughly familiar with 
the staff, the inmates, and the conditions 
within the institution. Having witnessed the 
riot, we became intrigued by the question” 
of who did and who did not participate in 
the riot once the mass violence had bec 
unleashed. There were ample opportuni 
and inducements for everyone to act O 
with violence and destruction. Yet only 
minority did so. In fact we were impressed. 
with how much the actual behaviors of the > 
girls varied throughout the riot. Some as- 
sumed leadership and gave full rein and 
uninhibited expression to their anger and. 
rage. Some merely watched or followed 
along. And there were some who abstained 
or became frightened and sought protection. 

The fact that the girls displayed suchi 
very diverse behaviors made us wondi 
whether the delinquent girls who most active- 
ly participated in the riot differed in some 
definitive way, perhaps in their past histories | 
and personalities, from those who abstained. 
The literature we gathered could not eni 
lighten us. Understandably enough, rioti 
does not readily lend itself to a contro! 
study. However, we noted with interest 
the President's Commission on Law 
forcement and Administration of Justi 
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in its recent report(12) “The Challenge 
of Crime in a Free Society,” expressed the 
opinion that riots “give a moral license to 
compulsively or habitually criminal mem- 
bers of the ghetto community to engage 
in their criminal activities, and to ordinarily 
law-abiding citizens to gratify such sub- 
merged tendencies toward violence and theft 
as they may have” (p. 37). 

Perhaps the girls’ school population had 
little in common with the populations in- 
volved in the great city riots of the middle 
"60s, yet the statement would seem to imply 
that rioting in general is not an incidental 
behavior. It suggests that the choice between 
those who riot and those who do not is 
neither random nor arbitrary. Did we have 
any evidence to substantiate this impression? 


Method 


Fortunately for us, after the riot the 
classification committee of Indiana Girls’ 
School pooled all its available information 
about the girls’ behavior during the riot 
and conveniently grouped the girls into six 
categories on which we could base our 
inquiry. The committee, of which none of 
the authors was a member, included the 
superintendent, the classification director, 
the cottage director, the school principal, 
the assistant principal, and the physical 
education director. 

They placed at one end of the scale all 
girls who, during the riot, remained in their 
cottages and observed the institution's rules 
and regulations. These are designated "non- 
rioters.” At the other extreme they placed 
those girls who participated in the riot, 
destroyed state property, looted, incited the 
riot, and/or threatened a member of the 
staff. These we termed the “rioters.” The 
remaining inmates, whose behavior was 
rated to fall in between the two extremes— 
girls who roamed around the campus, merely 
were present where rioting took place, and 
showed only disrespect to staff members— 
we excluded from our study since their 
inclusion into either the “rioters” or the 
“nonrioters” category was not warranted 
by their behavior. This left us with 25 girls 
who were identified as “rioters” and 54 
girls who were identified as “nonrioters. 

To study the differences between the 25 
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rioters and the 54 nonrioters we availed 
ourselves of the institutional records, These 
contained information about the girls’ fa- 
milial and social backgrounds, their past 
histories, and their past behaviors in the 
School. However, the records were incom- 
plete on many of the girls and this limited 
our choice of variables to study. We selected 
the most complete, useful, and factual data: 
age at first court appearance for delinquency, 
number of court appearances, type of offense 
committed, IO scores, and descriptions by 
members of the staff (recorded before the 
outbreak of the riot) of the girls' attitudes 
and behaviors. 

By chance we had also, some weeks 
before the riot, accumulated personality test 
data derived from the High School Per- 
sonality Questionnaire(1) on all the girls 
who were in the institution. This information 
too was added to our comparison between 
the rioters and the nonrioters. 


Findings 


Age at time of riot. Table 1 shows the 
age difference between the rioters and the 
nonrioters at the time of the June riot, The 
mean age of the rioters was 154, and of 
the nonrioters, 16. There was, then, a trend 
for the rioters to be somewhat younger than 
the nonrioters. 

Age at first court hearing. A similar 
difference in trends, statistically significant 
at the better than .02 level (t — 2.41), is 
shown in the ages when the girls made their 
first juvenile court appearance (see figure 1 ). 
Proportionately more of the rioters than of 
the nonrioters had their first court hearing 
before they were 15 years of age. In mean 
ages, the rioters were less than 134 years 
old, the nonrioters, over 14. The rioters, 


TABLE 1 
Ages of Rioters and Nonrioters at the Time of the Riot 


RIOTERS NONRIOTERS 


AGE CATEGORY NUMBER PERCENT NUMBER PERCENT 


Less than 14 years 


11 months 10 40 11 21 
15 years to 16 years 
11 months 8 32 31 56 
17 years to 18 years 
11 months 7 28 12 23 
[77] 
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FIGURE 1 
Frequency Distribution (in Percent) of the Age Ranges of 
Rioters and Nonrioters at the Time of Their First 
Appearance in Juvenile Court 
80 
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Nonrioters 


PERCENT OF GROUP 


9 to 
11 yrs. 11 mos. 14 yrs. 11 mos. 
AGE AT FIRST COURT HEARING 


then, were brought to the attention of the 
juvenile court at an earlier age than were 
the nonrioters. 

Number of prior court hearings. By the 
time of the disturbance, the rioters also 
showed in their past records evidence of 
significantly (chi-square = 8.5, p< .05) 
more frequent appearances at the juvenile 
court (see figure 2). This is particularly 
noteworthy because the rioters tended to 
be of a younger age than the nonrioters and 
would on that account be expected to have 
fewer rather than more numerous court 
attendances. Among the nonrioters, more 
than 50 percent had been to court for 


FIGURE 2 
Frequency Distribution (in Percent) of the Number of 
Court Appearances by Rioters and Nonrioters Prior to 
Present Commitment to Indiana Girls’ School 
60 
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juvenile offenses not more than once, and 
only 11 percent four or more times. In 
contrast, no fewer than one-third of the 
rioters had in their past records four or 
more court hearings. Only 25 percent had 
none or only one prior court attendance. 

Type of previous offenses. These differ- 
ences in past histories between the rioters 
and the nonrioters are perhaps most re- 
vealingly illustrated by the type of offense 
for which they were called to the juvenile 
court. As shown in figure 3 the offenses 
of the nonrioters were mainly of the non- 
felony type: sex offenses, running away 
from home, and not attending school, for 
example. Most of the offenses of the rioters, 
on the other hand, were felonies: shoplifting, 
theft, larceny, burglary, assault, robbery, 
and armed robbery. Among the nonrioters 
only two percent of the court hearings were 
for aggressive offenses falling into the cate- 
gories of assault, robbery, or armed robbery. 
Such offenses involving physical violence 
accounted for a full 20 percent of the 
court hearings in the case. of the rioters. 
These differences between rioters and non- 
rioters in type of offense are also statistically 
significant at the better than .05 level (chi- 
square = 4.8). 

Intelligence. The average intelligence of 
the rioters and nonrioters is not completely 
known. The records provided IQ scores 
on only about one-half of the girls in both 


FIGURE 3 
Frequency Distribution (in Percent) of the Felony and 
Nonfelony Type of Offenses for Which Rioters and Non- 
rioters Had Been Apprehended 
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groups. However, if the samples that were would appear to have been the more in- 
available for use fairly represent the IQ — telligent of the two: 68 percent of the rioters 
scores of the girls in both groups, at best scored above 100, as compared with 56 
a questionable assumption, then the rioters percent of the nonrioters. 


FIGURE 4 
Average Sten Scores for HSPQ Factors of Rioters and Nonrioters, Compared with Scores of Standardization Sample 
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Personality profiles. Figure 4 summarizes 
the average scores obtained by the rioters 
and the nonrioters on the High School 
Personality Questionnaire. Significant differ- 
ences between the two groups at a better 
than .05 level were obtained on four of 
the 14 personality factors, factors E, F, G, 
and Qs. 

On these dimensions the nonrioters pre- 
sented themselves as more obedient, mild, 
and conforming (t= 2.07); more sober, 
prudent, serious, and taciturn (t= 2.99); 
more conscientious, persevering, staid, and 
rule-bound (t= 2.36); and finally, as more 
controlled, socially precise, self-disciplined, 
and compulsive (t — 2.04). On these same 
dimensions the rioters scored as more as- 
sertive, independent, aggressive, and stub- 
born; more happy-go-lucky, impulsively 
lively, gay, and enthusiastic; more expedient, 
evading rules, and feeling few obligations; 
and finally, as showing undisciplined self- 
conflict, following their own urges and being 
careless of protocol. 

Attitude, behavior, and adjustment in 
the institution before the riot. The au- 
thors divided the girls into four categories 
based solely on descriptions of their at- 
titudes, behaviors, and adjustment to the 
institution as recorded by members of the 
staff before the outbreak of the riot. In 
placing the girls into the four categories 
the independent judgments of the authors 
were in 94 percent agreement. 

The first category includes all the girls 
who were described as cooperative and 
well-adjusted. Examples of the comments 
are: "neat, friendly, with a good attitude 
to the staff and the girls"; “attitude and con- 
duct good—she does as well as she is capa- 
ble of doing”; “extremely cooperative, re- 
sponds well, causes very little unpleasantness, 
takes pride in her work”; “adjustment here 
excellent—never creates any problems— 
trustworthy”; “cooperative and has a good 
attitude”; “adjustment has been very good"; 
“extroverted—needs little supervision—good 
adjustment”; “over-all adjustment very ma- 
ture—behavior excellent,” 

_ The Second category consists of all the 
girls who, although described as coopera- 
tive, appeared maladjusted, emotionally 
disturbed, and in need of counseling or 
psychotherapy. Examples of the comments 
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are: “very sweet disposition but seems to 
lack in strength”; “able to learn from ex- 
perience although intellectual ability not 
great—does not have a good sense of self- 
worth”; “very tense and sensitive as well 
as self-pitying"; “passively dependent, in- 
adequate, ineffectual—has little aggressive- 
ness available for constructive efforts to 
change”; “does not relate well and has 
only very few friends—very reluctant to 
reveal her real feelings”; “good adjustment 
—acutely anxious and tense”; “a fright- 
ened girl—will try to withdraw to avoid 
dangerous things happening to her”; “af- 
fectionate, likeable—constantly seeks ap- 
proval of adults—cooperative and general- 
ly has a $good attitude"; “immature, 
petulant, child-like, inclined to be suspi- 
cious and distrustful"; *a quiet, shy girl 
with feelings of inferiority and lack of self- 
confidence—does not consider herself ac- 
cepted by her peers"; "excellent record 
but appears to have no spirit of enthusi- 
asm"; "quiet spoken, rather sensitive and 
anxious—her feelings are easily hurt and 
she is likely to brood over slights.” 

The third category consists of girls who 
gave the impression of being superficially 
cooperative but were considered to be 
manipulators. Examples of the comments 
are: “makes a game out of getting away 
with things”; “there is doubt whether she 
is settled yet"; *a charmer—has a sweet 
way of speaking which makes her quite 
appealing—tough and capable of beating 
up anybody”; *a manipulator.” 

The fourth and last category is made up 
of girls whom the staff described as acting 
out in an aggressive, destructive manner. 
They were considered hostile, impulsive, 
and a severe discipline problem. Examples 
of the comments are: “poor impulsive con- 
trol—liable to act out aggressively against 
others or against herself"; “resents au- 
thority and is often unable to control her 
temper”; “aggressive, hostile and defiant 
to authority—impulsive”; “has difficulty 
in conforming to adults and keeping her 
temper”; “has tendency to be destructive 
when depressed”; “quite nervous—unable 
to control her temper”; “does not hesitate 
to react in an aggressive manner”; “tends 
to act out in a hostile way—greatest need 
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FIGURE 5 
Frequency Distribution (in Percent) of Rioters and Non- 
rioters According to Descriptions by the Staff of Their 
Attitudes and Behaviors in the Institution Before the 
Riot 
707 
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is to learn self-control”; “wild, destructive, 
acting out.” 

Figure 5 shows the percent frequency with 
which the rioters and the nonrioters fell 
into each of the four categories. When the 
first two and the last two categories are 
pooled, the differences between the two 
groups are highly significant (chi-square 
= 26.7, p < .001). Ninety percent of the 
nonrioters versus only 28 percent of the 
rioters were considered to be cooperative. 
However, half of the nonrioters who were 
considered to be cooperative were emo- 
tionally maladjusted. It is noteworthy that 
the most striking difference between the 
rioters and the nonrioters is found in the 
last category, which is made up of girls 
who were described as aggressive, destruc- 
tive, hostile, and undisciplined. It contains 
two-thirds of the rioters and less than ten 
percent of the nonrioters. 


Discussion 


Our findings indicate that there was no 
random cleavage between those who led 
and participated in the riot and those who 
abstained from it. In general, the behav- 
iors followed predetermined patterns for 
which the die had been cast long before 
the June events, For just as the by and 
large law-abiding actions of the nonrioters 
had been foreshadowed by previous con- 


Amer. J. Psychiat. 125: 10, April 1969 


1375 


formity to institutional rules, so the ag- 
gressive and destructive actions of the 
rioters had been heralded by evident dis- 
positions to give unbridled rein to anti- 
social impulses. In this sense, the riot 
occasioned no new behaviors. What the 
riot did was to synchronize in time, to 
magnify, and bring into still sharper relief 
both the habitual indulgence in violence of 
the rioters and the habitual self-control, 
conformity, and inhibitions of the non- 
rioters, 

It is noteworthy that well before the riot 
erupted the staff characterized the institu- 
tional behavior of over two-thirds of the 
girls who later rioted as uncooperative, 
impulsive, hostile, defiant, aggressive, and 
violent, whereas less than ten percent of 
the nonrioters had thus been characterized. 
That these opinions and observations are 
not merely the product of personal grudges 
and biases is attested to by the indepen- 
dently obtained objective scores of the 
girls’ personality profiles. On the four of 
the 14 HSPQ personality dimensions on 
which they differed significantly from the 
nonrioters, the rioters revealed themselves 
as excessively assertive, aggressive, and 
stubborn; excessively expedient, prone to 
evade rules, and prone to feel few obliga- 
tions; and excessively inclined to follow 
their own urges and to be careless of 
protocol, It is noteworthy that the rioters 
deviated to a more extreme degree on the 
very dimensions which discriminate insti- 
tutionalized delinquents from normal con- 
trols( 1, 11, 17). 

Our findings also suggest not only that 
the riot failed to bring about any funda- 
mental changes in behaviors that had not 
by then already been apparent to mem- 
bers of the staff but also that these behav- 
iors were hardly the makings of the insti- 
tution itself. The difference between the 
rioters and the nonrioters in the institution, 
both before and during the outbreak of 
mass violence, can with no justification be 
ascribed simply to differences in situation- 
al adjustments, since the distinctly different 
patterns of behavior appear to have been 
woven into the fabric of these girls' lives 
even before the juvenile court had made 
them all charges of Indiana Girls’ School. 

Thus our findings show that, although 
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both groups consist of juvenile delinquents, 
the rioters were first brought to the atten- 
tion of the court at a significantly earlier 
age and significantly more often than the 
nonrioters. What is even more telling than 
either the age at first offense or the number 
of court hearings is the fact that the rioters 
had also been apprehended for far more 
serious offenses. The incidence of shop- 
lifting, theft, larceny, and burglary was re- 
corded twice as often among the rioters 
as among the nonrioters, and the incidence 
of assault, robbery, and armed robbery 
ten times as often. In other words, whereas 
the offenses of the nonrioters were largely 
such as to be detrimental to their own wel- 
fare, and in this sense had by no means 
been antisocial, those of the rioters had 
often been aimed to inflict harm or damage to 
others, and were in this sense clearly anti- 
social in nature. 

This is not to imply that the differences 
between the two groups are in any way 
absolute or sharply demarcated. Consider- 
able overlaps, in fact, exist between the 
rioters and the nonrioters on all variables. 
Therefore, valid as they are for the rioters 
and the nonrioters as groups, our con- 
clusions can be applied only with caution 
and qualifications to any one individual 
girl. 

Moreover, as the extent of the overlap 
is not the same for all items, some vari- 
ables seem to carry more weight than 
others in discriminating who will and who 
will not participate in a riot. The age at 
first court hearing and the number of hear- 
ings are much less impressive indicators 
than the observations of the members of 
the institutional staff or the nature of the 
offense, and particularly the history of 
such aggressive antisocial felonies as as- 
sault, robbery, and armed robbery. 

In passing, it is interesting to note that 
truancy, running away, sex offenses, and 
being ungovernable, which characterize 
much of the past delinquent behaviors of 
the nonrioters, made up about 60 percent 
of the offenses of girls appearing in juvenile 
courts in the United States in 1961, where- 
as assault, burglary, and larceny made up 
about 15 percent(2). 

Such variability as there ma: not- 
withstanding, the study as a ee ete 
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up to a convincing picture of remarkably 
continuous and consistent patterns of be- 
havior that have changed little in any es- 
sential way over a period of many years 
or under the impact of diverse environ- 
ments and conditions. When and how 
these behavior patterns were first formed 
we are, of course, unable to say. Most 
likely they originated in childhood. It has 
been shown, though not in the human, 
that there exist quite early in life critical 
periods in behavioral development(14) 
that are particularly susceptible to long- 
lasting effects of certain environmental in- 
fluences. Although much of the evidence 
has been obtained from animal studies, 
the reports of Spitz(15, 16), for example, 
on infants deprived of mothering offer a 
strong indication that comparable data 
could, under certain circumstances, also be 
obtained from human studies. 

In this context, more immediately rele- 
vant to our findings are the longitudinal 
studies of human behavior and personality 
that have been reported by  Tudden- 
ham(18), Kagan and Moss(6), and Rob- 
ins(13). Tuddenham(18), who evaluated 
32 men and 42 women, former members 
of an adolescent growth study, on 53 per- 
sonality variables, concluded that “there 
is clearly a significant measure of temporal 
stability in personality ratings over inter- 
vals of thirteen to nineteen years, and 
across the developmental span from ado- 
lescence to mature adulthood." Kagan and 
Moss(6), from a longitudinal study of 89 
children at the Fels Research Institute, 
similarly concluded that “the most dra- 
matic finding . . . was that many of the 
behaviors exhibited by the child during the 
period six to ten years of age, and a few 
during three to six, were moderately good 
Predictors of theoretically related behav- 
iors during early adulthood." 

Of significance for our study, Kagan and 
Moss found that passive withdrawal from 
a stressful situation as well as ease of 
anger arousal were two behavioral vari- 
ables which were “related to reasonably 
analogous behavioral dispositions during 
the early school years.” However, they 
noted that a low threshold for anger and 
direct aggressive retaliation, unlike passive 
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dependent behavior, are disproportionate- 
ly punished in girls, so that many aggres- 
sive girls learned to inhibit aggressive im- 
pulses. According to these authors “the 
belief that aggressive behavior is more ap- 
propriate for males than for females is 
apparently acquired early in development 
and no doubt contributes to the girls’ sup- 
pression of overt aggressive responses.” If 
this is the case, the early development of 
the girls who rioted should be of particular 
interest. 

The inability to inhibit overt expression 
of aggressive impulses, which lies at the 
root of antisocial psychopathic behavior, 
is positively related to extroversion and 
inversely related to such psychophysiolog- 
ical parameters as galvanic skin respon- 
siveness (GSR). It has been shown by 
Jones(4) that children who react strongly 
on the GSR exhibit motor restraint and 
are quiet, reserved, and deliberative. So- 
cially, they are cooperative, well-con- 
trolled, and responsible. On the other 
hand, children who are “low reactives” on 
the GSR manifest an uninhibited expres- 
siveness, maladaptive social tendencies, 
and an irritable impulsiveness. Their most 
pronounced trait was found to be the drive 
for aggression. When seen 25 years later, 
the “high reactives” studied by Jones were 
significantly better adjusted than the “low 
reactives,” In view of the persistence of 
the maladaptive antisocial behavior it is 
not surprising that psychopaths are also 
more difficult to condition(8). 

Although at this time we can do no 
more than speculate what the future holds 
for these two groups of girls, the extensive 
and painstakingly thorough study of Rob- 
ins(13) suggests that the rioters and the 
nonrioters will continue to develop in dif- 
ferent directions. In a follow-up investiga- 
tion of over 500 adults, seen 30 years 
earlier as children in a child guidance 
clinic, Robins(13) found that the more 
severe the antisocial behavior of the child, 
the more disturbed was the adult adjust- 
ment. This author noted that the best pre- 
dictor of sociopathy in adult life was 
whether or not the child was ever placed 
in a correctional institution, and, signifi- 
cantly for the prognosis of our girls, that 
the next most powerful predictor was the 
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frequency and seriousness of the antisocial 
behavior. “Almost all of the anti-social 
children,” Robins(13) wrote, “who later 
became sociopaths committed four or more 
arrestable acts.” 

This is not to say, of course, that all 
children with histories of delinquent acts 
necessarily become confirmed delinquents 
or sociopathic adults. Although one to 14 
percent of American children between 10 
and 17 years of age each year come to the 
attention of the police and courts(7), this 
figure grossly underestimates the true prev- 
alence of delinquency(3, 9). Jonsson(5) 
recently concluded, from a review of the 
literature on so-called hidden delinquency, 
that “the great majority of children and 
adolescents have committed one or more 
breaches of the law” and that “from the 
aspect of statistics, therefore, law break- 
ing must be said to be a normal phenom- 
enon of youth.” 

All investigators recognize, however, 
that grave crimes and repeated serious of- 
fenses are committed by only a very small 
minority of children, most of them boys. 
From this perspective, the girls in our 
study who led and actively participated 
in the riot can clearly be identified as a 
fringe group which most likely has poor 
prospects for making a reasonably good 
adjustment in adult life. 

Most observers would probably agree 
with the report of the National Advisory 
Commission on Civil Disorders(10) that 
“Characteristically the typical rioter (in 
Detroit) was . . extremely hostile to 
both whites and middle-class Negroes and 
. . . highly distrustful of the political sys- 
tem and political leaders.” Yet there are 
no systematic objective data regarding the 
personalities of rioters and nonrioters or 
of their previous behavior that is not sub- 
ject to the criticism of either sampling 
bias or distortions resulting from question- 
ing pertinent subjects after the riots had 
subsided. 

Although the sample in the present 
study may not be representative of rioters 
in general, it did provide objective evi- 
dence of differences in personalities and 
behavior between rioters and nonrioters 
prior to the eruption of rioting. By impli- 
cation the present study would suggest that 
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the act of rioting is not evoked merely by 
relatively recent environmental events but 
may be equally a function of preexisting 
dispositions within individuals to react in 
violent and antisocial ways. 


Summary 


In June 1966 a major riot broke out at 
Indiana Girls’ School, the only state insti- 
tution for delinquent girls between 14 and 
18 years of age in Indiana. The looting, 
destruction of property, the physical vio- 
lence, and the mass escape of inmates at- 
tracted wide public attention not only to 
the conditions in the institution but also 
to the question of juvenile delinquency 
among girls. 

The authors carried out a study of 25 
girls who were identified as rioters and 54 
girls who were identified as nonrioters. 
They found that the rioters differed signifi- 
cantly (p<.05) from the nonrioters on 
a number of independent variables. The 
rioters were of younger age at the out- 
break of mass violence; they made their 
first juvenile court appearance at a younger 
age; their records showed that they had 
more numerous court hearings; and their 
past offenses were of a far more serious 
nature. Whereas the nonrioters had been 
apprehended mainly for such nonfeloni- 
ous offenses as running away from home, 
Sex offenses, and truancy, the rioters were 
mainly brought to court for such antisocial 
felonies as shoplifting, theft, larceny, bur- 
glary, assault, robbery, and armed rob- 
bery. 

In the institution, prior to the riot, the 
staff generally characterized the nonrioters 
as cooperative, fearful, and conforming to 
the institution’s rules and regulations, and 
the rioters generally as uncooperative, hos- 
tile, defiant, aggressive, impulsive, and 
violent. HSPQ personality profiles ob- 
tained before the riot showed that the 
tioters were to a significant extent exces- 
sively more assertive, independent, aggres- 
sive, stubborn, happy-go-lucky, and im- 
pulsive; more expedient and more prone 
to evade rules and feel few obligations; 
more undisciplined and more given to fol- 


low their own urges and to be careless of 
protocol. 
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The findings point to the conclusion 
that neither the responses of the rioters 
nor the responses of the nonrioters during 
the outbreak of mass violence had been 
evoked incidentally or de novo in the heat 
of the moment, any more than they were 
acts, respectively, of rebellion and con- 
formity that had been produced by the in- 
stitution. In both cases they were exten- 
sions and manifestations of long-standing 
behavior patterns and enduring personality 
traits. 

The findings were discussed in the con- 
text of longitudinal studies of human be- 
havior and the true prevalence of juvenile 
delinquency. A comment was made about 
the relevance of the present study to find- 
ings about active participants in civil dis- 
orders. 
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A Psychoendocrine Study of Pregnancy 
and Puerperium 


. BY €. RICHARD TREADWAY, M.D., FRANCIS J. KANE, JR., M.D., 
ALI JARRAHI-ZADEH, M.D., AND MORRIS A. LIPTON, M.D., PH.D. 


To investigate the relationship between 
hormonal changes associated with pregnan- 
cy and the increased incidence of psychiatric 
disturbances during the postpartum period, 
the authors conducted a controlled psycho- 
logical and biochemical assessment of 21 
women during pregnancy and the puerperi- 
um. On the basis of the findings reported 
here, they speculate that the increased in- 
cidence of clinically significant disorders 
among women in the postpartum period 
may be due to the increased environmental 
stresses of maternal responsibilities in as- 
sociation with lack of rebound from the 
biochemical changes of pregnancy. 


Dus and other psychoses have 
long been known to occur in a small 
number of women in the puerperium(20). 
Previously, clinicians viewed these psychoses 
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as no different from psychoses occurring 
at other times of life(4, 45), but recent 
studies have shown that there is a dispro- 
portionate increase in the incidence of psy- 
choses in the first month after parturi- 
tion(32, 37, 47). Other studies(23, 24, 25) 
have demonstrated that 20 to 40 percent 
of postpartum women experience some de- 
gree of dysphoria and/or cognitive dysfunc- 
tion, although primarily of nonpsychotic 
proportions. 

It has not been determined whether these 
psychotic and nonpsychotic disorders are 
the sequelae of the psychological stress of 
childbearing and maternal responsibilities, 
of biochemical changes in the puerperium, 
or of some combination of these factors. 
Current biochemical findings in other types 
of affective disorders at least suggest that 
similar biochemical changes might be a 
factor in postpartum depressive distur- 
bances. 

The successful use of therapeutic agents 
which alter catecholamine metabolism and 
the associated findings of catecholamine 
changes in depression(5, 11, 26, 39) have 
led to the development of a hypoth- 
esis of affective disorders which, as stated 
by Schildkraut(42), proposes that “some, 
if not all, depressions may be associated 
with a relative deficiency of norepinephrine 
at receptor sites in the brain while elations 
may be associated with an excess of this 
amine." Comprehensive reviews of the 
evidence for this hypothesis have been pub- 
lished by  Schildkraut(42), Bunney(5), 
Kety(26), and Prange(36). Steroid changes 
associated with depression and mania have 
also been reported by a number of 
authors(6, 11, 16, 17, 27), who found 
that 17-hydroxycorticosteroids (17-OHCS) 
generally tend to be decreased in mania 
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and elevated in many patients with depres- 
sion. Bunney and associates(7) have found 
that 17-OHCS elevations in depressed pa- 
tients tend to be correlated with degrees 
of “psychic distress.” 

Other evidence to suggest that hormonal 
changes in the puerperium might be related 
to postpartum psychiatric disturbance is 
found in catecholamine studies of female 
animals and humans. In animals a linkage 
between gonadal hormones and catechol- 
amines has been demonstrated. Studies of 
uterine binding of epinephrine (E) in an- 
imals have shown that there is a marked 
decline in uterine E in postpartum rats(49) 
and that the capacity of the uterus to bind 
circulating E is endocrine-sensitive, rising 
fourfold between diestrous and estrous(8, 
12,51). 

Also, uterine binding of E in animals is 
known to be high with increased estrogen 
levels and lowered by progesterone, reser- 
pine, or guanethidine(8, 40, 50). Pregnant 
rabbits show norepinephrine (NE) concen- 
trations at placental sites reduced to three 
percent of nonpregnant values(8). Plasma 
studies have shown that the concentration 
of NE in plasma from estrous and pregnant 
animals is significantly lower than from 
diestrous animals(19). Meyerson, in a series 
of animal experiments, has demonstrated 
alterations in sexual behavior secondary to 
alterations in biogenic amines by reserpine, 
tetrabenazine, and MAO  inhibitors(30). 
Anton-Tay and Wurtman have produced 
evidence indicating increased turnover of 
NE in brain in response to gonadectomy(1) . 

Although plasma E and NE in humans 
have been found normal during the third 
trimester of pregnancy, labor, and the post- 
partum period(22, 44), studies of urinary 
excretion of catecholamines have demon- 
strated a significant rise in NE on the day 
following delivery(52). Simionescu and 
associates(43) measured E and NE in the 
urine of pregnant and postpartum women. 
Normal E and NE values were found in the 
ninth month, although total urinary cate- 
cholamines increased in the immediate ante- 
partum period. This increase was more 
marked for NE than for E. During labor, 
the total catecholamines increased, and E 
increased more than NE. In the immediate 
Postpartum period NE was maintained at 
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a high level whereas E diminished. Later 
in the puerperium the total catecholamines 
diminished even below the control levels. 

Plasma 17-OHCS have been reported to 
rise slowly during human pregnancy, to 
increase sharply but briefly after delivery, 
and then to fall rapidly during the early 
puerperium(2, 3, 9, 14, 15). No significant 
change in urinary excretion of 17-OHCS has 
been observed(9). Corticosteroids and cat- 
echolamines have not previously been ob- 
tained simultaneously during pregnancy and 
puerperium. 

In summary, quantitative changes in 
catecholamine and steroid levels have been 
demonstrated in association with depres- 
sion; changes in catecholamines have been 
shown to occur as a result of changes in 
gonadal hormones in animals; and changes 
in urinary catecholamines in the puerperium 
have been demonstrated in humans. These 
findings suggested to the authors of this 
project the importance of a combined psy- 
chological and biochemical assessment of 
women during pregnancy and the postpar- 
tum period. 


Method 


Twenty-one pregnant subjects and nine 
nonpregnant control subjects matched for 
age were admitted to a clinical research 
unit for two three-day periods of study 
separated by six-week intervals. All subjects 
had a minimum of a high school education. 
No subjects with significant medical or psy- 
chiatric illnesses were used. Pregnant sub- 
jects were limited to first or second preg- 
nancies. 

The pregnant women were studied 
approximately six weeks prior to delivery 
and were transferred to the clinical research 
unit on the first or second day after delivery. 
Meals while on the unit were limited to a 
VMA-free diet, and physical activity was 
limited to walking on the ward. No drugs 
were used. 

After an initial day of adjustment to the 
ward on each admission to the unit, two 
24-hour urine collections were made. All 
urines were collected in bottles which con- 
tained 15 ml. of 6N hydrochloric acid and 
Which were refrigerated from the start of 
collection. Biochemical determinations on 
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all urines of each subject (after both ad- 
missions) were performed in a single day 
and in duplicate in order to avoid variations 
in assay. Urines were measured for volume 
and creatinine and were analyzed for epi- 
nephrine (E), norepinephrine (NE), meta- 
nephrine (MN), normetanephrine (NMN), 
3-methoxy-4-hydroxymandelic acid (VMA), 
and 17-hydroxycorticosteroids (17-OHCS). 
E and NE were determined by a modifica- 
tion of the Crout method(10), MN and 
NMN by the technique of Taniguchi(46), 
VMA by the Pisano method(33), and 17- 
OHCS by the Porter-Silber reaction(34). 
All biochemical values were expressed in 
amounts per gram of creatinine per 24 
hours. All biochemical determinations were 
performed without knowledge of psycho- 
logical state. 

Psychological assessments were made on 
the second and third days of each admission. 
Measures used included the Minnesota Mul- 
tiphasic Personality Inventory (MMPI) (21); 
the Nowlis Mood Adjective Check List 
(MACL) (31), the Neuroticism Scale Ques- 
tionnaire (NSQ) of Cattell(41), and the 
Porteus Maze(35) and Trail Making(38) 
tests. MMPI subscores were obtained for 
hypochondriasis (Hs), depression (D), hys- 
teria (Hy), psychopathic deviance (Pd), 
masculine-feminine orientation (Mf), para- 
noia (Pa), psychasthenia (Pt), schizophre- 
nia (Sc), hypomania (Ma), social introver- 
sion (Si), repression (R), and anxiety (A). 

MACL tests were evaluated for total 
scores and for aggression, concentration, 
deactivation, social affection, anxiety, de- 
pression, egotism, pleasantness, activation, 
nonchalance, skepticism, startle, cognitive, 
and labile subscores, NSQ tests were evalu- 
ated for total scores and for sensitive, 
depressive, submissive, and anxious sub- 
scores. The time in seconds required to 
complete the Porteus Maze and Trail Mak- 
ing tests was recorded as the score for 
each subject. 


Results 


Complete psychological and biochemical 
data werecollected on all of the pregnant 
and nonpregnant subjects. The data from 
two pregnant women who had cesarean 
sections were not used. Statistical analysis 
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of the data was done by t-test comparisons 
of the data from the pregnant women with 
those obtained on the first admission of 
the nonpregnant control subjects and com- 
parisons of the data from the postpartum 
women with those obtained on the second ad- 
mission of the nonpregnant control subjects. 

Clinical evaluation of the pregnant and 
postpartum women demonstrated no serious 
depressions, although there were brief epi- 
sodes of tearfulness and increased lability 
of mood in many of the postpartum women. 
There was also dramatic clinical evidence 
of cognitive impairment in several women 
in the postpartum group. One college grad- 
uate was completely unable to perform 
serial 7 subtractions and sent out her birth 
announcements listing her infant’s weight 
as 13 pounds 6 ounces instead of the correct 
weight of 6 pounds 13 ounces. Another 
patient forgot an entire day and could not 
remember the visit of her parents on the 
previous day. 

On the MMPI, pregnant subjects had 
significantly higher scores on hypochondria- 
sis, an indication of their increased concern 
with health and bodily functions. They also 
had significantly decreased scores on fem- 
inine orientation. Both pregnant and post- 
partum women had significantly increased 
social introversion scores, an indication of 
decreased interest in social contacts and 
activities and increased interest in self. 

On the MACL, pregnant women scored 
significantly lower in startle responses than 
did their controls. This means that they 
gave themselves lower ratings for being 
startled or shocked than did their controls. 
Postpartum women showed increased scores 
on deactivation, social affection, and pleas- 
antness. This means that they described 
themselves as a group as being in a pleasant- 
ly sluggish drowsy state. 

On the NSQ, depressive ratings were 
significantly increased in both pregnant anc! 
postpartum women. This means that they 
more frequently checked items found em- 
pirically to discriminate between neurotically 
depressed and nonneurotic persons(41). 
Pospartum women, in comparison with their 
controls, also had increased total neurot- 
icism scores. 

No changes in Porteus Maze times were 
observed in pregnant or postpartum women, 
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FIGURE 1 
Summary of Statistically Significant Psychological and 
Biochemical Findings 


PREGNANT SUBJECTS POSTPARTUM SUBJECTS 


Concern with health 
and bodily functions 


MMPI ———— 
Feelings of femininity —— 


Interest in social contacts. Interest in social contacts 
and activities and activities 


MACL Feelings of deactivation 


Feelings of social affection 


Feelings of pleasantness 


youre responses 


NSQ 


(Total neuroticism 
bue Ltd 


Trail making 


Urine LS 
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but postpartum women did show significant 
increases in time required to complete the 
Trail Making Test. 

Analysis of the biochemical data indicated 
that postpartum women showed increases 
in 17-OHCS and E that were not quite 
statistically significant. NE was significantly 
lower in both pregnant and postpartum 
women. NMN was increased in both preg- 
nant and postpartum women, but only the 
increased values in pregnancy attained sta- 
tistical significance. No significant changes 
in MN or VMA were observed. 

A statistically significant correlation (.76) 
was found between reduced NE levels and 
increased NSQ depressive scores in preg- 
nant but not in postpartum or control 
Subjects. No other significant correlations 
were found between psychological and bio- 
chemical variables. A summary of psy- 
chological and biochemical findings is pre- 
sented in figure 1. 


Discussion 


To our knowledge this study represents 
the first attempt to study simultaneously 
Psychological and biochemical factors in 
Pregnant and postpartum women in an 
effort to obtain correlations between these 
two parameters of functioning. Although 
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one-to-one concordance between psycholog- 
ical functioning and the excretion of urinary 
metabolites can hardly be expected, this 
design is in the time-honored tradition of 
psychosomatic research in which such cor- 
relations are initially sought. 

In designing the study, consideration was 
given to the findings of Mason(28) and 
Tolson(48) that the stress of hospital- 
ization itself causes elevations in the urinary 
excretion of corticosteroids and  cate- 
cholamines. Hospitalized pregnant and post- 
partum women were therefore compared 
with hospitalized control subjects, and all 
subjects were given an initial night of ad- 
justment to the ward on each admission 
before beginning the collection of urines 
and psychological data. Also, all psychologi- 
cal tests were given in the same sequence 
in order to avoid differences in scores which 
might occur with the reduction of the stress 
of hospitalization over time. 

The psychological findings can be divided 
into three categories, depending upon 
whether they occur in the antepartum, post- 
partum, or in both periods. Pregnant women 
compared to their controls show an in- 
creased concern with health and bodily 
functions (MMPI Hs scale), decreased feel- 
ings of femininity (MMPI Mf scale), and 
a decreased tendency to be startled (MACL). 
Postpartum women compared to their con- 
trols had increased neuroticism (NSQ), 
described themselves as being in a pleasant- 
ly sluggish drowsy state (MACL deactiva- 
tion, social affection, and  pleasantness 
scales), and showed significant increases in 
time required to complete the Trail Making 
Test, an indication of impaired cognitive 
function. As previously mentioned, there 
were also several dramatic clinical evidences 
of impaired cognitive function. These find- 
ings lend support to those authors who 
have described altered cognitive function in 
the postpartum period, especially in asso- 
ciation with puerperal psychoses(20, 23, 24). 

The psychological findings common to 
both pregnant and postpartum women com- 
pared to their controls were a decreased 
interest in social contacts and activities 
(MMPI Si scale) and increased feelings of 
depression (NSO depressive scale). 

The biochemical findings can be attrib- 
uted primarily to two causes, the gonadal 
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hormone changes associated with pregnan- 
cy and the termination of pregnancy. The 
increased levels of E and 17-OHCS in the 
postpartum period (not statistically signifi- 
cant) are probably due to the stress of 
delivery or to other factors associated with 
the termination of pregnancy such as un- 
binding from plasma proteins. 

The decreased NE and increased NMN 
in pregnancy and puerperium (increased 
NMN was not Statistically significant in 
puerperium) are probably attributable to 
gonadal hormone changes associated with 
pregnancy. The decreased NE in the puer- 
perium is especially impressive in view of 
the increase in E in this period. One 
possible explanation of the decreased NE 
and increased NMN is an increased utiliza- 
tion of available NE due to a reduction in 
receptor sensitivity by gonadal hormone 
changes. 

Of particular interest is the significant 
correlation between reduced NE levels and 
increased NSQ depressive ratings of preg- 
nant women compared to their controls. 
It is tempting to postulate from the data 
that a reduction in NE linked to gonadal 
hormone changes of pregnancy might be 
responsible for the increased depression. 
Such a hypothesis would correlate well with 
the current catecholamine hypothesis of 
affective disturbance but would have to in- 
clude two assumptions. 

The first is that the decreased urinary 
excretion of NE results from both brain 
and peripheral NE decreases. This assump- 
tion can now be made only tentatively since 
the urinary excretion of NE and its me- 
tabolites cannot be Separated into central 
and peripheral components. The Second as- 
sumption is that the depression observed 
in pregnant and Postpartum women on 
psychological testing is similar except in 
degree to clinically observed depressions in 
these periods, 

If one accepts these tentative assumptions, 
the reduced NE in the Pregnant and post- 
partum periods may be interpreted as an 


Postpartum period mày be attributable to 
the increased environmental Stresses asso- 
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ciated with maternal responsibilities in this 
period and to lack of rebound from the 
biochemical changes of pregnancy. The fact 
that not all women with reduced NE in 
pregnancy and puerperium become serious- 
ly depressed does not seem crucial, since 
studies with reserpine and alpha-methyldopa 
indicate that not all persons with reduced 
brain NE secondary to these drugs become 
depressed (42). 

The question of which gonadal hormone 
change is responsible for the decreased NE 
cannot presently be answered with any 
certainty. However, progesterone would 
seem to be a likely hormone for considera- 
tion. It has been previously shown to have 
central nervous system depressant effects(18, 
29) and has also been shown to alter 
adrenergic function in animals(13). One 
may indeed speculate that the depression 
seen during pregnancy in this study is due 
to the effect of a depressant hormonal sub- 
Stance, progesterone, and that the continued 
depression in the postpartum period when 
Progesterone levels are greatly reduced is 
due to a lingering depletion of brain NE 
caused by the sustained elevation of pro- 
Besterone during pregnancy. 


Summary 


A. combined Psychological and biochem- 
ical study of Pregnancy and puerperium 
has been described. Pregnant subjects 
Showed an increased concern with health 
and bodily functions, decreased feelings of 
femininity, and a decreased tendency to be 
Startled. Postpartum women showed in- 
creased neuroticism, described themselves 
as being in a pleasantly sluggish drowsy 
State, and showed evidence of impaired 
cognitive function. Both Pregnant and post- 
partum women had a decreased interest in 
social contacts and activities and increased 
feelings of depression, 

Increased levels of E and 17-OHCS in 
the postpartum 


of delivery or to other factors associated 
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NMN not statistically significant in puer- 
perium) were thought to reflect an increased 
utilization of available NE due to a reduc- 
tion in receptor sensitivity by gonadal 
hormone changes associated with pregnancy. 
A significant correlation was observed 
between the decreased urinary NE and in- 
creased depression. A tentative hypothesis 
is presented that a reduction in NE linked 
to gonadal hormone changes produces an 
increased biologic susceptibility to affective 
disorders in pregnancy and puerperium. 
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Criminal vs. Civil Commitment of Psychotic Offenders: 
A Seven-Year Follow-Up 


BY A. LOUIS MCGARRY, M.D., AND RICHARD H. BENDT, M.D. 


Evidence is presented to support the hy- 
pothesis that pretrial commitment in a 
criminal status of mentally ill persons charged 
with a crime is antitherapeutic compared 
to the alternative of civil commitment. A 
seven-year follow-up of 29 persons showed 
few subsequent criminal offenses by those 
discharged. from civil commitment. The 
authors propose a more active role for 
psychiatrists in negotiating with the courts 
in behalf of patients committed in a criminal 
status as well as psychiatrists’ involvement 
in other activities designed to modify anti- 
therapeutic legal practices. 


N AN EARLIER PAPER by one of the au- 
I thors, the criminal commitment status of 
alleged offenders awaiting trial in mental 
hospitals was described as antitherapeutic 
(3). Patients in such a status are virtually 
incarcerated in that home visit, off-grounds 
privileges—indeed, any contact with the 
community—is usually proscribed. 

It was felt that particularly in hospitals 
where staff-patient ratios were less than op- 
timal, and even when these approached 
optimal levels, the flexibility of management 
of patients committed in a civil status would 
bias the staff toward a more active, thera- 
peutic investment in the civilly committed 
group. Another differential is that the pa- 
tient awaiting trial is not likely to be as 
motivated to improve when improvement 


——— 
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may mean facing a trial. The characteristic 
reluctance of mental health professionals 
to become involved in legal proceedings is 
still another factor likely to contribute to 
the neglect of the patient who is awaiting 
trial. 

In the earlier study the records of 107 
persons accused of crimes who were ad- 
mitted to the Boston State Hospital for 
pretrial observation during the fiscal year 
ending in July 1960 had been studied. Of 
these, the hospital had sought further hos- 
pitalization for 34 of the patients, but it 
gave no recommendation to the courts as 
to whether the continued hospitalization 
should be on a criminal or a civil basis. The 
character (civil or criminal) of the subse- 
quent hospitalization was left to the dis- 
cretion of the court. The courts declined 
to commit two of the 34 patients, but com- 
mitment proceedings were at least begun 
for 32. We decided to examine the hospital 
and posthospital careers of these 32 patients 
in order to test the hypothesis that com- 
mitment under criminal circumstances with 
charges still outstanding would have an ad- 
verse therapeutic effect. 

We found that the eight courts involved 
had chosen to commit 16 of the 32 patients 
on a civil basis, with the criminal charges 
dismissed or filed, and 16 on a criminal 
basis awaiting trial. Although the numbers 
of patients were small, we were encouraged 
to proceed with the study by the length of 
the follow-up period. Fortuitously for the 
design of such an ex post facto study the 
two subpopulations were similar with re- 
spect to the nature of the charges against 
them. Both were hospitalized in the same 
hospital with the same staff in charge of 
their care. 

We therefore were in a position to test 
our hypothesis with respect to the anti- 
therapeutic effects of a criminal commitment 
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on the basis of an acceptable ex post facto 
research design. The hospital and posthos- 
pital careers of these patients were examined 
in order to assess the effects of the single 
major variable, criminal vs. civil status. 


The Sample 


We were aware that the small number 
in our sample would require striking differ- 


CRIMINAL VS. CIVIL COMMITMENT 


three were excluded from the study, and 
we were therefore reduced to a population 
of 29—15 with civil commitment and 14 
with criminal commitment. 

All 29 patients were indefinitely commit- 
ted to the Boston State Hospital. Four pa- 
tients who did not carry the diagnosis of a 
psychosis were included. All four were per- 
mitted by the court to voluntarily admit 
themselves; they were regarded as civil com- 


mitments for the purposes of the study. 

Our first task was to demonstrate that 
the civil vs. criminal populations were in 
fact similar. Table 1 reflects the data with 
Tespect to age, sex, the offense charged, 
diagnosis, and the previous criminal record 
broken down into misdemeanors and fel- 
onies, with the number of these classified 
as crimes against persons. The population 


ences in order for the results to be regarded 
as significant. One patient escaped prior to 
the completion of commitment proceedings; 
a second is recorded as having been trans- 
ferred to another hospital at commitment, 
but there is no record of his having arrived; 
and a third was permitted to leave the 
hospital prior to the completion of the in- 
definite commitment proceedings. These 


TABLE 1 
Admission Data, 29 Patients Committed to Boston State Hospital 


PREVIOUS CRIMINAL RECORDS* 


CRIMES 
CODE AGAINST 
NUMBER STUDY OFFENSE AGE DIAGNOSIS MISDEMEANORS FELONIES PERSONS 
MEN UNDER CRIMINAL COMMITMENT 
36 Drunkenness 57 Chronic brain syndrome due to 22 0 D 
alcohol 
54 Vagrancy 36 Schizophrenic Teaction, para- 41 0 0 
noid type, chronic with de- 
pressive trends 
72 Drunkenness 46 Chronic brain syndrome due to 6 0 0 
alcohol; Korsakoff’s psychosis 
74 Assault and battery 23 Schizophrenia, chronic, simple 6 0 4 
type 
91 Drunkenness 44  Psychotic depressive reaction 54 0 0 
106 Larceny/worthless check 31 Manic-depressive,- manic 18 0 0 
! ji WOMEN UNDER CRIMINAL COMMITMENT 
47 Neglect of minor child, 31 Schizophrenia, paranoid, chronic 0 0 0 
later manslaughter (2) 
98 Assault and battery, 24 Mental deficiency (temporal 0 2 0 
ai drunkenness à lobe epilepsy) 
eaving scene after 45  Involutional psychoti i 
eraa Df al psychotic reaction 0 0 0 
38 Assault and battery/ ^1 Mentally deficient 1 0 1 
i dangerous weapon 
60 Libel 41 Pie reaction, para- 0 0 0 
NH noi e, acute 
EA voletion of school law 54 Psychotic depressive reaction 0 0 0 
Sault and battery 44 Schizophrenic reaction, schizo- 1 0 0 
j affective type 
59 Disturbing peace 31 Schizophrenia, Paranoid, acute 0 0 0 
with marked depressive 
trends 
[94] 
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TABLE 1 (Continued) 


PREVIOUS CRIMINAL RECORDS* 


CRIMES 
CODE AGAINST 
NUMBER STUDY OFFENSE AGE DIAGNOSIS MISDEMEANORS FELONIES PERSONS 
MEN UNDER CIVIL COMMITMENT 
27 Receiving money without 53 Chronic brain syndrome asso- 32 0 3 
license ciated with alcohol intoxica- 
tion 
95 Drunkenness 73 Manic-depressive psychosis 8 0 0 
56 Breaking and entering, 18 Emotionally unstable personal- ans 192$ 0 
night ity; hyperthyroidism 
52 Arson 41 Schizophrenia, chronic undiffer- 19 0 0 
entiated 
102 Drunkenness 64 Chronic brain syndrome assò- 0 0 0 
ciated with alcohol 
2 Indecent exposure 17  Sociopathic personality, sexual get 0 25 
deviation, sexual sadism 
11 Indecent exposure 25 Schizoid personality 1 0 0 
9 Vagrancy 54 Schizophrenia, chronic undiffer- 3 0 0 
entiated 
88 Drunkenness 64 Psychotic depressive reaction 2 0 0 
with paranoid features 
76 Disturbing school 18 Schizophrenia, schizo-affective ga 1*f 0 
assembly type 
WOMEN UNDER CIVIL COMMITMENT 
14 Assault and battery/ 39 Paranoid state 0 0 0 
dangerous weapon 
70 Drunkenness 46 Schizophrenic reaction, chronic 7 0 0 
paranoid type 
103 Drunkenness 51 Chronic brain syndrome associ- 13 0 0 
ated with alcohol 
45 Drunkenness 47 Acute brain syndrome due to 2 0 0 
alcohol 
105 Drunkenness 19 Adolescent situational reaction 0 0 0 


* From records of Massachusetts Board of Probation, Department of Public Safety, Department of Mental Health, and the Federal 


Bureau of Investigation. 
** All juvenile offenses. 


is divided into four subgroups—criminal 
and civil status, men, and criminal and 
civil status, women. 

It will be seen that the populations are 
Similar for major variables. Most of the 
charges are misdemeanors. Alleged felonies 
are about equally distributed between civil 
and criminal. The seriousness of the pre- 
vious criminal record did not appear to 
be a significant determinant of commitment 
Status in this population. Two of the civilly 
committed patients had previous felonies, 
and two had previous crimes against persons, 
às compared to one of the criminally com- 
mitted patients with a previous felony and 
two with previous crimes against persons. 
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The men committed in a criminal status 
all had had repeated previous misdemeanor 
charges, but so did eight of the ten men com- 
mitted on a civil basis. 

The major dissimilarity observed is that 
among the men, the three oldest and the 
three youngest were civilly committed. All 
four patients with nonpsychotic diagnoses 
were civilly and voluntarily hospitalized. 
Fifty percent of the people who were crim- 
inally committed had had a previous mental 
hospitalization, as compared with 73 per- 
cent of the civilly committed patients, 
Thirty-six percent of the criminally com- 
mitted patients had a history of alcoholism, 
as compared with 60 percent of the civilly 
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committed patients. (The criterion used for 
alcoholism was either an arrest for drunk- 
enness or a positive history in the record. ) 
We concluded that there was suggestive 
evidence that the courts had used some 
discretion in choosing a criminal vs. a civil 
disposition. They tended to commit the very 
old, the very young, the alcoholic, and the 
nonpsychotic in a civil status. Men in their 
middle years with large numbers of pre- 
vious misdemeanor arrests—classifiable per- 
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haps as public nuisances—tended to be hos- 
pitalized in a criminal status. 

Despite the dissimilarities in the two pop- 
ulations that suggested a degree of discrim- 
ination, we concluded that the similarities 
permitted us to regard the character of 
the commitment (civil vs. criminal) as the 
single major variable. We were Satisfied 
that if the differences between the two pop- 
ulations were sufficiently striking in terms 
of length of hospitalization and subsequent 


TABLE 2 
Seven-Year Follow-Up 


SUBSEQUENT CRIMINAL RECORD * 


LENGTH OF POTENTIAL ACTUAL 
STUDY MONTHS MONTHS SUBSEQUENT CRIMES 
CODE HOSPITALIZATION OUTSIDE OUTSIDE INSTITUTIONAL- MIS- AGAINST 
NUMBER (MOS.) INSTITUTIONS INSTITUTIONS IZATION (MOS.) DEMEANORS FELONIES PERSONS 
MEN UNDER CRIMINAL COMMITMENT 
36 82 = E m Et a = 
54 35 59 56 3 15 0 0 
72 80 is aid nu = s ii 
74 81 2d £s us m uM M. 
9l 68 ** us m N a x D 
106 20 72 56 16 25 9 0 
WOMEN UNDER CRIMINAL COMMITMENT 
47 5 n 70 1 0 0 0 
98 4 86 86 0 0 0 0 
99 3 74 74 0 0 0 0 
38 6 78 71 7 0 0 0 
60 14 79 79 0 0 0 0 
23 21 64 25 39 0 0 0 
34 16 83 83 0 0 0 0 
59 13 81 78 3 4 0 0 
MEN UNDER CIVIL COMMITMENT 
27 5g ** 26 se 26 **** 0 0 0 0 
95 8 64 ** 25 64 0 0 0 
56 35 90 87 3 1 0 0 
52 38 *** 52 52 0 1 0 0 
102 12 78 78 0 0 0 A 
2 4 71 n 0 0 
11 1 e o 
76 25.5 50.5 3 0 0 
9 1 72 72 0 0 0 0 
88 16 90 90 0 0 0 0 
76 5 89 50 39 20 4 4 (2 Arson) 
WOMEN UNDER CIVIL COMMITMENT 
2 2 n 24 47 0 0 0 
" 25 90 79 m 13 0 1 
ME 16 65 20 45 0 0 0 
45 1 82 79 3 
105 15 32 S n D 0 
0 0 0 0 


* From records of Massachusetts Board of Probation, 
Federal Bureau of Investigation. 
** Died in state hospital. 
*** Transferred to a VA hospital after tw. 
**** Died in the community, 
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0 months at Boston State Hospital. 
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community adjustment, we could draw valid 
inferences with respect to the antitherapeutic 
effects of criminal commitments. We could 
not expect, after all, that the judges would 
provide us with perfectly matched samples. 
Such a finding would have implied a com- 
plete absence of judicial discretion. 


Results 


Table 2 reflects the length of the study 
hospitalization (LOSH) in months, the po- 
tential months available in the community 
to each patient following discharge from the 
study hospitalization, the number of months 
they remained out of state institutions fol- 
lowing discharge, and criminal arrests fol- 
lowing discharge. 

With respect to the length of hospitaliza- 
tion, our hypothesis of the negative effect 
of commitment in a criminal status is strik- 
ingly borne out by the men. Only two of 
the six criminally committed men have ever 
returned to the community, and one of 
these did so without authority by escaping 
after 20 months (#106). The average 
length of study hospitalization (through 
July 1, 1967) was 61 months. 

In sharp contrast, all ten of the civilly 
committed men were discharged. Eight of 
them were discharged to the community 
from Boston State Hospital after study hos- 
Pitalizations that averaged 5.8 months. Two 
of the ten were transferred from Boston 
State after two months’ hospitalization for 
further care at a Veterans Administration 
hospital. Their hospitalizations were pro- 
longed at the other facility (56 months and 
36 months). Adding these two to the eight 
civilly committed men at Boston State raises 
the average length of the study hospital- 
ization to 14.2 months—still a striking con- 
trast to the average hospitalization of the 
criminally committed men. 

With the women, however, the hypoth- 
esis is less well borne out. All of the women 
Were subsequently discharged to the com- 
munity. The average stay for the women 
Committed in a criminal status was 10.0 
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months as compared with 4.6 months for 
those committed civilly. 

It should be explained that the only legal 
ground on which people may be committed 
indefinitely while awaiting trial is incom- 
petency to stand trial. It has been clearly 
shown that this has been poorly understood 
by psychiatrists and that competent patient- 
defendants have been committed and denied 
their right to a speedy trial(1, 3). This 
situation has arisen largely from the in- 
correct assumption that a psychotic diag- 
nosis is sufficient grounds for a finding of 
incompetence. Assuming that the patient is 
in fact incompetent, the return of competen- 
cy to stand trial theoretically should signal 
a return of the patient to the court for 
further criminal proceedings. 

As a practical matter, in this population 
the courts were usually not interested in 
further proceedings when informed that the 
patient was ready to return to trial or to 
the community. This was especially true when 
the charge was a misdemeanor and the pa- 
tient a woman. In Massachusetts, time spent 
in the hospital is credited toward whatever 
sentence could be imposed. Therefore, when 
the charge was minor—let us say drunken- 
ness, with a maximum sentence of six 
months—further criminal proceedings had 
little point if the patient had already stayed 
six months or longer in the hospital. Greater 
sophistication in these matters? and greater 
activism by psychiatrists in dealing with 
the courts, would obviously better serve 
their patients who are committed in a crim- 
inal status. It is tragic and absurd, for 
example, that a man should remain com- 
mitted in a criminal status for almost seven 
years on a charge of drunkenness. 


1 The small numbers of the four subgroups do 
not lend themselves reliably to statistical analysis. 
A t-test analysis of the differences in the means 
of months of hospitalization of civil Vs. criminal 
commitment for the men at Boston State did 
indicate significance; P<.001. For the women 
the differences were not significant. 

? A five-year demonstration and research grant 
from NIMH in "Competency to Stand Trial and 
Mental Illness,” currently in its third year, is 
aimed at improving the performance of psy- 
chiatrists in this area. This paper was supported 
by the grant. 
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For those who were discharged from the 
study hospitalization, table 2 reflects the 
aggregate number of months they subse- 
quently remained in the community (through 
July 1, 1967) and the criminal offenses 
they were accused of during those months. 
We regarded these two variables as the 
most reliable indicators of posthospitaliza- 
tion success or failure. A third variable, 
the aggregate number of months subsequent- 
ly spent in state or federal institutions 
(either in hospitals or prisons), is also re- 
corded in table 2. 

For purposes of comparing the criminal 
vs. the civil subpopulations, we are ham- 
pered by the fact that only two of the six 
men committed in a criminal status ever 
reached the community. (These two did 
have repeated subsequent arrests.) One im- 
portant question, however, can be answered. 
We refer to the legitimate concern of the 
courts as to whether their declining further 
criminal jurisdiction over these alleged of- 
fenders by placing them under the control 
of mental health professionals in a civil 
status exposes the community to subsequent 
dangerous criminal activity. It does not. 

It is clear that with this population the 
danger of subsequent offenses is small. The 
Subsequent offenses that did take place 
very infrequently involved crimes against 
persons; to be precise, only two of the 25 
discharged persons were accused of this type 
of crime. Eight of the 25 were accused of 
offenses following their return to the com- 
munity, but only two were accused of fel- 
onies. It is recognized that this population 
1s not characterized by serious criminal 
charges either before or after their hos- 
pitalizations, In our view, this only adds 
to the strong argument against the necessity 
or wisdom of hospitalization in a criminal 
status, in view Of the adverse effects of 
such hospitalization, unless the charges are 


Very serious or the defendant is clearly dan- 
gerous, 


Discussion 


i Massachusetts criminal law at the present 
time permits judges a rich exercise of dis- 
cretion, particularly for minor offenses, with 
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respect to their dispositional alternatives for 
alleged offenders who are mentally ill. One 
of these alternatives—the indefinite mental 
hospital commitment of defendants in a 
criminal pretrial status—has been shown 
in this study to have pernicious effects, es- 
pecially for men. It should be noted that 
at the time of the study, it was procedurally 
much simpler to commit a person in a crim- 
inal status than in a civil status. Neither 
notice nor a judicial commitment hearing 
was required for a criminal status commit- 
ment. 

There is suggestive evidence that insofar 
as the courts exercised discrimination in 
the sample in assigning an indefinite crim- l 
inal commitment status to men, they chose ~ 
men in their middle years with multiple — 
prior arrests for misdemeanors. It is likely 
that the men indefinitely hospitalized while | 
awaiting trial were seen as chronic offenders 
likely to continue their antisocial behavior. 
The court chose to retain some jurisdiction 
over their subsequent return to the com- 
munity. 

The effect of such sanctions, as we have 
seen, is very restrictive and would appear 
to be both severe and antitherapeutic. With 
the women in the sample the discrimination. 
is not clear, and the effects of criminal status 
much less severe. Why the adverse effects 
of criminal commitment are so much more 
striking for the men in our study is not 
clear. Possibly "criminality" in men calls 
forth more repressive measures because they 
are regarded as capable of doing more dam- . 
age. 

We are aware that the sample we have 
described is largely made up of alleged 
misdemeanants. Men who are charged with 
grave offenses or who the courts feel require 
Strict security are sent to the state hospital 
at Bridgewater, an institution of the Depart- 
ment of Corrections. A more compelling 
reason for the courts to retain jurisdiction 
Over such men by a pretrial criminal com- 
mitment is their presumed dangerousness. 
The courts could be expected to be reluctant 
to place entirely in the hands of mental 
health professionals the subsequent release | 
of such men into the community by means ` 
of a civil commitment wi the charges dis- 
posed of. 
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We are at present engaged in a follow-up 
study of such a population of men from 
Bridgewater who were returned to court 
as competent to stand trial and who ulti- 
mately reached the community. Our pre- 
liminary data indicate that of 45 men who 
reached the community, with an 18-month 
to three-year follow-up in the community, 
four have been arrested for felonies and 
12 for misdemeanors. These statistics com- 
pare very favorably with recidivism rates 
(which generally average 50 percent or bet- 
ter) for men released from correctional in- 
stitutions. 


Alternative to Criminal Commitment 


In our discussion thus far we have fo- 
cused on the exercise of discretion by judges 
at the point in the criminal process where 
mentally ill alleged offenders come before 
the court, But there is an earlier point in 
the process where discretion can be exer- 
cised and a civil alternative to the criminal 
process chosen—the ‘point of arrest. The 
police in Massachusetts have the choice of 
jailing a mentally ill person or of applying 
for his admission to a mental hospital at 
the time he is brought to their attention. 

They are, however, reluctant to exercise 
the latter option. The more traditional and 
more certain route for admission is to arrest 
the person, alleging a misdemeanor, and 
take the criminal route since a court order 
for admission in a pretrial status is binding 
on the hospital. A police application for 
admission, let us say of a mentally ill chronic 
alcoholic, is not binding and may be re- 
jected at the admission room door, par- 
ticularly if it is not supported by a physician’s 
certificate. In some parts of the state there 
has been a reluctance on the part of physi- 
cians to apply for the admission of mentally 
ill persons, partly because of a fear of civil 
suit. 

The police are then left with the respon- 
sibility for institutional placement of men- 
tally ill persons when it is needed. The 
jail, as we have suggested, is a surer route, 
on a charge of vagrancy or disturbing the 
Peace or drunkenness, and the subsequent 
admission to the mental hospital is then 
effected by a court order for a pretrial ob- 
Servation. 

These pressures toward the use of the 
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“criminal” system are among the reasons 
why Massachusetts has an extraordinary 
number of admissions to its mental hos- 
pitals by way of the criminal process—fully 
ten percent of all mental hospital admissions. 
The dimensions of the problem are more 
impressive when we review the fact that 
in the four years ending July 1, 1967, the 
courts sent 6,159 persons to Massachusetts 
mental hospitals for pretrial observations. 
Of these 1,020 were indefinitely committed 
in a pretrial criminal status(2). The great 
majority were alleged misdemeanants. 


Psychiatry’s Active Role 


Now what, it can reasonably be asked, 
ought psychiatrists to do about the anti- 
therapeutic practices we have described? It 
is hardly news that mentally ill offenders 
are among the most neglected of our patient 
populations. One answer is that we can 
attempt to influence the police and the 
courts in appropriate cases to choose a civil 
rather than criminal commitment to our 
hospitals. Of course, this implies that we 
be willing to engage in the criminal process 
pretrial. 

Many psychiatrists would avoid such a 
role and would leave the legal process un- 
influenced by psychiatric opinion. Certainly 
those who are willing to become so engaged 
ought to do so on the basis of accurate 
clinical data and valid research within our 
competence. A second answer is that if we 
do have patients committed in a pretrial 
criminal status in our care, it will call for 
our greater sophistication in legal procedure 
and our greater activism in negotiating with 
the courts to dispose of the criminal charges 
or proceed to trial. 

Finally, we would espouse still another 
and more active role for the legal psychia- 
trist. The legal process is governed by legal 
precedent and by laws. But new precedent 
can be set, and laws can be changed. Psy- 
chiatrists can contribute to significant social 
change in these areas. Appellate courts and 
legislatures in our view have become in- 
creasingly susceptible to relevant scientific 
research. One example is the sociological 
and psychological evidence cited by the 
U. S. Supreme Court in the recent Gault case, 
Which recognized the nontherapeutic effects 
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of juvenile court practices and changed 
legal precedent and procedure. 

With respect to changing statutes, we 
would offer as an example our own involve- 
ment with lawyers in an interdisciplinary 
effort that produced legislation already 
placed before the Massachusetts legislature 
(Senate Bill no. 941). The bill is a complete 
recodification of the statutes relating to the 
admission, management, and discharge of 
the mentally ill and mentally retarded. 
Despite broad support, particularly by pro- 
fessional organizations, the bill failed to 
pass in the 1968 legislative session. It will 
be revived in the next session. 

Several of the many changes that this 
legislation would make in our statutes are 
based, although not exclusively so, on the 
research reported in this paper. The legis- 
lation would limit, for example, the length 
of a pretrial commitment in a criminal status 
to the length of time that the defendant 
would have had to serve if he had been 
tried and found guilty at the time of his 
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commitment and sentenced. Subsequent hos- 
pitalization beyond the period of potential 
sentence would have to be on a civil basis 
with new civil proceedings. The criminal 
charge would be dismissed. Another pro- 
vision in the legislation would establish an 
immunity from civil suit for physicians or 
police officers who apply for the admission 
of mentally ill persons to our mental hos- 
pitals. The purpose of the immunity is to 
encourage the use of the civil rather than 
the criminal process in the hospitalization 
of the mentally ill. 
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Obscurity and a competence—that is the life that is best worth living. 
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Utilization of an Operant Conditioning Model for the 
Treatment of Character and Behavior Disorders in a 
Military Setting 


BY CAPT. ARTHUR D. COLMAN, MC, USA, AND 
COL. STEWART L. BAKER, JR., MC, USA 


The operant conditioning model was applied 
to a ward program for delinquent military 
recruits diagnosed as having character and 
behavior disorders. Early findings reported 
here indicate that the program has been 
quite successful in helping such men adjust 
to Army requirements and return to regular 
military duty. 


ANY NONEFFECTIVE soldiers, diagnosed 

as having character and behavior dis- 
orders, are admitted to inpatient psychiatric 
services of Army general hospitals, yet they 
represent only a small fraction of a similar 
group of men seen at mental hygiene clinics 
and stockades. In a recent four-year period 
(1962-65), an average of 6.5 percent of 
all separations from the Army were for 
administrative or punitive reasons(8). Fail- 
ure to complete military service results in 
manpower lost to the Army and has critical 
implications for the individual who adds an- 
other “dropout” experience to a pattern of 
chronic failure in school, job, and family. 
In addition, induction standards for the 
armed services have recently been lowered, 
in line with a policy of teaching poorly 
prepared men to adjust to military life.t 


Read at the 124th annual meeting of the Ameri- 
can Psychiatric Association, Boston, Mass., May 
13-17, 1968. d 

Capt. Colman is research psychiatrist, Walter 
Reed Army Institute of Research, Washington, 
D. C. 20012, and Col. Baker is chief, department 
of psychiatry and neurology, Walter Reed General 
Hospital. 

The authors wish to thank Drs. John J. Boren 
and Israel Goldiamond for helpful consultation 
during the project. s 

1 Project 100,000, begun in October 1966, di- 
rected that in a two-year period 100,000 men pre- 
viously rejected for a failure to meet mental and 
Physical standards for induction and enlistment be 
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Since few guidelines exist for instituting 
effective programs, the Army psychiatric 
service has the urgent mission of finding 
new approaches to the treatment of char- 
acter and behavior disorders. 

Treatment techniques derived from the 
therapeutic community rubric have shown 
considerable promise when applied to those 
with character and behavior disorders who 
were either motivated for treatment or lived 
in prisons or isolated communities where 
physical control was possible(7, 11). On 
therapeutic community wards, however, 
these patients tend to be extremely dis- 
ruptive to the milieu and often show clinical 
deterioration(9). This is the common ex- 
perience with patients who have character 
and behavior disorders admitted to Walter 
Reed General Hospital psychiatric inpatient 
service, which deals with a diagnostically 
mixed acutely ill population. Accordingly, 
they are usually given little structured treat- 
ment on the wards and are rapidly discharged, 
often with a recommendation for admin- 
istrative separation from the Army. 

Operant conditioning principles have been 
reported as successful in the treatment of 
chronic schizophrenics and delinquent ado- 
lescents in confinement(1, 3), among others. 
It seems possible that the individual with 
a character disorder might benefit from a 
social system in which explicit and immedi- 
ate information concerning adequacy and 
acceptability of social and work perfor- 
mance is provided. In such a system, he 
could regularly see that desirable behavior 


accepted into the military services. As reported 
in a fact sheet dated September 27, 1967, Depart- 
ment of Defense policy is to "spend additional 
time (three n six montha) to bring this group of 
men up to the point of being capable to perfi 

full military duty.” sar Deed 
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“pays off" and other behavior does not. 
It also seems to us that the Army's use of 
positive and negative reinforcement to shape 
its troops, as well as the military require- 
ment for highly predictable performance, 
closely match the philosophy and technical 
constructs of operant conditioning. Operant 
Psychology theory may therefore provide 
a useful model for clearly formulating op- 
erational principles for reconditioning men 
diagnosed as having character and behavior 
disorders to active duty. 

This paper describes a year's experience 
in the development and practice of this treat- 
ment modality. 


Designing a Program for Delinquent 
Soldiers 


Operant conditioning involves the attempt 
to establish predictable and consistent pat- 
terns of behavior by designing environments 
which selectively reinforce desired behavior 
and extinguish or punish undesired behavior. 
Applying the operant model to a ward pro- 
gram for delinquent soldiers required careful 
specification of the kind of skills and behav- 
ioral changes needed to help the soldiers 
adjust to the Army, 

In brief, our conceptualization of their 
difficulties was that they were unable to 
get what they needed from their Social net- 
work legally because they lacked fluency 
in important education or recreational skills, 
in personal habit patterns such as planning 
and performing consistently, and in inter- 


would have made their presence and per- 
formance important to other members of 
their field unit, We utilized the following 
guidelines in creating the kind of global 
learning Situations we felt our patient pop- 
ulation required for a treatment program: 

l. The program Setting must be similar 
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expressing emotions and attitudes, such as 
writing and public speaking; on hobbies; 
and on socially approved ways of handling 
provocative situations, such as, in a prag- 
matic model, getting out of a fight or retiring 
gracefully after a loss at poker. 

3. The men should be able to learn 
about group behavior by testing out newly 
acquired skills and by being totally immersed 
in a group living situation that provides 
immediate feedback and continual evalua- 
tion of interactions. 

4. The men should be able to measure 
the consequences of their individual and 
group behavior so that they cannot use 
authority or peers as a scapegoat for their 
own failures. If behavior is directly linked 
to available privileges, the man's or the 
group's actions will be the sole determinants 
of success or failure in the System. In- 
creasingly longer spans of behavior can be 
required for greater degrees of responsibility 
as each man progresses in his treatment. 

5. An extrinsic motivational System must 
be built into the ward structure so that 
the strong resistance to treatment and change 
so characteristic of these men could be 
neutralized. The motivational System should 
be based on reinforcement rather than on 
punishment, to improve the chance for 
stable learning to occur and to decrease 
the antisocial action so commonly seen in 
the face of punishment or the threat of 
punishment, Together with social rein- 
forcement derived from staff-patient relation- 
Ships, the control intrinsic to such a system 
can be used to Strengthen the individual 
and group learning experience, to communi- 
cate acceptability and adequacy of perfor- 
mance in the social milieu, and to shape 
more adaptive behavior according to in- 
dividualized programs evolved by the ward 
members. The Program can move from com- 
munication of control via extrinsic reinforce- 
ments toward more internalized control 


systems for each man during the treatment 
period. 


A Model Treatment Program 


The ward has a maximum census of 18. 
It is staffed by two Sergeants, nine psychiat- 
Tic technicians, a full-time occupational 
therapist, a Psychiatric Iesident, and a staff 
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psychiatrist (A.C.) who is in charge of the 
ward and research project. The staffing is 
similar to that on other wards of the hospital 
both in number, training, and rapid turnover 
of personnel.” In addition to the ward staff 
the project includes a follow-up team con- 
sisting of a full-time social work specialist 
trained in research techniques, a half-time 
social worker, and a psychology specialist 
involved in data collection and processing. 
The project is under the joint sponsorship 
of Walter Reed General Hospital and Walter 
Reed Army Institute of Research. 


Selection, Characterization, and Follow-Up 
of Sample 


The patients were selected from soldiers 
admitted to Walter Reed General Hospital 
psychiatric wards and independently diag- 
nosed as having character and behavior 
disorders by the ward psychiatrist and chief 
resident. Homosexuals, addicts, and alco- 
holics were excluded from the sample. Half 
of the total group is randomly selected for 
the research ward; the other half, which 
receives the more traditional hospital treat- 
ment and disposition, serves for comparison. 
Longitudinal follow-up is carried out on 
both groups.’ 

The research program began in January 
1967. In the first year 48 soldiers were 
admitted to the ward; they were character- 
ized as follows: 

Their average age was 20. Forty were 
White and eight were Negro. Thirty-nine 
were single and nine were married (four 
married while on the ward). Their average 
educational level was 10.8 years; the highest 
was 15 and the lowest, six years. In terms 
of family socioeconomic background, 36 


2 In the first year of the project, because of the 
mobility of Army personnel, there was a complete 
turnover of staff with the exception of one techni- 
cian and the occupational therapist. 

3 The two groups are treated differently once the 
Selection is made. For example, the comparison 
Broup spent an average of four weeks in the hos- 
pital prior to disposition, compared with 18 weeks 
‘or the experimental group, and half were recom- 
Mended for administrative discharge compared 
with no recommendations in the experimental 
group. The comparison group serves, then, not as 
à control for the treatment procedure but as a 
Source of baseline data for the usual outcome of 
Similarly selected cases of character and be- 
E disorders admitted and treated at Walter 

eed. 


Amer. J. Psychiat. 125: 10, April 1969 


1397 


were from a lower socioeconomic class back- 
ground, 11 were from a middle-class back- 
ground, and one from an upper-class back- 
ground. Twenty-four had civilian police 
records before entering the military. 

Thirty-four of the 48 were enlistees; the 
rest were drafted. Their mean length of 
service at the time of hospitalization was 
14.3 months, with a median length of nine 
months. Thirty-three had completed the eight 
weeks of basic training and at least eight 
weeks of advanced training; 13 had com- 
pleted basic training alone, and two others 
were hospitalized while in basic training. 
Suicide gestures had precipitated admission 
in 19 cases; suicidal threat was causal in 
four others. Four were admitted because 
of homicidal behavior, four for psychotic- 
like states, and 21 others were admitted 
for a range of behavioral problems, often 
admittedly manipulative in nature. All were 
diagnosed as having character and behavior 
disorders on admission to the hospital, al- 
though the referring diagnosis was schizo- 
phrenic reaction in 16 cases and neurotic 
reaction in 12 others. 

The average stay on the ward is 16 
weeks. When a man leaves, he is followed 
at three-month intervals. The follow-up team 
coordinates its visit with the local post mental 
hygiene consultation division and interviews 
key personnel from the man’s next unit 
as well as the man himself. The team uses 
a standard evaluation form to collect ob- 
jective data on the units, such as AWOL 
rate and participation in educational pro- 
grams, and through informal interviews and 
observations studies the man and his duty 
milieu. Team members evaluate the pres- 
ence and strength of behavior reinforced 
on the ward according to a prewritten 
"behavioral plan" on each man. On occasion 
the follow-up program has included visits 
to a unit prior to the soldier's arrival there 
to study preventive consultation techniques 
with unit leadership. 


Program Description and Operation 


Ward programming is divided into four 
overlapping areas: military, educational, 
work, and ward operations. 


. * Social class was approximated from psychiatric 
history and military records of the soldier. 
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I. Military. Staff and soldiers dress in 
fatigues (the military field duty uniform) 
during "duty" hours. Military courtesies are 
upheld. The men are identified by rank 
and are referred to by the staff as soldiers 
rather than as patients; the physical prem- 
ises are identified as the unit rather than 
the ward. There is a daily group formation 
just prior to the unit meeting when uniform, 
personal sleeping area, and clean-up job 
are evaluated. 

Many of the courses given bear directly 
on military subjects and situations. For 
example, courses have been given on mili- 
tary protocol, history, and strategy. Discus- 
sions on group functioning use the duty unit 
rather than family or peer group as the pri- 
mary reference. Each day, a charge of quar- 
ters (CQ) is selected by roster. His job 
consists of waking the men, leading the unit 
meeting and verbal report, and, together 
with one staff technician, being in charge of 
the unit throughout the night.’ 

2. Educational. Two hours of each morn- 
ing are devoted to a variety of formal and 
informal courses and task groups whose 
aim is the teaching of individual and group 
educational and social skills; Courses may 
include such subjects as elementary prin- 
ciples of group functioning, social relation- 
ships with women, or problems with author- 
ity. Multiple teaching techniques such as 
lectures, group discussion, field visits, movies, 
and role playing are used as applicable. 
For example, in a series of classes on 
authority, the provost marshal came to the 
ward in a neutral uniform to participate 
informally in a Broup discussion on his 
work. The next week, dressed in his “threat- 
ening” military police officer’s regalia, he 
took the „group to the police station, where 
they participated in mock arrests and frisks, 
à common stimulus for loss of control in 
these men, 

The soldiers are their own instructors 
for two or three courses per week. They 
have chosen to teach on such diverse sub- 


perience of leading the meetings, being in ch: 

n night bres the conflicts around identifying with 
is-A-vis one’: i 

consequence torte "s 5 peer group is of much 
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jects as kinetic sculpture, automobile body 
work, reading musical notes, first aid, gym- 
nastics, and divorce laws. A staff member 
provides guidance in organization and pre- 
sentation of this material. The ward en- 
courages the presentation of daily written 
and verbal reports on some phase of the 
ward's activities or a soldier's personal ex- 
perience, through appropriate reinforcements 
for style or content. 

Problem-solving task groups devoted to 
working out group living problems are used 
by the staff to involve the men in the planning 
of changes in the unit (the soldiers often 
use them as gripe sessions). The task groups 
are never directed toward any discussion 
of group process and seek closure rather 
than ambiguity at their end. 

3. Work. After the morning activity, the 
men are bussed 25 miles to Fort George 
G. Meade, Maryland, where the unit work 
project is located. With the aid of the 
occupational therapist, they set up personnel 
and material requirements for their projects, 
largely self-directed, which have included 
the rebuilding and beautification of the post 
stables and flying club. The group does 
its own designing and planning of the job 
and operates its own work crew, organized 
to include supervisors, contractors, etc. 
There is a weekly *work seminar" to review 
and critique work, leadership, and follower- 
ship performance and to develop quality 
control criteria and plans for the next week's 
Work. Although some attention is paid to 
teaching formal work skills, the major em- 
phasis is placed on the group aspects of 
a work situation, particularly the sense of 
working effectively in a group toward a 
common and constructive goal(4). 

4. Ward operations. Why should these 
men, previously described as unmotivated 
for treatment and hostile to the military 
establishment, participate in the formidable 
array of activities described above? The 
working principle of the unit is that partici- 
pation is voluntary. In fact, if a soldier 
wished, he could spend his time in the 
ward doing nothing except eating, sleeping, 
and coming and going as he pleased, since 
the Army guarantees three meals a day, 
bunk and Pay, and physical restriction is 
not an option on our open ward. If a man 
does go to an activity, however, he earns 
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points which are convertible into privileges, 
such as TV, pool, snacks, or authorized 
absences of various lengths. Thus, the unit 
utilizes an artificial extrinsic reinforcement 
system, a “point economy" in which “natural 
reinforcers" in the system are paid for by 
points earned in daily activities within the 
therapeutic structure of the program. 

The men plan day-to-day and week-to- 
week earning strategies; that is, they make 
behavioral decisions that will influence 
the reinforcement available to them in the 
future, a gratification model requiring in- 
creasing delay as they progress in treatment. 
Over each time span, the consequences of 
their planning are clearly translated into 
point totals which then, in addition to hav- 
ing exchange value, may become an objective 
measure of their behavioral and social 
competence(10). 


Aversive Control 


The point economy is designed as a 
motivational system based on positive rein- 
forcement. Nevertheless, the ward must have 
its own rules and in addition must abide 
by the rules of the Army society. Clear 
limits are essential, and control is required 
when rules are broken. 

Rules are written without interdiction. 
The rule “no card playing during duty 
hours" can be rephrased "card playing after 
1630," which limits testing to the actual 
time issue rather than testing of the verbal 
injunction as well. 

Rule violations, ranging from watching 
TV without sufficient points to fighting on 
the ward, are announced in the unit meeting. 
They are not emphasized at this time even 
in the service of "learning experiences" for 
the men. It was found that for most of 
these men, “crisis discussions” were a re- 
warding consequence of antisocial behavior 
since they afforded attention from authority 
and recognition from the peer group. For 
this reason serious rule violations such as 
long AWOL or fighting are given only 
brief mention and are referred to the pass 
Teview board. 

, Fines for the week are fully discussed 
in the pass review board, which meets at 
noon each Friday. The board is made up 
of three staff members and the soldier CQ. 
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The CQ’s job is to gather pertinent facts 
about the recorded violation from the men 
on the unit and to present a narrative 
account of the events to the board. Together 
with the rest of the board, he must then 
decide on an appropriate point fine for the 
violation. The fine is then subtracted from 
the man’s point total. If he cannot “cover” 
the fine, the difference is converted into 
a task requirement designed to be of some 
benefit to the man. These have ranged from 
clean-up jobs in the unit area to written 
essays or tape-recorded soliloquies on a 
relevant topic. 

Most acting-out offenses can be handled 
within the ward control system. Certain 
offenses, such as long AWOLs, are by Army 
regulation punished at a higher level than 
the unit. The military police are only rarely 
used. Their presence undoubtedly has a 
deterrent effect on antisocial behavior. But 
outwitting the MP, particularly in front of 
the other men, seems to be highly rein- 
forcing even though the long-term conse- 
quences are obviously self-destructive. 


Phase II 


After ten weeks of satisfactory perfor- 
mance on the unit, a soldier may apply 
to the Phase II board, composed of staff 
and other Phase II soldiers. If he agrees 
to meet the board's demands for certain 
behavior he is taken off the point system 
and given formal leadership responsibility 
in the unit, such as supervising the morning 
details, orienting the new arrivals into the 
unit, or leading the work project. He is 
given all ward privileges without points con- 
tingent only upon meeting these demands. 
The board evaluates each Phase II man's 
progress weekly, adjusting his privilege and 
responsibility according to his performance. 

The Phase II program offers a transition 


6 Fining 300 points for a suicide gesture was a 
most severe test of the medical morality of the 
system. The psychiatrist’s anxiety was much high- 
er than that of the rest of the ward staff or the 
ward population. Interestingly, the men involved 
grasped the rationale of the fine and thought it 
was fair. At the time of writing this paper there 
had been no further suicide gestures on the unit, 
despite the fact, that about 50 percent of the men 
had such behavior reported prior to coming on the 
ward. 
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between communication of control by the 
external, relatively immediate, consistent but 
artificial parameters of the point system to 
the more internal, long-term, variable, and 
naturalistic control system of most environ- 
ments. 


Social Reinforcement 


The principles of operant reinforcement 
suggest procedures to guide and strengthen 
human behavior; the point system contrib- 
utes an objective system for application of 
these principles. Praise, attention, the in- 
tangibles of acceptance, support, and friend- 
ship can hardly be quantified. Yet well- 
trained staff can use their own personalities 
as selective reinforcers of behavior according 
to some commonly held behavioral plan 
for each man. Working with staff to create 
a culture that supports positive, adaptive 
behavior is the unit leadership's most im- 
portant and difficult task. 

The entire staff meets weekly for three 
hours to construct individualized behavioral 
plans, These may relate to educational and 
social skills or to the more complex dimen- 
sions of interpersonal and group relation- 
Ships. The behavioral plans aid staff in 
discriminating which behavior should be 
reinforced during the multiple planned and 
spontaneous social encounters between staff 
and soldiers in the 24-hour environment. 
For example, a soldier who was observed 
to be a silent instigator of trouble demon- 
strated a poorly directed talent at group 
manipulation. Staff felt he could become 
a responsible group leader. Our behavioral 
plan for him stressed reinforcement of all 
open and constructive leadership behaviors, 
both in formal authority roles such as CQ 
and Phase II membership and in informal 
leadership positions which emerged in peer 
group experience, 

Other behavioral plans reinforced specific 
group-joining patterns or combined extin- 
guishing maladaptive | individual patterns 
with offering Support for a more adaptive 
alternative. The plan usually begins with 
extinction or reinforcement of individual 
behavior, the fruits of which may then be 
applied to the more complex group relation- 
ships during the 16-week period. 

The staff does not appear to be restricted 
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by these specifications. On the contrary, 
particularly for the younger, less experienced 
staff members, attitudinal and behavioral 
guidelines for each of the soldiers increase 
their sense of competence and provide a 
basis for a meaningful relationship. 

Our aim is to maintain a ward culture 
which reinforces emerging positive behavior, 
Periodic flamboyant antisocial behavior is 
a tempting target for insight treatment be- 
cause it is usually related to the ward’s 
interactional system or the soldier’s uncon- 
scious conflicts. Such behaviors are not ig- 
nored in staff meetings, but we feel that 
overemphasis of them distracts from the 
less exciting small gains in social function- 
ing and focuses on the very behavior that 
must be extinguished before insight can be 
used constructively. The staff is taught to 
carefully observe and respond to improve- 
ments in behavior, especially in areas pointed 
out by the behavioral plan. 

For the staff one of the most important 
consequences of the point system is that 
it provides an alternative to the continual 
manipulation that so often sabotages thera- 
peutic interactions with acting-out character 
disorders. These men have an uncanny 
ability to embarrass, cajole, and blackmail 
staff into varying from prescribed rules. The 
angry retaliation of the staff is seen as 
unprovoked and leads to “righteous” anger 
and “justified” antisocial behavior that is 
reinforced by a sympathetic peer group. A 
hostile and unpredictable authority is again 
made the scapegoat for personal and social 
incompetence. The point system provides 
an unequivocally fair control system through 
which the men set limits by their own 
behavior. Only the man’s point earnings 
are important in determining whether he 
goes on pass, watches TV, etc. Relieved 
of the responsibility to act as limit-setters, 
the staff members are free to relate more 
comfortably and positively through the 
educational program or as advisors, friends, 
and fellow soldiers. 


Discussion 


A year before the initiation of this project, 
a ward for character and behavior disorders 
had been established to respond to the 
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practical problems that these “Army de- 
linquents” present to the Army general 
hospital, post mental hygiene consultation 
division, the disciplinary barracks, and the 
army community at large. It had been ex- 
pected that a conventional “therapeutic 
milieu,” emphasizing group therapy mo- 
dalities along with an enriched occupational 
and physical reconditioning program, would 
provide a rehabilitative mode. 

The principal problems related to motiva- 
tion and control of behavior. The men had 
not volunteered for the ward and were 
manifestly not interested in “understanding” 
their own behavior. Group therapy often 
centered on threats toward staff. Anxiety 
developed in therapy hours was translated 
into destructive action in the evening. Despite 
the fact that this was a completely open 
ward, there were occasions when a staff 
member was fearful of leaving the ward 
office. Many men stopped attending the 
occupational and physical therapy programs; 
interpretation and eventual punishment of 
this behavior only increased the offender’s 
prestige among his peers. One of the more 
optimistic participants in the project re- 
ported that making the system work re- 
quired a “staff of exceptionally dedicated 
people who are willing to withstand levels 
of rage, frustration, guilt, and depression 
that threaten the limit of their (the staff's) 
ego's integrity” (2). 

Operant conditioning concepts were em- 
ployed in the formation of a new treatment 
approach for this refractory group of pa- 
tients. We used this technique to shift the 
problem of inadequate motivation and un- 
acceptable behavior from the staff’s to the 
patient’s control, while providing staff with 
explicit immediate feedback about a pa- 
tient’s motivation and providing the patient 
with information on the acceptability of 
the behavior. Further, we have used the 
Objective measurements of behavior pro- 
vided by the point system to make some 
of the treatment program amenable to 
rigorous scientific investigation and replica- 
tion. (Results of this aspect of the program 
will be presented at a later date.) 

Other theoretical constructs have had 
Significant influence on the development of 
this program: namely, 1) community psy- 
chiatry and Army field consultation concepts 
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exemplified by the “halfway barrack” and 
field follow-up feedback design; 2) principles 
of the therapeutic community, particularly 
the integral involvement of the soldiers 
themselves in the governing and operation 
of their living environment; and 3) the 
social facilitation model of Gladwin that 
supports much of the educational and work 
program, with its emphasis on increasing 
socially useful behavioral repertoires through 
formal teaching, role playing, and multiple 
practice opportunities for performing com- 
mon social roles in the group living ex- 
perience(5, 6). 

Results of the program are encouraging. 
The atmosphere and tone of the unit have 
greatly improved. We have had relatively 
little difficulty with acting-out behavior on 
the ward despite the absence of physical 
controls. Although men still go AWOL, 
only two of the 48 men admitted did not 
complete their treatment tour. One index 
of the change is the high staff morale, 
manifested by some personnel voluntarily 
extending their tours of duty and others 
volunteering to come to the unit despite 
the general aversion to treating cases of 
character and behavior disorders on the 
other psychiatric wards. The unit is alive 
with the hustle and bustle of daily education- 
al and work activities, which are well 
attended despite their voluntary status. The 
men’s performance is usually of high quality. 
For example, some of the men have passed 
high school equivalency tests after working 
in the educational program. The unit has 
also completed a major work project at 
Fort Meade. 

The environment not only reinforces ac- 
ceptable social behavior but also supports 
attitudinal shifts toward the Army and the 
community. Typically, a man comes to a 
ward blaming the Army for his failure. 
Rather than continuing to dwell on this 
issue, he finds himself in an environment 
where any reasonable behavior, no matter 
how insignificant, is recognized and rewarded. 
As he figures out the point system he 
experiences a sense of mastery of a social 
system and is given the opportunity of 
participating in it as a leader. Along the 
way, he usually shows interest in some as- 
pect of the education or work program and 
adds an assortment of information, writing 
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and speaking skills, and social facility to 
his repertoire. The “sweet smell of success” 
is addicting, particularly when the payoff 
for antisocial behavior is so limited. With 
increased self-esteem, the man’s expectations 
about personal success shift and the rewards 
available in the larger society no longer 
seem obscure and unreachable. 


Preliminary Findings and Conclusion 


Do these new behaviors and attitudes, 
acquired and practiced in a four-month 
stay on the unit, carry over when the man 
returns to active duty, and are these changes 
important enough to allow completion of 
the tour of duty? More data from the 
follow-up visits are needed to answer both 
of these questions. Observations from follow- 
up visits suggest that many behaviors rein- 
forced on the ward were carried over into 
the field unit at least for the short period 
of time the men have been followed thus 
far. This is most easily documented in 
continuing educational skills and interest 
but is also seen in attitudes toward work 
performance, supervisory relationships, etc. 
Preliminary findings on the rate of return, 
compared with that of our comparison 
group, are positive. Of 46 men admitted 
to the experimental ward between January 
1967 and May 1968 with at least three 
months' experience since graduation from 
the program, seven had completed their 
tour and 25 were functioning in a unit 
(69.5 percent "success"), while 14 had 
either been administratively discharged from 
duty or were AWOL or in a Stockade 
(30.5 percent “failure”). Of the comparison 
group of 48, one had completed his tour 
and 12 were on active duty (28.3 percent 
"success"), while 33 were administratively 
discharged or in a stockade (71.7 percent 
“failure” ). T 

We have described a new approach to 
the treatment of character and behavior 
disorders in the military and delineated the 
operant conditioning model upon which it 
is based. By employing as a model a lab- 
oratory science in which measurement of 
behavior and Teplication of control pro- 
cedures are routine, we hope to facilitate 
our own measurement and testing of sig- 
nificant social interaction while making our 
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therapeutic procedures and goals more ex- 
plicit and communicable. 
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DISCUSSION 


EUGENE M. Carrey, JR., M.D. (Washing- 
ton, D.C.).—This description of an interesting 
approach to the salvaging of some individuals 
who present a difficult constellation of psy- 
chiatric problems is of importance to us all 
and of especial interest to Veterans Admin- 
istration psychiatrists. The authors mentioned 
that 6.5 percent of all discharges from the 
Army in 1962-65 (an average of 22,000 per 
year) were of a special administrative or 
punitive kind. 

The military's loss is the VA's gain. In the 
Veterans Administration as of November 30, 
1967, 1.4 percent (1,400) of all hospital pa- 
tients were being treated for the type of 
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disorders Capt. Colman and Col. Baker have 
described. In calendar year 1966, 2.0 percent 
(12,250) of all discharges from VA hospitals 
were in these categories. As clinicians in the 
specialty and as inheritors from the armed 
forces, we in the VA are most interested in 
the people Capt. Colman and his associates 
treated, in the method they employed, and in 
the theoretical basis for the chosen approach. 

The authors describe the men as having 
“character and behavior disorders"—terms not 
in the standard nomenclature although they 
do appear in current Army usage. We cannot 
readily match these men with VA patients. 
Nor do we know about the population from 
which the sample came. Why were the subjects 
in Walter Reed? Often they were sent in 
because of suicidal attempts or threats, but 
almost half were admitted for a “range of 
behavioral problems.” How do they differ from 
their fellows who we are told are seen in 
larger numbers in mental hygiene consultation 
divisions and in the stockades? The descriptions 
suggest aggressive tendencies, in both passive 
and active manifestations, as very character- 
istic of the group. The inept, inadequate, 
overly dependent, nonhostile man we see in 
VA hospitals doesn’t seem to be in the picture. 

A word about diagnoses from the longitudinal 
point of view (or with the 20/20 vision of 
hindsight): We in the VA have an opportunity 
to observe that the diagnoses of psychosis 
and neurosis that more than half (28/48) 
of the soldier subjects had been given as 
referral diagnoses time and again turn out to 
be better descriptions than the character or 
behavior disorder labels affixed by the final 
service hospital. The diagnostic question is 
particularly important because the VA views 
the character and behavior disorders as “con- 
stitutional or developmental” abnormalities. 
The appeals machinery is full of statements 
of disagreement by veterans because of the 
uncertain boundaries between compensable 
Psychoneurotic disorders and noncompensable 
immature and pathological personalities. 

It would have been more useful to have 
a clearer picture of the study sample in terms 
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of conventional nosology. More useful, too, 
would have been a clearer picture of the 
method. We in the VA have been exploring 
many operant conditioning techniques, usually 
with schizophrenic populations. Our hospital 
at Tuscaloosa, Ala., has brought the “attitude 
therapy” interpersonal milieu approach to a 
high degree of excellence. We have used 
monetary incentives for many years. We have 
become impressed with the importance of 
immediacy of positive reinforcement in pro- 
ducing results. But we were unable to tell, in the 
authors’ presentation of behavior plan devel- 
opment, whether this cardinal requirement was 
met, and, if so, how. A more specific example 
of selecting an item, training the enthusiastic 
personnel, and applying the reinforcing mea- 
sure would have been of great help in under- 
standing what was done. 

Besides subjects and technique, there is 
theory. The project draws heavily upon the 
concept of using improvement of social com- 
petence as a treatment goal, as described in 
Gladwin’s paper referred to by the authors. 
My doubts about this philosophy were summed 
up by Dr. Donald A. Bloch in his discussion 
of that paper: “Social competence is subsumed 
under the goal of improved function; one 
question is whether it can be achieved without 
inner conflict resolution"(1). 

I shall be looking forward to the final 
report of the follow-up phase—the ultimate 
“payoff.” We certainly need to conserve mil- 
itary manpower and we need even more to 
increase our knowledge of the emotional dis- 
orders that so disrupt functioning in civilian 
as well as military settings. I hope Drs. Colman 
and Baker and their associates at Walter Reed 
wil continue their painstaking explorations 
in the use of milieu manipulations for thera- 
peutic purposes. 
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Reaching the ^Externalizers"—A Three-Phase Approach 


BY EDNA OBERMAN, M.S.S.W., MARGOT WOOD, M.S.W., 4 
AND ANNE CLIFTON, M.S.W. 


Patients who are initially preoccupied with 
external problems rather than internal con- 
flict are often considered unsuitable candi- 
dates for insight psychotherapy. Many eco- 
nomically deprived patients are so viewed 
for reasons of both psychopathology and 
cultural factors. In contrast, this paper sug- 
gests that such patients can in fact benefit 
from a flexible psychotherapeutic approach 
in which motivating and engaging the pa- 
tient in treatment, through work on his 
presenting external problem, is the first 
therapeutic step. Social casework can pro- 
vide a model for this approach, and two 
clinical illustrations are offered. 


I T I$ NOW commonplace to point out that 
the model of insight-oriented, recon- 
structive psychotherapy for self-aware, well- 
motivated individuals does not well suit 
patients with certain kinds of psychological 
disturbances—e.g., alcoholism, character dis- 
orders, and certain borderline characteris- 
tics. Such patients have ego defects which 
limit their awareness of internal problems, 
and they tend to externalize their problems 
in the form of situational or behavioral 
difficulties. Typically, their behavior "jnter- 
feres" with outpatient treatment, they do 
not keep appointments, and they are finally 
judged to be "not well motivated for psy- 
chotherapy.” 

The insight therapy model also does not 
seem to fit economically deprived patients, 
the subject of much current discussion. 
Such patients have been found to lack 
“psychological-mindedness” and understand- 
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ing of the psychotherapeutic process(2). 
They are said to have an externally oriented. 
cognitive style which is uncongenial to in- 
trospection (14, p. 116). Their cultural 
values do not coincide with a form of treat- 
ment which appears to reflect a middle-class 
style and set of values(6). Last, but not 
least, such patients are likely to have a 
multitude of real, unavoidable external 
problems. 

Whether the obstacles derive from the 
form of the psychopathology or from social 
factors (and indeed, the evidence indicates 
that the two often coincide) (9), the clinical 
issue remains the same: can insight-oriented, 
reconstructive psychotherapy be applied to 
the type of patient whose initial focus is 
upon external problems rather than on in- 
ternal dynamics? 

Unfortunately, as traditional psychody- 
namically oriented psychotherapy has man- 
ifested its inadequacies, it has increasingly: 
been rejected altogether for this type of 
patient, and other forms of treatment have 
been suggested—role playing, crisis inter- 
vention, supportive drug therapy, etc. These 
forms of treatment have their place, but! 
perhaps what is really needed is an enlarged, 
more flexible conception of psychotherapy. 

This paper will attempt to show that 
Psychotherapy need not necessarily begin 
at the point at which a self-aware patient 
is "ready" to look at himself. Instead, the = 
Process of motivating a patient for treatment, 
of helping a patient move from the external 
problems further into the internal ones, may 
itself be seen as the start of psychotherapy. ` 
Work on the presenting externalized prob- _ 
lem can provide the leverage to form à 
relationship and engage the patient in treat- 
ment. Furthermore, problem-solving is 4 
technique of ego-building which is thera 
peutic in itself. From this beginning, the 
therapist can then guide the patient through 
various phases and depths of therapy. if 


M UTERIS 


Amer. J. Psychiat. 125: 10, April 1969 


OBERMAN, WOOD, AND CLIFTON 


Social casework can provide a model for 
this approach, for often an externalized 
problem is brought to the attention of a 
social worker first. A major line of thought 
in modern social casework counsels “starting 
where the client is”: ie., helping him with 
his problem as he presents it, and then 
using this experience for appropriate thera- 
peutic purposes(12). The treatment there- 
after can range from depth psychotherapy 
on the one hand to help with the social 
environment on the other. 

Following are summaries on the cases of 
two patients who were treated by case- 
workers in the outpatient psychiatric clinic 
of a large urban-based medical center. Both 
patients were in continuous treatment with 
a single female worker (different in each 
case) over a period of several years. These 
cases will be used to illustrate a three-phase, 
flexible psychotherapeutic approach with pa- 
tients who at least initially are focused on 
external problems rather than internal con- 
flicts. The phases can be described asfollows: 
The first is acceptance of the concrete 
problem with which the patient cannot cope 
as the basis for the initial work. As the 
patient and therapist deal with the problem, 
the patient's own capacities are strengthened 
and, furthermore, the relationship between 
patient and therapist is solidified. Then, 
with the help of this relationship, the pa- 
tient goes on to a second phase of deeper 
personality exploration. Finally, the treat- 
ment moves toward the third phase, en- 
hancement of the sense of self, as the pa- 
tient begins to think about what he wants 
to make of his life. Needless to say, such a 
Progression does not in reality occur so 
neatly, and the phases often overlap. 


Case Examples 


Case 1. Mrs. L., a 28-year-old divorced 
mother of one child, was seen in weekly psy- 
chotherapy for two and one-half years. She was 
referred through medical channels when she 
reacted with severe depression and suicidal 
thoughts to the news that she had contracted 
venereal disease during her first extramarital 
affair. The patient’s underlying concern, how- 
€ver, was that her mother’s current boyfriend, 
Ted, had raped Mrs, L.'s seven-year-old daugh- 
ter, Jeannie, a few months previously. He had 
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been gone for a while but had recently returned 
and was again showing interest in Jeannie. 

Mrs. L. had been the strong member in a 
disorganized family characterized by poor im- 
pulse control. Her alcoholic father had deserted 
when she was age eight and thereafter her 
mother entertained a stream of male com- 
panions. Several times in childhood Mrs. L. 
was abandoned for months at the local Catholic 
orphanage—as she saw it, to leave her promis- 
cuous mother free to have a good time. At 17, 
Mrs. L. married an alcoholic who soon deserted 
her. 

At admission, Mrs. L. was an attractive, in- 
telligent woman who in spite of a welfare in- 
come managed her affairs extremely well. 
However, despite unusual charm, Mrs. L. 
tended to keep her peers at a distance. A strict 
Catholic, she relied upon compulsive and 
masochistic defenses: e.g., serving her mother 
and siblings, doing work beneath her abilities, 
and rigidly avoiding sexual encounters with 
men until her recent affair. 

Early in treatment, Mrs. L. filed rape 
charges against Ted but was in much conflict 
over whether to proceed with this action. She 
feared Ted would be "sent away for life" and 
in addition had to face strong opposition 
from her mother. The therapist and Mrs. L. 
worked back from the reality problem of the 
rape charge to progressively deeper levels of 
Mrs. L.'s feelings which were blocking current 
action. At length, Mrs. L. recalled two crucial 
events which she had pushed from memory: 
first, that she herself had been sexually se- 
duced at age seven by her father (Mrs. L. felt 
certain that her mother had known), and 
second, that her recent affair had begun as a 
flight from her horrified recognition that she 
was in love with an older married man. 

The therapist and Mrs. L. reviewed the feel- 
ings around this material and at the same time 
worked on reality testing around the rape 
charge. The therapist noted that in a court 
proceeding Mrs. L. would present the facts, 
but the judge would be responsible for decid- 
ing how best to protect Ted himself and society 
from Ted's impulses. Moreover, the therapist 
called into question Mrs. L.'s assertion that 
Jeannie had probably forgotten the incident 
and would be hurt by reminders of it. Mrs. 
L.’s feelings about the treatment relationship 
at this time were revealed in an incident in 
which she resisted an impulse to step before a 
speeding car and instead yelled at the driver 
for going too fast. She commented that a voice 
inside said that her therapist would be proud 
of her. 

After Ted's conviction, Mrs. L. began to 
realize that the cause of her depression lay 
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within herself. The focus of treatment moved 
from reality problems to Mrs. Ls chronic 
feelings of discomfort. The therapist became 
less active. Some limited dream interpretation 
of derivatives was used, and some fantasy 
and transference material came into play. Mrs. 
L. worked on her feelings of anger and 
deprivation in the mother-child relationship 
both in reference to her own daughter and in 
relation to her mother. She experienced night- 
mares, increased depression, and anxiety. 

The climax of this phase occurred when 
the therapist went on vacation. Upon her re- 
turn, Mrs. L. talked of termination, but the 
therapist helped her to face her denied feelings 
of anger at being left and to connect these 
with her childhood experience of repeated 
abandonment by her mother. Mrs. L. con- 
tinued in treatment and began to have im- 
proved relationships with her daughter as well 
as with female friends. 

In the final phase of treatment, Mrs. L. 
dealt primarily with academic achievement 
and sexual maturity. Her mother had forced 
her to leave school at 16, but Mrs. L. had re- 
turned at the insistence of a beloved female 
teacher. Nevertheless, thereafter she had taken 
only jobs far below her intellectual potential. 
When Mrs. L. began independently to con- 
sider ways of fulfilling her life-long ambition 
of teaching handicapped children, the thera- 
pist mentioned the names of several possible 
educational programs, which Mrs. L. pursued. 

Mrs. L.’s immediate acceptance into col- 
lege classes led to somatic symptoms and dif- 
ficulties in studying. An associated theme was 
Mrs. L.’s involvement in triangular relation- 
Ships, past and present. In dreams she re- 
covered the childhood fantasy that her mother 
had punished her by driving her father away. 
After a prolonged struggle with her wishes 
and a recognition of the oedipal components 
in her attachment to the older married man, 
Mrs. L. was finally able to relinquish him. Her 
academic work and her social relationships 
correspondingly improved. 


Case 2. Mrs. T., presently a 40-year-old 
mother of four children ranging between ages 
five and 18, has been seen in regular treat- 
ment for the past five years. She applied for 
treatment ostensibly to get help for her al- 
coholic husband, but in actuality her problem 
was one of marked anxiety over a new preg- 
nancy. She was afraid to be alone and held 
onto her three-and-a-half-year-old daughter as 
a constant companion. She had rarely been 
outside 9f her neighborhood and experienced 
Panic and thoughts of death when perform- 
ing errands àway from home. 
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Six years prior to this course of treatment, 
Mrs. T. had had a miscarriage after a bad 
fight with her physically abusive husband. She 
then separated from him for a time but be- 
came depressed, fearful, and obsessed by the 
thought, “kill the children.” Following a brief 
hospitalization at the state hospital, she was 
seen in weekly psychotherapy by a psychiatrist 
at an outpatient clinic for two years and made 
considerable improvement. She reunited with 
her husband because of her inability to tolerate — 
the loneliness and to resist his pleadings to re- 
turn. i 

Mrs. T. was the youngest of six children, ^ 
Both her parents died before she was age one, 
and she and one brother, Tommy, were raised 
by her benevolent paternal grandmother while 
the other siblings were placed in orphan 
homes. Eight paternal uncles lived in the 
house, and all died before Mrs. T. was 17. 
The grandmother died when Mrs. T. was 17, 
and in considerable fear and conflict, Mrs. T. 
was left alone with Tommy, with whom she 
had been having sexual relations. At age 18 
she married her husband in spite of knowledge 
that he was a heavy drinker. 

In spite of such a disturbed background, 
Mrs. T. had many strengths, including in- 
telligence and a capacity to charm people; 
She tended, however, to form intense depen- 
dent relationships marred by her extreme 
jealousies and rage. At times she was quite 
paranoid, although she always maintained a 
perspective on such feelings. 

The first phase of treatment with Mrs. T. 
focused on helping her cope with the crisis of 
the pregnancy, Mrs. T. at first acted helpless 
and passive. She had not yet sought an ob- 
stetrician, and she frequently called the thera- 
pist to get advice on minor decisions. The 
therapist threw her weight on the side of the - 
patient's autonomy and supported Mrs. T/s 
capacity to manage her affairs, including get- 
ting prenatal care, which she finally did. The — 
therapist also explored Mrs. T.’s fears about i 
the pregnancy, reviewing with her the previous 
miscarriage and the circumstances of her moth- 
er’s death “in a pool of blood,” presumably in 
childbirth. 

Mrs. T. profited from concrete, repetitive, 
verbally explicit reassurances and clarifica- - 
tions. She would often tell herself out loud, — 
“I am not my mother, this is a different preg- — 
nancy, things don't have to happen the way - 
they did before—my social worker (or else 
Dr. P., her former therapist) says so.” Mrs. T. — 
also received support from a nun at the local 
Catholic Social service center, who acted as a 
Strict, no-nonsense mother; the nun directed. 
Mrs. T. in the details of homemaking and 
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motherhood and in fact for a long time han- 
dled Mrs. T.’s money for her. 

After the birth of the baby, Mrs. T. re- 
quested that treatment continue with the 
focus on her own maturity. She began to talk 
about her depreciated self-image and its con- 
nection with the relationship with her brother 
Tommy and the death of her grandmother. 
She also began to go out dancing with her 
girlfriends and to care more about her ap- 
pearance. Through struggling to accept her 
sexual feelings and to understand the basis of 
her incestuous relationship with Tommy, Mrs. 
T. came to the issues of loss, loneliness, and 
rage in a dependent relationship. 

With fear and horror she saw how furious 
she was at her children and how she uncon- 
sciously wished to harm them. During this 
time her symptoms worsened, and she com- 
plained of physical pains, nightmares, anxiety, 
feelings of depersonalization, and paranoid 
thoughts. The therapist offered steady support, 
both in person and by phone, and tried to con- 
nect the symptoms with the feelings of long- 
ing for a mother and anger at not getting 
more than she had. The nun’s continuing week- 
ly visits to Mrs. T. offered a foundation which 
steadied the intense psychotherapeutic work 
during this phase. 

By the end of the second year of treatment, 
the patient began taking further steps to im- 
prove her life situation, including getting den- 
tal care, fixing up her house, shopping alone, 
and further improving her appearance. The 
therapist, as usual when Mrs. T. attempted new 
efforts, offered reassurance and reality-test- 
ing and also much praise for success. Mrs. T. 
told of being sustained many times by telling 
herself, "[the social worker] says the reality 
is never as bad as the fantasy." 

The therapy began to touch upon the way 
in which Mrs. T. provoked and maintained 
the fighting with her husband. She came to 
acknowledge the gratification she got from 
her husband's abusiveness and drinking, and 
this enabled her to effect some psychological 
Separation from him. Further evidence recently 
of Mrs. T.’s lessened dependency has been her 
Capacity to permit her youngest child to enter 
nursery school and to consider getting part- 
time work for herself. She has also begun to 
rebel against the nun's direction and to re- 
assume control of most household matters. 


The treatment process in the two cases is 
Surprisingly similar, in spite of wide diver- 
Bences in the capacities of the two patients. 
Mrs. T. is a borderline personality whose 
basic preoccupations are the threats of 
abandonment, loss, death, or mutual destruc- 
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tion as the result of closeness to a loved 
person. She has sexual problems and neurot- 
ic symptoms, but these are secondary to the 
issue of the emptiness inside when she feels 
alone. The treatment for her has rested on 
the worker's being a real person, a benevo- 
lent (but not indulgent) mother who pro- 
vided behavioral, feeling, and thought mod- 
els which the patient gradually made her 
own. 

Mrs. L., on the other hand, is a person 
who is able to use her compulsive defenses 
to adapt. She had a real mother, but one 
who did not give enough and who failed to 
provide controls for sexual impulses. With 
Mrs. L., a key therapeutic issue was—could 
she afford to be different from her mother 
and risk her mother's rejection, in order to 
exceed her mother, in order to be herself? 


The Treatment Approach 


We will now explore each case in relation 
to the three phases mentioned above: 1) 
resolution of the presenting problem; 2) 
deeper personality exploration; and 3) en- 
hancement of the patient's sense of self. 


1. Resolution of the Presenting Problem 


One may begin by considering the nature 
of a "problem" and why it provokes a 
patient to seek treatment. Both of our pa- 
tients came in under the press of a crisis 
in their lives. Mrs. T. was anxious about 
getting through her pregnancy; Mrs. L. was 
in conflict about bringing charges against 
her mother's boyfriend for the rape. Neither 
patient, it may be noted, had ever sought 
help in better times out of a feeling of dis- 
satisfaction with the way their lives were 
going in general, as do many patients who 
apply to a psychiatrist for help. Instead, 
they were forced in by a crisis: ie., an in- 
ability to cope with a stress because of the 
intersection of external and internal de- 
mands. That is, the external events evoked 
and crystallized an internal psychological 
problem, and it was this psychosocial phe- 
nomenon which forced these patients to 
seek help. 

Mrs. L.: Why was Mrs. L. unable to 
make a decision as to what to do about her 
mother's boyfriend? Without analyzing them, 
let us merely note that sexual impulses, both 
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conscious and unconscious, had erupted in- 
to Mrs. L.’s life. She sought help, however, 
when two precipitating events occurred: the 
V.D. was discovered, and Ted reappeared 
on the scene, which confronted Mrs. L. 
with the need to do something about him. 

These events focused Mrs. L.’s anxiety 
about punishments that ensue for sexual 
wishes. Ought sexual wishes to be controlled 
and punished? (Her mother offered no ex- 
ample.) If so, won’t the punishment be 
terrible and overwhelming—she feared Ted 
would be “sent away for life"—(and couldn't 
the same happen to her)? 

Beneath this was her conflict about iden- 
tifying with her mother. To be like her 
mother meant to be a bad mother who did 
not control her own sexual impulses and 
did not offer her daughter protection from 
the impulses of others. But to be not like 
mother meant to lose her mother. 

Mrs. T.: Mrs. T. was distressed because 
her pregnancy had evoked her most primi- 
tive fears about destroying or being de- 
stroyed. She had so little mothering herself, 
she felt, how could she be a mother to yet 
another child) She was angry with her 
children and had thoughts of Killing them. 
Maybe her fetus would kill her. Angry 
feelings, her experience told her, lead to 
violence, abandonment, or death, and so 
she was afraid. 

In both cases, then, the worker started 
treatment by helping the patient resolve the 
presenting problem, looking at both the ex- 
ternal and the internal components. 

Even simple problem-solving in everyday 
life involves such important activities as 
controlling behavior and communicating 
with words, identifying and expressing feel- 
ings, clarifying the problem, analyzing al- 
ternatives and their consequences, and mak- 
ing choices. The therapist demonstrates 
these to the patient and Supports and en- 
courages the patients own efforts in this 
direction. 

In the case of Mrs. L., her problem- 
solving capacities were handicapped by in- 
flexible defenses which had to be loosened. 
need te fe mrena d A compulsive 
NUR eh. ependent and responsible 

. Ihe worker showed the patient 
that she did not have to feel she had the 
sole responsibility for what happened to 
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her mother’s boyfriend—the judge would 
decide. 

Mrs. L. furthermore tended to avoid or 
repress anxiety-producing material. The 
worker helped her to bring the relevant 
material from her own past life back to 
consciousness. More strikingly, the worker 
reminded Mrs. L. of the reality of the 
daughter's situation: the daughter will not 
forget the rape, and so Mrs. L. cannot 
rationalize her wish to avoid action. In work- 
ing out a better solution for Jeannie than 
her mother worked out for her in the same 
Situation, Mrs. L. had an opportunity to 
live out her own problems in derivative 
form and thus to try out a new ending 
which would leave her feeling less helpless. 

In the case of Mrs. T., she too had to see 
what she inappropriately brought from the 
past into the present situation: i.e., mem- 
ories of her miscarriage and her mother's 
death. However, the major work with her 
throughout the whole of treatment has been 
to support her capacities to do, and this the 
worker has done by "throwing her weight on 
the side of the patient's autonomy." 

With both Mrs. T. and Mrs. L. we ob- 
served, in the course of this problem-solving 
activity, their introjection of the therapist. 
In the car incident the voice inside Mrs. L. 
told her that her therapist would be proud 
of her, presumably for her open expression 
of anger at the driver—for her act of con- 
frontation rather than helpless withdrawal. 
In her mind the therapist was a real person 
who conveyed approval for the appropriate 
management of feelings. 

For Mrs. T., who is more primitive, her 
therapist has been not merely an object of 
whom she has a mental representation. Her 
workers words and perceptions have be- 
come part of her. For a while, patient and 
therapist seemed literally to be sharing an 
ego, included in which were also the nun 
and the previous therapist, Dr. P. 

In actively helping the patient resolve 
Pressing life problems, the caseworker is 
engaged with the earliest developmental 
Phenomena of trust, dependency, introjec- 
tion, primary identification, and the forma- 
tion of relationships. Problem-solving in 
casework establishes a model interpersonal 
relationship through the same means that 
such a relationship is originally established 
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in infancy: the stronger person, with con- 
sistency and interest, helps the weaker per- 
son meet his needs. 

This has two effects. First, the relation- 
ship begins to count and can be used as an 
instrument for new therapeutic purposes. 
Secondly, the patient’s self-esteem is sup- 
ported. Here the message to the patient is: 
“Because you can evoke help—and because 
at the same time you can do a lot for 
yourself, after all—you are a worthy per- 
son.” The patient recovers a sense of self 
as an active problem-solver apart from 
problem. Also, he recovers a sense of the 
meaningfulness of trying to solve problems 
—because it matters to someone else and 
because evidence is given that problems 
can be solved or changed. 


2. Deeper Personality Exploration 


It may not be necessary or desirable to 
go beyond the first phase of treatment as 
just described. However, should the patient 
have the will and the ability to go further 
in treatment, the establishment of a secure 
treatment relationship can provide a bridge 
toward work in greater depth. 

Mrs. L.: Mrs. L. illustrates movement 
through various levels of self-exploration 
with the help of the relationship. Initially, 
as we have seen, she came to accept the 
therapist as an ally in her efforts toward 
better coping, and introjection occurred. 
Next, in the face of a dependent transfer- 
ence, Mrs. L. struggled with being left by 
the therapist and then stayed in treatment 
in spite of her anger. 

Gradually the patient accepted the ther- 
apist as an influential person in her life 
Who would not use her power to punish, 
abandon, or hold the patient back from 
achieving. The patient was no longer swayed 
by the imagined punishing mother but rath- 
er by an image like that of the “beloved 
female teacher" who helped the patient stay 
in school in adolescence. Mrs. L.’s final 
identification with the therapist was dem- 
Onstrated by her implementation of her own 
independent interests in a service profession. 

Mrs. T.: In the second phase of her 
treatment, Mrs. T. looked at her guilt over 
her sexual feelings, her anger at her children, 
and, most basic of all, her anger and sense 
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of deprivation over unsatisfied wishes to be 
taken care of. 

Both patients, in fact, went through a 
period of working over their longings for 
better mothering. Both patients had physical 
and psychological symptoms during this 
period. This was handled differently in the 
two cases. Mrs. L. responded to interpreta- 
tion and the use of fantasy and dream 
material. Mrs. T., on the other hand, re- 
quired structure, and the therapist needed 
repeatedly to reassure Mrs. T. and to repre- 
sent reality to her. The nun's continuing 
role as an anchor in reality provided crucial 
support while the therapist herself took the 
treatment in new directions. 


3. Enhancement of the Sense of Self 


The sense of self— what Erik Erikson 
has termed "ego identity"—here may be 
roughly defined as knowledge of the con- 
stancies within oneself and selection of life 
pursuits consistent with this knowledge. Thus 
the psychosocial problems which are dealt 
with in casework need not be only the 
problems which reality thrusts on the in- 
dividual; they may also be the problems 
which the individual takes on because his 
developing identity demands it. To quote 
Erikson: “Once [the individual] knows his 
cure and his goal, he must become well 
enough to make the ‘environment’ adapt 
to him"(4, p. 100). The work of strength- 
ening the sense of self is not just a gilding 
of the therapeutic lily; it is a necessary 
reinforcement of the previous treatment 
efforts. As Erikson notes, the sense of self 
includes expectations and anticipations of 
one's future, which keep the person pur- 
poseful and ready to push forward. When 
there is a failure in ego identity this forward 
momentum is lost, growth is arrested, and 
regression and pathology of some kind can 
Occur. 

How is the sense of self strengthened in 
treatment? First of all, the patient has to be 
able to conceive of what he might be. 
Motivation for change after all comes from 
one's awareness of a discrepancy between 
how things might be and how they are. 
An act of imagination is required, with real 
choices of action envisaged. The caseworker 
may actively stimulate this. Such stimulation 
may be particularly important in work with 
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economically and culturally deprived pa- 
tients who may not know, or may not have 
the courage to imagine, what social outlets 
for self-fulfillment might be theirs to grasp. 

In the case of Mrs. L., the worker took 
the initiative in suggesting an educational 
program to her, one which was far beyond 
her expectations for herself at that time. 
The worker indicated an attitude of con- 
fidence that Mrs. L. would want to make 
something of her life beyond mere adjust- 
ment. 

It should be noted that the worker’s 
initiative was carefully managed. Its timing 
depended upon the patient’s readiness, and 
it was followed up with continuing interest 
and support, as well as a working through 
of the related psychological conflicts which 
emerged. 


Discussion 


There is a wealth of literature on work 
with patients who manifest behavioral and 
social disorders, much of which reiterates 
the theme that such patients must initially 
be approached through tangible, flexible 
help around their life problems: for example, 
the writings of Chafetz on alcoholics(3), 
Kaufman on ego-defective adults(7), Gross- 
bard on delinquents(5), and Kaufman and 
Reiner on character disorders(8). In addi- 
tion, both Grossbard and Kaufman and 
Reiner outline a multiphase treatment pro- 
cess in which the patient is led through 
various maturational steps and levels of 
relationship with the therapist. 

In turning now to the literature on the 
psychiatric treatment of the poor, we most 
definitely do not wish to imply that psy- 
chosocial disorders, ego defectiveness, and 
poverty neatly coincide. Nonetheless, there 
is evidence to suggest that these factors 
coalesce often enough to justify considering 
them together in this discussion. 

Perhaps a rather typical attempt to con- 
ceptualize the problem of providing psy- 

. chiatric services for the economically de- 
prived patient is illustrated by Yamamoto 
and Goin(15), who comment: “Many 
changes are necessary in order to offer ther- 
apy congruent with [poor patients’] values. 
First,. the concept of intensive, individual 
psychotherapy should be largely abandoned. 

. Most poor patients are not seeking such 
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treatment; rather, they want immediate 
‘symptomatic’ relief.” The writers therefore 
advocate such measures as group intake, 
minimal supportive drug therapy, and short- 
term individual therapy with the limited 
goal of helping the patient resume his usual 
modes of coping. 

In contrast, Riessman, Cohen, and 
Pearl(14, p. 229) urge that psychotherapy 
as a treatment method for the poor should 
not be ruled out too hastily. They feel 
that undue emphasis has been placed on 
those characteristics of lower-income pa- 
tients that are uncongenial to psychotherapy, 
while potential assets for psychotherapy 
have been overlooked—for example, the 
low-income individual’s tendency not to 
isolate or intellectualize. McMahon makes 
a similar point(10). 

Bernard(1) concurs by stressing that the 
mental health practitioner must maintain 
an open mind about the treatment potential 
in each individual case. She notes that to 
ignore the intrapsychic problems of the poor, 
and to fail to offer intensive psychothera- 
peutic help to those of the poor who might 
be able to use it, is to “inflict one more 
form of subtle discrimination upon them.” 

She suggests, however, modifications in 
the treatment method which closely resem- 
ble our own suggestions. The therapist must 
give up his attitude of “benevolent neutral- 
ity” and be willing to change not his thera- 
peutic goal but rather his style so that he 
becomes more active and flexible, particular- 
ly in the initial stage of treatment. 

Writers in the field of social work also 
have given thought to the issue of the 
client’s motivation for treatment and how 
the worker might enable the client to en- 
large his conception of “getting help.” For 
example, Perlman believes that preparing 
the client for taking help is a fundamental 
part of the initial phase of treatment. This 
might involve work on the treatment con- 
tract(13), or it might involve giving a dem- 
onstration of casework help through an 
attack on the presenting problem(12). In 
both instances the caseworker is actively 
engaged as an enabler. Thereafter, goals 
must be flexible, *a series of small way- 
Stations” or “subgoals” subject to reapprais- 


al and renegotiation at each point(12, P- 
203). 
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Oxley(11) also insists that the case- 
worker cannot passively wait for the client 
to become "motivated." Rather, it is part 
of the workers professional responsibility 
to stimulate motivation for change—by giv- 
ing a positive response to new behavior in 
order to reinforce it and by setting ex- 
pectations of what the client can do higher 
than those the client has for himself. 


Summary 


Although much evidence suggests that pa- 
tients who present with problems in the 
world rather than in themselves—whether 
by reasons of culture, psychopathology, or 
reality conditions—are not good candidates 
for intensive insight psychotherapy, it may 
be overly pessimistic to reject psychotherapy 
for such patients altogether. The problem 
need not be reduced to either/or alternatives. 
Rather, there is room for a flexible psy- 
chotherapy in which motivating and en- 
gaging the patient in treatment are seen 
as the first therapeutic step. Enabling the 
patient to enter into a meaningful human 
relationship is psychotherapeutic work of 
the first order, involving such complexities 
as the establishment of trust and the forma- 
tion of primary identifications. Work on 
the patient’s presenting problem as he sees 
it can provide the wedge into other dimen- 
sions of psychotherapy thereafter, if desir- 
able. 

We have described a three-phase 
treatment approach for such patients, which 
includes resolution of the presenting prob- 
lem, deeper personality exploration, and 
enhancement of the sense of self. Dynamic 
Casework provides a model for this ap- 
proach, and we have used illustrations from 
the cases of two patients treated by case- 
Workers. 

Offering psychotherapy to as many as 
possible rather than to just the few need 
not be unduly extravagant of staff time in 
a clinic. Perhaps it is not psychotherapy 
itself which is so inordinately time-consum- 
ing, but instead, therapy which is poorly 
Conceived, unspecific to the patient's prob- 
lem, and unnecessarily prolonged. Further- 
More, in the long run the social, 
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psychological, and medical costs of not 
treating people adequately may far over- 
balance any short-run gains in efficiency. 
As in every other endeavor, efficiency in 
psychiatric treatment may in the last analy- 
sis lie in doing the best possible job the 
first time around. 
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Transsexualism—Problems in Treatment 


BY LT. HOWARD J. BAKER, MC, USN 


Problems in the treatment of transsexual- 
ism, a unique disorder of psychosexual 
orientation, stem in part from physicians" 
difficulty in differentiating between it and 
other psychosexual disorders with similar 
features and from the physicians unsym- 
pathetic attitudes. The author cites studies 
indicating that traditional psychotherapies 
have been unsuccessful in altering gender 
identity once it is established and points 
out the general success of the sex-conversion 
operation. 


A bend, IS A condition charac- 
terized by the feeling that one belongs 
to the sex opposite that to which he or she 
has been assigned. Individuals so afflicted 
often go to great lengths in order to become 
more like the sex they psychologically feel 
they belong to. This quest has been re- 
garded by some as a counterphobic defensive 
pattern against castration anxiety. Tradition- 
al psychotherapies have been totally un- 
successful in their attempt to resolve the 
conflicts that supposedly underlie the symp- 
tom in adults. Moreover, in the past several 
years there has been an accumulation of 
data that raise considerable doubt that the 
condition is indeed a counterphobic defense 
in patients whom I would define as being 
transsexuals(28). Current research impetus 
in this field occurred following the report 
by Hamburger and associates of surgical 
and hormonal sex reassignment of a male 
transsexual(12). 


This latter form of treatment has and is 
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being decried by learned members of the 
psychiatric community. They raise certain 
ethical, moral, legal, and theoretical ob- 
jections that cannot be regarded lightly. The 
purpose of this paper will be to discuss 
transsexualism, with particular emphasis on 
problems in treatment, based on information 
from the literature, the experience of the 
UCLA Gender Identity Research Clinic, 
and my personal beliefs. These beliefs are 
derived from my participation in the pro- 
ceedings of the clinic during the last three 
years as well as from my association with 
Dr. Robert J. Stoller.t I will deal almost 
exclusively with male transsexuals because 
of limited experience with female transsex- 
uals. However, certain principles may be 
applicable to both. Unless it is stated other- 
wise, I will use the term "transsexual" in 
reference to men only. 


Problems in Treatment 


Differential Diagnosis and the Nature of 
Transsexualism. 


It may seem peculiar to many people to 
find “diagnosis” as the initial category for 
discussion under problems in treatment. 
However, the inability to establish the correct 
diagnosis in transsexualism, as in numerous 
Other disorders, precludes any possibility 
for adequate treatment. The most common 
diagnosis one encounters in such cases i$ 
transvestism. This is truly unfortunate be- 
cause the theoretical foundation upon which 
the treatment plan is based is thus most 
often in error. 

Transsexualism, as noted earlier, is 4 
condition characterized by the feeling that 


1Dr. Stoller deserves considerable credit for 
having greatly clarified the confusion surrounding 
the disorders of male Psychosexual orientation. 
I am most indebted to him as the source of mucl 
ar the theoretical information contained in this 
per, 
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one belongs to the sex opposite that to 
which he or she has been assigned. This 
cardinal feature underlies this unique clinical 
entity and ultimately forms the basis by 
which to differentiate this disorder from 
other conditions. There are three conditions 
with which transsexualism shares certain 
features and from which differentiation is 
required: effeminate homosexuality, trans- 
vestism, and biological intersex. These en- 
tities encompass the entire spectrum of dis- 
orders of male psychosexual orientation if 
they are viewed along a continuum. Excellent 
historical reviews by Lukianowicz and by 
Pauly have provided us with an overview 
of the evolution of the many terms that 
have been used to designate these disorders 
(14, 22). These synonyms are purposely 
omitted from this paper in order to avoid 
adding unnecessary confusion. 

The three conditions in the differential 
diagnosis may be considered from the point 
of view of the features they may share in 
common with transsexualism: cross-dressing, 
feminine appearance or behavior, sexual re- 
lations with members of the same anatomic 
sex, and a desire for sex-transformative 
surgery. 

The effeminate homosexual differs from 
the transsexual in several ways. Although 
he may cross-dress, he does this in order to 
enhance his sexual pleasure. He does not 
cross-dress as the transsexual does in order 
to feel more “natural.” Even when cross- 
dressed, he feels himself to be a male. His 
feminine behavior demonstrates mimicry and 
hostility and lacks the naturalness of the 
transsexual(6). He considers his sexual in- 
terests to be homosexual because he con- 
siders himself to be a male. He enjoys his 
penis and derives pleasure from the interest 
other homosexuals may show toward it. 
Pauly has suggested the term “pseudotrans- 
sexual” to designate the small percentage 
of men who request sex-transformative sur- 
gery in order to justify their homosexual- 
ity(22). 

According to Stoller, transvestism is a 
condition that is found only in males and is 
characterized by a compelling desire to wear 
female clothing because it is sexually ex- 
citing(28). A person's history of a single 
episode of cross-dressing in association with 
Sexual arousal is regarded as sufficient to 
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exclude the diagnosis of transsexualism at 
the UCLA Gender Identity Research Clinic. 
Fetishism implies castration anxiety, and 
the evidence for this in the literature as well 
as in patients I have seen is irrefutable. 
Transsexuals never become sexually excited 
as a result of cross-dressing. Benjamin has 
emphasized this difference between the two 
disorders(3), and Stoller has postulated 
theoretical explanations for it(28). 

Transvestites may or may not have sexual 
relations with members of the same anatomic 
sex. When they do so, these relations are 
usually characterized for them much as I 
have characterized them for the homosexual. 
Transvestites are most often quite mascu- 
line in their behavior, appearance, and 
orientation. Although they comprise a rather 
large percentage of those seeking sex-con- 
version surgery, these individuals actually 
represent a relatively small percentage of 
the transvestite population in general. 

The biological intersex has been described 
previously and in detail(1, 2). The disorder 
includes such conditions as Klinefelter’s 
syndrome, Sertoli-Cell-Only syndrome, and 
congenital hypopituitarism. Suffice it to say 
here that the biological intersex may present 
a clinical picture almost indistinguishable 
from the other entities. These persons have 
a demonstrable biological abnormality that 
overrides the usual environmental causes of 
gender identity. Although there is no valid 
estimate of the frequency of these people 
within the general population, it is likely that 
they occur at a much lower frequency than 
transsexuals, who are admittedly uncommon. 

Transsexualism is related to but distinct 
from the entities described. It is unique 
unto itself. The inability to make this differ- 
entiation has resulted in such misconceptions 
as "a transvestite may become acutely dis- 
turbed (usually under the impact of some 
'sensational' literature), turns, as it were, 
malignant, and degenerates into a full blown 
picture of transsexualism with its gloomy 
prognosis"(14). Staphylococcal pulmonary 
abscesses share features in common with 
tubercular abscesses, but they differ in 
etiology, quality, and treatment, and, more- 
over, neither results from the progression 
of the other. The same may be said for the 


relationship of transvestism to transsexual- 
ism. 
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There is now good evidence that trans- 
sexualism has a unique etiology as a clinical 
entity. Stoller has elaborated on several 
factors in the history that are most often 
obtainable from male transsexuals but never 
from transvestites(25, 27, 28). These in- 
clude excessive contact with and gratifica- 
tion by the mother, a peculiar bisexuality 
on the part of the mother, no divorces by 
the parents of these persons in spite of 
astonishingly empty marriages, a dynamical- 
ly absent father, and unusual permissiveness. 

Thus transsexuals differ from the other 
groups by their unique history, the nature 
of their femininity, the fact that they cross- 
dress strictly for nonerotic reasons, and be- 
cause they may have sexual relations with 
members of the same anatomic sex but do 
so because they feel themselves to be women, 
preferring “straight” nonhomosexual men 
and abhoring any interest that their partners 
might show in their genitals. Last but fore- 
most, they feel that they belong to the 
female sex. In light of the foregoing it is 
clear that to define as transsexual anyone 
who desires sex-transformation surgery is 
no longer justified. Such a classification lacks 
specificity and lumps together several dis- 
orders. 

Generally, then, with the foregoing prin- 
ciples in mind, establishing the proper 
diagnosis becomes less difficult. The only 
patient who may present a problem is the 
transvestite who may request sex-transfor- 
mative surgery and who may appear very 
feminine and state that he feels he is a 
woman. Typical of these is the subject re- 
ported by Greenberg and associates(8). 
Pauly’s series is also of interest(22). Of 
the 100 transsexuals he studied, 43 had 
been married, and 24 of these had had 
children. While marriage does not exclude 
the possibility of transsexualism, it does 
greatly reduce the likelihood of such a diag- 
nosis, Furthermore, transsexuals regard sex- 
ual relations with women as being homo- 
sexual, and most report that the idea is 
highly repulsive to them, Certainly the fact 
that 24 percent of Pauly’s subjects had had 
ee rely Suggests that many, if not 

» OL these persons 
ludi Persons were probably not 

Several factors should be Considered in 
Order to differentiate the transvestite who 
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resembles the transsexual from the trans- 
sexual. Among these are: 1) a history de- 
void of those elements elaborated upon by 
Stoller, which probably are etiological in 
the disorder; 2) the relatively late (early 
teens or later) development of the feeling 
that the individual belongs to the female 
sex; 3) fetishistic cross-dressing at any time; 
4) sexual relations with a member of the 
same anatomic sex in which the patient 
fantasies himself to be a male, derives plea- 
sure from the attention his partner displays 
toward his genitals, or takes the active (not 
aggressive) role; 5) history of normal 
heterosexual relations; 6) the tendency to 
occupy the male role, including profession, 
by choice (as opposed to doing so out of 
fear of the consequence of being discovered); 
and 7) the inability to pass as a female. 
Of these, the history of fetishistic cross- 
dressing should be considered as being 
pathognomonic of transvestism, while the 
others are only strongly suggestive and must 
be weighed carefully. 


Physicians’ Attitudes 


Strangely, at this time the physician's 
attitude is presenting a more profound im- 
pediment to the effective treatment of the 
transsexual than is the lack of applicability 
of any particular modality. In reviewing the 
letters from 465 men and women who de- 
sired a change of sex, Hamburger in 1953 
stated: 


these many personal letters from almost 500 
deeply unhappy persons leave an overwhelm- 
ing impression. One tragic existence is unfolded 
after another; they cry for help and under- 
standing. It is depressing to realize how little 
can be done to come to their aid. One feels 
it a duty to appeal to the medical profession 
and to the responsible legislature: do your 
utmost to ease the existence of these fellow- 
men who are deprived of the possibilities of 
a harmonious and happy life—through no 
fault of their own(11). ‘ 


How have we in the medical profession 
responded to Hamburger’s legitimate plea? 
Empathically, with compassion and under- 
standing? Hardly. Instead, we have driven 
these individuals into the hands of unscrupu- 
lous men because we hate them and have 


treated them accordingly, with contempt and 
disdain. 
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Transsexuals’ claims of having felt as if 
they were girls for as long as they could 
remember, of having played only with girls 
and girls’ toys, and of having lived in the 
girl’s role—claims that have been verified 
in work with children(26)—have been 
labeled as, or implied strongly to be, dis- 
honest(14, 29). Of the transsexual’s desire 
to physically become a female, one writer 
states, “The incessant progress of these 
emotionally overvalued ideas resembles the 
relentless development of delusions in para- 
noia”(14). He goes on: “They molest 
their doctors (often using threats of sui- 
cide), demanding to have a conversion 
operation.” Do those afflicted with cataracts 
who hope to see again molest their doctors? 

Northrup describes transsexualism as a 
“quasidelusional defense” against psychosis, 
“a patient's delusion"(20). For those who 
accept the transsexual as being just that, 
he states that “this may therefore be con- 
sidered a small-group example of the pro- 
jection of psychotic trends into the group.” 
Others, implying that transsexuals must in- 
deed be psychotic, have reported that 
“although the subjects of this research are 
not clinically psychotic in any ordinary sense 
of the word, and we have yet to encounter 
any who have had psychiatric hospitaliza- 
tion, they are going around literally beseech- 
ing anyone to completely destroy their sexual 
organs” (29). 

We also find in the literature such terms 
and phrases as “psychotic delusional con- 
viction,” “psychopath,” “delusional quest,” 
“masters of the art of self-deception and of 
deceiving others,” “psychopathic personali- 
ty,” “paranoid,” “neurotic,” “schizophrenic,” 
. “borderline psychotics,” “intricate suicidal 
dynamics,” and “so-called transsexuals,” all 
of which amounts to little more than psy- 
chiatric name-calling and contributes little 
to our understanding of the disorders. 

However, it is interesting that it is not 
only the transsexual who is the object of 
this ire. Meerloo, in referring to what he 
deems to be the “so-called Gender Identity 
Clinic,” where “the project of sex-reassign- 
ment has been launched with all the para- 
phernalia and fanfare of ‘scientism’,” states, 
“indeed, it seems that foundation money 
is preferably granted to mechanical thinking 
rather than in praise of common sense"(17). 
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Ostow, Gutheil, Lukianowicz, and Stafford- 
Clark also chastise physicians who seek to 
ease the agony of transsexuals by granting 
their request(10, 14, 21, 24). 

Two reports by Green and co-workers 
dealing with questionnaires submitted to 
psychiatrists, gynecologists, urologists, gen- 
eral practitioners, and certain deviant groups 
and a third report by Green dealing with 
those groups are of interest(5, 6, 7). While 
they caution against the pitfalls of such 
surveys, the authors nevertheless point to 
some startling findings. They give the case 
of a 30-year-old transsexual who was treated 
for two years by a psychiatrist who felt that 
the patient was nonpsychotic and who con- 
curred in his decision to undergo a conver- 
sion operation. 

Of those responding to the questionnaires, 
55 percent of the psychiatrists, 63 percent 
of the surgeons, 41 percent of the general 
practitioners, and 20 percent of the deviant 
groups would oppose the operation. 

The further stipulation that without the 
operation the patient would probably com- 
mit suicide barely affected the percentages; 
54 percent of the psychiatrists still opposed 
such an act. Thus they would rather see 
the patient dead than grant his request. 
Interestingly, they responded in this fashion 
in spite of the fact that 25 percent of the 
physicians thought such a procedure would 
improve the patient's mental health and an 
additional 50 percent felt that it was as 
likely to help as to harm. Only 25 percent 
thought it would definitely be harmful, yet 
a majority of physicians would refuse to 
grant such a request. I concur with the 
authors’ conclusion that “one could surmise 
from this disparity that there are many 
factors other than potential harm to the 
patient which enter into the reluctance to 
endorse sex reassignment” (7). 

Imagine further the case of an amenor- 
rheic, adult, childless woman. Does it sur- 
prise you to learn that 47 percent of the 
general practitioners, 36 percent of the sur- 
geons, and 25 percent of the psychiatrists 
held that such a patient should be reassigned 
if it were found that her chromosomal sex 
were male?(7). This opinion was expressed 
in spite of the fact that it had been stipulated 
that this patient had been assigned to the 
female sex at birth, reared accordingly, and 
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was psychologically in tune with that sex. 
Such cases do exist and belong to a syn- 
drome called testicular feminization. Money 
and the Hampsons have clearly shown that 
usually such reassignments are disastrous(18, 
19). 

My experience leads me to believe that 
the literature is actually quite constrained 
in its expression of disdain for these persons. 
Visits to medical, surgical, or psychiatric 
wards on which these individuals have been 
evaluated and treated have demonstrated 
clearly to me how physicians and nurses 
alike hold them up to ridicule. Is one para- 
noid in a delusional sense when he is in 
fact treated with ridicule, contempt, disdain, 
and sometimes overt hatred by those from 
whom he seeks assistance, as well as being 
harassed by society in general? 


Psychotherapy 


In the introduction I stated that tradition- 
al psychotherapies have been totally un- 
successful in the treatment of adult trans- 
sexualism. I have been unable to find a 
single report that documents the successful 
psychological treatment of an adult or ado- 
lescent transsexual, if *successful treatment" 
means getting such an individual—male or 
female—to change his orientation to one 
consistent with his anatomic sex. Psycho- 
therapy in relation to the identity disturbance 
can be of tremendous importance if directed 
toward helping such persons deal with their 
feelings related to alienation, rejection, and 
all the other emotional disorders that they, 
like all other humans, are subject to. 

Childhood transsexualism, on the other 
hand, seems to be responsive to psycho- 
therapy directed at Bender reorientation if 
treatment is begun early(26). Greenson has 
reported on the successful Outcome of one 
patient whose treatment began at age five( 9). 
I also have been treating a child, now seven, 
who began with another therapist at the 
age of five and who seems to be making 
considerable Progress in the direction of 
his anatomic (male) sex, I hope to present 
this case in detail elsewhere. Attempts at 
gender reorientation With a 14-year-old male 
transsexual were disastrous and totally un- 
Successful. Other children and adolescents 
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are currently undergoing treatment at the 
UCLA Gender Identity Research Clinic. 


Behavioral Therapy 


I have been unable to find a documented 
case that describes the successful treatment 
of this condition by behavioral techniques. 
In fact, it seems that although such modal- 
ities have been employed with success in 
the treatment of fetishism and transvestism, 
the more transsexual-like the transvestite, 
ie. the more he begins to fantasy himself 
a woman and the less fetishistic he is, the 
poorer the prognosis for successful response 
to faradic aversion( 15, 16). 


Psychopharmacology 


Psychopharmacology is mentioned for the 
sake of completeness. Drugs employed with 
the intent of achieving gender reorientation 
are of no use. Hormonal therapy of use 
in a therapeutic trial of reversible castration 
and in conjunction with the conversion op- 
eration has been adequately described by 
Benjamin(3). The early adolescent on the 
brink of puberty presents a special problem. 
Virilization of .the male transsexual and 
feminization of the female transsexual re- 
sult in compounding their already profound 
emotional turmoil. There should be careful 
evaluation of the potential for reorientation, 
and in those for whom this appears un- 
likely—this will include the vast majority, 
if not all, of such patients—institution of 
the appropriate hormones consistent with 
the psychological sex is indicated. Marked 
psychological improvement resulted from 
the adaptation of this approach in a teen- 
ager who deteriorated following an attempt 
at reorientation. 


The Sex-Conversion Operation 


If gender reorientation, as has been shown 
for adolescents and adults, is not possible 
by any presently available treatment modal- 
ity, what should be done? The position of 
Stafford-Clark is representative of those who 
Oppose surgery. He states: "It is my per- 
sonal belief that there can be no greater 
tragedy and no greater mistake than to 
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embark upon a series of mutilizations or 
interferences with the shape of a person’s 
body or the balance of their glands in a 
misguided attempt to make them into a 
travesty of something they can never be, 
however much they desire it"(24). Upon 
what objective basis are such objections 
founded? 

The studies by Benjamin, Hertz and as- 
sociates, and Pauly clearly indicate that 
fears of catastrophic outcomes of sex-con- 
version surgery are unwarranted(3, 13, 22). 
Operated patients tend to do very well in 
spite of the fact that a significant percentage 
of them are probably transvestites, in whom 
the symptom represents a counterphobic dy- 
namic and whom we would not recommend 
for such a procedure. Theoretically, I would 
expect a series containing mixed diagnoses 
to do less well than one composed entirely 
of transsexuals. 

The experience at the UCLA Gender 
Identity Research Clinic is even more en- 
couraging. A total of 22 transsexuals have 
been seen at the clinic; 15 were male trans- 
sexuals, four of them children and two 
adolescents. Six of the nine adult men had 
undergone the conversion operation, as had 
two of the seven women. Only one of these 
patients, a man, had been operated upon 
at UCLA. This patient had originally been 
thought to be an intersex, the only type 
of patient permitted to be operated upon 
under departmental policy. (Because of this 
Testriction we are not permitting this pro- 
cedure at UCLA to anyone we know to be 
a transsexual.) 

The result in each instance was excellent. 
Not one of the eight regretted the surgery, 
failed to feel emotionally improved, or was 
unable to make a satisfactory adjustment. 
Interestingly, male transsexuals postopera- 
tively reported clinical sexual data much 
like those described by many normal women. 
They are aroused more slowly and become 
more discriminate in regard to their part- 
Ners, often climaxing only with those for 
whom they have an emotional attachment. 


There are no laws to prevent the per- 


formance of such procedures, although it 
is possible that the mayhem statutes, which 
unquestionably were not intended for such 
Purposes, could be invoked(23). Some 
States have been sympathetic to the plight 
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of the transsexuals, and I know of several 
instances in which alterations of sex status 
on birth certificates have been granted. 
Other states, such as New York, have adopt- 
ed a policy opposing record changes under 
the misguided effort to protect against fraud 
(4). 


Conclusion 


I have attempted to show that theoretical 
bias as well as what appear to be purely 
subjective negative attitudes have created 
a climate of misunderstanding and con- 
fusion that has resulted in promoting and 
prolonging the suffering of fellow human 
beings. I have been unable to find evidence 
in the literature to support the forebodings 
of Ostow, Gutheil, Lukianowicz, Stafford- 
Clark, Meerloo, and others against the 
conversion operation or for the continued 
application of an insight-oriented approach 
with the exception of children. 

While I wish to emphasize that I am in 
no way calling for the mass indiscriminate 
application of sex-conversion surgery, I do 
feel that the opposition to such procedures 
is predominantly emotional and that there 
is an indication for such an approach in 
those rare individuals who are afflicted with 
transsexualism. The unfortunate consequence 
of our unwillingness to be objective in our 
dealings with these people has been to drive 
the problem underground, only to have it 
emerge in some other country, often in the 
hands of an unscrupulous operator. There, 
in desperation, transsexuals submit to major 
surgery with general anesthesia often without 
the benefit of a physical examination or a 
blood count. 
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The Desire for Sexual Transformation: A Psychiatric 
Evaluation of Transsexualism 


BY CHARLES W. SOCARIDES, M.D. 


In this author's view, an individual's wish 
for sexual transformation (transsexualism) 
does not constitute an independent diagnos- 
tic category. It is found in association with 
several clinical conditions and is a conse- 
quence of the inability to develop appropri- 
ate gender identity in accordance with 
anatomy. The transsexual desperately seeks 
radical surgical procedures and endocrin- 
ological treatment. In this author’s opinion, 
however, such surgical intervention con- 
stitutes a sanctioning of the transsexual’s 
pathological view of reality and cannot re- 
solve the underlying conflict. 


Ppa may be defined as a 
psychiatric syndrome characterized by: 

1. An intense, insistent, and overriding 
wish or desire for sexual transformation 
into a person of the opposite sex, a trans- 
formation which is to be effected through 
direct (surgical) alteration of the external 
and internal sexual apparatus and secondary 
Sex characteristics of the body and indirectly 
through the administration of endocrinolog- 
ical preparations. 

2. The conviction that one is “basically” 
a person of the opposite sex. This idea may 
be semidelusional or delusional in quality. 
If semidelusional or delusional it may re- 
flect an underlying schizophrenic psychosis; 
if not, it is always based on a failure to 
make the appropriate male or female identi- 
fication in accordance with anatomy. 

3. Concomitant behavior imitative of the 
behavior of the opposite sex, e.g., alteration 
In dress, interests, attitudes, choice of sexual 
object, etc. In part, this is a desperate 
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attempt to strengthen the wished-for trans- 
formation. 

4. The insistent search for surgical trans- 
formation even to the point of self-inflicted 
mutilative acts. 

It should be noted that transsexualism 
is neither a diagnosis nor is it given a place 
in the psychiatric nomenclature. The wish 
to change sex may be found in the following 
individuals: 

—Neurotics who fear their masculine or 
feminine role may dream of changing sex. 
This wish may not be one that comes into 
the consciousness of the individual. 

—Homosexuals who cannot deal with 
their biological-anatomical role in life may 
have a conscious and/or unconscious wish 
to change. 

—Transvestites who are not content mere- 
ly to wear the clothing of the opposite sex 
and enact this part may have the conscious 
or unconscious wish to solidify the play- 
acting through anatomical change. In the 
transvestite the employment of the new 
sexual organs may not be of primary inter- 
est—simply to “be” a person of the opposite 
sex is sufficient. 

—In schizophrenic patients, in whom 
there exists a chaotic sexuality, the wish is 
an attempt to find some relief from deep 
and terrifying unconscious mental conflicts. 

—Homosexuals and transvestites who are 
also schizophrenic frequently have this wish. 
In such cases surgical procedures may be 
attempted by the individuals themselves dur- 
ing acute psychotic periods: e.g., amputa- 
tion of the penis by a male schizophrenic 
while in a delusional state. 

—In hermaphrodites or intersexed in- 
dividuals, in whom there has been a failure 
of embryological development and the in- 
dividual shows external anatomical defects 
(e.g., faulty development of the penis, 
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faulty breast development, imperforate va- 
gina), the wish may be consistent with 
their true but hidden anatomical gender. 
These individuals, however, do not con- 
stitute the majority of persons interested in 
a change of sex. It is vitally important in 
cases of hermaphroditism or pseudoherma- 
phroditism to perform exploratory surgery 
to determine whether ovaries or testicles 
are present when external evidence is in- 
conclusive. The presence of the one ex- 
cludes the presence of the other and, there- 
fore, all surgical and hormonal treatment 
should be directed to the appropriate cor- 
rective measures in accordance with the 
findings. In these cases surgery is indicated. 

The clinical picture of the transsexual is 
usually that of a man or woman, quite often 
young, who feels that a strange change is 
taking place or an alteration of sex is oc- 
curring within him or her. Such an individ- 
ual frequently says that he always felt 
something “unnatural” within himself and 
that he was occupying the body of the 
wrong sex. These patients believe that this 
change should be expedited by surgical or 
endocrinological treatment. They fervently 
desire that an operation be performed to 
produce the alteration so that the body 
coincides with their emotional state. Some 
males will insist that they often have ex- 
perienced menstrual bleeding through their 
urethra, anus, or even nose, but examination 
shows a normal physique and there are no 
signs of any such metamorphosis. 

On closer questioning one finds that these 
individuals are either transvestites, homo- 
sexuals, or, by suppression or through 
Tepression, struggling against intense homo- 
sexual urges. Allen of England has stated 
that these cases are not uncommon; he has 
seen well over 100 in the last 25 years(1). 
Allen is of the opinion that homosexuality 
and transvestism are intimately related to 


the wish for a change of sex (transsexual- 
ism). 


Background of the Issue 


In 1953 Benjamin Suggested that both 
organic and psychological factors may be 
at work in these patients, causing them to 
be transsexual(2). He added that intersex- 
uality (hermaphroditism ) may be an im- 
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portant factor; however, in my opinion, tl 
intersexual for the most part is not seeking 
a change of sex but is interested in discover. 
ing which sex is actually his own according. 
to whether testes or ovaries are present. D 

Hamburger, Stürup, and Dahl-Iversen 
operated on an American soldier who after- 
ward became known as Christine Jorgen- 
sen(7). The operation consisted of a com- 
plete castration—removal of the penis a 
testicles with the scrotum— the administr: 
tion of estrogenic hormones to develop 
breasts, transformation of the, scrotum ini 
labia-like structures, and creation of 
artificial vagina. 

Hamburger received 465 letters request- 
ing that a similar operation be performed(6), 
He made an analysis of these letters, which 
revealed that: 1) The desire for a chang 
of sex is most apparent in patients sufferin 
from transvestism. 2) Roughly three time 
as many men as women wish for the opera-- 
tion. 3) The average age of the men was 
281 and of the women, 26 years. 4) Homo- 
sexuality played a considerable if not a 
dominant role in the wish to change sex. 
5) Fifty individuals provided no information © 
regarding their motivation; 116 stated thai 
they had always wanted to be a girl, could 
not live as a man, and had a “feminine 
psyche in a male body.” 6) Seventy-five 
admitted to homosexuality and one stated” 
as a reason that he wanted admission to a 
British nunnery! d 

Worden and Marsh have attempted to 
elucidate the motivation(21) of those who. 
seek sex transformation. They described the. 
personality and behavior characteristics that 
they observed in men seeking surgery t0. 


ment in the ability to give an adequate | 
history of their past lives. The memories 4 
they offered initially were restricted in m m- | 
ber and content and, when pressed for 
further details, they became emotionally d 
turbed by significant but painful recollectio 
which they were reluctant to think abo 
These men had had unhappy childh: 

and no warm, friendly family life. AS 


Amer. J. Psychiat. 125: 10, April 19 


CHARLES W. SOCARIDES 


result they began at an early age fantasying 
that they were girls. Worden and Marsh 
felt that these individuals had no conception 
of the duties or responsibilities entailed by 
being a woman but were, rather, wrapped 
in fantasies of being beautifully dressed, 
embellished with sparkling jewelry, wonder- 
ful coiffures, cosmetics, etc. Their aim was 
a narcissistic one rather than normal adult 
feminine sexuality. The authors concluded 
“The idea of surgery seems to represent an 
escape from their sexual impulse rather than 
a wish for female sexual life.” 

Allen is of the opinion that the constant 
demand for operation that he meets in these 
patients conceals the possibility that the 
castration complex is behind transsexualism 
and that the wish to change is really the 
hidden impulse to lose the genitals (the 
“riddance” phenomenon). He feels that this 
probably forms the main urge behind sexual 
self-mutilation by the patient. He also feels 
that obviously mutilating surgery is not the 
solution for these patients. 

The problem, however, is that these pa- 
tients will listen only to the promise of 
surgery. Allen believes it is a good thing 
that such operations as those performed 
by Hamburger and his colleagues are now 
forbidden in Denmark except upon those 
Danes who have obtained a certificate issued 
by the government. In England and the 
United States, as of 1962, the operation 
is, according to Allen, “mayhem” and could 
possibly result in legal proceedings. The 
patient should be persuaded to accept 
psychotherapy as this is the treatment of 
choice but, he says, in these cases it is 
usually refused. 

Allen states that bizarre and amateurish 
views are held on transvestism and trans- 
sexualism. When we are dealing with her- 
maphroditism, however, it is generally agreed 
that the operative means should be used, 
not to produce a change, but to clarify and 
accentuate one set of sexual characteristics 
and to remove the embryological defects 
Which are inappropriate to the presence of 
gonads or ovaries. This is the most satis- 
factory process. 

In one case mentioned in the literature 
a male transvestite, aged 43, was emas- 
culated with the consent of his wife. The 
authors of this paper concluded that the 
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patient’s deepest wish was “to bear a child 
through the act of self-impregnation.” They 
speculated that in such cases of transsex- 
ualism, emasculation may be a defense 
against murder of the mother figure or 
surrogate(5). 


Summary of a Recent Review 


It is useful to review one of the latest 
articles on the subject by Pauly(15), who 
studied 100 cases of transsexualism collected 
from the medical literature. These cases 
were reported by 54 primary authors in 
seven languages (German, 33 percent; 
English, 33 percent; French, 22 percent; 
other, 12 percent). The geographical dis- 
tribution was as follows: Germany, 24 per- 
cent; United States, 20 percent; France, 
17 percent; Switzerland, 11 percent; other, 
28 percent. 

The quality of the reports was not uni- 
form and it was not possible to obtain 
statistical information on many items. How- 
ever, the author concluded that the evidence 
collected from this series of 100 cases of 
male transsexuals has not substantiated 
claims of genetic or organic etiology. The 
decision to operate on such cases is an 
extremely complex and controversial one. 
It is frequently prompted by an attempt 
at suicide or self-mutilation. The justifica- 
tion for surgical intervention has been 
challenged vigorously for many reasons 
which, in Pauly's opinion, have not been 
scientifically based. 

According to Pauly, Hamburger is cred- 
ited with bringing the syndrome to the 
attention of the lay public as well as to the 
medical profession. Benjamin has contrib- 
uted significantly to this field since 1953 
and has more clinical and surgical experi- 
ence with cases of transsexualism than any 
other one individual. 

Money and his co-workers have outlined 
five biological variables of sexual behavior 
(gonadal, hormonal, chromosomal, internal 
anatomy, and external anatomy) and two 
psychosocial variables (sex assignment and 
rearing and gender role). In the normal 
individual, according to them, all seven of 
these variables are congruent, but a male 
transsexual rejects the masculine gender role 
despite male biological determinants and 
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apparent assignment and rearing as a male. 
Although the biological variables are re- 
ported as generally within normal limits 
there are some exceptions(13, 14) in this 
series studied by Pauly. 

Benjamin reported that 30 percent of his 
patients showed some degree of sexual un- 
derdevelopment, although none was actually 
eunuchoid. In his series only five cases 
were reported to show gonadal underdevel- 
opment, whereas 62 were normal on phys- 
ical examination(4). 

Pauly’s study further revealed that of the 
43 transsexuals who had married, 24 (or 
56 percent) had been fathers. The 17- 
ketosteroid values of the male transsexuals 
in this series were within normal limits 
where this information was reported (25 
percent of the cases). Pauly explained, 
however, that the fact that androgen levels 
are normal in the adult does not rule out 
the possibility that this syndrome could re- 
sult from a very early period of postnatal 
hormonal imbalance. Recent evidence from 
infrahuman | species Strongly suggests an 
early period of maximal susceptibility to 
the influence of hormones on the kind of 
Bender role identity subsequently de- 
veloped(22). This period of organization 
and development is prenatal in the guinea 
pig and monkey and postnatal in the rat. 
These observations on animals are consis- 
tent with some clinical findings in man, 
Pauly wrote, including observations of gen- 
der role inversion in children before the 
age of three. 

In my opinion, Bender role inversion 
Occurs before the age of three and is en- 
tirely psychological in Origin, as seen in the 
psychoanalytic investigation of homosexual 
cases(17, 18, 19) and in the direct observa- 
tional findings of child Psychoanalysts(8, 9, 
10, 11, 12). Other theories quoted by Pauly, 
: imprinting and 
early ineradicability of gender role perfor- 
K early and irre- 
versible establishment of core gender identi- 
ty that is the result of biological forces 
sometimes powerful enough to contradict 
ones anatomy and environmental upbring- 
Ing, and Benjamin’s theory that an abnormal 
constitution Must first be present before 
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Those who favor the operation acknowl- 
edge, as Pauly indicated, that the psycho- 
logical determinants of sexual role behavior 
are more important than the Physiological 
ones and question the priority given the 
external anatomy, since it has been demon- 
strated that this is not nearly as important 
in determining gender role as other factors, 
However, they ask, why force the patient 
against his will into prolonged psychother- 
apy when his chance for change is poor? 
They feel that the operation is faster, more 
economical, and, most important, “success- 
ful.” Therefore, they continue, it is inhuman 
to refuse help to these desperately un- 
happy people. 

Further, somatic treatment for emotional 
Or psychiatric disease is well accepted: 
e.g., procedures such as frontal lobotomy 
and EST have been used empirically for 
relief of symptoms. Benjamin has pointed 
out that estrogens are excellent tranquil- 
izers(4). While the latter may be true, of 
the transsexuals in Pauly's series who re- 
ceived estrogens, 33 percent were not 
Satisfied with hormone therapy only and 
looked forward to the operation itself, al- 
though they were pleased with the gyneco- 
mastia and other feminizing changes. 

Many physicians feel that surgery for 
this condition is not indicated. Some oppose 
it on emotional and nonscientific grounds 
Which, according to Pauly, does not help to 
clarify the matter. On the other hand, there 
are a number of substantial objections, not 
the least of which is a serious doubt as to 
the results following surgery. 

The reports cited by Pauly reveal some 
disturbing evidence. Frequently the criterion 
for success is the patient's statement that 
he is happy that he had surgery, but what 
is the evidence for better adjustment? Some 
do marry and appear to be stable in this 
relationship(3, 4). The total incidence of 
prostitution among transsexuals who have 
had the operation is unknown, but there 
are several known instances of it. Other 
patients have become depressed and re- 
quired hospitalization, made further demands 
for new Operations, or are dissatisfied with 
the ones they have obtained. Some have 
demanded the implantation of ovaries of 
uteri, insisting that this procedure is possible 
and that they could become pregnant. There 
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seems to be an endless pursuit of a goal 
which is clearly impossible. 

A few have regretted their decision and 
wished to be made male again. On one 
occasion, the patient brought suit against 
the physicians involved despite the fact that 
he had implored them to go ahead with 
the operation for some time and had given 
his written consent. Two well-known male 
transsexuals have capitalized on their 
unique sexual status by becoming nightclub 
entertainers. 

Many who object to surgery are aware 
that psychotherapy is frequently not suc- 
cessful in changing the psychosexual iden- 
tification, but it may well be possible to 
help the transsexual to accept his situation 
without the removal of his genitalia. Usu- 
ally the, transsexual feels that the operation 
will solve all his problems and that he will 
be able to live problem-free for the first 
time. The male transsexual claims that he 
is feminine in every respect but the physical. 
He feels that once he has the female 
anatomical structure, this will finally correct 
the error of nature and bring his mind and 
body into harmony. There is some evidence, 
however, to suggest that his understanding 
of the feminine role is superficial and un- 
realistic. The irreversible step of surgery 
confronts him with innumerable problems 
of adjustment and serious legal complica- 
tions. It is true that some have been success- 
ful in obtaining a legal change of status 
(12 of the cases studied by Pauly), but 
most have not. 


Discussion 


The fact that the transsexual belongs 
biologically to one sex but psychologically 
feels that he “belongs” to the other sex 
Produces maladjustment that in reality is 
the result of deep unconscious conflicts in 
the earliest years of life. Some authorities 
have stated that such individuals, having 
undergone the “changeover” operative pro- 
cedure, do improve in their adjustment to 
life. I seriously question the healthiness of 
the adaptive pattern that would possibly 
be induced, since the abnormal psyche has 
Not been dealt with at all. 

The origins of the desire for change of 
Sex arise out of the same psychodynamic 
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factors which are present in cases of homo- 
sexuality and transvestism, and these are 
being clarified by current psychoanalytic 
research(20). 

Transsexualism is evident in the homo- 
sexual who, in attempting to resolve the 
emotional conflicts of his homosexuality, 
hits upon the idea of changing his sex 
through the mechanism of denial. He there- 
fore abhors everything male and masculine 
about himself and develops an overwhelm- 
ing desire to be a woman, not only in the 
full psychological and social sense but also 
in an anatomical sense. He therefore seeks 
surgery to remove external signs of his 
maleness. 

Most homosexuals, however, are content 
to keep their external genitalia intact. It is 
likely that the transsexual who also engages 
in homosexual activity attempts, through 
his delusional recasting of identity, to re- 
solve the fact that he is suffering from 
homosexuality and thus alleviates himself 
of guilt for his homosexual object choice. 
He is attempting to ward off a paranoid 
psychosis that might develop if he engages 
in homosexuality in his actual anatomical 
role. It is significant that in the delusional 
system of paranoid schizophrenics the idea 
that one has been transformed into a person 
of the opposite sex so that one may now 
freely engage in homosexual activities is 
very frequent and spares the patient intol- 
erable anxiety. 

The treatment of choice is prevention by 
rearing the child in a suitable atmosphere 
in which the father or father-substitute ac- 
cepts, respects, and loves the boy as a male 
and provides the boy with an appropriate 
model after which to pattern his own mas- 
culinity. The mother or mother-substitute 
accepts, respects, and loves him as a male, 
an autonomous male, and encourages his 
developing manliness and sexuality. For 
girls, parents who accept, respect, and love 
the little girl as a girl and a father who 
accepts her femininity are vitally important. 

It is paramount to have a clear picture 
of the issues involved. For example, in- 
dividuals seeking transsexual surgery are 
not suffering from hermaphroditism: i.e., 
a seeming occurrence of both male and 
female genital organs in the same individual. 
These individuals most often find their way 
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into the hands of physicians who, after 
determining whether they have testes or 
ovaries, institute appropriate reparative and 
plastic surgery. 

An individual is either male or female 
or suffers from a faulty embryological de- 
velopment, in which case he is also either 
male or female but has a defective anatom- 
ical development. One must firmly keep 
in mind that the male-female reproductive 
pair is an emergent entity, a biological 
organization of the highest order produced 
by evolutionary differentiation from male 
and female germ cells to coital organs and, 
finally, to male and female individuals re- 
ciprocally adapted to each other and favoring 
the survival of the species. Maleness or 
femaleness is expressed not only in the 
external genitalia secondary to the presence 
of gonads or ovaries but in other attributes 
of the body as well, including the human 
skeleton. For example, humeri have been 
dug up, hundreds of thousands of years 
of age, in which it can still be determined 
whether the individual was male or female. 

It strikes one as unwise to consider that 
the biologically emergent entity of man or 
woman, determined genetically at the mo- 
ment of conception, should be interfered with 
surgically or endocrinologically. Mutilative 
and potentially harmful procedures would 
add to the deep conflicts already present 
in the transsexual, who has been unable to 
achieve his proper gender identification. 

Faulty gender identification has been 
shown to be due to the earliest conflicts 
of life which are engendered by a harmful 
familial environment. As a result the in- 
dividual cannot pass through the separation- 
individuation phase(10-12) from one-and-a- 
half to three years of age, in which his gender 
identification is solidified, and thus it can- 
not be strengthened in subsequent years. 
There is no evidence for genetic or organic 
origin of faulty gender identification. Sandor 
Rado, in his paper, “An Adaptational View 
of Sexual Behavior,” stated: 


Since the Sexes are evolutionary products of 
reproductive differentiation, the anatomy of 
the reproductive apparatus as a whole is the 
only criterion by which we can tell who is 
what. In the human Species, the male Tepro- 
ductive apparatus and the female reproductive 
apparatus are mutually exclusive [emphasis 
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added], despite the fact that they develop from 
a common embryonic origin. Hence, a human | 
being is either a male or a female, or due to a 

failure of differentiation, a sex defective, It is 

common knowledge that these malformed in- 

dividuals are possessed by the desire to be of 

one sex(16). 


The fact that the transsexual cannot ac- ] 
cept his sex as anatomically outlined, de- — 
veloped through a half-billion years of 
evolution, is a sign of the intense emotional 
and mental disturbance which exists within 
him. It is the emotional disturbance which — 
must be attacked through suitable means, 
by psychotherapy, which provides allevia- 
tion of anxiety and psychological retraining, — 
rather than amputation or surgery. 


Recommendations 


The following arguments may be advanced 
against performing operations upon trans- 
Sexuals: 

l. Transsexualism represents a wish, not 
a diagnosis. It is a wish present in trans- 
vestites, homosexuals, and schizophrenics 
with severe sexual conflicts, The issue comes 
down to whether individuals in these cate- 
Bories of mental illness should be treated 
surgically for what is basically a severe 
emotional or mental disorder. E 

2. What is unique in the situation is that 
the patient insists upon his own type of 
therapy or even exacts it cruelly upon him- 
self. His insistence is also based upon medi- 
cine’s great progress in surgical and plastic 
procedures. i 

3. Surgical and endocrinological treat 
ment do not attack the cause of the pa- 
tient’s transvestism, homosexuality, or schizo- 
Phrenia. In medicine it is well known that 
we do not, by choice, treat only a symptom 
but aim instead to treat the underlying — 
condition from which the symptom arises. — 

4. One might argue that in frontal 
lobotomy we as psychiatrists treat a symp- | 
tom, but these operations have for the most 
Part failed us, often leaving huge secondary 
problems—e.g., the individual is unable to” 
profit by further Psychiatric therapy à 
may have convulsive seizures or other S ; 
Vere personality changes, in some ways 
quite as severe as the original condition and 
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creating progressive infantilism. Also, we 
know that in many serious illnesses such as 
schizophrenia there may be periods of re- 
mission or even moderate to permanent 
recovery from symptomatology. We are 
faced therefore with the phenomenon of 
spontaneous recovery or remission from 
psychiatric illness, a development which 
might be seriously interfered with if a pa- 
tient undergoes such major surgery affecting 
the very organs about which he is in great 
conflict. 

5. There is no evidence that gender iden- 
tity confusion—a gender identity contrary 
to the anatomical structure—is inborn. There- 
fore any attempt to change this through 
surgical means forever dooms the individ- 
ual’s chances of overcoming his psycho- 
sexual and psychological difficulties. 

6. In a sense, surgical intervention is a 
turning back of the evolutionary time clock. 
Our anatomy is a product of evolutionary 
development, and our organ systems are 
reciprocally adapted to each other—an 
adaptation taking millions of years of evo- 
lution. 

7. Follow-up data on individuals who 
have had the surgery are incomplete, es- 
pecially as regards postoperative psychiatric 
status. Are these patients free of their for- 
mer conflicts, no longer homosexual, trans- 
vestitic, or schizophrenic, or do they now 
pursue these drives without conflict, having 
only altered their external anatomy? Do they 
lose their underlying fears of fusion with 
the mother, their identity confusion, and 
their fears of persecution, their fears of 
persons of the opposite sex? All these fac- 
tors are still unknown—unknown and high- 
ly problematic. 
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EDITOR’S NOTEBOOK 


The Etiology of Diagnosis 


S CIENTIFIC INVESTIGATIONS aimed at comparing the frequency 
of psychiatric disorders in different populations are producing 
more than the facts and figures at which they are obviously aimed. 
This is not to depreciate the substantive information. It is, on the 
contrary, significant that many studies from a variety of places all 
over the world do so well agree that prevalence rates are much higher 
than previously thought and that the distribution of disorders in most 
societies is skewed—that is to Say, particular subgroups have much 
higher rates than others. These results create issues regarding the 
causes of psychiatric disorders and raise serious questions concerning 
treatment and prevention, 

Equally important, however, are some of the less well recognized 
aspects of comparative studies. Those surveys, for example, which 
assess the mental health of whole populations—the treated as well as 
the untreated—bring forward for scrutiny not only the clearly ill but 
also two major categories of persons hitherto largely unknown to 
scientific psychiatry. The first consists of marginal cases, persons 
whose condition is somewhere between wellness and illness and who 
are by and large untreated. The second is composed of people who 
are free of psychiatric symptoms and so constitute a definable 
category of wellness. We have, thus, a new resource in the availability 
for comparative study of groups made up of those with disorder, 
those well, and those who are marginal. This can mean that in the 
future psychiatry will no longer be the one branch of medicine the 
concepts and theories of which are almost wholly based on pathology, 
and which lacks a systematic investigation of normal personality 
function, the analogue of physiology in biological medicine. 

‘There is also the fact that the methodological demands of 
epidemiology and Comparative studies are bringing about a revision 

; of psychiatric concepts and leading to a more phenomenal way of 
viewing disorder. This is because many of the previous definitions 
and diagnostic practices, although helping in record keeping and 
probably doing no harm in treatment, are not usable in scientific 
procedures. The faults lie partly with lack of standardization and 
partly with incorporation of etiological ideas in such a way as to 


make it very difficult to distinguish between observation and 
interpretation. 
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independent diagnosticians to replicate each others’ work. By their 
advances in distinguishing between variation in diagnostic practice 
and variation in the psychiatric attributes of different human 
populations, the authors not only bring us a step closer to 
understanding events and trends in nature, but they also nudge the 
whole diagnostic process nearer to conceptual validity. In other 
words, comprehension is enhanced both with regard to the etiology of 
disorder and the etiology of diagnosis. 

There are, however, some parcels of treacherous ground in these 
new fields. One lies in the possibility that some of the traditional 
diagnostic categories do not adequately represent the phenomena that 
occur and recur in nature. They may on the contrary represent only 
accidental constellations of behavior patterns that for historical 
reasons have achieved clinical prominence. We must therefore call in 
question the traditional categories, and we might begin with statistical 
counts and analyses in order to find out which patterns of psychiatric 
interest do in reality occur frequently in clusters. No doubt many of 
the traditional syndromes will survive this kind of investigation and 
turn out to be real enough, but the review and analysis may well 
reveal others—new ones—that have not so far been discovered. It 
may also happen that certain of the traditional categories will not 
survive investigation; by identifying these we can be spared the 
painful and ultimately fruitless task of trying to use them, an effort 
very similar to what Lewis Carroll described as trying to “squeeze a 
right-hand foot into a left-hand shoe." 


ALEXANDER H. LEIGHTON, M.D. 


Diagnosis: An Important Tool in 
Program Planning 


"DES OF US whose psychiatric experience extends beyond the 
country in which we live have long known that on cross-national 
comparison there are differences in the symptomatology of mental 
illness and in the procedures preferred for the treatment of the 
mentally ill. But little conclusive evidence is available regarding long- 
suspected cross-national differences in the frequency of occurrence of 
specific mental disorders. 

Obtaining reliable information about this issue is difficult because 
of the multitude of variables to be considered. For instance, a 
comparison of this kind, if based on mental hospital admissions, 
requires differential consideration of availability of mental hospitals, 
hospital policy concerning admissions, attitudes toward hospitaliza- 
tion in mental hospitals, type of recording system, the conceptual 
orientation and terminology in use by psychiatrists, and consensus in 
diagnostic appraisal. A pregnancy is a pregnancy and a broken leg a 
broken leg wherever they occur, but there are considerable cross- 
national divergencies in the labeling of mental disorders. 
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Lack of uniformity in the diagnostic terminology and classification 
of mental disorders and their multifactorial causation necessitates an 
internationally accepted glossary of psychiatric terminology as well as 
continuous efforts to establish scientific and standardized assessment 
techniques. In recent years this has been a significant research issue 
for the World Health Organization, mainly in the field of 
epidemiology of the mental disorders. Contributions to the objectivity 
of diagnostic assessment are provided by a number of psychological 
tests and personality inventories. Some of these classify diagnostic 
patterns by means of computers and advanced statistical techniques. 
Such procedures do not in any way impair the significance of the 
clinical decision-making process associated with psychiatric diagnosis. 
But they do provide new ways and vistas for comparative diagnostics 
and give inspiration for the methodology of cross-cultural nosography. 

The starting point of the study reported in the supplement to this 

issue of the Journal was the surprisingly large differences between 
first admissions for affective and schizophrenic psychoses in Britain 
and the U. S. The investigators asked themselves whether this was 
due to differing patterns of utilization of mental hospital facilities or 
to differences in diagnostic appraisal. Special emphasis was placed on 
differences in diagnostic criteria between the two countries. The wider 
question of cross-national differences in the frequency of these 
disorders in the population at large can obviously not be answered on 
the basis of hospital admissions. 
] The readers of the supplement articles will be fascinated by the 
ingenuity with which this project was designed and impressed by the 
rigor and thoroughness with which it is being carried out. In brief 
standardized interviewing, rating and recording procedures have been 
developed for cross-national comparison. The preliminary results 
obtained are highly encouraging. 

Psychiatric diagnoses have recently fallen into disfavor. This study 
may help to restore them to their traditional rightful place as 
Prognostic indicators and indicators of treatment methods to be 
adopted. The Study can thus be of immense value to the practicing 
Psychiatrist. Also, data on diagnosis are in increasing demand by 
public health officials for 


mental disorders, for structuring treatment and rehabilitation 


ardization of investigative proce- 
ording) is an essential prerequisite 


dures (interviewing, rating, and rec 
to cross-national Psychiatric researc! 


Eric D. WITTKOWER, M.D. 
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Some Thoughts on Thomas Szasz 


BY FRED M. SANDER, M.D. 


The author explores Thomas Szasz’s con- 
cept of mental illness as socially rather than 
organically determined, his division of analy- 
sands into "seekers" and “avoiders,” and 
the implications of this for autonomy[het- 
eronomy. The author feels that Dr. Szasz 
may be reinstating the mind-body dichotomy 
in his emphasis on a division between 
medicine and psychiatry, although his con- 
cern with psychiatrys need for a value 
System is important. 


ere SZASZ, an outspoken social critic, 
has become the agent provocateur of 
American psychiatry. He has needled the 
practicing psychiatrist by asserting that men- 
tal illness is a myth and has infuriated the 
administrative psychiatrist by asserting that 
mental hospitals are analogous to prisons. 
Szasz defines “illness” not medically, as 
a loss of function, but ethically, as a loss 
of freedom. His recent book, The Ethics 
of Psychoanalysis(3), repeatedly states the 
goal of his therapeutic efforts—achieving 
autonomy. Viewing psychotherapy ultimately 
as the direct or indirect influencing of one 
Person by another, he insists that psycho- 
therapy is meaningless without an articulated 
ethic. In his ethic evil is spelled out as the 
Control of one person by another; ultimate 
[SS Se " 
Dr. Sander is with the family studies section, 
Bronx State Hospital, 1500 Waters PL, Bronx, 
N. Y. 10461. He is also instructor, department of 


DSychiatry, Albert Einstein College of Medicine, 
eshiva University. 


good is freedom for self-development, 
achieved through self-knowledge. Treatment 
then becomes an educational, rather than 
a medical, process, designed to increase the 
"client's" degree of freedom. 

In The Myth of Mental Iliness(1) he 
argues that psychiatry, which deals with 
“problems in living,” is inappropriately sub- 
sumed under medicine. Historically, he 
points out, the cornerstone and starting 
point of Freudian psychiatry was hysteria. 
This condition, which mimics organic illness 
but is psychically determined, was treated 
punitively by the frustrated 19th-century 
physician. In Freud’s time it was elevated 
to a bona fide illness, thus receiving official 
sanction and entitling the sufferer to treat- 
ment. Szasz finds this once humane develop- 
ment no longer acceptable, and the extension 
of the organic illness model to every other 
form of social malfunctioning is even more 
distasteful to him. For ultimately, he argues, 
behavior that we call “sick” is not physio- 
logically but socially determined. 

In Law, Liberty, and Psychiatry(2) he 
pursues the implications of the medical 
model for Western values of liberty and re- 
sponsibility. If socially disapproved behav- 
ior is considered sickness, two things follow: 
psychiatry becomes a means of social con- 
trol, and the “sick” individual is relieved 
of responsibility for his actions. The mental 
health movement tends increasingly to re- 
gard aberrant behavior as “illness in need 
of treatment”; and the criminal, whether 


This section includes articles which are usually, although not always, less lengthy than the 
Preceding articles. Included are clinical notes (for whose validity the JoURNAL assumes no re- 
sponsibility), case reports, historical notes, and other material selected by the Editor. In general, 
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he cares for treatment or not, is incar- 
cerated in a mental hospital until “cured,” 
rather than serving a fixed and limited 
sentence in prison. What was once a liberat- 
ing and humane approach is now an increas- 
ingly unsubtle form of social engineering. 
Mental health values are more and more 
being substituted for moral and political ones. 

A recent example is the Supreme Court’s 
school desegregation decision, which stressed 
the effects of segregation on the mental health 
of those segregated. Could this decision not 
have been made on the straightforward 
basis of the moral and political questions of 
constitutionality? Clearly the government has 
a right to immunize the population against 
smallpox, but a similar attempt to immunize 
against “mental illness” would inevitably in- 
volve ethical questions and could conceivably 
jeopardize human rights. 


An Approach to Treatment 


Having explored the question, “Is mental 
illness an illness?” and pursued corollary 
questions of individual responsibility and 
liberty, Szasz returns in The Ethics of Psy- 
choanalysis to his original discipline and 
rigorously applies to it his ethic of auton- 
omy. He sees the common denominator 
of every psychiatric "symptom"—be it 
hysterical paralysis, phobic avoidance, hy- 
pochondriasis, or overcommitment to work 
—as the expression of a loss of freedom. 

Accordingly, the analytic situation must 
be contractual and free of coercion. The 
client must come of his own free will and 
Seek expansion of his freedom for action, 
realizing that he is "expected to recover, 
not in any medical or Psychopathological 
sense, but in a Purely moral sense, by 
learning more about himself and by as- 
suming greater responsibility for his con- 
duct"(3). 

After describing personal conduct as 
game playing and goal-directed, Szasz offers 
a most illuminating game analysis of the 
psychoanalytic situation, He divides clients 
into “seekers,” who seek what they like. 
and “avoiders,” who avoid what they dis- 
like—a division which, if Oversimplified, is 
nonetheless suggestive. The former actively 
seek analysis, the latter someone who will 
help them escape what discomforts them. 
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The former tolerate autonomy; the latter 
seek heteronomy, submission to others, 
Szasz concludes this section by comparing 
the relation between analyst and client to 
that between government and citizen in an 
ideal open society: 


In such a society, the individual must be free 
to abjure liberty; were he not, he would have 
no liberty to abjure; the government, however, 
must not be free to choose despotism, regard- 
less of how much its citizens demand it. In 
brief, the individual may act like a slave, but 
the government may not act as a tyrant. Simi- 
larly, the analysand may act like an avoider, 
but the analyst must act like a seeker. Need- 
less to say, it is preferable that such value con- 
flicts be minimized. If they are not, the heter- 
onomous citizen will subvert the open society 
and the heteronomous patient will tend to 
force his therapist into a complementary di- 
rective-oppressive role(3, p. 76). 


Szasz has chosen to separate psychiatry 
from medicine because of what he con- 
siders a logical disparity. The medical pa- 
tient suffers from pneumonia and is cured 
by the medicine prescribed by the physician, 
The psychiatric client, terrified of going 
onto the street, learns that his fears are 
somehow related to something within him- 
self. He gains mastery of his inner life 
and, one hopes, becomes freer. In the 
former, the patient is seen as a passive 
recipient of “the treatment"; in the latter 
he is an active participant in his "cure." 
This division is one of degree, not of kind, 
and the medical doctor respects the pa- 
tient's recuperative powers and is cognizant 
of the limitations of his pills. In his attempt 
to logically separate problems in emotional 
living from problems in physical living, 
Szasz has reinstated the mind-body dichot- 
omy. It is not an altogether welcome res- 
urrection. 


The Ideology of Dr. Szasz 


Explicit in his ethic is the assumption 
that autonomy begets autonomy and het- 
eronomy, heteronomy. There is little 
evidence for this, and indeed the develop- 
ment of the human into adulthood is ? 
delicate balancing of both control and 
freedom, the ultimate goal of which !$ 
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Szasz’s autonomy. Again Szasz is caught 
in a dichotomizing dilemma. 

This tendency recurs in his assumption 
of man’s wish for autonomy. His client 
emerges as a sort of Socratic superman 
searching within himself for the “answer” 
to his misery. In thus emphasizing, or more 
exactly, insisting on, man’s desire for free- 
dom, Szasz leaves the scientific realm for 
that of the moralist and social reformer. 
He seeks to swing back the pendulum from 
an emphasis on man’s infantile nature, his 
eternal quest for sanctuary from his present 
life. Thus Szasz applauds the “seeker” and 
eschews the “avoider.” But may not man’s 
quest for freedom exist side by side with 
his wish to escape it? May he not seek and 
avoid, reveal and conceal, at the same 
time? May not this dilemma be man’s health 
and illness conjointly? 

Szasz does not deny the Hobbesian view 
but senses that, where this emphasis once 
led to the proper demise of an empty 
liberalism, it is now used to promote a 
paternalistic ethic. He sees the relationship 
of the “helpful” to the “helpless” as po- 
tentially similar to that between the appar- 
ently kindly and considerate plantation 
owner and his slave. In seeking to correct 
this tendency, he asserts a form of psy- 
chotherapy that is in effect an ideology. 

What place has ideology in science? 
What effect does science have on ideology? 
The relation between science and value 
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systems is perhaps the most problematic 
dilemma of the 20th century. Thomas 
Szasz's writings reflect this dilemma, and 
what one appreciates in him is his honesty 
and his acceptance of the moral mandate 
of his profession. Whether he has made 
any scientific contribution, aside from his 
exposure of the excesses, dangers, and 
misuses of social science, remains to be 
seen. He has, however, produced a mod- 
erate degree of rumbling in a psychiatric 
world that had become contented with it- 
self. 

Comparisons between religion and psy- 
chiatry have often been made. Each deals 
with a large unknowable and thereby in- 
evitably leaves room for both dogma and 
heresy. Whether Szasz's recent heresies will 
have an impact is an open question at this 
point. He follows, however, in the footsteps 
of Freud in his pursuit of honesty, his 
restless quest for freedom, his criticism of 
society and his profession. And, like Freud 
in the early days of his mission, Szasz is 
perhaps an outcast. 
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An “Unscrewtape” Letter: 
A Reply to Fred Sander 


BY THOMAS S. SZASZ, M.D. 


The author enlarges on Dr. Fred M. San- 
der's paper summarizing his views and po- 
sitions in regard to mental illness and its 
treatment. The difference between voluntary 
and involuntary assumption of the sick role 
is emphasized as one of the principal differ- 
ences between the practices of medicine and 
psychiatry. Dr. Szasz believes that the social 
sciences face a major dilemma in the manip- 
ulative tendency to view man as object 
rather than person. 


Aggravate that most useful human charac- 
teristic, the horror and neglect of the obvious. 
You must bring him to a condition in which 
he can practice self-examination for an hour 
without discovering any of those facts about 
himself which are perfectly clear to anyone 
who has ever lived in the same house with him 
or worked in the same office. 


—C. S. Lewis(1, p. 16) 


OR SOMEONE WHO aspires to be a 

scholar, it is an honor to have his efforts 
considered meritorious by younger col- 
leagues. I am therefore grateful to Dr, Fred 
Sander for finding my work of value in his 
own struggles with the problems of psychi- 
atry and for setting his response to it in print. 
I am also grateful to Dr. Francis J . Brace- 
land, the Editor of this journal, for his 
kindness in inviting me to reply to Dr. 
Sander's remarks. 

On the whole Dr. Sander’s summary of 
my views is fair and accurate, though of 
necessity incomplete. It has Seemed to me 
therefore that I might best contribute to 
this exchange by calling attention to certain 
Issues which Dr. Sander did not mention, 
Or dealt with too briefly, but which are 


e NN 
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crucial for an adequate analysis of what 
I consider the central problems of modern 
psychiatry. To this end I shall use certain 
key sentences from Dr. Sander’s essay as 
platforms for launching some comments 
that I hope will clarify issues of concern 
to all psychiatrists. 


Illness and the Sick Role 


"Szasz defines ‘illness’ not medically as 
a loss of function but ethically as a loss 
of freedom"(2). [ 

Dr. Sander here refers to my analysis 
of “psychiatric symptoms" in The Ethics 
of Psychoanalysis, where I carefully re- 
strict my comments “. . .to those instances 
in which the client regards some aspect 
of his own conduct as a psychiatric symp- 
tom. . .” and where I explicitly exclude 
from consideration “those cases in which 
some aspect of a person’s conduct is labeled 
a ‘symptom’ by an observer, but is con- 
sidered satisfactory by the subject"(3, p. 
14). 

This passage touches on two fundamental 
issues which I can only summarize here. 

1. Throughout much of my work I em- 
phasize that "illness" may be defined in 
two quite different ways. First, it may be 
defined narrowly as abnormality of the 
Structure or function of the human body— 
that is, as a particular kind of physicochem- 
ical condition of the body evidenced by à 
demonstrable lesion or malfunction. Second, 
it may be defined broadly so as to include, 
in addition to bodily disease, behavioral 
deviation from legal, moral, and social 
norms—that is, as a particular kind of 
Psychological condition of the mind evi- 
denced by “abnormal” behavior. 

2. No less important than the concept 
of a disease condition (e.g., cancer, paresis) 
is the concept of the sick role (e.g., seeking 
medical attention, claiming illness as 9? 
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excuse for not performing social obliga- 
tions). The sick role may be occupied in 
one of two ways: by assuming it or by 
having it ascribed to oneself. In each case 
there are additional possibilities, depending 
on the agreement or disagreement among 
the patient, physician, family, social author- 
ities, etc., on whether or not the patient 
is “sick.” 

For example, a person may suffer from 
a bodily disease but not assume the sick 
role (e.g., the physically sick Christian 
Scientist) or may not suffer from a bodily 
disease but assume the sick role (e.g., the 
physically healthy hypochondriac). Failures 
to distinguish between “illness” as physico- 
chemical disorder of the body and as sick 
role, and between “patienthood” as assumed 
role and ascribed role, are sources of end- 
less confusion and difficulty in contempo- 
rary psychiatry. 

It follows, then, that a “psychiatric symp- 
tom” constitutes loss of freedom only when 
the “patient” so experiences it himself. For 
example, a young woman with agoraphobia 
and a young man with syphilophobia ex- 
perience their “mental symptoms" as re- 
strictions on their freedom of action, In 
contrast, the so-called schizophrenic who 
believes that he is God does not experience 
his “symptom” as a restriction on his free- 
dom of action; on the contrary, for him 
the “symptom” constitutes an expansion of 
freedom, perhaps even justifying to him 
infringing on the freedom of others. 

My analysis of psychiatric problems de- 
pends heavily on a radical distinction be- 
tween these two types of human phenomena 
—that is, between what constitutes a “psy- 
chiatric problem” for the self and for others, 
between the assumption of the “mental 
Patient” role by the self and its ascription 
by others, and between the practice of 
Psychiatry on voluntary and on involuntary 
patients. 


Assumed Versus Ascribed Sick Role 


“For ultimately, he [Szasz] argues, be- 
havior that we call ‘sick’ is not physio- 
logically but socially determined. . . . If 
Socially disapproved behavior is considered 
Sickness. . .”(2). 

Because the words “sick” and “sickness” 
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are here used in such a way that they do 
not help us distinguish between bodily ill- 
ness and social misbehavior, or between 
assumed and ascribed sick role, these 
sentences lack clarity and are potentially 
misleading. 

The first sentence is true only in those 
cases where the rhetoric of illness is used 
to describe social (mis)behavior. In gen- 
eral I hold that whether or not a particular 
behavior is physiologically determined is 
a question of fact and does not depend on 
what we call it. Moreover, if by “behavior” 
we mean a characteristic of persons, not 
of bodies, it can strictly speaking never be 
physiologically determined since it is by 
definition always more or less freely chosen. 
A physiologically determined occurrence 
(best called a *happening"), such as ankle 
edema in a person with heart failure, is 
not usually called “behavior.” Only a per- 
sonally chosen act (best called an “action’’), 
such as taking digitalis, is. 

In regard to the second sentence I wish 
to note only that the inclusion of “socially 
disapproved behavior” in medicine (psy- 
chiatry) is not only a scientific but also a 
moral and political act. Indeed, such con- 
ceptual expansion is comparable to national 
expansion: it is like the conquest of one 
country by another. That such conquest is 
likely to be more pleasant for the victors 
than for the vanquished is obvious. As in 
all conquests, however, the victor himself 
may be endangered by the foreign elements 
he tries to rule by force. In much the 
same way the confusion of organic disease 
with human problems, and the blurring of 
the distinction between voluntary and in- 
voluntary patients, threatens the intellectual 
foundations and moral integrity of psy- 
chiatry. 


The Medicine-Psychiatry Dichotomy 


“Szasz has chosen to separate psychiatry 
from medicine because of what he con- 
siders a logical disparity. . . .In his attempt 
to logically separate problems in emotional 
living from problems in physical living, 
Szasz has reinstated the mind-body dichot- 
omy’ (2). 

I choose to distinguish between medicine 
and psychiatry not so much because of a 
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logical but rather an empirical, or factual, 
difference between them. It is a matter of 
fact, not of logic, that the patient with 
cancer, stroke, or heart disease manifests 
a demonstrable physicochemical abnormal- 
ity of his body, whereas this is not true 
of the "patient" with agoraphobia, com- 
pulsive hand washing, or other diagnoses 
of "functional mental illness" (especially 
when these are ascribed to him in a legal 
context for a specific strategic purpose, such 
as to justify an abortion or an acquittal 
on the ground of insanity). 

In addition, I choose to distinguish be- 
tween medicine and psychiatry because it 
is a tradition in medicine that the sick role 
is assumed voluntarily, but in psychiatry 
it is ascribed to a person against his will. 
This is why, in medicine, there is a legal 
requirement for “informed consent" for 
diagnosis and treatment from the (adult, 
conscious) patient and why, in psychiatry, 
there is a legal permission, indeed a mandate, 
to diagnose and treat (involuntary) mental 
patients without such consent. It is im- 
portant to note that, insofar as medical in- 
terventions are now increasingly undertaken 
without the patient's consent (for example, 
organ transplants without the permission 
of the donor), ethical dilemmas similar to 
those facing psychiatrists will also confront 
nonpsychiatric physicians. 


Science and Value Systems 


". . [Szasz] asserts a form of psycho- 
therapy that is in effect an ideology"(2). 

Dr. Sander correctly notes the central 
role of moral values in my psychiatric 
writings and concludes with the observation 
that: “The relation between Science and 
value systems is perhaps the most prob- 
lematic dilemma of the 20th century"(2). 

I believe there is a fundamental difference 
between the physical and social Sciences, 
This difference stems from the subject mat- 
ter of each: things or nonhuman beings 
in the physical Sciences, and persons or 
human beings in the social Sciences. 
The naive application of the concepts 
and methods of science to what is now 
called behavioral Science promotes a dichot- 
omization far more dangerous than that 
between body and mind, namely, between 
Scientist and subject. In such a world only 
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the scientist is human because only 
behavior is the product of choice, w 
all other persons are things because 
behavior is causally determined. 
struggle between those who want to “ 
for" and manipulate man (always in 
interests of some ultimate good) and tho; 
who want him to stand alone, responsib 
for his own conduct (to God if he 
religious, to himself or those he loves 
respects if he is not), has been long and 
arduous, and its end is nowhere in sight. 

In The Screwtape Letters, that rema 
able manual on psychotherapy for evil, 
S. Lewis has one of Lucifer's lieutenants 
write this to his trainee: 
I have great hopes that we shall learn in due 
time how to emotionalise and mythologis 


effect, a belief in us (though not under 
name) will creep in while the human id 
remains closed to belief in the Enemy. Th 
"Life Force," the worship of sex, and some 
aspects of Psychoanalysis may here prove ust 
ful, If once we can produce our perfect 
—the Materialist Magician, the man, not 
ing, but veritably worshipping, what ht 
vaguely calls “Forces” while denying the exis- 
tence of "spirits"—then the end of the war 
will be in sight.! 

Unless we propose to treat man as ¢ 
thing, which is indeed what positivists dé 
mand and moralists reject, we must hav 
different aims and methods for stud 
and influencing things and men. I therefore 
hold that while the proper aim of 
study of things is to increase our und 
standing of them, the better to be able 
control them, the proper aim of the s 
of men must be to increase our understal 
ing of them, the better to be able to le 
them alone! 

In sum I have tried to develop conce 
and methods appropriate to a psychia 
whose problems are not medical dise? 
but human conflicts, whose criteria of vali 
are not conformity to social norms 
"mental health" but self-determination à 
responsible liberty, and which is dedica 
to diminishing man's coercive control © 
his fellow man and to increasing his contro! 
over himself, A 


lReprinted with permission of the pub 
from The Screwtape Letters and Screwtape Pii 
Poses a Toast, p. 33 (see Ref. 1). 
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Instructions and Reinforcement in the Modification 
of Neurotic Behavior 


BY STEWART AGRAS, M.D., HAROLD LEITENBERG, PH.D., 
DAVID H. BARLOW, M.A., AND LAURENCE E. THOMSON 


Two simple variables, instruction and rein- 
forcement, were found to modify chronic 
neurotic behavior. During the experimental 
procedure precise control of long-established 
symptomatic behavior was demonstrated. 
Findings suggest that behavior to be changed 
by psychotherapy must be precisely defined 
and exact techniques introduced to change 
it. To the authors, the experimental method 
described here appears to be feasible and 
useful in psychotherapy research. 


OTH INSTRUCTIONS and selective positive 
reinforcement have been shown to 
modify behavior in a variety of circumstances. 
Experimental studies of hypnosis(10), obe- 
dience(8), expectancy(12), and the placebo 
effect(9) have demonstrated the effect of 
instructions, while positive reinforcement 
has been shown to modify the performance 
of animals and humans(5)—including ver- 
bal behavior(4). More recently positive 
reinforcement has been shown to modify 
deviant behavior including schizophrenic 
behaviors(3), delinquent behavior(13), and 
certain children's disorders(11), while the 
effect of instructions with and without posi- 
tive reinforcement has been studied in a 
group of schizophrenic patients(2). $ 
There have been few experimental in- 


The authors are with the University of Vermont, 
Burlington, Vt. 05401, where Dr. Agras is associate 
professor of psychiatry in the college of medicine, 
Dr. Leitenberg is assistant professor of psychology, 
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vestigations into the effect of these variables 
on neurotic behavior. The authors, however, 
have previously shown that social reinforce- 
ment profoundly affects severe neurotic be- 
havior(1). Reinforcement in the form of 
praise for therapeutic progress was intro- 
duced, removed, and reintroduced in 
sequence in three agoraphobic patients. 
During the reinforcement periods distance 
walked alone and time spent away from the 
hospital increased, while during nonreinforce- 
ment there was either no further gain or 
a decline in progress. This separated the 
effect of reinforcement from the effect of 
instructions, since the latter variable re- 
mained the same during both reinforcement 
and nonreinforcement. However, the effect 
of instructions either alone or against a 
background of unchanging reinforcement has 
not been investigated in the neuroses. 

In the present paper two experiments are 
reported, one with a case of astasia-abasia, 
the other with a case of severe claustro- 
phobia. In the first experiment, the separate 
effects of instructions and reinforcement 
were studied sequentially, while in the 
second, the effect of social reinforcement 
was further examined by comparing the 
therapeutic effect of a reinforcing and non- 
reinforcing therapist. 

The research was conducted on inpatients 
in the clinical research center of the Univer- 
sity of Vermont College of Medicine as 
one of a series of related studies of neurotic 
disorders. In these studies single variables 
such as reinforcement, instructions, or feed- 
back are introduced, removed, and reintro- 
duced in sequence, while continuous 
measures are made of changes in the 
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frequency or duration of a well-defined and 
clinically relevant behavior in individual pa- 
tients(1, 6, 7). 


Experiment 1 


The first patient, a 20-year-old borderline de- 
fective girl, had developed difficulty with walk- 
ing over a five-year period. This started with 
her right leg “giving way" and a tendency to 
fall, which so worsened that six months before 
admission she could only move by crawling. 

On admission the patient sat in a chair re- 
fusing to put her feet upon the ground. More 
appropriate behavior was shaped by response 
contingent reinforcement consisting of praise, 
and access to radio, television, and pastimes 
such as knitting. The behaviors successively 
strengthened were: putting feet on the floor, 
standing for increasing times with and without 
support, walking while holding on to both a 
nurse and the wall, and finally walking while 
holding only the nurse's hand. At this point 
the experiment to be described was carried out. 

The patient was told that she would now 
learn how to use a walker in a long corridor. 
Since she showed both inability to walk far and 
poor walking topography, we were interested 
in shaping both distance walked and good 
steps. Instructions and reinforcement were 
given independently for increasing perfor- 
mance of each of these behaviors. The in- 
structions given at the beginning of each trial 
were “stand up straight; take even Steps; go as 
far as you can, and try to go farther each 
trial.” Reinforcement consisted of praise such 
as "good . . . excellent . . . that's a good one" 
for good steps, and of two minutes conversa- 
tion with the therapist when she met the rein- 
forcement criterion for distance walked. This 
criterion was established as the mean between 
the previous criterion and the next highest 
trial. Thus, if the patient had been reinforced 
at a criterion of 20 yards and walked 30 yards 
on the next trial, the criterion became 25 
yards. The patient now had to walk at least 25 
yards to be reinforced. She was not told of 
changes in criterion. The measures used were 
distance walked and number of falls; the latter 
was an indicator of poor walking, since falls 
were caused by her clumsy gait. 

, In order to separate the effects of instruc- 
tions and Teinforcement, a number of changes 
were made in sequence as shown in figure 1. 
Each change was made when the behavior in 
any one condition showed a steady trend. 

Following completion of this phase of the 
experiment, the patient was told that we now 

wanted her to walk in the corridor without a 
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FIGURE 1 
Effects of Sequentially Varying Instructions and Reinfoi 
ment on Distance Walked and Quality of Gait 


walker." Social reinforcement, consisting of 
praise, was made contingent on distance 
walked and was given when she met the cri- 
terion for a particular trial. This criterion was. 
established in the same way as that described 
for distance walked in the first phase of the 
experiment. Two behaviors were measured: 
distance walked and the number of rests that 
the patient took during each walk. A rest was 
defined as the patient's coming to a complete 
stop before continuing. It might be expected - 
that the number of rests taken would increase. 
as she walked further. The aim of this phase, 
therefore, was to determine the effect of treat- 
ing two closely related behaviors differently. 
The behavior reinforced (the distance walked) 
should increase, while the behavior not rein- 
forced (rests) should decrease. 4 
The effects of sequentially: varying instruc- 
tions and reinforcement on both distance. k 
walked with a walker, and the quality of 
walking as measured by number of falls, are 
shown in figure 1. In phase a, with both in- 
structions and reinforcement in effect, distance 
walked slowly increased. In phase b, removal 
of reinforcement of distance walked resulted in 
an initial spurt in walking followed by no fur- 
ther improvement. The initial spurt is similar. 
to that found during extinction in animals(14) 
and has been demonstrated in our previous a 
work with agoraphobic behavior(1). It is i 
teresting to note that the expected extinction 
decrement did not occur, possibly due to 
effect of instructions counteracting such a dec- 
rement. 4 
During phase c, the instructions “try ani 
walk further each trial” were repeated evel 
72 yards; during phase d, these instructio! 
were removed and then reinstated in phase ! 
When reinforcement for good steps 
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removed, phase f, the patient’s gait deteriorat- 
ed—as shown by the falls occurring dur- 
ing each trial in this condition, the only 
time this happened during the entire experi- 
ment. Despite the poor gait and therefore in- 
creased difficulty in walking, distance walked 
dropped only slightly. Reinstatement of rein- 
forcement for good steps, phase g, eliminated 
falling, while reintroduction of reinforcement 
for distance, phase h, led to a further increase 
in distance walked. 

These findings suggest that both instructions 
and reinforcement are powerful modifiers of 
severe neurotic behavior, particularly when 
combined. The selective effect of reinforce- 
ment was also demonstrated, since deteriora- 
tion in the quality of steps occurred only when 
reinforcement for that particular behavior was 
removed. The removal of reinforcement for 
distance walked had no effect upon the quality 
of steps. 

In the second part of the experiment, when 
the walker was removed, this selectivity was 
further studied. It was found at first (figure 
2) that two closely related behaviors, distance 
walked and the number of rests taken, in- 
creased together. Later, however, the two 
curves separated, with distance walked in- 
creasing steadily and rests declining in fre- 
quency. Apparently the behavior reinforced, 
distance, was strengthened, whereas the be- 
havior not paid attention to, rests, was weak- 
ened. 


The effect of reinforcement upon neurotic 
behavior was studied in a different way in 
the second experiment. As in the first ex- 
periment, such effects are usually shown 
by alternating periods of reinforcement and 
nonreinforcement(1, 6). In this experiment, 
however, two therapists alternated in being 
reinforcing and nonreinforcing while work- 
ing with the same patient. 


Experiment 2 


The second patient was a 50-year-old wid- 
ow, claustrophobic since childhood, whose 
Symptoms worsened following the death of her 
husband seven years before admission. She was 
not able to stay in a room with the door closed 
for more than one minute; could not go into 
an elevator, a cinema, or church, or drive in a 
car for more than three or four miles. In order 
to be more comfortable, she had removed 
the door of her bedroom and had not stayed 
alone in her house for several years, since be- 
Ing with someone lessened her anxiety. 
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FIGURE 2 
Effects of Reinforcement of Distance Walked and Non- 
reinforcement of Number of Rests Taken 
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To quantify the patient's phobic behavior, a 
windowless room measuring six feet by four 
feet, with a chair facing the door, was used as 
a phobic situation. The patient was told, *We 
are interested in studying your fear. We would 
like you to go into this room and shut the door, 
opening it again as soon as you feel the slight- 
est discomfort." The measure of claustrophobic 
behavior was the interval between the closing 
and opening of the door by the patient, 
timed by the experimenters with a stopwatch. 
Two male therapists worked with the patient, 
alternating experimental sessions. Each session 
consisted of ten trials with an inter-trial interval 
of one minute. Four sessions were held each 
weekday, two by each therapist. 

During the baseline period neither therapist 
provided reinforcement. In the first experi- 
mental period, one therapist reinforced the pa- 
tient whenever she met the criterion for any 
particular trial, while the other did not. The 
criterion was established as the mean between 
the previous time criterion and the next highest 
trial, as described in the first experiment. Re- 
inforcement consisted of praise such as “good 
- +. you're doing well . . . excellent" delivered 
with appropriate enthusiasm. Nonreinforce- 
ment consisted of maintaining a generally 
pleasant relationship with the patient, omitting 
all contingent praise. (During the last four ses- 
sions of the first experimental phase, the pa- 
tient was instructed to let go of the door latch, 
which she had been holding on to during the 
preceding 20 sessions. This resulted in a 
marked decrease in time spent in the room 
since this was a more fearful situation for the 
patient.) 

During the second experimental phase the 
therapists changed roles. The nonreinforcing 
therapist now provided reinforcement and vice 
versa. In the last phase the conditions were 
once more reversed. 
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As shown in figure 3, the patient's per- 
formance was better with the reinforcing than 
with the nonreinforcing therapist in each ex- 
perimental phase. Each time the therapists 
reversed roles (e.g, in phase 2 therapist 2 
providing reinforcement instead of therapist 1, 
and vice versa in phase 3) the patient's be- 
havior also reversed. 

A two-tailed correlated t-test was used to 
compare the patient's performance in the pres- 
ence of the reinforcing and nonreinforcing 
therapists during the last ten trials in each of 
the three phases (trial 30 reinforced versus 
trial 30 not reinforced, etc.).. Progress was 
significantly greater with the reinforcing than 
with the nonreinforcing therapist in each phase 
(phase 1: t = 2.54, p < .025; phase 2: t — 2.07, 
p «.05; phase 3: t—1.96, p<.05). On the 
other hand, during the baseline period in 
which neither therapist provided reinforcement, 
there was no significant difference in the pa- 
tient’s performance with either therapist (t = 
1.02, p> .1 <.2). Thus the provision of rein- 
forcement was responsible for the observed 
therapist differences, 

However, the rate of Progress during phase 
2—when the second therapist provided rein- 
forcement—was slower than during either 
phase 1 or 3—when the first therapist was rein- 
forcing. This Suggests that either the second 
therapist was inherently less reinforcing than 
the first, or that the second therapist could not 
overcome the effect of his not providing re- 
inforcement in phase 1. 


Discussion 


These findings Suggest that both rein- 
forcement and instructions have separate 
and strong influences on neurotic behavior, 
While such Simple variables have been 
largely ignored in psychotherapy research, 
the findings are congruent with those of 
basic experimental studies(5, 8, 9, 10, 12). 
The specificity of effect of both instructions 
and reinforcement was notable. Instructions 
Increased only the behavior asked for; re- 


ed only the 


In this Way precise control of 
matic behavior was achieved. Behav 
as hysterical falling or claustrophobia varied 
With the presence Or absence of a well- 
defined therapist behavior, These findings 
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FIGURE 3 
Comparison of Effects of Reinforcing and Nonreinforejy 
Therapists on the Modification of Claustrophobic Beh; 
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Suggest that behavior to be changed by 
psychotherapy must be precisely defined and; 
an exact technique introduced to change 
it in the required direction. This is not 
a novel idea in therapeutics, since the most 
Successful treatment techniques in medicine) 
are the most specific. However, such spe 
cificity has not been stressed in psycho- 
therapy, where poorly defined personality 
changes are often the goal. 

In conclusion, it appears that an exper- 
imental design in which well-defined patient 
behaviors are continuously measured, while 
the variables to be tested are introduced, 
Temoved, and reintroduced in sequence, 18” 
useful in psychotherapy research. In this 
way the problem that occurs in group studies 
—of changes in both a negative and positive 
direction cancelling each other out—appears 
to be overcome. The variables responsible 
for behavioral change can be studied in 
isolation and in combination. If effective 
variables can be enumerated, then it may 
be possible to redesign existing therapies 
to improve their efficacy or to design new 
therapies based on research findings. 
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Group Therapy for Mothers and Children in Parallel 


BY H. BEVAN JONES, D.P.M. 


The author describes the use of parallel 
therapy groups for mothers and children 
in dealing with childhood psychiatric prob- 
lems, particularly those related to separa- 
tion anxiety and school phobia. The therapy 
groups have proven successful in cutting 
down the treatment waiting list and in pro- 
viding a new source of group therapy man- 
power from among the mothers. 


F OR THE PAST 20 years I have worked 
at the Southend Child Guidance Clinic 
as consultant psychiatrist and medical direc- 
tor three days a week. The clinic provides 
Psychiatric services for the 37,000 children 
of the borough under the age of 16. The 
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total population of this area is some 200,000. 

The clinic staff consists of two educa- 
tional psychologists, two secretaries, and 
myself. Until 1961 there was a psychiatric 
social worker on my staff, but since the 
psychiatric social worker retired we have 
been unable to get a replacement, such is 
the current shortage. One of the secretaries 
has now been with us for five years and 
during this time, as she has shown a special 
interest in clinical work, she has learned to 
supervise a play group of children and to 
report back to me on their behavior with 
reliable accuracy. The second secretary has 
learned quickly to help in a similar way. 

When in 1961 I found myself without a 
psychiatric social worker, I felt I should 
seek a different approach in trying to help 
the children and their mothers. It occurred 
to me that great economy would be achieved 
by seeing mothers and children in groups. 
I have always spent some 50 minutes in 
Seeing every new case referred to the clinic 
and, in each year, the average number of 
new cases I see, largely in a diagnostic and 
counseling service, is some 160. 
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The Beginning 


From the beginning I usually selected 
for group help mothers with children aged 
seven or under needing help with (among 
other problems) learning to separate from 
their mothers. I planned to run the mothers’ 
and children’s groups in parallel, the chil- 
dren’s group being supervised by an adult 
in a free play situation. This arrangement 
provided an ideal practice ground for chil- 
dren with separation difficulties to learn 
to leave their mothers. 

The layout of the clinic has played an 
important part in the way the groups de- 
veloped and behaved. My consulting room 
is occupied by the children as a playroom 
when groups are being held. The door to 
this room is usually open so that children, 
particularly the two-year-olds, can easily 
toddle out across the corridor, through the 
swinging doors into the waiting room, which 
is the space we first took over for our 
mothers’ group. In the waiting room there 
is a square area bordered on two sides by 
a seat. I sometimes sit between mothers on 
this, but the seat which I most favor is a 
child’s chair on which I sit close to floor 
level. This I did at first intuitively in an 
attempt to seem more approachable to the 
mothers and to adopt a role in which they 
could feel less threatened, and even per- 
haps helped, by looking down as they spoke 
to me. 

It is difficult to describe adequately the 
atmosphere I try to develop here. What I 
aim at in the mothers’ group is an atmo- 
sphere of laissez-faire and freedom from 
Convention or professionalism. Under some 
circumstances the use of professional con- 
trol may be necessary or helpful to the 
patient or the therapist, but usually I do 
not regard the area of our mothers? group 
as the place for this. This free, open, elastic 
Broup atmosphere is very important and is 
Something we can demonstrate to visitors 
fo our group more easily than describe in 
words, 

The mothers all know that they can see 
me on their own at any time after or even 
during the hour-and-a-half group session if 
they request to do so. These interviews 
take place where the mothers most naturally 
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seem to want to talk. Some mothers talk 
most easily on their own in the corridor 
with the children playing around them as 
if in a playground. 

For instance one mother, who had at- 
tended the group for some months and had 


been very inhibited in the group, talked to » 


me one day in the corridor about her prob- 
lems with sexual inhibition. While she was 
talking her young son approached us with a 
golf ball I had given him on a previous 
Occasion, which he always brought back 
with him to the clinic. As the mother 
reached a crucial stage in confiding her 
problem, I threw the ball down the corridor 
so that the child ran out of earshot to col- 
lect the ball. 


Progress of the Group 


From the beginning of the group three 
years ago I have dictated a report after 
each week has finished. From my weekly 
dictated notes I have extracted some de- 
tails which are of particular interest to 
illustrate what has been happening. 4 

The time of arrival of the mothers is 
elastic, between 11:00 and 11:30 am. 
During the 90-minute session there is com- 
plete freedom of movement for mothers, 
children, therapist, and workers in every 
direction. If a telephone call comes through 
I may or may not leave the group to answer 
it, making the decision in accordance with 
what may be happening. In this way I have 
attempted to create a real world situation 
and have deliberately avoided the more 
conventional techniques. Sometimes my de- 
parture from this group gives them a de- 
sirable opportunity to speak in the absence 
of father, brother, husband, or whatever 
I represent to them at that time. Often 
after leaving the mothers’ group to go to à 


child, to take a child back to the children's j 


room, to answer a phone call, or any other 
Teason, my return is greeted by a question 
Which the mothers have prepared in my 
absence. 

In the beginning, if a mother in a grouP 
discussion asked to see me alone I agreed 
to such a consultation. In almost every 
case the mother told the group afterward 
What she had consulted with me about. 
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During the last year I have usually, when 
asked for an individual interview, asked 
the mother if she could possibly consult 
me in the group so that the other mothers 
might share the problem. Mothers now al- 
most invariably agree to put the problem 
to the group without a preliminary in- 
dividual interview. 

From an analysis of full notes on all 
children attending the group since 1964, 
some interesting points emerge: 

Of the 33 new children treated in the 
group in the first year, 22 later brought 
their siblings to the group. Of these 22 
siblings, more than 50 percent showed more 
severe difficulties later than did the original 
child. In other words, it became obvious 
that mothers frequently brought the wrong 
child to the clinic for help first. Of the 33 
children seen in the first year 57 percent 
were first-born, 55 percent were boys, 45 
percent were girls, the boys’ average age 
was four years, and the girls’ average age 
was seven years. 

On my return from my first leave after 
Starting this group, three years ago, I found 
that the mothers had continued to meet, 
using their own homes in rotation to further 
their group discussions—a positive reflection 
of how much these meetings meant to them. 

It became apparent that certain mothers 
were rapidly becoming capable of helping 
Others. I selected two of these leader 
mothers to start a second group in 1965. 
This was designed for children in the latency 
period and for long-term support rather 
than active therapy. I have trained three 
mothers to take charge of three new groups 
and have other mothers in training to take 
on further groups under my guidance and 
observation. 

When, after the first year of conducting 
these groups, I went back to one of my 
teachers of child psychiatry and described 
to him what was happening, he encouraged 
me with the comment, “You seem to have 
created a living human loom.” I like to 
think that this is a true description. 

I have found these groups of great value 
for teaching medical students. The optimum 
numbers for groups seem to be approximate- 
ly four to eight mothers and six to 12 
children. For teaching I find that the 
Mothers’ group can contain a number of 
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attending students equal to the number of 
mothers present. Whereas in individual child 
psychiatric interviews it would be very 
difficult to have several strangers present, 
the groups can swallow up their presence 
and hardly lose their living rhythm at all. 

In September 1967 the mothers de- 
veloped the idea of forming a closed group 
to work at a deeper and more confidential 
level than we had been able to achieve in 
the elastic situation of the waiting room. 
They elected, symbolically enough, to meet 
upstairs behind closed doors. The group 
meets for an hour and a half and is rarely 
interrupted by the entrance of children, as 
the children of these mothers have become 
free of separation anxiety by the time that 
the mothers enter this group. 

This group is being conducted by a med- 
ical officer who previously attended the 
open group to learn to be a conductor. 
The senior educational psychologist also 
attends as an observer with a view to be- 
coming a conductor for a second closed 
group which is being developed. 


The Children’s Play Group 


In the play group shy children learn to 
separate from their mothers and to mix 
and play with other children. Children with 
school phobia may be shown younger chil- 
dren actually suffering the anxiety experi- 
enced in separation from their mothers, 
going through the life situation which is 
represented for all these phobic children 
in their symptoms of school phobia. 

Thus, one day I pointed out to Gary 
S., a boy of 11 with school phobia, a four- 
year-old child running out of the playroom 
in fear when he missed his mother, who 
had gone out to the mothers’ group. I 
explained to Gary that this four-year-old 
was now living through what he had seven 
years ago and that in his school phobia 
he was now suffering the echoes of that 
despair. Gary returned to school soon after 
this because, I think, he had understood 
his problem from the living example. 

I use my children’s groups as an aid to 
diagnosis. I can see for myself how children 
behave toward others here, and get infor- 
mation which we usually have to rely on 
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school reports for. I always spend some 
of the 90 minutes of the session in play 
with the children, and I find this enables 
me to achieve rapport most quickly with 
the most difficult children—and I always 
say good-bye to them at the end of the 
session. 


Concluding Observations 


In the mothers’ group certain principles 
stand out most clearly, The group task is 
teady-made. The mothers learn to search 
for and find ways of dealing with their own 
emotional problems and discover how these 
are being reflected in their own children, 
The mothers are constantly shown living 
examples of the children’s difficulties by the 
children themselves, even being graphically 
shown by visits of their own children. We 
have observed with significant frequency 
how remarkably often a child under dis- 
Cussion in the mothers’ group will make 
his appearance, coming from the playroom 
which is out of earshot as if there is some 
strange, unproven, telepathic medium by 
which children, like animals, seem to feel 
and know that they are being talked about. 
How strange and complicated must be the 
matrices of these groups, and so different 
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too the levels at which the groups work, 
horizontal or vertical, or in Our case at 
Southend Clinic, upstairs and down. 

The atmosphere I try to engender is that 
of home, quite naturally and, though it 
was not by conscious processes, the atmo- 
sphere of freedom is that which I enjoyed 
as a little boy myself rather long ago. Thus 
last Christmas time, when some of the 
children who attend the clinic came to my 
home for presents from the Christmas tree, 


I was delighted when one of the three-year- © 


olds asked me, “Why aren't you home today? 
You should be home for Christmas," and 
I replied, “This is my home.” “Oh no,” she 
said. “Your home is the clinic." 

I hope the work I have described sug- 
Bests a way of creating a closer link in 
therapy between mothers and children by 
parallel treatment. It is thus that, through 
the interaction of untrained patients, certain 
aspects of experience may be distilled by 
group discussion. These can later be 
brought at an appropriate time to a thera- 
pist for correct interpretations and advice, 
This paper is designed to seek and illustrate 
à new method in which the long waiting 
lists common to most understaffed child 
guidance clinics may be shortened and pa- 
tients may be taught to help each other. 
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Follow-Up Studies of Lithium and Thyroid Function in 
Manic-Depressive Illness 


BY RONALD R. FIEVE, M.D., AND STANLEY R. PLATMAN, M.D. 


In an earlier study the authors reported that 
six out of 19 manic-depressive patients 
treated with lithium showed evidence of 
goiter, suggesting that lithium may have 
goitrogenic properties. They now report the 
finding of a similar incidence of goiter 
among 13 patients treated with imipramine. 
They conclude that three explanations are 
possible: the incidence of goiter among the 
general population might be equally high if 
EAI scanning instead of palpation were used 
routinely; the incidence of goiter detected 
among the two groups of patients studied 
may be a result of various drug treatments, 
periodic hospitalizations, and dietary insuf- 
ficiencies; or it may be related to some char- 
acteristic of manic-depressive disease. 


S ov AND ASSOCIATES have reported on 

a number of cases of goiter occurring 
in the course of lithium treatment of manic- 
depressive disease(3). He detected 12 
goiters by palpation among 330 manic- 
depressive patients who had been on lithium 
from five months to two years. This same 
group remained clinically euthyroid. How- 
ever, in nine out of ten patients with goiter 
who were on lithium there were abnormal 
findings of radioactive iodine metabolism. 
When lithium was discontinued the goiters 
disappeared and normal iodine metabolism 
was restored, although the precise incidence 
of this occurrence was not reported. 


The authors are with the New York State 
` Psychiatric Institute, 722 West 168th St., New York, 
N. Y. 10032, where Dr. Fieve is chief of psychiatric 
research, internal medicine, and Dr. Platman is 
-associate research scientist: department of internal 
medicine. Dr. Fieve is also assistant professor of 
clinical psychiatry, Columbia University College of 
Physicians and Surgeons, where Dr. Platman is 
research associate. 
- The authors wish to thank Philip M. Johnson, 
M.D., for performing and reporting on the 
thyroid scans used in this study and Miss Bette 
Weinstein for assistance in researching and editing 


this paper. 
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We have been studying the incidence of 
goiter and the effects of lithium on thyroid 
size by means of a radioactive iodine 131 
thyroid scan technique. This is an extremely 
sensitive method of mapping out the size of 
functioning thyroid tissue, thus making it 
possible to detect a subclinical, unpalpable 
enlargement of the thyroid. 

In a recent paper(2) we reported the 
occurrence of six goiters and four other 
cases of thyroid nodules in 19 manic- 
depressive patients who had been on lithium 
from 17 weeks to 30 months. Since these 
findings were not compatible with those of 
Schou, we initiated a follow-up study of a 
comparable group of manic-depressive pa- 
tients who had been treated solely with 
imipramine (Tofranil) for similar time peri- 
ods. These patients had never received lithi- 
um. 

Since lithium is about to be marketed in 
the United States, any reports of its possible 
goitrogenic properties require immediate 
study and clarification. This paper describes 
one important follow-up finding that clarifies 
the significance of the high incidence of 
goiter in our lithium-treated patients. 


Method 


Thirteen manic-depressives who had been 
receiving imipramine for 20 to 78 weeks 
were eligible for the control study, since 
they had never received lithium treatment. 
None was suspected of having thyroid 
disease and none originated from endemic 
goiter areas. These patients had not received 
drugs commonly known to influence thyroid 
gland size and function. As in the previous 
study with the lithium-treated population, 
the patients were subjected to a 24-hour 
radioactive iodine 131 uptake measurement 
and a thyroid scan. Forty uc. of iodine 131 
were administered to all patients and up- 
take was measured after 24 hours. ( Techni- 
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TABLE 1 
Results of Thyroid Tests on Patients Receiving Imipramine 
PERIOD ON — MAINTENANCE t n 1 
IMIPRAMINE B= 
PATIENT SEX AGE Er DOSE (MG.) (PERCENT) THYROID SCAN 

20 M 57 36 150 — Small goiter, apparently diffuse —— 

21 M 47 35 225 23 Moderate goiter, apparently diffus 
with beginning substernal extensi 

22 M 51 20 100 20 Moderate goiter with beginning sul 
sternal extension 

?3 M 57 27 150 21 Normal thyroid 1 

24 M 44 49 225 21 Normal thyroid with decreased ¢ 
tivity at inferior gland margin 

25 59 33 100 14 Small goiter, apparently diffuse 

26 [3 60 48 225 37 Decreased uptake in right lobe su 
gestive of a nodule 

27 F 58 36 150 46 Normal thyroid 

28 F 70 72 100 — Normal thyroid 

29 F 68 53 100 18 Normal thyroid 

30 F 50 24 100 15 Normal thyroid ^ 

31 F 38 30 100 6 Normal thyroid with decreased al 
tivity in right lobe suggestive 

: a nodule A 
32 F 64 58 150 8 Normal thyroid 


cal problems prevented the measurement of 
iodine 131 uptake for two patients.) In 
addition a Picker colorscan was performed 
on all 13 patients. 


Results 


The results of the thyroid investigations 
are shown in tables 1 and 2. The colorscans 
revealed that four patients had evidence of 
goiter, an additional three had thyroid 
nodules, and six patients had normal scans. 
Radioactive iodine uptake ranged from six 
to 46 percent. There were no clearly 


palpable thyroids in any of the patients listed 
in table 1. 


Discussion 


The purpose of this study was to compare 
the incidence of goiter in 19 manic- 
depressive patients on lithium with its 
incidence in 13 manic-depressive patients 
who had been Teceiving imipramine for a 
comparable period of time. 

The similar findin 
19 patients in the 


concept differs from Schou’s early suspi- 
cions as well as our own, neither resea 


population of manic-depressives not on 
lithium at the time of the original studies. If 


with those of Simpson and Cooper(4), whe 
recently reported two out of six manic- 
depressives not on lithium showing abnorm au 
Scans, a total of six out of 19 manic 
depressives show abnormal thyroid sca 
which is precisely what our lithium-trea 
population shows. 

An explanation is required for the hig i 
incidence of goiter in our population 
compared to Schou's. We suggest that tl 
colorscan technique is more sensitive nan 
clinical palpation of the gland, and is, 
therefore, probably responsible for at least 
some of the high incidence of goiter dete 
in our sample. 


TABLE 2 l 
Incidence of Goiters Among Patients Treated with Lithium 
and Patients Treated with Imipramine 


PATIENTS LITHIUM CARBONATE 

Male 5/13 

Female 1/6 1/8 
Total 6/19 
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The four percent incidence of clinical 
goiter in Schou’s population of lithium- 
treated patients is comparable to the 
incidence of nontoxic goiter reported in the 
recent Framingham heart disease epidemi- 
ology study(5). In this study of 5,127 
patients, 4.2 percent were found to have 
nontoxic goiter nodules. Expectancy rates in 
the Danish lithium group and in the 
Framingham study were also quite similar. 
It is noteworthy that no large surveys of the 
incidence of goiter in the general population 
have been reported using the scanning 
technique. 

In both the present study and the previous 
one, a strange anomaly still persists: the 
incidence of goiter in both populations is 
higher in males than in females. This is a 
reversal of its occurrence in the general 
population. 

Tests of abnormal iodine metabolism, as 
reported by Schou, confirm the fact that 
lithium does affect iodine metabolism, as 
would be expected by the study of Coppen 
and Shaw(1) showing that lithium affects 
bromine metabolism, as measured by bro- 
mine space. 

Follow-up studies in the general popula- 
tion are now required. These must include 
scanning techniques and. thyroid function 
tests. In addition, the effect of lithium and 
other psychotropic drugs on thyroid size and 
function constitutes an important longitudi- 
nal follow-up study. 


Conclusions 


Although we, like Schou, had thought 
lithium to have possible goitrogenic proper- 
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ties, the above results contradict these 
suspicions. However, since the high inci- 
dence of goiter in our lithium- and imipra- 
mine-treated manic-depressive patients re- 
mains, we offer some tentative explanations: 

1. The goiters in these samples of 
research patients could have been due to 
various long-term psychotropic drug treat- 
ments, as well as to the effects of periodic 
hospitalizations and dietary insufficiencies. 

2. Radioactive iodine scanning is a more 
sensitive method of goiter detection than is 
clinical palpation. If the general population 
were assessed for thyroid size by radioactive 
iodine scanning instead of by palpation, the 
incidence of goiter found might be the same 
as for our research samples among individu- 
als of comparable age. 

3. If the above two explanations could 
not be responsible for the high incidence of 
goiter, one must consider that the findings 
may be related to some pathological charac- 
teristic of manic-depressive disease. 
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LETTERS TO 


THE EDITOR 


Grand Mal Seizures 
With Lithium Treatment 


Sir: I have very serious reservations about 
Dr. Cole’s editorial endorsement and unquali- 
fied statement concerning the safety of lithium 
carbonate (“Lithium Carbonate: Some Recom- 
mendations” in the October issue of the Jour- 
nal). 

lt is crucial to separate the two issues of 
safety and efficacy. The safety of lithium car- 
bonate remains uncertain when blood levels 
are not followed for the well-known facts of 
the ratio between effective dose compared to 
minimal toxic or lethal dose. It is an extreme- 
ly small ratio for lithium carbonate or iodide. 
The dose-effect curve is extremely steep com- 
pared to phenothiazines, for example. 

In our initial series of patients, two of 25 
had grand mal seizures. One patient suffered 
a sudden increase in blood level to 25 mEq. 
per liter and a seizure after receiving an ac- 
cidental double-dose concomitant with poor 
fluid intake for one day. The second patient 
had his first grand mal seizure during a dental 
procedure while at a therapeutic blood level 
(1.5 mEq. per liter) for undetermined reasons. 

Furthermore, embryonic tissues of all sorts 
and species are extremely sensitive to lithium 
salts. Morphologic abnormalities were ob. 
Served as early as 1892. In addition, the ef- 
fects of lithium | salts on spermatozoa are 
well known. Whether these issues are impor- 
tant at doses currently used Psychiatrically is, 
as far as I know, unknown and unstudied in 
detail at this time, 

Although lithium has been available for 20 
years, it has been diligently studied by only a 


in countries where “safety” 
government concern, 

Tt would seem that with effective and safe 
treatments already available for mania and 
depression (which are generally self-limited 
diseases), lithium now has its place for refrac- 


tory cases only. It should remain a research | 
tool at this time. 
RALPH N. WHARTON, M.D, 
New York, N. Y 


Dr. Cole's Reply 


Sir: I also have some reservations about 
Dr. Wharton’s comments on my editorial en- 
dorsement of lithium carbonate. I agree that 
the margin for error with lithium is probably 
not as great as it is with many drugs used in 
Psychiatric practice—for example chlorproma- 
zine or meprobamate—but I had anticipated, 
perhaps erroneously, that no clinician attempt- 
ing to use lithium carbonate as a treatment 
for psychiatric conditions would fail to mon- 
itor blood level closely or fail to warn his 
patients and their relatives about the signs of 
impending toxicity. When these steps are 
carried out with reasonably reliable patients, 
the drug has been shown to be essentially 
safe. The few reported cases of severe lithium 
toxicity have generally not occurred in settings 
Where the physicians were experienced in its 
use and were careful in their clinical monitor- 
ing of the patients. s. 

I would take Dr. Wharton's description 
Of grand mal seizures associated with lithium 
therapy as a warning that such might occur. I 
cannot illuminate the possible mechanism by 
Which such a side effect might occur. 

I appreciate Dr. Wharton's concern about the 
possible effects of lithium on embryonic tissue 
or on spermatozoa. However, I know of no 
evidence that lithium carbonate in conven- 
tionally used blood levels has any significant 
effect upon offspring born to mammals. I 
know that lithium distorts the growth of sea 
urchin eggs, but I wonder if this is relevant 


| 


to its use in man. Again, I think lithium car- j 


bonate is not a drug to be used lightly and 
that women of childbearing age should be 
cautioned against becoming pregnant while on 
lithium therapy. Beyond this, the unknown 


and will be published, if found suitable, as space per 


the length, if possible, not to exceé 
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risks of the possible effect upon the fetus 
must be weighed against the patient’s need 
for lithium. Certainly in many cases some 
other drug can be used effectively. If not, 
lithium therapy may well be indicated even 
though a conscious risk is being taken. The 
magnitude of risk is small, since I know of no 
case in which a human infant was born de- 
formed as a result of lithium therapy. 

To restate my earlier position, I still feel 
that there is evidence to support a rational 
position that lithium carbonate is a safe and 
effective treatment for mania. Whether it is 
to be preferred to other treatments for mania 
is a matter for debate and will probably only 
be resolved following the completion of the 
current ongoing Veterans Administration— 
National Institute of Mental Health collabora- 
tive study which is comparing lithium with 
chlorpromazine in the treatment of acute 
mania. Many investigators believe that the 
lithium result in mania is superior to that 
obtained with phenothiazines because of a 
lack of undesirable and unpleasant side effects. 
The number of remissions obtained is also 
claimed to be better in the case of lithium. 
These are claims or assumptions rather than 
well-proven facts, however. Since the pheno- 
thiazines, haloperidol, and electroconvulsive 
therapy are not totally lacking in side effects, 
again a clinical judgment must be made as to 
which treatment is better in the case of acute 
mania. 

As to the use of lithium carbonate in de- 
pression, this is not recommended by myself 
or by almost anyone else. What is recommended 
is the use of lithium salts to avert future 
episodes of depression or mania in patients 
with recurring affective illnesses. Here, despite 
Blackwell and Shepherd’s critical review of the 
lithium data in Lancet(1), I am still of the 
opinion there is sufficient evidence of efficacy 
to make further studies highly desirable. In 
selected cases where other attempts to prevent 
recurrences of affective illness have failed, 
lithium carbonate may even be the treat- 
ment of choice in a field in which choices 
are relatively limited. Personally, I would 
rather try a cyclic manic-depressive with epi- 
sodes of both depression and mania on lithium 
carbonate than try a maintenance dose of a 
Standard antidepressive agent. 

In summary, I respect Dr. Wharton’s caution 
but am not as acutely concerned about the 
Potential ill effects of lithium treatment as he 
appears to be. Only further data can prove 
either of us wrong. Lithium carbonate should 
Certainly be used in further research, and 
much badly needed research is now going on 
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with appropriate control groups. As I have 
said before, I think there is enough evidence 
of efficacy to warrant its marketing for the 
treatment of acute mania under appropriate 
conditions with adequate control of dosage 
and blood levels and with adequate clinical 
monitoring. The justification for its being 
generally available for prophylactic use is less 
clear-cut. Here, the need for a drug offering 
such a promise in selected cases strongly 
tempts one to endorse its wider use, but fur- 
ther evidence concerning its efficacy and the 
incidence of rare but possible adverse effects 
is highly desirable. 


The reference is: 


1. Blackwell, B., and Shepherd, M.: Prophylactic 
Lithium: Another Therapeutic Myth? An 
Examination of the Evidence, Lancet 1:968- 
971, 1968. 


JONATHAN O. Core, M.D. 
Boston, Mass. 


Detection of LSD 


Sir: In their otherwise sophisticated discus- 
sion in the May issue of the Journal (“The ‘Bad 
Trip’ —The Etiology of the Adverse LSD Re- 
action”), Dr. Ungerleider and his colleagues 
subscribe to a widely held but erroneous no- 
tion—that there is "no applicable chemical 
test for LSD once it is inside the body." 

In 1964, based on work performed at the 
medical research laboratory at Edgewood Ar- 
senal, Md., Drs. Aghajanian and Bing pub- 
lished(1) a spectrophotofluoremetric method 
for the quantitative assessment of LSD in 
the plasma. They demonstrated, among other 
things, that exceedingly minute differences in 
plasma level (as small as one nanogram [ng.]) 
could be reliably detected with careful tech- 
nique. Since two mcg. per kg. (a relatively 
modest dose by current standards) produces a 
maximum level in excess of 40 ng. per 10 cc. 
sample, and since the biological half-life in 
man is approximately three hours, positive 
identification of LSD in the blood should be 
possible for at least 12 hours after ingestion 
in the great majority of cases. 

The sensitivity of the method derives from 
the fact that LSD is among the most fluorescent 
substances known. The technique is one which 
can be mastered by a technician after brief 
training. Although a control specimen from 
the same individual is desirable as a blank, 
this may be obtained after recovery in most 
cases. Specimens may be frozen and analyzed 
at a later time. 

Although many medical and law enforce- 


[153] 


1448 


ment agencies seem interested in establishing 
positive evidence of LSD intoxication, few 
seem to be aware of this relatively simple 
and reliable method of identification. Perhaps 
this is more a commentary on the enormity 
of the current literature than on the lack of 
alertness of current readers. 


The reference is: 


1. Aghajanian, G. K., and Bing, O. H. L.: 
Persistence of LSD in the Plasma of Human 
Subjects, Clin. Pharmacol. Ther. 5:611-614, 
1964. 


Lr. Cor. James S. KETCHUM, MC 
Edgewood Arsenal, Md. 


Dr. Ungerleider Replies 


Sir: Dr. Ketchum’s letter raises some in- 
teresting points. The need to be able to identify 
LSD as the ingested agent when someone has 
a “bad trip” is now more cogent than ever. 
In 1965-1966, the era of the psychedelic mis- 
sionary, the typical LSD user shunned other 
drugs (except for marihuana and the other 
psychedelics); he would not use alcohol, to- 
bacco, methamphetamine (methedrine), or the 
barbiturates, When he appeared at a hospital 
claiming an adverse LSD reaction, the samples 
we obtained always turned out to be LSD 
(on chemical analysis done later with samples 
from the same batch). The user never knew 
the dose (usually overestimated), but it was 
LSD and pure LSD—especially that referred 
to as “Owsley’s Acid” or “Stanley’s Stuff." 

The picture is dramatically different now. 
The patients we see are chronic drug abusers 
who ingest everything and anything—including 
Murine eyewash, Accent meat tenderizer, Ban 
deodorant, and even Clinitest tablets. Thus it 
would be most helpful to be able to identify 
the drug before instituting medical and psy- 
chiatric treatment. For example, law enforce- 
ment personnel inform us that much of what 
the black market 
as LSD turns out on analysis to be 2,5-di- 
methoxy-4-methyl amphetamine (STP). Like- 
Wise, that purchased as THC (tetrahydrocan- 
nabinol, the active ingredient in marihuana) 
9 laly phencyclidine (the 
peace” pill)—used in veterinary medicine. 

However, the crucial word in the statement 
Dr. Ketchum takes i 


i > “bad 
trippers” present within 12 hours, the theoreti- 
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beach, or mountain) for a “natural comedown” 
or end to their adverse reaction. They may 
then go to a hippie clinic crash pad to be 
“talked down.” Many even wend their way 
hundreds of miles home so their “square” 
parents can take them to a medical facility, 
They then can save face by telling the physi- 
cian that they only came to satisfy their 
parents. Mythologies often delay the time of 
initiation of treatment. One young man was 
kept in the woods for three weeks by a group 
of friends who doubled his dose of LSD every 
few days to end his bad trip. Finally he 
escaped and came to our facility—several days 
after his last dose. 

Approximately half of our cases now come 
with "flashbacks," not having ingested the 
Psychedelic drug for weeks or months. Finally, 
subsequent use of marihuana often recreates 
the LSD experience months after the original 
use of LSD. 


J. THOMAS UNGERLEIDER, M.D. 
Los Angeles, Calif. 


Psychotherapy and Board Examinations 


‘SiR: I agree with Dr. Silvano Artieti's 
editorial (‘Further Training in Psychothera- 
py,” July issue of the Journal) advocating 
further training beyond residency leading to 
board examinations in psychotherapy. But I 
believe the value of the course could be largely 
determined by the nature of the final exami- 
nation. Presently I am studying for the written 
Part of the psychiatric boards. I find this a 
trying but valuable effort which forces me to 
learn new things and to organize facts I already 
know. I do not feel such study would be of 
value in learning psychotherapy. 

I have learned how to handle patients from 
reading, from working with a preceptor, and 
from my own analysis. Most of all I have 
learned by listening to the patients themselves. 
I should welcome the opportunity to attend 
seminars on patient management and should be 
glad to expand the occasional consultations I 
get into an organized course of supervision. 
What I should resist would be having to 
Prepare for an examination in which I had to 
Parrot back five men’s views on homosexuality 
or to describe in depth how a Freudian and an 
Existentialist would talk to the same patient. I 
should be glad to interview a patient or to 
discuss how I handled any of my private cases 
but feel that preparation for a more formal 
examination would be a waste of time. 

Psychotherapy is a living experience between 
two people. To have its theoretical basis on the 
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tip of my tongue on a given day might help me 
teach residents; it would not help sharpen my 
skills in talking to patients, skills which grow 
out of a subtle mixture of my own personality 
and the lore of all the older and younger 
psychiatrists I meet. 


WILLIAM L. Crovis, M.D. 
Philadelphia, Pa. 


Simple Schizophrenia 


Str: I do not feel that Dr. Alan Stone and 
colleagues’ paper “Simple Schizophrenia—Syn- 
drome or Shibboleth” (September issue of 
the Journal) made a strong case for abandoning 
the diagnosis of simple schizophrenia as a 
syndrome for the following reasons: 

1, Reliance on the writings of Diem(2) 
and Bleuler(1) to show that the criteria for 
diagnosis were vague and contradictory ignores 
the fact that these clinicians were observing 
not only a mental condition but also the 
accompanying effects of many extraneous fac- 
tors (severe social ostracism, isolation, pro- 
longed hospitalization, maltreatment, poor diet, 
poor hygiene, superimposed medical conditions, 
etc.). Also ignored is the fact that many now 
available sophisticated methods of neurological 
and psychological diagnosis were not then avail- 
able. In short, we don't know what kind of 
patient population was being studied, but it 
Seems quite reasonable to assume that it was 
Very heterogeneous. Vagueness of criteria is, 
then, hardly surprising. 

2. The authors are considering mainly hos- 
Pitalized cases to invalidate the diagnosis. 
Mayer-Gross and colleagues(3) point out that 
"as a rule simple schizophrenics live outside 
hospital and shun contact with the psychiatrist." 
As with any disease, it is an invalid assumption 
that a hospitalized patient population is in 
any way representative of the community at 
large. 

3. With regard to time of onset and previous 
health, it is reasonable to believe that the 
history obtained may depend on the weltan- 
Schauung of the examiner, at least in part. 
Nor is there reason to quarrel with the notion 
that patients diagnosed as simple schizophrenics 
Were probably sick (or at least vulnerable) 
from an early age. But from the point of 
View of adaptation to the environment, there 
Temains a group of individuals who adapt 
Well to the first dozen or so years of life 
and then show progressive maladaption, with 
all the negative symptoms mentioned. This 
Phenomenology is independent of the examin- 
€r's theoretical bias. I clearly recall such cases 
and would have to look the other way in 
Order to pretend that they did not present 
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in the way they did. 

4. With regard to the importance of positive 
symptoms, there certainly are differing state- 
ments made by different authorities. There 
is no reason to doubt Kant’s findings that 
virtually all simple schizophrenics have delu- 
sional and hallucinatory phenomena at some 
time, though it should be iterated that he was 
presumably examining a hospitalized popula- 
tion. There remains, however, a group of 
patients in whom these phenomena are most 
difficult to elicit; it should be added that Mayer- 
Gross and colleagues definitely allow that the 
simple schizophrenia syndrome can follow a 
transient obvious psychotic break. 

5. In our present state of knowledge, it 
is possible to label certain individuals as simple 
schizophrenics on the basis of some or all of 
the symptoms used and usually reach prog- 
nostic conclusions that seem to be fairly 
accurate. The abandonment of the diagnosis 
does not allow us to go beyond that stage 
and therefore seems to contribute little of 
positive value to the clinician. 

6. The notion that some simple schizo- 
phrenics may be grown-up sufferers of early in- 
fantile autism seems to me to merely juggle 
the time sequences and "explain" the problem 
with a second diagnosis that is no more or 
less meaningful than the first. 

7. Many simple schizophrenics may be'brain- 
damaged or have constitutional perception 
disorders, but this theory has not been tested; 
if proven, it would not affect the prognosis 
unless the organic damage were reversible— 
the syndrome would remain the same. 

In summary, while there may be many 
strong reasons for abandoning schizophrenia 
in general as a "disease," one cannot deny 
the presence of a symptom complex of mainly 
negative symptoms, with or without detectable 
thought disorder, severely disruptive of a con- 
structive life, with more bearers of the symp- 
tom complex outside of hospital than inside, 
and with cause or causes unknown. Therefore 
the term "simple schizophrenia" remains, in 
my view, a useful descriptive and prognostic 
label. 


The references are: 


l. Bleuler, E.: Textbook of Psychiatry. New 
York: The Macmillan Co., 1924. 

2. Diem, O.: Die Einfach Demente Form der 
Dementia Praecox, Dementia Simplex, Arch. 
Psychiat. Nervenkr. 37:111-187, 1903. 

3. Mayer-Gross, W., Slater, E., and Roth, M.: 
Clinical Psychiatry. London: Cassell & Co., 
1960, p. 256. 


Morton S. Rapp, M.D. 
Don Mills, Ontario 
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Sir: Though Dr. Rapp may remain uncon- 
vinced, his letter adds little to the substantive 
issues. Since he has apparently ignored the theo- 
retical importance of simple schizophrenia for 
Bleuler’s concept of schizophrenia, and since he 
has provided us with no statistical data, his 
arguments are simply clinical assertions. 

Briefly, to reestablish the theoretical frame- 
work: Bleuler taught that it was possible to 
have the “fundamental” or “essential” symp- 
toms of schizophrenia without any of the so- 
called “accessory symptoms” such as hallucina- 
tions, delusions, etc. The existence of a 
symptom complex “simple schizophrenia,” a 
simple dementia devoid of hallucinations and 
delusions, substantiated this theoretical di- 
chotomy. 

Bleuler’s views have enjoyed wide accep- 
tance and have led psychiatrists to a rather fixed 
perspective on a number of schizophrenic 
phenomena. Our own clinical experience and 
Tesearch, together with contemporary studies 
of social and sensory deprivation, raise serious 
doubts about the existence of “simple demen- 
tia” and thus about the validity of Bleuler's 
dichotomy of symptoms—the basis for his 
nosological distinction. This theoretical back- 
ground explains our special emphasis on such 
factors as time and type of onset, presence of 
hallucinations and delusions, nature of the 
thought disorder, etc. With this introduction, 
let us consider Dr. Rapp's seven Specific 

` criticisms. 

The gist of his first point is that Diem and 
Bleuler, the originators 
simple Schizophrenia, were by necessity vague, 
imprecise, and unsophisticated. With this we 
can only agree. Why then does Dr. Rapp 
accept their conclusions? His Second point 
is that perhaps the real simple schizophrenics 
live outside hospitals and shun Psychiatrists, 
Only an exhaustive demographic study could 


ang diagnosing a group of patients who “shun” 


Points four and five are 
, to Bleuler's dichotomy— i; 
basis of his nosological d 
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suggests implicitly that in the syndrome of 
simple schizophrenia hallucinations and delu, 
sions may be present, may not be present, may 
eventually be present, or may be difficult to 
elicit. In this “state of knowledge” Dr. Rap; 
nonetheless believes it is possible to “label 
certain individuals” and “usually reach prog- | 
nostic conclusions." What label? What indi.. 
viduals? What prognosis? | 

In point six Dr. Rapp objects to our | 
suggestion that some so-called simple schizo- 
phrenics may have had the onset of their illness | 


in early childhood. He feels that we merely 
"juggle the time sequence." In fact, the | 


at the time sequence indicated (would Dr. | 
Rapp prefer juggled?) by Bleuler. We found 
that Bleuler's description of the onset of a 
simple dementia in adolescence was not 
justified by case material, including Bleuler's 
own. 

As to point seven, we thank Dr. Rapp for 
adding "constitutional perceptual disorders" to 
the possible list of disorders mistakenly called 
simple schizophrenia; we had not mentioned it 
in our own paper. Perhaps Dr. Rapp'*s 
unwitting attribution to us of what is appar- 
ently his own interesting idea suggests that, 
despite his letter, he too has begun to wonder 
what is placed in that not so simple “diagnostic 
wastebasket.” 

What we would like from Dr. Rapp or from 
others who may share his views are some 
carefully documented cases typical of simple 
schizophrenia in which detailed histories and 
careful mental status examinations are pre- 
sented. In our own research we could not find 
Such typical cases, nor are we willing, based on 
our study, to continue to accept Bleuler's 
dichotomy of “essential” and “accessory 
symptoms. Thus we are not convinced by Dr. 
Rapp's reiteration of a vague, ambiguous, and 
arbitrary definition of a specific subgroup of 
schizophrenics who shun psychiatrists, Who 
may or may not have an “essential” thought 
disorder, who may or may not have delusions 
and hallucinations, and whose disease, what- 
ever it may be, can begin in infancy, childhood, 
adolescence, or adulthood. 


ALAN A. Stone, M.D., 
Cambridge, Mass. 


The Borderline Syndrome 


Str: I was disappointed by Dr. Chodoff’s 
Teview of The Borderline Syndrome: 
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Behavioral Study of Ego Functions (October 
issue of the Journal) because he failed to 
criticize what I found to be a major defect in 
the style of presentation chosen by the authors. 
This consisted of an unfortunate but prominent 
propensity for attacking psychoanalytic reports 
on “borderline” patients as unscientific while 
claiming a superior place in the scientific 
hierarchy for their own approach. Such a line 
of criticism seemed to me to be particularly 
confusing because the study in its design 
borrowed heavily from both the concepts and 
literature of psychoanalysis. In his review Dr. 
Chodoff continued and extended the same false 
dichotomy of statistical and scientific versus 
analytic and speculative. To quote his review: 


Eschewing the widespread tendency in the 
psychoanalytic literature to indulge in un- 
checked speculation about the dynamics of 
the borderline syndrome before having 
clinically defined it, the authors set them- 
selves firmly in the tradition of science by 
undertaking primarily to determine the 
“what” of the borderline syndrome as an 
essential prerequisite of any consideration of 
its “how” and “why.” 


The key to the so-called scientific superior- 
ity of the Grinker study is that actual behavior 
is observed and recorded by psychiatric nurses 
and aides over a two-week period of hospital- 
ization. Although this is a valid research 
approach, it seems to be worth questioning 
whether the’ resultant observations are of 
greater value than those of psychotherapists 
and/or psychoanalysts who work intensively 
with the same patients for many years. 
Furthermore, since intensive treatment situa- 
tions provide the observer with more data, it is 
unfair to label dynamic formulations as 
unchecked speculation. Despite the fact that 
the statistical study in question resulted in 
Conclusions strikingly similar to those made by 
analytic observers, both author and reviewer 
Seem unwilling to accept the possibility that 
different approaches to clinical problems may 
be equally “scientific.” 

It seems a pity that Dr. Grinker was unable 
to present his study as an additional approach 
to a field of clinical research that has been 
increasingly well investigated within the psy- 
Choanalytic framework. More the pity that Dr. 
Chodoff chose to accept the fallacious equation 
Of statistical with scientific and in so doing 
dismissed the solid knowledge gained from 
equally scientific analytic studies. 


HENRY J. FRIEDMAN, M.D. 
Cambridge, Mass. 


Amer. J. Psychiat. 125: 10, April 1969 


1451 
Dr. Chodoff Replies 


Sir: In the language of diplomacy I must re- 
ject Dr. Friedman’s protest. Despite what he 
says in his letter, it is not the validity of psycho- 
analytic formulations about patients in psycho- 
analytic treatment that Dr. Grinker is question- 
ing in the book The Borderline Syndrome. 
Rather, Dr. Grinker raises the very pertinent 
objection that although patients reported in the 
psychoanalytic literature all may share the label 
“borderline,” they share very little else, and 
that before trying to understand their psycho- 
dynamics or psychogenesis it would be a good 
idea to arrive at some consensus concerning 
what is being studied. This can be done only 
by a definition of the syndrome of the 
borderline on empirical grounds, and this is 
precisely what Dr. Grinker and his colleagues 
have attempted to do in their study. 

Neither Dr. Grinker in the book nor I in my 
review was, as Dr. Friedman suggests, hoisting 
the banner of statistical methods in a jihad 
against psychoanalytic methods of arriving at 
truth. I do not doubt that psychoanalytic 
formulations have an important role to play in 
the study of human behavior, but I am also of 
the opinion that for such formulations to have 
any kind of general value there must be some 
agreement concerning the clinical entities 
which they are elucidating. If Dr. Grinker's 
efforts have been successful, they should be 
welcomed by psychoanalysts who can then 
employ their methods in the study of the 
borderline syndrome with some confidence that’ 
they will all be talking about the same kind of 
people rather than about a "mixed bag" of 
patients united only by a whimsically applied 
label. It seems to me that those psychoanalysts 
who cannot stand even the gentle heat 
generated by the constructive criticism of Dr. 
Grinker possibly ought to stay out of the 
kitchen of science. 


PauL CuoporrF, M.D. 
Washington, D.C. 


Alcohol and General Hospital Patients 


-Sir: In your November issue, Dr. Barchha 
and his colleagues present their experience 
with alcoholism among general hospital patients 
in St. Louis. A report on this topic, which 
may have been published too late to be in- 
cluded in their bibliography, was derived from 
a study at Norwalk Hospital in 1966 entitled 
“The Impact of Alcoholism on a Community 
General Hospital”(1). This is the first such 
study of a group of consecutive admissions to 
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a community hospital where nine-tenths of the 
inpatients are private. 

It shows that: 1) alcoholism among 416 
medical and surgical inpatients was present 
in 8.7 percent of cases; 2) diagnosed alco- 
holism among 235 outpatients (general service, 
i.e., indigent) was 13.4 percent; 3) about one 
patient in ten of the 651 was suffering from 
abuse of alcohol; 4) private physicians are 
very loath to write the word "alcohol" on the 
charts of private patients; 5) there is very 
little published work in this area, and 6) there 
ought to be a lot more. 


The reference is: 


1. Kearney, T. R., Bonime, H., and Cassimatis, 
G.: The Impact of Alcoholism on a Com- 
munity General Hospital, Community Mental 
Health Journal 3:373-376, 1967. 


"'THoMas R. KEARNEY, M.B., 
B.Ch., M.R.C.P.E. 
Norwalk, Conn. 


Hyperventilation Syndrome 


Sir: As Drs. Allen and Agus rightly pointed 
out in their article *Hyperventilation Leading 
to Hallucinations" (November issue of the 
Journal), the hyperventilation syndrome has 
not been given due emphasis by psychiatrists 
vis-à-vis internists and neurologists. For exam- 
ple, clinical reports on hysterical astasia-abasia 
(November 1967 issue of the Journal) and 
depersonalization (September 1968 issue of the 
Journal) did not mention hyperventilation. 
Overbreathing frequently triggers the former 
and not rarely the latter, but it is the 
exceptional clinician only, I strongly suspect, 
who would even consider a role for hyperven- 
tilation in these or similar conditions. 

In several series of consecutive patients seen 
by nonpsychiatric physicians (1-3), the hyper- 
ventilation syndrome was a prominent factor in 
five to ten percent of the cases. On the other 
hand, in two series of my own a quite high 
proportion of psychiatric outpatients described 
symptoms reproducible by deliberate over- 
breathing. In the course of short-term therapy, 
the hyperventilation syndrome was found in 45 
percent of 58 female dependents of military 
Personnel and 30 percent of 146 men and 
Women seen in a private Psychiatric practice, 
In psychotic patients the hyperventilation 'syn- 
drome occurred much less frequently than in 
nonpsychotic patients, 

The usual sequelae to hyperventilation, of 
course, are anxiety and Psychophysiologic 
Symptoms. Far less common are the hysterical, 
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depersonalization, and phobic neuroses. 

I personally have not yet been able to as 
to overbreathing any instance of psyc 
hallucinations. Frankly, I wonder if in D 
Allen and Agus’ second case hallucina: 
may have been hysterical rather than psycho 
and if the first case, with possible psychomo} 
seizures in a mental retardate, was too complex 
to yield conclusions. 

Though Drs. Allen and Agus may not ha 
established a “hyperventilation psychosis,” 
did provide further evidence that overbreatl 
can precipitate unusual mental phenomena, 


a 


The references are: 


1. McKell, T. E. and Sullivan, A. J.: The 
Hyperventilation Syndrome in Gastroenterolo- 
gy, Gastroenterology 9:6-16, 1947. 

2. Rice, R. L.: Symptom Patterns of The 
Hyperventilation Syndrome, Amer. J. Med; 
8:691-700, 1950. 

3. Singer, E. P.: The Hyperventilation Syndrome, 
in Clinical Medicine, New York J. 
58:1494-1500, 1958. 


JosEPH S. SILVERMAN, M.D, 
Altoona, Pa. 


Brief Psychotherapy 


Sir: In the November issue of the Jou 
Dr. C. Knight Aldrich wrote of the advisabi 
of developing brief therapeutic methods 
are based on psychodynamic principles (“B 
Psychotherapy: A Reappraisal of Some Theo 
retical Assumptions”). He cogently stressed the 
tole in the efficacy of treatment of the co n 
municated expectations of the therapist. i 

Dr. Aldrich indicated that the line betwi 
superego and ego function is not always cl y 
and wrote of the roles of the expectations of 
the superego, parents, society, and the therapist. 
on the ego (p. 587). He then gave ne. 
following clinical precis (p. 589): 


A somewhat sanctimonious father and mothel 
were painfully embarrassed by their adol 
cent son's theft of a car. He stole the car i 
such a way that he was immediately appre- 
hended. He was referred for treatment, n 
the cause of his superego defect soon became 
apparent: his mother was so unsure of. 
own controls that she interpreted such sta! 
dard phenomena of adolescence as raiding the 
cookie jar to mean pathological and antisocial 
stealing and then communicated to her son. 
her expectations that he would continue, 
stealing, to the point where he became 
desperate in his attempt to find limits. a 
Both mother and son responded rapidly 1 
collaborative treatment directed toward clos 


Amer. J. Psychiat. 125: 10, April 1969 


LETTERS TO THE EDITOR 


ing the superego gap, and when the superego 
problem had been dealt with, both seemed 
much relieved. Since the son then showed no 
more neurotic symptoms than the average 
adolescent, treatment was terminated. Sev- 
eral years later he was doing unusually well 
in graduate school, and no further symptoms 
had developed. 


The therapeutic result must be admired. I 
would appreciate Dr. Aldrich’s sharing with us 
more of his thinking and spelling out of his 
technique. I am particularly interested in the 
first sentence of the second paragraph—I am 
not sure what is meant by the term “superego 
gap.” In view of his remarks about the roles of 
the expectations of the various agencies, I 
believe that I would better understand his views 
concerning the composition and functions of 
the superego as an intrapsychic versus an 
extrapsychic hypothetical structure and the 
relevance of those views to the improvement of 
therapeutic procedures. 


L. Bryce Boyer, M.D. 
Berkeley, Calif. 


Dr. Aldrich Replies 


Sir: Dr. Boyer calls attention to the hazards 
of oversimplifying case illustrations. In trying 
to avoid the Scylla of boring the reader to 
death with details, I ran into the Charybdis of 
making it seem too easy. 

In my treatment of this adolescent I 
basically followed the technique recommended 
by Johnson and Szurek(1), considering the 
incident as a cry for help. I then structured five 
major moves in his treatment: 

1, I clarified with him that he was asking for 
help to control his impulses and that impulse 
control was the initial and perhaps the major 
goal of treatment. 

2. Focusing on the genetics of his superego 
lacuna, we traced back to its apparent origin 
his mother’s gradually developing suspicion, 
and consequent expectation, of his stealing and 
his acceptance of her image of him as a 
thief, 

3. I questioned the necessity for his fatalistic 
self-concept, and reiterated my conviction that 
he had the power to choose whether to control 
or to express his acquisitive impulses. 

4. I accepted his initial anger at his mother 
for her perception of him as a thief and then 
helped him to a more sympathetic understand- 
Ing of her as a person with inner conflicts who 
Was not consciously trying to sabotage him. 

5. I openly recognized his attempts to test 
my conviction of his capacity for impulse 
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control, expected him to exert effective controls 
of all antisocial impulses, and in general held 
him responsible for his behavior. 

Meanwhile, his mother and father each saw 
individual therapists. The father was a prig but 
innocuous; the mother was helped to see how 
she was displacing her unacceptable larcenous 
impulses onto her son. Fortunately, once she 
could understand her part in the drama, she 
could and did find less destructive ways in 
which to cope with these impulses and stopped 
expecting her son to steal. 

Treatment lasted for 12 weekly sessions, 
helped considerably by the necessity for the 
family to drive together to their sessions from a 
community 75 miles away. On these trips, 
particularly on the way back, intrafamilial 
communication flourished as never before. 

I'm sorry, Dr. Boyer, it still sounds too pat, 
but I'm afraid I've about exhausted my quota 
of space. I have only room to explain that a 
superego "gap" to me means a specific defect 
in controls, permitting expression of a specific 
type of antisocial behavior without impairing 
the capacity to control other types. 


The reference is: 


1. Johnson, A. J., and Szurek, S. A.: The Genesis 
of Antisocial Acting-Out in Children and 
Adults, Psychonal. Quart. 21:323-343, 1952. 


C. KNIGHT ALDRICH, M.D. 
Chicago, Ill. 


Television Videotape and Psychodrama 


Sir: Dr. Goldfield and Dr. Levy of Langley 
Porter Neuropsychiatric Institute well de- 
scribed the application of television in psycho- 
drama in the November issue of the Journal 
(“The Use of Television Videotape to Enhance 
the Therapeutic Value of Psychodrama"). 
However, difficulties and  contraindications 
have been reported by other workers since 
1942(2). 

First, there is resistance of protagonists to 
"exposure" of intimate and community prob- 
lems. In the last 16 years, being televised in 
closed circuit has gradually become acceptable 
to therapists, students, and protagonists. As 
long as television replay was limited to 
members of the therapeutic staff, resistance 
against exposure was fairly bearable to protag- 
onists. It became more hazardous when the 
objectives of replay were expanded, involving 
individuals outside the protagonists' intimate 
group. Closed-circuit television is fairly safe, 
but complications with exposure effect will 
increase once "open" television is used widely; 
this needs to be investigated. 
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An example is a closed-circuit psychodrama 
session that I videotaped on May 8, 1964, at 
Camarillo State Hospital(1). The purpose was 
not to make a documentary of the psycho- 
drama of patients or to watch a replay but to 
expose this production to the entire staff and 
approximately 5,000 hospitalized patients, co- 
experiencing with the protagonist at a distance. 
He was a young alcoholic willing to expose 
himself to this mass of people, mostly 
strangers, who might relate tales to relatives 
and strangers in Los Angeles, We explained 
that it would be beneficial not only to him but 
to all patients there with similar problems and 
especially to the staff who need to learn about 
developing forms of mass psychotherapy. 
Fortunately the staff is broad-minded and 
sophisticated; our proposition was eagerly 
received. This breakthrough became historic 
for Camarillo because the videotape is regu- 
larly replayed. 

Second, an incident produced by exposure of 
an intimate problem on open television 
Occurred in a mental health clinic. An 
alcoholic group was treated by psychodrama 
9n open community television. A female 
patient presented herself, simultaneously expos- 
ing to the vast number of viewers some of her 
most intimate problems involving various 
other family members, We 
home drunk with her boyfriend (an auxiliary 
ego), confronted by her 
auxiliary ego), 
leading to their house. She brawled with her 
mother, was pushed down the stairs and ejected 
from her home. Immediately following the 
broadcast, while the evaluation took place, the 


? Is that how I treat my 
daughter? Im so ashamed and guilty!" The 
director wisely invited her to participate 
personally in the Session, The conflict was 
i and therapeutically in the 
group. Imagine if the mother had gone to a 
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member or with the therapist, a Psychothera. 
peutic television system must permit every 
viewer to see every other viewer in action as if 
they were in the same social space. 


The references are: 


1. Moreno, J. L.: Psychodrama in Action, Group 
Psychotherapy 17:87-117, 1965. 

2. Moreno, J. L., and Fischel, J. K.: Spontaneity 
Procedures in Television Broadcasting with 
Special Emphasis on Inter-Personal Relations 
Systems, Sociometry 5:7-28, 1942, 


J. L. Moreno, M.D, 
Beacon, N. Y, 


Lunar Effect on Mental Illness 


Sır: I am particularly interested in the 
article by Drs, Bauer and Hornick “Lunar 
Effect on Mental Illness: The Relationship of 
Moon Phase to Psychiatric Emergencies” (the 
November issue of the Journal). 

In 1963, stimulated by the same factors 
described in this paper, we did an informal 
pilot study in the Psychiatric Walk-In Clinic at 
Metropolitan Hospital, New York, N. Y. 
(Metropolitan Hospital is the receiving hospi- 
tal for all psychiatric emergencies in a 
geographic area covering 42nd St. to 116th St. 
from the Hudson River to the East River.) As 
at the Bronx Municipal Hospital Center, the 
service is available for emergencies 24 houis à 
day, and every patient visit is registered and 
tabulated daily. F 

The number of people coming to the clinic 
during the three months of 1963 that we 
Studied showed no more relationship to the 
Phases of the moon that did those coming to 
the Bronx Municipal Hospital Center in 1965- 
1966. At the time we obtained our data, we felt 
that our study was too small to report. 

We found no increase in the number of new 
Or revisit patients during the full moon. Drs. 
Bauer and Hornick did not report the figures 
for new and revisit patients separately, but We 
Would guess that in neither group would there 
have been a lunar relationship. 

The recent increase in popular interest and 
credence in astrology, which stresses the effect 
of the movement of the planets on individual 
mood, energy, and relationships, is probably 
Impérvious to reports of objective research. 
Indeed, we who carried out the study continue 
to read our horoscopes in the newspapers and 
magazines with as much enthusiasm as ever. 


DIANA M. LILIENFELD, Qe. 
New York. N. Y. 
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Experimental Design Questioned 


Sir: I read with interest the paper “Oral 
Activity Cycles in Mild Chronic Schizophrenia” 
by Dr. Stanley Friedman (December issue 
of the Journal). Although I am not qualified to 
evaluate the psychoanalytic aspects of this 
paper, there are certain aspects of the 
experimental design to which I would like to 
address myself, lest we too readily accept the 
discovery of a new biological rhythm without 
sufficient evidence. 

The patients were each observed for five- 
hour periods, and the author states that 
“During each 20-minute interval, a score was 
kept of all oral activities observed.” Although 
the author states that “the oral activities of the 
subjects yielded cyclic data," we are not told 
what criteria the author used to include a 
particular oral activity within a specific 20- 
minute time interval. Did an oral activity have 
to start, occur, or end within a time interval to 
be included? How did the author handle 
overlap? When exactly does one start a cigarette 
or end a cup of coffee? Since "the author was 
always observing," it seems to me that he had 
assigned himself a most difficult task. 

Another objection I have concerns the 
following: “The subjects were visited by the 
author about four times during the observation 
period and at highly irregular intervals." 

Finally, the selection of subjects was biased 
by an unexplained "stability of adjustment 
scale” and “a mean oral score per hour” of six 
to seven points "in order for their data to be 
used in the study." 

Even if my above objections are disregarded, 
the small number of subjects tested is but 
tenuous support for the "specific hypothesis" 
that relaxed, semi-isolated subjects should show 
a waxing and waning of spontaneous oral 
activity in an 80-120-minute cycle, using an a 
Priori scoring system for all observed oral 
activity. 


Jay R. FEIERMAN 
Philadelphia, Pa. 


Dr. Friedman Replies 


Sir: Mr. Feierman addresses himself to 
“certain aspects of the experimental design,” 
and I will reply to each of his issues in 
Sequence, adding only that some of my 
comments are more fully discussed in my first 
Paper on oral activity cycles(1). 

His first comment is really a question related 
to the scoring of items that straddled a time 
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interval. It should have been stated that all 
such items were prorated. Cigarettes were 
timed from the first puff to the last. If a three- 
point cigarette lasted from the last two minutes 
of one time interval through the first four 
minutes of the next, a score of one was 
assigned to the first interval and a score of two 
was assigned to the second. Food and drink 
were prorated on the basis of the volume 
consumed within each time interval. For 
example, an eight-point glass of beer might last 
for three time intervals and the score for each 
interval would be the percentage drunk during 
each, multiplied by eight. In fact, a reliability 
study of the scoring was carried out, yielding a 
correlation coefficient of +.93. The only 
differences between scorers were the slight 
variations in estimations of percent consump- 
tion of drinks at the end of a time interval. 

Although Mr. Feierman states that I as- 
signed myself “a most difficult task” in scoring, 
I can assure him that this was not the case. 
One needed only stay awake and alert. A final 
correction is that all subjects but one were 
observed for six hours, not five, as Mr. 
Feierman stated. 

It isn’t possible to comment on the “another 
objection” next noted by the writer since he 
never identifies his objection. 

Mr. Feierman then states that the “selection 
of subjects was biased by an unexplained 
‘stability adjustment scale.’” There was some 
discussion of this scale. Since the study is of 
stable schizophrenics, the scale was used to 
weed out those whose schizophrenic adjust- 
ments were unstable. This is no more a bias of 
selection than would be the weeding out of 
male subjects from the sample of a study of 
growth rates among girls. In addition, the fact 
that a different hypothesis would be made for 
the oral cycles of acute and unstable schizo- 
phrenics illustrates that it is essential to carry 
out such a selection. 

Similarly, the criterion of a minimum mean 
oral score per hour of six to seven points, 
although unnecessary, has a logical rationale. 
This is not a study of orality; it is instead a 
study of rhythmic instinctual drive pressures 
that uses the oral zone as the most convenient 
site of observation. The researcher, therefore, 
has the right to use some subjects whose drive 
activity is expressed at that zone. However, it 
may be added that only two subjects’ data were 
rejected because of their low oral activity and 
that both of them had excellent oral cycles. 

Finally, it seems to me that Mr. Feierman’s 
objection to “the small number of subjects" ' 
reflects a limited knowledge of statistics. 
Statistical tests of significance penalize studies 
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with small samples and make necessary 
dramatic results before statistical significance is 
achieved. Although I, too, would prefer a 
larger “N,” it does not change the fact that 
such significant results were gained with a 
small sample. Finally, it may make Mr. 
Feierman feel better to know that, in addition 
to the sample of the present study, the first 
study had 10 subjects and that other work in 
this area brings the total “N” for oral drive 
cycle studies to about 25. 


The reference is: 


1. Friedman, S., and Fisher, C.: On the Presence 
of a Rhythmic, Diurnal, Oral-Instinctual Drive 
Cycle in Man, J. Amer. Psychoanal. Ass. 15: 
317-343, 1967. 


STANLEY FRIEDMAN, M.D. 
New York, N. Y. 


Who Should Have a Gun? 


Sir: I heartily agree with Drs, Rotenberg 
and Sadoff in their statements concerning the 
problem of “Who Should Have a Gun? Some 
Preliminary Psychiatric Thoughts” (December 
issue of the Journal). 

To one of their conclusions, however, I take 
exception, namely that telescopic sights “are 
not part of the arsenal of the legitimate 
sportsman.” This conclusion represents either a 
complete unfamiliarity with current practice in 
big game hunting and pest control, especially 
in plains areas, or a common variety of 
sportsman snobbery that claims that the "real" 
sportsman will only hunt moose with flint- 
tipped arrows fashioned by his own hand. 

. Almost all sportsmen now use telescopic 
sights in hunting such animals as pronghorn 
antelope, elk, mule deer, bighorn sheep, and 
other animals which cannot be approached 
closely because of shyness or difficulties of 
terrain. It is important to realize that the 
owed his telescopic sight 


conclusion that a 


C si more dangeroi 
because it simplifies the proble: i igeesl 


the claim that it is not 
Sportsman's equipment 
fore, if his telescopic 
away—not because 
because it is dangerou: 
be taken also, 


a legitimate part of the 
is ill-founded. There- 
Sight is to be taken 
it is illegitimate but 
s—then his rifle should 


PAuL S. NEMETZ, M.D. 
New York, N. Y: 
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Sir: As a sportsman, I am unable to let t 
following quotation from your publi 
pass unchallenged. “However, certain a 
ments such as telescopic sights . . . sho 
prohibited since these are not part of 
arsenal of the legitimate sportsman, and th 
possession implies a presumed intention to | 
violence.” (“Who Should Have a Gun? Sor 
Preliminary Psychiatric Thoughts" by Drs, l 
A. Rotenberg and R. L. Sadoff, 
issue of the Journal). , 

This is precisely the kind of statement th: 
makes it so difficult to take psychiatry at 
psychiatrists seriously—particularly when i 
appears in the official journal of the America 
Psychiatric Association. 


WILLIAM E. Lorine, M.D. 
Falmouth Foreside, Mi 


Duality of Human Nature 


Sir: Dr. Harry R. Brickman, in his arti 
"The Psychedelic ‘Hip Scene’: Return of 
Death Instinct" (December issue of thi 
Journal), gave an excellent description of th 
Psychosocial conditions of the hippies. He | 
relating the nonviolent philosophy of the hippi 
to “blowing his mind,” thus blocking his d 
instinct and eliminating his destructive 
pulses. This phenomenon of the "hip scen 
should remind us of the essence of “human 
nature" as demonstrated by innumerable 
in the history of mankind. The s 
between life and death, love and hate, Eros 
Thanatos, has always existed. This dual natur 
of mankind seems to be expressed in yariou 
ways—including sacrificial rites, religious 
ing, and Lent abstentions. Probably Abrah 
in the Old Testament, went too far when. e 
was about to give up Isaac, his only son, tO 
Prove his faith in God. The Christian doctr ne 
of Christ's crucifixion and the “true believers” 


concept of sacrificial killing to create, or ra he 
to recreate, a better way of life. The follow 
quotations from the Scriptures seem to expre 


the life and death instinct theory in symbolic. 
terms: 


Verily, verily, I say unto you, Except a com 
of wheat fall into the ground and die, 
abideth alone; but if it die, it bringeth foi 
much fruit. John 12:24 1 
He that findeth his life shall lose it; and h 
that loseth his life for my son shall find it 
Matthew 10:39 ; 
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Yet the perpetual dilemma—more difficult 
for some than for others—is what and how 
much to destroy and what and how much to 
build up. 

We know of the Hitlers’ “solutions” for the 
world and the Einsteins’ universal discoveries 
and their subsequent effects on the earth and 
its inhabitants. So whether it be hippies, “flower 
children,” love and sexual freedom—with or 
without “grass,” “speed,” or “acid”—or whether 
it be philosophers, reformers, doctors, political 
leaders, modern technology and the Ultimate 
Commitment—with or without delusions, tran- 
quilizers, and energizers—we hope to have the 
wisdom to regulate our human nature and seek 
more ways to go on building and finding ful- 
fillment. 


E. ELIOT BENEZRA 
Elmhurst, Ill. 


More on Enuresis 


Sin: Many people have written on the use of 
imipramine with enuretic children. I would like 
to report on the Brooklyn-Cumberland Hospi- 
tal experiences with 93 enuretic children 
between January 1965 and January 1968. In 
1965, 12.5 percent of the children seen were 
enuretic; in 1966, 16.8 percent were enuretic; 
and in 1967, 18.4 percent. Boys outnumbered 
girls 3.5 percent to one percent. The mean age 
of boys and girls was eight years. 

Depending upon the age and size of the 
Child, two tablets were generally given at bed 
time. It was my experience that the medication 
worked partially or totally the first night or it 
did not work at all. If it did not work, I still 
held another “magic” in abeyance, namely two 
tablets of desipramine. 

Results were divided into: 1) “success” or 
complete cessation of bed wetting, 2) “partial 
success” often described as “moisture,” “a little 
wet,” or one to two “accidents” a week, and 3) 
“no success.” The latter was attributed to the 
medication’s not working in a specific child. In 
many large families the mothers would leave 
the medicine in the hands of the children, who 
often failed to take it. Imipramine was 
Prescribed for two-month periods, with the 
mothers advised to taper off toward the end of 
that period. This time limit was arrived at 
through many mothers terminating the medica- 
tion themselves by not returning for a refill. 

In 1966 and 1967 we found that 40 percent 
of the enuretic children were successfully 
Controlled by imipramine. Another 40 percent 
Were partially controlled. Of the 20 percent 
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imipramine-resistant enuretics, two-thirds were 
successfully controlled by desipramine and 
one-third were partially controlled. The mean 
time for cessation of bed wetting was 3.5 
months. 

Since our population is a lower socioeco- 
nomic one in which 35 percent of the 
appointments are broken and the clinic has 
only one half-time psychiatrist seeing an 
average of 225 new patients a year, opportu- 
nity was not available for placebo control. 


HousroN Brum It, M.D. 
Brooklyn, N. Y. 


Classification of Children's 
Mental Disorders 


Sir: There apparently is an extreme degree 
of reluctance on the part of psychiatrists—and 
especially child psychiatrists—to attempt to 
clear up the confusion which dominates the 
nomenclature of mental disorders of children. 
This is not to deny that many individuals 
or groups have proposed their own classifica- 
tions, but this has been done often in an 
almost private or personal language which has 
shown no promise of simplifying communica- 
tion. While the proposed classification of 
psychiatric conditions of children was more 
promising, its use did not spread, and it did 
not gain official support. 

The opportunity to remedy this state of 
affairs has been obviously passed up again 
in the new Diagnostic and Statistical Manual 
of Mental Disorders (DSM-II) prepared by 
the Committee on Nomenclature and Statistics 
of the APA. 

Improvements in the diagnostic nomen- 
clature of mental retardation are noted, with 
progress also evidenced in the area of organic 
brain syndromes—with one notable exception. 
One suspects that the other diagnoses of 
children's mental disorders have been hurriedly 
offered, with little thought except perhaps to 
not stray too far from the International Clas- 
sification of Diseases. 

In DSM-II enuresis stops being a symptom 
and becomes a mental disorder. "Runaway 
reaction" follows the same fate. “Delinquent 
reaction," an obvious social diagnosis, be- 
comes a psychiatric condition. And then there 
is the catchall of “Other reaction of child- 
hood" where “. . . the particular disorder 
should be specified." 

The obvious exception among the organic 
brain syndromes is the inclusion there of the 
so-called “minimal brain damage" or “minimal 
cerebral dysfunction" for lack of a better 


[163] 


1458 


category. “Organic brain syndrome” is not any 
better than “brain damage,” and it does not 
alleviate the burden of those children who, 
often only on hypothetical etiological grounds, 
are labeled as psychiatric cases with poor or 

' limited prognosis. To the ones who work with 
them, the functional or secondary traits of 
these children often and dramatically respond 
to psychiatric treatment, especially when the 
families become part of the therapy process. 
Of course, even the organicity improves with 
maturation and responds favorably to diverse 
techniques such as the use of psychophar- 
macological agents and special education, when 
these are clearly indicated. 

In community psychiatry, this type of di- 
agnosing interferes with the relationships that 
other people, especially educators and teachers, 
must have with these children. They are not 
often prepared to sort out the subtleties from 
what, by definition, appears to be a very 
clear case of irreversible brain lesion or lesions. 
The countertransference phenomena of non- 
psychiatric specialists are very important be- 
cause of these specialists’ probable lack of 
awareness of them and of their consequences, 

Finally, an American classification of psy- 
chiatric disorders of children should be based 
on the experience of medical directors of 
psychiatric clinics for children, of chairmen 
of medical school departments of child psy- 
chiatry, of clinical directors of inpatient 
children units, of a large sample of community- 
based private practitioners of child psychiatry, 
and should be concluded only after extensive 
consultations with their pediatric and pediatric- 
neurological counterparts. 

Such a serious project, sponsored and 
directed by the APA, should no longer be 
delayed if we are to pool all of our knowledge 
and Iesources behind a common language to 
facilitate our progress and to keep pace with 
our fast-moving society, which increasingly 


Wie, 
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demands equality of opportunity for all of 
its members, adults and children alike. 


Dominick CaLonnist, M.D, 
Manhasset, N. Y, 


Concepts of Mental Illness 


Sir: Dr. Albee's article “Emerging Concepts 
of Mental Illness and Models of Treatment: 
The Psychological Point of View" in the 
January issue of the Journal comes as a breath 
of fresh air in a chronically stuffy and 
oppressive atmosphere. It was particularly 
appropriate that it should come in an issue 
with a supplement titled "Computers in 
Psychiatry." The extent to which psychiatry 
has careened up the wrong alley would be 
ludicrous were it not so profoundly disappoint- 
ing. 

There are therapists (and it seems to me that 
a therapist’s role is, simply, to help people live 
their lives with greater equanimity) who know 
that psychotherapy is something that comes 
out of the gut rather than a course, couch, or 
computer. They have known that one life needs 
to be touched in one way, others in other ways, 
regardless of diagnosis. They have known that 
(even) symptomatology arises as much from a 
core of (progress-seeking) health than "sick- 
ness.” They have known that the “uncon- 
scious” consists of at least as much richness and 
Strength as of weakness, and they have known 
for years that to approach a fellow human 
being with the attitude of a “doctor” approach- 
ing a "disease" is to nearly completely fail in 
understanding what life is all about. 

These therapists abandoned the "sickness" 
myth long ago and found that patients did 
better more rapidly and with less grief when 
treated with dignity, interest, and above all, a s 
respect for their limitless potential. 


H. E. McGrew, M.D. 
New York, N. Y. 
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Tue Rote AND METHODOLOGY OF CLASSIFICA- 
TION IN PSYCHIATRY AND PSYCHOPATHOL- 
ocv. Edited by Martin M. Katz, Ph.D., 
Jonathan O. Cole, M.D., and Walter E. 
Barton, M.D. Public Health Service pub- 
lication no. 1584. National Institute of Men- 
tal Health, 1968, 575 pp., $4.50. 


Like the weather, everyone grumbles about 
the official nosologies, but hardly anyone tries 
to do anything about them. However, the 
number of intelligent and competent people 
willing to try to do something about psy- 
chiatric nosology is clearly increasing. Whether 
what they do will represent significant prog- 
ress remains to be seen. 

This book reports the proceedings of a 
conference held in Washington, D. C. in 
November 1965 under the auspices of the 
American Psychiatric Association and the Psy- 
chopharmacology Research Branch of the 
National Institute of Mental Health. It is 
probably the biggest book ever printed on 
Psychiatric nosology. The average quality of 
the writing is remarkably high, considering 
the quantity of statements in the 37 papers 
and many pages of reported discussion. Almost 
every idea about psychiatric nosology ever 
Stated anywhere finds expression here. The 
Participants are well chosen. The price of the 
book is reasonable. 

The conference it reports took place a few 
Weeks before the World Health Organization 
approved its Eighth Revision of the Inter- 
national Classification of Diseases, the publica- 
tion into which American psychiatry put so 
Much work and which is the first edition 
accepted by the American Psychiatric Asso- 
Ciation(3). This publication of the conference 
Proceedings coincides with the publication of 
the Association’s Diagnostic and Statistical 
Manual, second edition, which is based upon 
this Eighth Revision(2). 

The most heartening accomplishment of this 
Symposium was its detailed recognition that 
Classifications are necessary for various pur- 
Poses; each purpose calls for a different 
Classification. Some stability in terms and in 
nosology is necessary for communication and 
Clarity of thought, but we should not be 
afraid of new efforts to classify the phenomena 
9f psychopathology. 

€ papers fall into three groups: the roles 
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of psychiatric classification, methodological and 
statistical issues, and attempts to develop new 
typologies together with critical appraisals of 
them. This last group of papers includes some 
previously unpublished data. 

It is not possible to evaluate the papers 
here; most of them were circulated in advance 
of the meeting, and the book prints serious 
critical appraisals of almost all of them. But 
time did not permit the participants to de- 
velop in sufficient detail to satisfy everyone, 
hence the many conflicting ideas that emerged. 
Consequently, it is to be expected that many 
readers will find some sections heavy going; 
to get the most from the book they will have 
to approach the material prepared to become 
involved in serious controversy, to think 
through their own reactions to the arguments 
advanced, and, not infrequently, to leave the 
reading with their minds unsettled by a funda- 
mental issue. 

For example, various speakers criticized the 
Association's Diagnostic and Statistical Manual, 
first edition(1), as “not objective and reliable,” 
out of date, as confusing classification of 
patients with classification of disorders, and 
as not classifying levels of disability. Yet the 
same criticisms will certainly be made of the 
second edition. 

Although occasional reference is made to 
the fact that as knowledge advances, confused 
problems of nosology suddenly became un- 
tangled, a remarkable proportion of the sym- 
posium is based on the idea that some fine 
piece of reclassification will eliminate our ig- 
norance. It seems to the reviewer that this 
kind of thinking is like that of the child who 
thinks the highest number on an automobile's 
speedometer indicates the car's top speed. 
Fiddling with classifications will not produce 
knowledge, nor will changing the names we 
apply to events. 

The editors are to be congratulated on the 
completion of a Herculean task that will place 
all students of psychopathology and nosology 
in their debt for many years. It is to be 
hoped that they, nosology, and psychopathology 
(and the psychopharmacology section of NIMH) 
will survive this massive onslaught. 


The references are: 
1. American Psychiatric Association: Diagnostic 
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and Statistical Manual, Mental Disorders. 
Washington, D. C., 1952. $ 

2. American Psychiatric Association: Diagnostic 
and Statistical Manual of Mental Disorders, 
2nd ed. Washington, D. C., 1968. 

3. World Health Organization: International 
Classification of Diseases, Eighth Revision. 
Geneva, 1968. 


ERNEST M. GRUENBERG, M.D., Dr.P.H. 
New York, N. Y. 


Concepts AND THE STRUCTURE OF MEMORY. 
Edited by Benjamin Kleinmuntz. New 
York: John Wiley & Sons, 1967, 274 pp., 
$7.95. 


The rise of molecular biology has encouraged 
active investigation of the biochemical and 
biophysical bases of memory mechanisms, 
which is perhaps analogous to resolving en- 
gineering details as to how the hardware of 
a computer (its transistors and magnetic 
memory) functions. This book is a departure 
in that it is concerned with “software” and 
Programs, the ways that human beings form 
and remember concepts. 

Laymen are often unclear as to how com- 
puter “software” and hardware can be con- 
sidered as separate entities. It is not unlike 
the skilled automobile driver who has little 
knowledge of his car’s mechanism or the 
average human being who uses concepts and 
memory without the slightest concern for the 
underlying chemicophysical processes in his 
brain. The computer analogy seems particular- 
ly pertinent here insofar as this book docu- 
ments a confrontation between traditional and 
information processing (including artificial in- 
telligence) approaches to understanding how 
concepts are formed and stored in short- and 
long-term memory. 

The confrontation took the form of 11 
papers presented at the Second Annual Sym- 
posium on Cognition at the Carnegie Institute 
of Technology in 1966. Skillfully written dis- 
Cussions, especially the concluding one by 


integrate the 


A quotation from the discussion b 
y B. B. 
Murdock (p. 143) comparing Psychology and 


[166] 


i 
BOOK REVIEWS 


physics may impart some of the flavor off 
what took place: 


He likens physics to mountain climbing, 
The direction (through fog, blizzard, mist, 
or searing sun) is always upward, Each 
new generation gets equipment, ropes Up, 
and follows a leader. By contrast, psychol- 
ogy is like a huge tangled forest. The 
multitudes pass through, each one equipped 
with ear-plugs and blinders, certain that he 
alone has found the way, and calls on the 
others to follow. As the papers in this 
symposium attest, the concept-learning field 
is no exception. 


Generalizations of many of the diverse points 
of view presented can be made to processes 
such as psychotherapy, which entails examina- 
tion and change of concepts stored in long- 
and short-term memory. While long-term mem- 
ory—that which is brought to the session—is 
viewed as virtually unlimited in size (never 
getting “filled up”), short-term memory has 
proven to be very small. Its capacity may 
be increased almost indefinitely, however, by 
recoding or relabeling input into larger sym- 
bolic concepts, which can then become fixed 
in long-term memory. 

Is this recoding, called “concept formation,” 
a unique process, or is its general development 
a resolvable progression from generalization 
to discrimination to “concept attainment” as 
the number of stimuli involved become so 
large that short-term memory cannot hold each 
individually? Will computer simulation of 
cognitive processes (artificial intelligence) more 
readily provide meaningful insights than tra- 
ditional approaches? $ 

Although the answers to these questions 
remain unclear, we are grateful to the con- 
tributors of this volume for sharing their in- 
terpretations with us. 


CHARLES F. STROEBEL, Ph.D. 
Hartford, Conn. 


AciNc IN MonrmN SocrEty. Psychiatric Re 
search Report no. 23. Edited by Alexander 
Simon, M.D., and Leon J. Epstein, Ph.D. 
M.D. Washington, D. C.: American Psy- 
chiatric Association, 1968, 248 pp» $ 
(paper). 


This important report contains the papers 
of a regional research conference held ij 
San Francisco, March 17-19, 1967. The A 
chapters have been prepared by an impressive 
array of authors, all of them expert in the 
Particular field. What makes this volume °% 
Pecially attractive is its succinct and compa 
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format (248 pages) in which a broad review 
of aging is presented in appropriate depth. 

The book is particularly significant in that 
it represents a move away from such stereo- 
typical views as “all aging is decline.” For 
example, chapter 16 (by James E. Birren) 
discusses “Increments and Decrements in the 
Intellectual Status of the Aged,” and in chap- 
ter 3 Talcott Parsons advances the thesis that 
the process of personality development can 
and does extend into the terminal phase of 
life. Bernice L. Neugarten proposes a psy- 
chological approach that will view the life 
cycle as an appropriate unit of study, which 
would help in turn to produce a psychiatry 
of the life cycle. 

Of special importance, therefore, is Robert 
N. Butler’s contribution “Toward a Psychiatry 
of the Life Cycle” (chapter 20). Butler’s ap- 
proach is interesting in that, rather than trying 
to extend psychological theories of the younger 
years into the later years, his observation 
point is the aged individual himself. Using 
data from clinical experiences with aged pa- 
tients, he develops a number of tentative issues 
and propositions relevant to the psychody- 
namics of late life. One consequence of this 
is the emergence of the use of a new kind 
of language to describe certain phenomena 
and concepts—for example, “anti-obsolescence,” 
“elder function,” and “stock-taking.” 

Additional investigations in this area will 
involve two types of efforts. First, there is a 
need for confirmation of hypotheses and 
further elucidation of concepts; secondly, these 
data should be brought into relationship with 
the body of information already available about 
personality development in the first half of 
life. Such research will require systematic 
longitudinal studies, a point also made by 
John A. Clausen in the chapter entitled “Con- 
ceptual and Methodological Issues in the As- 
sessment of Mental Health in the Aged.” All 
of this may well take several decades, and it 
is therefore of the greatest importance that 
work such as that done by Butler (and a 
handful of other members of the psychiatric 
Profession) gains momentum and is carried 
out on a larger scale. 

Space limitations do not permit equally de- 
tailed comments on the many other valuable 
Contributions in this book. Suffice to say that 
with very few exceptions, the presentations 
are informative and of high caliber. The editors 
have succeeded in avoiding the fragmentation 
of exposition that is so frequently found in 
multi-author texts, and they have organized 
the multiple facets of aging in a logical pre- 
Sentation. Equal emphasis has been placed on 
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the physical, psychological, psychiatric, and 
social aspects of aging; each of these dimensions 
is approached from a conceptual and a practi- 
cal point of view, as well as in terms of 
public health issues, practical-clinical topics, 
problems of methodology and assessment, and 
interactional (psychosocial and psychosomatic) 
processes. 

This excellent volume would represent highly 
profitable reading for anyone in the mental 
health field who is interested in a lucid and 
compact exposition of current concepts of 


aging. 


ADRIAAN VERWOERDT, M.D. 
Durham, N.C. 


Mopern SysteMs RESEARCH FOR THE BEHAV- 
IORAL Scientist. Edited by Walter Buckley, 
Ph.D. Chicago: Aldine Publishing Co., 
1968, 519 pp., $14.75. 


Walter Buckley’s new book follows the 12 
volumes of General Systems, the yearbook of 
the Society for General Systems Research, and 
Roy R. Grinker’s Toward a Unified Theory of 
Human Behavior(3) as the third source book 
in the new field of general systems theory and 
research. It is also the first of a number of new 
source books that will soon appear in response 
to the urgent need for more readily accessible 
material about this increasingly important field. 
Two additional source books will soon be 
available: Living Systems(4) and General 
Systems Theory and Psychiatry(2). 

Buckley’s book is a good one. It offers a 
remarkably large number of exciting and 
brilliant papers, classics in their field, written 
by the highly creative men who supplied the 
basic ideas out of which general systems theory 
and research grew. On the negative side, the 
book contains a serious defect: In a book for 
behavioral scientists, edited by a psychologist 
who obviously considers himself a behavioral 
scientist, there is no recognition that psychiatry 
is one of the essential behavioral sciences, and, 
for that matter, there is no evidence that 
Buckley himself realizes that psychiatry exists. 
If he were a better historian he would know 
that the term “behavioral sciences” was first 
used in 1949 by a psychiatrist, James G. Miller 
(then at the Mental Health Research Institute 
of the University of Michigan), who defined 
the term as including all of the sciences of 
man—physical, biological, and social—that 
deal with man as an individual or in larger 
populations, normal or abnormal. 

The most likely explanation of Buckley’s 
blind spot is that American psychologists 
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remain tied down to a mechanistic model of 
personality in spite of protests to the contrary, 
and so they cannot comprehend or understand 
a humanistic behavioral science such as 
psychiatry. This is the point presented with 
such clarity by Bertalanffy in his recent book, 
Robots, Men and Minds(1). It would be wise 
for behavioral scientists to avoid Buckley's 
error and to include on their list of necessary 
reading the new source books mentioned 
earlier. 

Otherwise, Buckley has produced an excel- 
lent book and has obviously worked hard at it. 
Particularly noticeable and commendable is the 
way in which he combines the skills of 
scientist, artist, and pragmatist in the selection 
of papers included and in the way he has 
grouped these papers along the lines of leading 
themes and issues in the field of general 
Systems theory. There are papers by Bertalan- 
fly, Rapoport, Boulding, Gerard, Ashby, Hall, 
and Ackoff on general systems theory; Wiener, 
Ashby, and Maruyama on Cybernetics; von 
Neumann, Schródinger, and Brillouin on 
information, entropy, and automata; Cannon 
on homeostasis; McCulloch and Pitts on nerve 
nets; Lewin on feedback in social action; and 
von Foerster on self-organizing systems. 

These are followed by a remarkably large 
number of more recent, exciting papers, 
including those of George A. Miller on 
information in the functioning of man, 
MacKay on models of information flow, 
Osgood on perception, Churchman and Moore 
on purposive behavior, Pringle on evolution, 
Sommerhoff on directive correlation, Slack, 
Held, and Mowrer on self-regulation, Gordon 
Allport on personality, Vickers on behavior in 
large organizations, and Karl Deutsch on 
models of society. The inclusion of two papers 
by the Soviet scientists Kremyanskiy and 
Khailoy is a valuable addition. There are, in 
all, 59 papers of high quality and great 
usefulness, I have singled out for special 
mention only those authors with whose work I 
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The references are: 


1. Bertalanffy, L. von: Robots, Men and Minds 
New York: George Braziller, 1967, 

2. Gray, W., Duhl, F. J., and Rizzo, N. D., 
General Systems Theory and Psychiatry. B 
ton: Little, Brown and Co., in press, 

3. Grinker, R. R., ed.: Toward a Unified 
of Human Behavior. New York: Basic Book 
1956. 

4. Miller, J. G.: Living Systems. New York 
John Wiley & Sons, in press. i 


WILLIAM Gray, M.D. 
Boston, Mass 


Faces OF THE ADOLESCENT GIRL. By Lilliar 
Cohen Kovar. Englewood Cliffs, N. 
Prentice-Hall, 1968, 168 pp., $4.95. 


One can view adolescents through ma 
windows; Bernfeld, for example, classified 
according to whether or not the adolesc 
accepted the pubertal instinctual changes. 
author, a sociologist, has developed an el s 
Pirical typology based on the concept 
autonomy through the study of 151 girls: 
in three mental hospitals and 72 in the coi 


too strong a relationship with peers, the d 
linquent who searches for the relationship she: 
never had, the anarchic bohemian who searches 
for the autonomy she lacked, and the auto 
omous girl. The following features are 
sidered for each type: A) the girl's confirmatic 
by her parents and B) her mode of affirmat 
1) how much investment in autonomy? 
her concern with her body and its functii 
3) her relationship with peers, 4) her ini 
ligence; her esthetic and religious concel 
Career and marriage. The author conclud 
that only the autonomous girl is mental 
healthy and suggests that our society, in i 
child-rearing practices, should foster autono 
As one might expect, the author found 
autonomous girls in the hospital and 
Perienced much difficulty in finding them 
the community—a comment perhaps on 
child-rearing practices of our society. 
the author’s definition of autonomy incl 
the capacity for a loving intimate relationsh 
and the girls described have not yet reac 
the age where such a relationship is approp 
the proof of her claim remains to the futul 
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The strength of the book lies in the well 
written descriptions of the behavior of each 
type of girl, fleshed out with actual quotations 
from the girls themselves. The reader will 
come away with a better understanding of 
how the autonomous girl’s behavior differs 
from the others. The difficulty for the psy- 
chiatrist in reading this book is that his prin- 
cipal interest is in understanding not group 
behavior or role performance, but why the 
individual acts as she does. And herein lies 
the weakness of the book. The author’s under- 
standing of her data seems to lack psychiatric 
depth. For example, her discussion of auton- 
omy in adolescence deals very little with its 
precursor—the development of autonomy 
through the separation-individuation process 
in childhood, In addition, many other state- 
ments about development in adolescence will 
strike the psychiatrist as elementary. 

Although in my judgment the author’s so- 
ciologic bias has prevented her from getting 
to the heart of the matter of individual de- 
velopment, she has described well how the 
autonomous girl differs from those who are 
sick. A final note: The author’s findings again 
underline what has been found so often before, 
ie. the irreversibility of character structure 
formed in childhood. 


JAMES F. MASTERSON, JR., M.D. 
New York, N. Y. 


Tue Brocnemistry oF Memory. By Samuel 
Bogoch, M.D., Ph.D. New York: Oxford 
University Press, 1968, 243 pp., $7.50. 


The Biochemistry of Memory is unusual in 
that it is really two monographs within one 
cover. Dr. Bogoch has juxtaposed a good 
general survey of memory with a detailed 
erudite analysis of the biochemistry of mu- 
coids. The book's raison d'etre is to present the 
Possible role of mucoids in memory; the 
Second section essentially demonstrates the 
evidence that mucoids have some requirements 
for prospective coding molecules. i 

In the critical survey of memory, a basic 
biological orientation is presented and main- 
tained “that the behavioral and biochemical 
characteristics of an organism are distinct and 
Separable only because the methods utilized to 
Observe them differ. Each method illuminates 
only a particular property of the organism in a 
Small part of its complexity.” The critical 
Survey is well balanced between the various 
experimental approaches to learning and 
Memory, including citation of studies on 
Conditioning, immunological systems, tissue 
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cultures, single nerves and synapses, ganglia, 
complex nervous systems, central nervous 
system (CNS) ablations, pharmacological and 
electrical stimulation, and electrophysiological 
recording. 

A significant objection to the first section of 
the book is that the admixture of cursory 
documentation from different types of evidence 
will leave the noninitiated reader confused and 
misinformed. For example, Dr. Bogoch states: 
“Thus the Kluver-Bucy syndrome described in 
monkeys [Kluver and Bucy, 1939]! and 
humans [Terzian, 1955] includes in addition 
to the memory deficit some features of 
disorientation, possible alexia, agraphia, in- 
creased sexual activity and changes in dietary 
habits and emotional behavior.” In this 
statement the author has mixed the symptoms 
together without distinguishing those of hu- 
mans from monkeys and has called both the 
Kluver-Bucy syndrome. 

With the biochemical aspects of memory Dr. 
Bogoch is on his “home court,” and the 
experiments relating to ribonucleic acid 
(RNA) and CNS proteins are reviewed with 
critical clarity and depth. His handling of 
theoretical discussion and scientific require- 
ments for memory molecules is not only the 
best aspect of the book but provides the link 
with the second half, which deals exclusively 
with mucoids. 

Dr. Bogoch points out that mucoids have the 
qualifying characteristics for memory mole- 
cules including those related to heterogeneity, 
location, development, pathology, recognition 
functions, biosynthesis, change with behavior, 
and change with learning. The case, however, 
rests mainly on indirect evidence from experi- 
ments not designed to investigate memory. 
Indeed, he presents many interesting and 
clinically relevant facts about mucoids that are 
very tangential to memory processes. There are 
certainly provocative but irrelevant data on 
mucoids in mental illness. In all fairness to the 
author, it should be emphasized that he is 
aware of the indirect nature of the evidence 
and marshals these widely scattered sources of 
information into a reasonable argument for the 
tole of mucoids in memory. 

The only solid, direct evidence is from well 
controlled studies by the author. In one such 
study, male Carneaux pigeons were divided 
into three groups: controls, “remote memory,” 
and “recent memory.” The “remote memory” 
group was trained on an operant schedule for 
17 daily sessions. The “recent memory” group 


1This reference is misnumbered in the original 
text. 
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was first trained to peck two keys alternately; 
then in the last two sessions only one key was 
reinforced, Thus new learning was required in 
the last two sessions. The pigeon brains were 
quick-frozen, processed, and examined by 
electrophoresis. Not only was a brain protein 
group called 11A significantly increased by the 
learning procedures, but also the “recent 
memory” group was higher than the “remote 
memory” group, and there was a positive 
correlation between the number of correct 
responses and the increase in the 11A. protein 
group. 

Another interesting study demonstrated that 
after injection of 1-14 C-glucose into pigeons, 
controls had a much different incorporation 
pattern into brain mucoids than did training 
Pigeons. Furthermore, the labeling was in- 
creased specifically in certain protein groups 
Such as 11B. The author correctly points out 
that in this experiment the change could be 
secondary to alerting or activation rather than 
learning. 

This book is recommended for those 
interested in the biological aspects of learning 
and memory. Reading will be difficult for the 
neophyte in this area. The major value of this 
volume is that it provides a theoretical and 
scientific base that should proselytize research 
interest in the role of mucoids in memory. 
Neural transmitters and RNA and CNS 
proteins have had their heyday; the lowly 
mucoids have been neglected up until now. 


EVERETT H. ELLINWoop, JR., M.D, 
Durham, N. C. 


CLINICAL GENETICS IN Psycurarry: PROBLEMS 
IN NosotocicaL CLASSIFICATION, Edited by 
Hisatoshi Mitsuda, M.D. Tokyo: Igaku 
Shoin, 1967, 408 PP., $11. 


neurotic, and 
adults and children. 
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Even if the prospect of success in so ambitious 
a scheme is premature, the ensemble adds up to 
a rich array that combines painstaking investi. 
gation and clinical insight. 

Considering first Mitsuda’s nosology, his 
classification may be strange to American 
psychiatrists brought up on Kraepelin, Bleuler, 
and DSM I and IJ; and yet it explores such 
troublesome realms as the borderline syn- 
drome, pseudoneurotic, schizo-affective, and 
epileptoid states, ictal anxiety, and oneiro- 
phrenia. In the tradition of continental de- 
scriptions such as those of Kleist and Leonhard 
or of Langfeldt, the classification may be 
considered one of the “private” but useful 
schemes as described by Sir Aubrey Lewis. 

The editor’s broadest contention is that in 
addition to the typical or nuclear forms of the 
major endogenous psychoses (schizophrenia, 
manic-depressive psychosis, and epilepsy), 
there are atypical or peripheral forms. In the 
case of schizophrenia, for example, the typical 
forms are marked by gradual onset, emotional 
blunting, personality deterioration, and chronic 
Progressive course with thought disorder but 
no confusion or disturbed consciousness, In the 
atypical forms of schizophrenia the course is 
episodic and periodic, with disturbance of 
orientation, confusion or change of conscious- 
ness, and insight into the illness during stages 
of recovery. 

EEGs show normal to borderline records in 
the typical forms and abnormal records with 
paroxysmal dysrhythmia in the atypical. Patho- 
logically, the former are considered to be 
related to cerebral disturbance and the latter to 
instability of the diencephalo-brain stem and 
limbic systems. The nuclear groups are thought 
to be clinically distinct and the peripheral 
groups, overlapping each other to some 
extent. ) 

Turning to the studies in clinical genetics, 
Mitsuda and his co-workers work to establish 
their clinical distinctions on the genotypic level 
by family and twin studies. On the basis of 
many pedigrees and necessarily using statis- 
tically unsophisticated methods, they claim to 
Substantiate the genetic distinctiveness of the 
typical psychoses from each other and from 
the possibly heterogeneous atypical forms. 

In the neuroses they find a low incidence of 
schizophrenia in the families of patients with 
hysteria, neurotic depression, or neurosthenia, 
a higher frequency in patients with anxiety 
Teaction, obsessional states, depersonalization: 
and oversensitivity, and the highest incidence 
in the schizoid or borderline states. Finally: 
they observe that while the typical forms are 
inherited in a recessive manner, the atypiC 
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forms are both dominant and recessive at 
about equal rates. 

While these conclusions may seem over- 
schematized and to require reformulation in 
line with recent concepts of the gene, they may 
serve as a starting point for continued genetic 
investigation. The book as a whole presents to 
the American psychiatrist a large body of work 
that has up to now been only sporadically 
recorded in our literature. 

While some of the concepts may be 
unfamiliar, the papers themselves are well 
presented and extremely well translated. /Al- 
though the hypotheses of the authors may not 
be invulnerable on clinical grounds or on 
genetic grounds alone, they are presented in 
order to advance both somatic research and 
clinical application, and they deserve the 
scrutiny of the larger public to which this book 
will now make them available. 


Jonn D. Ramer, M.D. 
New York, N. Y. 


A PHILOSOPHY or SCIENCE FOR PERSONALITY 
Tueory. By Joseph F. Rychlak. Boston: 
Houghton Mifflin Co., 1968, 490 pp., $7.95. 


Professor Rychlak’s philosophy, set forth in 
this very scholarly book in simplistic terms, 
purports that the best study of man is man. 
He proposes a synthesis of the various scien- 
tific approaches to this study into one con- 
centrated study—the science of behavior. The 
author points out the many and varied divi- 
sions and subdivisions of psychology and urges 
à reexamination of the basic tenets of the 
Scientific approach and the nature of science 
itself in order to overcome this fragmentation 
of the science of behavior. 

Since 


Man devised his scientific methods, he alone 
can adjust his thinking about how to use 
them most productively and usefully. Psy- 
chology’s problems are at heart the funda- 
mental problems of man’s use of intellect. 
Before we can resolve the inner contra- 
dictions of the science of psychology, we 
Must first revise our thinking about the 
nature of scientific knowledge. In doing so, 
we will not depart from our sister sciences, 
but actually come more into line with them. 


I concur with Professor Rychlak’s idea that 
man need no longer be limited to traditional 
laboratory research. Personality studies require 
Naturalistic observation and field research as 
Well. Both approaches must be utilized to- 
gether if psychology is to be a complete 
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science. I suggest that perhaps one of the 
reasons for the fragmented, operationalistic 
scientific approaches of the past is our in- 
ability until recently to retrieve information 
promptly and accurately. 

In the past we have had to depend on 
individual contributions of particular knowl- 
edge of particular parts of the whole. With 
the development of information-retrieving de- 
vices we now may view a complete picture 
with all bits and pieces of information gathered 
and presented simultaneously for our con- 
sideration. I presume to suggest furthermore 
that Professor Rychlak anticipates the use- 
fulness of computers as an aid to the complete 
study of the complete science of behavior, 
although he does not specifically refer to this 
special tool. 

In summary, A Philosophy of Science for 
Personality Theory is a valuable contribution 
to the literature of behavioral sciences or, as 
Professor Rychlak would prefer, the science 
of behavior. This book cannot be said to be 
readable in the sense that reviewers frequently 
report a book as “not to be put down.” This 
is a book to be studied rather than read. In 
other words, it requires reading and rereading 
in order to assimilate the information, ideas, 
and concepts presented in a most scholarly, 
spare, and challenging manner. 


GEORGE A. CoNsTANT, M.D. 
Victoria, Tex. 


Homosexuauity. By D. J. West. Chicago: Al- 
dine Publishing Co., 1968, 301 pp., $5.95. 


This is the expanded U. S. edition of a 
volume first published in England in 1967. The 
author, a British social psychiatrist, has 
attempted to present an account of the problem 
of homosexuality by giving as wide as possible 
a discourse in brief form, compiling an 
interesting and informative series of data from 
the perspective of social psychiatry. 

The topics touched upon include definitions, 
incidence, anthropological considerations, and 
legal and ethical issues. Secondary social 
consequences such as male prostitution, ve- 
nereal disease, the “homosexual society,” and 
child molestation are also discussed. Considera- 
tion is given to genetic and hormonal influ- 
ences, types of homosexuality, the relationship 
to paranoid schizophrenia, and treatment. 

The author states in the preface that “This 
book is of necessity no more than a somewhat 
parochial account of some of the sexual 
tribulations of a particular culture at a 
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particular point in time as seen in the light of a 
strictly limited supply of factual information 
and research." Yet Dr. West has, in fact, 
provided us with a reference source covering 
certain kinds of material not previously 
assembled in this particular order. His sym- 
pathetic and compassionate portrayal of the 
plight of the homosexual is presented against a 
backdrop of societal attitudes, rather than a 
close scrutiny of the clinical and intrapsychic 
mechanisms responsible for the homosexual 
disorder. 

As a result of the author's apparent lack of 
personal clinical experience and severe meth- 
odological errors in his approach to the homo- 
sexual symptom, he propounds conclusions that 
are not borne out by clinical validation. For 
example, he states that “the mature homosexual, 
one who has arrived at a calm outlook and a 
tolerable way of life, would scarcely be helped 
by a revival of long-resolved conflicts. In many 
cases the mature homosexual suffers from his 
efficiently repressed heterosexuality no more 
than the mature married man suffers from the 
complete repression of homosexuality.” 

To illustrate further, Dr, West writes: 
“Provided he accepts his Position philosoph- 
ically and mixes with others of like mind, the 
homosexual can leave behind the emotional 
turmoil that originally drove him away from 
women,” This statement is obviously inaccu- 
Tate; a man cannot eliminate half of the 
population from any possibility of meaningful 
close and enduring relationships without grave 
implications for other aspects of his judging 
and constructively adapting to reality. 

'The author often cites material from various 
Sources without commenting on it or qualifying 
it in any way. By accepting nonclinical data as 
Proof, he advances the conclusion that “The 
plain fact is that many people find in 
homosexuality a workable adaptation to life . 
and so long as [the homosexual] . . . can 
bear with social disapproval, he achieves a 
passable adjustment." Such assumptions are 
not supported by our clinical work with 
patients, and they do not reflect the emotional 
State of these patients or the nonpatient 
homosexuals with whom they live and work 
and with whom confidences are exchanged. 

In view of our Urgent need for in-depth 
understanding of the psychodynamics of 
homosexuality, it is unfortunate that there is a 
lack of appropriate attention to the presence of 
important psychic mechanisms, so painstak- 
ingly investigated by clinical colleagues. The 
author dismisses this whole area of research, 
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and his chapter on therapy is of necessity, 
therefore, almost anti-therapeutic. 


CHARLES W. Socarives, M.D. 
New York, N. Y. 


Tue EXCEPTIONAL Executive: A PsvcHoLocr- 
CAL Conception. By Harry Levinson. Cam- 
bridge, Mass.: Harvard University Press, 
1968, 286 pp., $6.95. 


Dr. Levinson, currently visiting professor of 
business administration at the Harvard Business 
School, was for many years the director of 
the division of industrial mental health of the 
Menninger Foundation. His latest volume taps 
his rich experience in teaching and consulting 
with executives. The title and theme of the 
book can be neatly explicated by quoting a 
paragraph from the last page: 


It is the unique privilege of the leader 
to strengthen men. Nowhere else in con- 
temporary industrial society does that priv- 
ilege come to grips with Opportunity so 
directly as in the organizations in which 
men work. To exercise the privilege de- 
mands sensitivity to subtlety and forthright- 
ness of action, that creative fusion of 
aggression and affection which summons 
forth the highest human ‘talents. The man 
whose leadership is the product of such 
fusion in the service of an ideal is aptly 
called the exceptional executive, 


The jacket states that “Although the book 
is directed to executives, it will be of equal 
interest to behavioral scientists, and of par- 
ticular interest to personnel and training 
specialists." Here we run up against the 
"audience" problem. Executives and personnel 
specialists will find much that is obvious, to- 
gether with much that is incomprehensible 
(Dr. Levinson employs Freudian structure 
theory with special attention to the concept 
of the ego-ideal). These readers will find in- 
terspersed sentences, paragraphs, and sections 
Of chapters that are thought-provoking and 
most pertinent to the problems and dilemmas 
that bedevil, in John Kenneth Galbraith's 
Phrase, the new industrial state. Behavioral 
specialists who are not intimately conversant 
with industry may value the book because it 
throws light on arcane territory. 

This volume could well be used as resource 
material for management seminars in indus- 
trial mental health. A section on the future 
of middle-management in the age of automa- 
tion is convincingly disturbing, as no doubt 
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the author intended it to be. Chapters 10 and 
11 on “Ministration Needs” (supporting, coun- 
seling, coaching) and “Maturation Needs” 
(enabling continuing psychosocial growth) are 
especially strong. 

The Exceptional Executive has a quality 
of journalistic readability that is at once an 
asset and a liability. Readability is fine, but 
it may tempt us to gloss over all that we do 


not know about a subject, and thus our knowl- 


edge of human organizations and organization- 
al behavior, both individual and group, re- 
mains primitive. Perhaps, though, we should 
be grateful for glimmerings of understanding, 
and Dr. Levinson has certainly provided us 
with that. 


Jonn Maclver, M.D. 
Pittsburgh, Pa. 


A TEXTBOOK or PHYSIOLOGICAL PsyvcHoLocy. 
By Sebastian P. Grossman. New York: 
John Wiley & Sons, 1967, 886 pp., no price 
listed. 


This book, too heavy to hold in the hands, 
is intended for students of biopsychology, 
neurophysiology, and neuroanatomy. Its sub- 
ject matter concerns "the physiological and 
chemical processes (and their anatomical sub- 
strates) that intervene between the arrival of 
sensory signals in the central nervous system 
and the elaboration of appropriate responses 
to them." 

There are four main parts. Part 1 deals 
with the cytology of neurons and with neuro- 
anatomy; part 2, with vision, the motor system, 
mechanisms of sensory-motor integration, the 
reticular formation, and nonspecific thalamic 
projection systems. Part 3 discusses hunger 
and the regulation of energy balance, physio- 
logical mechanisms of thirst, hormonal and 
neural mechanisms contributing to the regula- 
tion of sexual behavior, emotional behavior, 
rewarding and aversive effects of central stim- 
ulation, and psychophysiological theories of 
motivation. Part 4 deals with electrophysiologi- 
cal correlates of learning, effects of central 
nervous system stimulation and lesions on ac- 
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quisition and retention, consolidation (of 
learning), physiological theories of learning, 
and biochemical hypotheses. 

The general organization of the book’s 16 
chapters can be revealed by examining one 
of them, chapter 9 on emotional behavior. 
In the introductory remarks to this chapter 
the author indicates the unscientific nature of 
the word “emotion” and its mentalistic con- 
notations, the difficulty of finding good physio- 
logic correlates of emotion, and the problem 
of generalizing from animal experiments (on 
which much of the experimental work has 
been done) to human subjects. 

The author then discusses peripheral theories 
of emotion: James’s, Lange’s, and Cannon’s 
objections to peripheral theories, and the 
physiologic correlates of emotion: electrical 
changes in the skin, circulatory changes, res- 
piration, muscular tension, skin temperature, 
gastrointestinal activity, metabolic rate, pilo- 
motor responses, and biochemical measures. 
Next he introduces the emergency theory of 
emotion, EEG and emotion, Lindsley’s arousal 
theory, and Darrow’s concept of overregulation. 

Then there is a section on subcortical 
mechanisms in the regulation of emotion: brain- 
stem and diencephalon, the Cannon-Bard 
thalamic theory, the role of various parts of 
the brain in emotion: the cortex and the 
limbic system, Papaz’ theory, MacLean’s the- 
ory, temporal lobe lesions, the amygdala, the 
hippocampus, various gyri, the septal region, 
and various lobes. In all these sections ex- 
perimental work, particularly with animals, is 
quoted prominently. The whole chapter is 
summarized in an evaluative statement. 

Each chapter has a long series of references; 
the chapter on emotion, for example, lists 
more than 450. 

This is a scholarly book that gives a rapid, 
critical survey of the experimental evidence, 
particularly on animals, and the important 
theories that have been proposed on the vari- 
ous topics covered. The style is easy to read, 
and an economy of expression packs much 
information into the pages. 


PauL E. Huston, Ph.D., M.D. 
Iowa City, lowa 
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Briefer Notice 


Briefer notice does not imply a judgment; 
it simply means that the reviewers have eval- 
uated the books in fewer words than in the 
previous section. 


Neurotocy: A Concise CLINICAL TEXTBOOK, 
By Joseph A. Luhan, M.D., Ph.D. Balti- 
more: Williams & Wilkins Co., 1968, 503 
pp., $13. 


Dr. Luhan’s aim in this text was to present a 
“succinct orientation in the field of clinical 
neurology” for students and residents as well as 
a quick reference for general practitioners. 

The book is divided into two parts. The first 
deals with principles of neurologic diagnosis, It 
consists of ten chapters on disorders of motion, 
significance of reflexes and the electromyo- 
gram, disturbances of sensation, disturbances 
of cranial nerve function, disturbances of 
language, disturbances of consciousness, en- 
docrine and autonomic dysfunction, spinal 
cord localization, and spinal fluid examination. 
The final chapter is a 20-page anatomic 
supplement that is pertinent, concise, and well 
illustrated. 

The second part consists of 19 chapters in 
which specific diseases are discussed under 
broad headings, including vascular diseases, 
tumors, infectious diseases, trauma, demyelin- 
ating diseases, and convulsive disorders. The 
final chapter is a ten-page supplement in which 
approximately 100 rare diseases, syndromes, 
and eponyms are indexed and briefly defined. 

The most appealing features of the text are 
the unique arrangement of material, the 
refreshing, concise, and easy flow of Dr. 
Luhan’s writing, the beautifully written sum- 
maries following most chapters, and the 
complete, cross-referenced index. The chapter 
on disorders of language is particularly 
noteworthy; the author’s concepts and defini- 
tions of the aphasias, agnosias, and apraxias 
are among the clearest and most concise I have 
seen. A brief list of pertinent references 
follows each chapter. 

The field of clinical neurology already has a 
wealth of texts and reference works available 
to the student and specialist, Despite this, I 
believe that Dr. Luhan's book has unique 
features that make it an attractive acquisition, 
especially for the medical Student, general 


practitioner, neurology resident, or specialist in 
an allied field. 


WILLIAM E. Karnes, M.D. 
Rochester, Minn. 
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BrvoNp CouNsELING AND THERAPY. By Robert 
R. Carkhuff and Bernard G. Berenson. New 
York: Holt, Rinehart and Winston, 1967, 
297 pp., $6.95. 


This is an eclectic exposition in the true 
sense of the term. It is predicated on the 
assumptions: 


that clinical attack upon etiologic factors 
stimulating, instigating or maintaining the 
disorder should result in remission of symp- 
toms. Every psychotherapeutic method de- 
pends upon specific hypotheses concerning 
how the etiology of a condition is to be 
modified. The clinical problem is to differ- 
entiate the method(s) specifically indicated 
in any particular case. 


The authors imply and profusely document 
this contention with apposite case illustrations, 
The individual chapter summaries and con- 
clusions epitomize the points made, These are 
further substantiated by the supportive clinical 
evidence elaborated in the bibliographies ap- 
pended to each chapter. 

In formulating 12 prototypical etiologic 
equations, Carkhuff and Berenson succeed ad- 
mirably in portraying the gamut: of theories 
and hypotheses concerning modern views of 
Psychopathology. The didactic presentation is 
complete, and in addition the authors repeat- 
edly stress a humanistic approach which fits 
a “higher level therapy” to the crises precipi- 
tated by confrontation. Their philosophy is 
that “therapy begins at the crisis point... the 
therapist handles the crisis or not as he is a 
whole therapist or not; the therapist handles 
the crisis or not as he is a whole human or 
not.” 

This book is an excellent condensation of 
the salience of what lies beyond counseling and 
therapy. It is highly recommended to all who 
aspire to that all-too-rare attainment. 


Howanp P. Rome, M.D. 
Rochester, Minn. 


MANUEL DE PsvcuraTRIE, 3rd ed. By Henri Ey, 
P. Bernard, and Ch. Brisset. Paris: Masson 
et Cie, 1967, 1176 pp., 120 fr. 


Our European colleagues often complain 
that we are immersed in psychiatric literature 
written in English and that we overlook many 
Important productions in other languages. This 
is probably true. 

The third edition of the Manuel de 
Psychiatrie is full and complete, with many 
useful references. There is a thorough overview 
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of all aspects of somatic and organic psychiatry 
and a consideration of psychotherapy, the 
various schools of psychoanalysis and group 
psychotherapy, and the various forms of 
biological treatment. The chapters on pharma- 
cology, insulin, psychosurgery, and various 
somatic treatments are quite complete. Legal 
and administrative problems encountered in 
treating mentally ill patients in present-day 
France are considered, the changes already 
achieved noted, and those in the planning stage 
commented upon. 

Should one want to read a good volume with 
more emphasis on neuropathology and organic- 
ity than is usually encountered in books 
published in America, this is the work to 
choose. A more selective approach with more 
emphasis on personality disorders, psychother- 
apy, and the contributions of analysis would 
have been preferable, but what is presented is 
done well and completely. The differences in 
the diagnostic categories and the APA nomen- 
clature will hamper the American’s complete 
understanding of the work. 


J. G. DE CHABERT, M.D. 
Hartford, Conn. 


Eco PSYCHOLOGY AND PSYCHIATRIC TREATMENT 
Prannınc. By Harvey J. Widroe, M.D. New 
York: Appleton-Century-Crofts (Meredith 
Corp.), 1968, 195 pp., $6.95. 


In psychiatry, perhaps more than in other 
applied sciences, there is a tendency for 
concepts to decay into clichés, for entrenched 
views to be clothed in new jargon, and for 
practice to be guided by expediency, tradition, 
and myth rather than by the use of a 
theoretical framework to organize clinical data. 
Dr. Widroe’s book is an attempt to provide, in 
the form of a brief manual, an integration of 
the theory of psychoanalytic ego psychology 
with the practice of general psychiatry, or, as 
he calls it, “practical therapeutics.” 

The potential usefulness of such a manual 
for residency training programs as well as for 
nurses, social workers, and others involved in 
the treatment of psychiatric patients is obvious. 
Unfortunately, this effort falls far short of its 
potential for countering the tendencies toward 
conceptual laxity, and ironically; it even works 
in the opposite direction. It is so condensed, 
simplified, and dogmatic that the contributions 
that ego psychology offers toward conceptualiz- 
ing the complexity of human beings are lost, 
and a mechanical picture of man emerges. 

In a similar manner, whether intentional or 
not, the thrust of Dr. Widroe’s many clinical 
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examples of therapeutic technique creates a 
view of treatment that does not distinguish 
between the goal of managing behavior and 
affect by manipulation and pharmacological 
intervention and the goal of treatment in the 
sense of the patient’s freeing himself from the 
liabilities and constrictions imposed in the past 
so he may fully appreciate the present. I do not 
wish to imply that I believe it is practical or 
even wise to aim for the latter in all cases, but 
the distinction between the two should be 
maintained. 

Although there are many points in this book 
that are important and useful in the teaching of 
clinical psychiatry, in my opinion its disad- 
vantages outweigh its advantages. 


Roy M. CoLEMAN, M.D. 
Washington, D. C. 


KLINISCHE ELEKTROENZEPHALOGRAPHIE. By 
Walter Christian. Stuttgart: Georg Thieme, 
1968, 327 pp., DM 98 ($24.50). 


Texts on electroencephalography fall into 
distinct classes—compendia of records with 
emphasis on the varieties of EEG formations 
that may be recorded, in-depth reviews of 
specific problems, manuals for technicians, and 
bibliographies. This recent German text of 
clinical electroencephalography is a “tradi- 
tional" compendium of records. Epilepsy (87 
pp.), brain tumors (26 pp.), circulatory 
disorders (27 pp.), cerebral infections (26 
pp.), and trauma and degenerative diseases (24 
pp.) are emphasized. Discussions of disorders 
of consciousness (nine pp.), drug and toxic 
effects (eight pp.), endocrine disorders (nine 
pp.), and a final chapter on psychiatric aspects 
(five pp.) complete the principal sections. 

Few volumes on electroencephalography 
break out of the traditional mold that seems to 
restrict texts in this rapidly changing field. 
Brain waves were first described in detail in 
1924 and were accepted by neurophysiologists 
ten years later. The emphasis in this volume on 
tumors, trauma, and epilepsy reflects the early 
successful applications of this clinical tool. 
Many authors have reviewed this data, and 
Christian's text is a pedantic replication of 
earlier efforts. The book is of interest chiefly 
for its 226 figures, which are reproduced with 
precision and clarity—but with ambiguous 
legends. 

The sections devoted to psychiatric aspects 
are superficial and incomplete. Activation 
methods and techniques of quantification are 
described in the introduction, but they are not 
usefully applied in the text. Averaging of 
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evoked responses, changes during psychologi- 
cal experiments, diagnostic applications in 
clinical psychiatry, classification of psychoac- 
tive drugs, and monitoring of biological 
therapies are a few of the applications of the 
EEG of interest to psychiatrists that are 
omitted or given cursory reference. This 
volume is of interest chiefly to the electroen- 
cephalographer-bibliophile. 


Max Fink, M.D. 
New York, N. Y. 


Cuemistry or Learninc. Proceedings of a 
Symposium Held at Michigan State Uni- 
versity, September 7-10, 1966. Edited by 
W. C. Corning and S. C. Ratner. New 
York: Plenum Press, 1967, 451 pp., no 
price listed. 


This symposium was planned to answer 
some of the problems raised by research on 
planaria and the molecular basis of memory. It 
has a great deal of interest of an immediate 
type, although the fact that the symposium was 
held in 1966 means that even before publica- 
tion many of the topics of current interest were 
out of date. 

Nonetheless, the chapters on “Research for 
Learning and Memory Mechanisms,” “The Use 
of Invertebrates in Such Studies,” “The Role of 
RNA,” and “The Possibility of Constructing a 
Learning Model” are of continued interest and 
significance. Part 2, on planaria research, is the 
section of the book that will be of great value 
for many years. It deals with the ecology, 
structural characteristics, and physiological 
characteristics of the planaria. These are 
important chapters for anyone wishing to 
undertake any research with planaria. The sum 
total of this volume tends to emphasize that 
planaria may be more useful tools for some 
Kinds of research than has been generally 
realized. 

Part 3, which also deals with invertebrates, is 
of value because it points up the possibilities of 
studying behavior in invertebrate species other 
than the planaria. If it can be demonstrated 
that the chemical basis of learning and memory 
retention are the same in invertebrates as in 
vertebrates and are indeed the same throughout 
the various phyla even to the primates, then 
much research could be done quickly and 
easily using invertebrates. For such studies this 
book would be invaluable, 

It is a pleasure to see a book that does not 
have the discursive style so common to 
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symposiums; the papers are well prepared and 
well organized. The discussion has been 
condensed so that the pertinent points are 
included in permanent record without forcing 
the reader to plow through long extraneous 
remarks. 


WILLIAMINA A. Himwicu, PH.D. 
Galesburg, Ill. 


SurcimAr Benaviors. Edited by H. L. P. Res- 
nik, M.D. Boston: Little, Brown and Co., 
1968, 517 pp., $15. 


The editor appeals to everybody. The text is 
written for clergymen, nurses, social workers, 
teachers, and physicians. It contains essays by 
48 different authors, strung together like beads 
on a string, with no effort to integrate them or 
write passages to smooth the flow between 
chapters. Material on drug treatment (with the 
advice to give tranquilizers to already depressed 
patients!) will be found in a chapter on 
hospital management, as well as in chapters 
on somatotherapy, biochemical research, and 
pharmacotherapy. Perhaps this kind of cross- 
purpose writing is inevitable in a book written 
by four dozen authors. The index can't keep 
pace with all this, so that if you look under 
"drugs" you will find some references, under 
"tranquilizers," some more, and under “phar- 
macotherapy," some additional ones. 

The doctor wants to know under what 
circumstances he might be held negligent if his 
patient commits suicide. There is a chapter on 
legal aspects, but it doesn't tell the doctor what 
his liability is. There is no index listing under 
"liability" or "malpractice," although there is 
one under “moon, phases of and suicide.” 

An 85-page section is devoted to several 
Suicide preventing or suicide anticipating 
community agencies—although one wonders 
whether a page and a half should be wasted in 
spot-mapping the locations of the 75 branches 
of Samaritans in England. 

The book contains several unique chapters, 
There is interesting material on suicide by 
means of victim-precipitated homicide. Mur- 
Phy and Robins have an essay on the 
communication of suicidal ideas. Space is given 
to the predictions of suicide and appraisal of 
the suicide risk. Viewed as a whole, this book 


is a sort of one-volume encyclopedia on the 
subject. 


HENRY A. Davinson, M.D. 
East Orange, N. J. 
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This Month’s Reviewers 


ERNEST M. GRUENBERG, M.D., Dr.P.H., is professor of psychiatry, Columbia Uni- 
versity College of Physicians and Surgeons, New York, N. Y. 


CHARLES F. STROEBEL, PH.D., is director, laboratories for experimental psychophysi- 
ology, Institute of Living, Hartford, Conn. 


ADRIAAN VERWOERDT, M.D., is associate professor of psychiatry and director, gero- 
psychiatry training program, Duke University Medical Center, Durham, N. C. 


WILLIAM Gray, M.D., is chief, Veterans Administration Mental Hygiene Clinics, 
Worcester and Springfield, Mass. 


JAMES F. MASTERSON, JR., M.D., is associate professor of psychiatry, Cornell Uni- 
versity Medical Center, New York, N. Y. 


Everett H. ELLINWOOD, Jr., M.D., is assistant professor of psychiatry, Duke Uni- 
versity Medical Center, Durham, N. C. 


Joun D. RAINER, M.D., is associate clinical professor of psychiatry, Columbia Uni- 
veristy College of Physicians and Surgeons, New York, N. Y. 


GEORGE A. CoNSTANT, M.D., is chief, neuropsychiatric division, Citizens Memorial 
Hospital, Victoria, Tex. 


CHARLES W. SocaRIDEs, M.D., is with the department of psychiatry, Albert Einstein 
College of Medicine, New York, N. Y. 

Joun Maclver, M.D., is director, psychiatric services, United States Steel Corpora- 
tion, Pittsburgh, Pa. 

PauL E. Huston, Pu.D., M.D., is chairman, department of psychiatry, University of 
Iowa, Iowa City, Iowa. 

WILLIAM E. KARNES, M.D., is consultant in neurology, Mayo Clinic, Rochester, Minn. 

Howarp P. Rome, M.D., is senior consultant, section of psychiatry, Mayo Clinic, 
Rochester, Minn. 

J. G. DE CHABERT, M.D., is consultant, department of psychiatry, St. Francis Hospital, 
Hartford, Conn. s 

Rov M. CoLEMAN, M.D., is assistant professor of psychiatry, George Washington 
University School of Medicine, Washington, Disc: 

Max Fink, M.D., is professor of psychiatry, New York Medical College, New York, 
N. Y. 

WILLIAMINA A. Himwics, PH.D., is with the Thudichum Psychiatric Research Labora- 
tory, Galesburg, Ill. 

Henry A. DAVIDSON, M.D., is in private practice in East Orange, N. J. 
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The following books have been received; 
the courtesy of the sender is acknowleged by 
this listing. Books of particular interest to the 
readers of this journal will be reviewed as 
space permits. 


Facar Pain, Edited by Charles C. Alling III, 
D.D.S. Philadelphia: Lea & Febiger, 1968, 
274 pp., $15. 


ALCOHOLISM AND FAMILY Casework. By Mar- 
garet B. Bailey, D.S.W. New York: Com- 
munity Council of Greater New York, 
1968, 162 pp., $3 (paper). 


PSYCHOANALYSIS AND AMERICAN MEDICINE: 
1894-1918. By John Chynoweth Burnham, 
Ph.D. New York: International Universi- 
ties Press, 1967, 240 pp., $5 (paper). 


Procress m Benaviour Tuerapy. Edited by 
Hugh Freeman, B.Ch., D.P.M. Baltimore: 
Williams & Wilkins Co., 1968,91 PP., $7.25. 


SEXUAL Deviations IN THE CRIMINAL Law. 
By Alex. K. Gigeroff, LL.B, Toronto: Uni- 
versity of Toronto Press, 1968, 214 pp. 
$7.50. 


Scuizom PHENOMENA, Osject-RELATIONS AND 
THE SELF, By Harry Guntrip, Ph.D. New 
York: International Universities Press, 
1969, 430 pp., $10. 


Turninc On. By Rasa Gustaitis. New York: 
Macmillan Co., 1969, 326 pp. $6.95. 


ELEMENTARY STATISTICS, By Helen Heath, 
Ph.D. Springfield, Ill.: Charles C Thomas, 
1968, 140 pp., $8.75. 


EXCEPTIONAL INFANT, voL. l: Tue NormaL 
Inrant. Edited by Jerome Hellmuth, Seat- 
tle: Special Child Publications, 1968, 568 
pp., $12.50. 


Mary Drorre er Maw GAUCHE: NORME ET 
LarrnALITE. Published under the direction 
of Raoul Kourilsky and Pierre Grapin. 
Paris: Presses Universitaires de France, 
1968, 219 pp., no price listed. s 
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Tue ANNUAL or CZECHOSLOVAK MEDICAL Lit- 
ERATURE, voL. 11: 1966. Edited by the 
National Medical Library of Czechoslova- 
kia. Praha: Czechoslovak Medical Press, 
1968, 705 pp., no price listed. 


Serotonin. By Irvine H. Page, M.D. Chicago: 
Year Book Medical Publishers, 1968, 135 
pp. $7.95. 


MrNrAL HEALTH In-Service TRAINING: SOME 
PRACTICAL GUIDELINES FOR THE PSYCHIAT- 
RIC CowsurTANT. By Beulah Parker, M.D. 
New York: International Universities Press, 
1968, 132 pp., $4. 


Dimensions or READING DIFFICULTIES. By 
A. T. Ravenette, Ph.D. Long Island City, 
N. Y.: Pergamon Press, 1968, 98 pp., 21s. 


PATTERNS OF PERFORMANCE IN COMMUNITY 
Care. By G. F. Rehin, M.A., and F. M. 
Martin, Ph.D. New York: Oxford Univer- 
sity Press, 1968, 235 pp., $2.95. 


Primary Prevention or Psycmarric Dis- 
onpEns. By C. A. Roberts, M.D. Toronto: 
University of Toronto Press, 1968, 168 
pp. $7.50. 


HOSPITALIZATION AND DISCHARGE OF THE Men- 
TALLY ILL. By Ronald S. Rock with Marcus 
A. Jacobson and Richard M. Janopaul. Chi- 
cago: University of Chicago Press, 1968, 
265 pp., $10. 


THE LANGUAGE OF THE TRANSFERENCE, Inter- 
national Psychiatry Clinics, vol. 5, no. 2. 
By David W. Shave, M.D. Boston: Little, 
Brown and Co., 1968, 205 Pp- $8.50. 


Tue EPIDEMIOLOGY or Depression. By Char- 
lotte Silverman, M.D., Dr. P.H. Baltimore: 
Johns Hopkins Press, 1968, 178 pp., $7.50. 


Procnosis N Cup PsvcurarRy. By Hilchen 
Sommerschild Sundby, M.D., and Peter 
Christian Kreyberg, M.D. Baltimore: Wil- 
liams & Wilkins Co., no date listed, 118 pp., 
no price listed. 


Procress IN Human BrHavion GENETICS. 
Edited by Steven G. Vandenberg. Balti- 
more: Johns Hopkins Press, 1968, 348 pp., 
$12.50. 
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Fall Committee Meetings 


Following is a summary of the fall committee meetings held in Washington, D. C., October 31 
and November 1, 1968, and the related actions of the Reference Committee, which met on No- 
vember 22, 1968, and the Executive Committee, which met on February 14, 1969. 


Council on Medical Education and Career Development 


M. RALPH KAUFMAN, M.D., CHAIRMAN 


The Committee on Academic Education, 
Chester M. Pierce, M.D., chairman, saw as its 
concerns the psychiatric aspects of man- 
power shortages, social unrest, problems of 
college students, education of teachers, and 
encouraging psychiatrists to become more 
active in working in the schools. It announced 
plans to sponsor a breakfast seminar at the 
1969 annual meeting on “The Psychiatrist on 
the School Team.” Plans are being formulated 
for a program for educators, students, and 
psychiatrists at the 1970 annual meeting. 

Drs. Kallen and Lawrence gave a detailed 
report of their ongoing liaison with the 
Interprofessional Research Commission on 
Pupil Personnel Services. In the past year the 
committee has made contact with other 
educational organizations with an interest in 
the mental health of children. Among these is 
the Children’s TV Workshop which, beginning 
in September 1969, will conduct a television 
broadcast designed to prepare preschool chil- 
dren for educational experiences. 1 

A series of workshops is being arranged in 
cooperation with Dr. Edward Ponder of New 
York University to instruct teachers and 
psychiatrists in mutual. assistance and to 
encourage psychiatrists to provide more assis- 
tance to schools. dl 

The committee requested approval to invite 
a medical student and a resident to participate 
in its next meeting: 3 $ pis 

The Committee on Certification in Adminis- 
trative Psychiatry, Francis J. ONeill, M.D., 
chairman, met during the Mental Hospital 
Institute. This committee receives applications 
and conducts examinations for certification in 
the field of hospital administration. f 

The Commission on Manpower, Daniel 
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Blain, M.D., chairman, recommended that 
APA endorse the concept of a federal medical 
school with a term of obligated service after 
graduation. The Reference Committee sug- 
gested that no action be taken on this 
recommendation until other alternatives were 
explored. 

The commission endorsed the principle that, 
whenever possible, key community mental 
health center positions should be staffed by 
persons who can identify with patients and 
understand the local language and culture. This 
recommendation was to be conveyed to the 
director of the National Institute of Mental 
Health and published in Psychiatric News. 

The commission reviewed current demon- 
stration projects that have provided stipends for 
women residents with children for part-time 
training, and recommended that NIMH liberal- 
ize its own training regulations along these 
lines. The question was referred to the 
Committee on Medical Education for further 
study. 

A grant application for a project to recruit 
Negro youths into health service occupations 
on all levels is being developed by Dr. Chester 
Pierce. 

The commission recommended, and the 
Executive Committee approved, an appropria- 
tion of $6,000 for the editing and publication 
of Psychiatric Services and Manpower Utiliza- 
tion, a report on the APA-NIMH manpower 
contract. 

The Commission on Recognition of Psychi- 
atric Service Personnel, George Tarjan, M.D., 
chairman, reported that the Roche Labora- 
tories subsidy for Staff magazine is being 
terminated and recommended that APA main- 
tain the publication while alternate methods of 
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financing are being explored. The possibility of 
having the chairman of this commission serve 
on the Staff editorial board is being studied. 

Dr. Daniel Blain described plans for an 
institute to be held in Philadelphia, Pa., in the 
spring of 1969 along lines of past institutes 
held by this commission. The meeting would 
involve the states of Pennsylvania, New Jersey, 
Delaware, and Maryland. 

The Executive Committee accepted with 
thanks and appropriated funds to match two 
$1,000 donations for support of the commis- 
sion’s work, one from the Norways Foundation 
and one given anonymously. 

The Committee on History, George Mora, 
M.D., chairman, is considering a plan to solicit 
contributions for the restoration of the birth- 
place of Benjamin Rush, The committee is also 
developing a plan for a project for the 
preservation of psychiatric archives. 

The appointment of a part-time library staff 
member to coordinate the oral history project 
was requested. The committee reappointed Dr. 
Robert Butler for one year as consultant. 

In commemoration of the 125th anniversary 
a volume of presidential addresses from the last 
25 years is being prepared, to be ready for sale 
at the annual meeting in Miami. The commit- 
tee requested, and the Executive Committee 
approved, $7,500 for the publication of this 
book, estimating that $5,000 may be recap- 
tured through sales. 

The committee is considering producing two 
closed-circuit’ TV films for Miami on the 
Benjamin Rush birthplace and on the founding 
of APA. 

The Committee on Medical Education, 
Herbert S. Gaskill, M.D., chairman, is consid. 
ering a plan to assist residents in developing an 
organization based on APA Membership-in- 
Training (under the new constitution). It is 
also studying a recommendation for a prize to 
be awarded at each annual meeting for the best 
paper given by a resident. 

More direct communication between this 
committee and the Residency Review Commit- 
tee and the American Board of Psychiatry and 
Neurology was recognized as necessary. Ac- 
cordingly, it has been recommended that an 
APA representative serving on each of these 
bodies become members of this committee. 

The committee recommended that AMA 
membership Not be a requirement for submit- 
ting an application for examination to the 
American Board of Psychiatry and Neurology. 

The Board policy on “moonlighting” as 
published in the Journal (September 1968, p. 
443) was reviewed, and a more definitive 
statement was recommended as it was felt that 
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it contained some ambiguities which could lead 
to exploitation of residents and patients. The 
Executive Committee approved the new state- 
ment. 

The Committee on Psychiatry and Medical 
Practice, Nicholas E. Stratas, M.D., chairman, 
will hold its eighth annual colloquium in 
Pittsburgh, Pa., March 22-23, 1969. Dr. Jacob 
Swartz is working on a method of maintaining 
better communication with the Assembly of 
District Branches. Dr. Richard Steinhilber is 
coordinating a project on the use of the 
computerized Minnesota Multiphasic Personal- 
ity Inventory. Drs. William Sheeley and 
Howard Kern have established and are main- 
taining communication with directors of medi- 
cal education. 

The committee held a joint meeting with the 
Ad Hoc Committee in Liaison with the 
American Academy of Pediatrics and the 
American Academy of Child Psychiatry, and 
the Task Force in Liaison with the American 
College of Physicians. It was felt that future 
joint meetings would be potentially profitable. 

The committee is considering future devel- 
opment of a resource panel for the Physician 
Education Project and use of comprehensive 
community mental health centers in regional 
medical programs for continuing education. 

The. Task Force in Liaison with. the 
American: College of Physicians, Edward G. 
Billings, M.D., chairman, developed plans for 
the APA-ACP joint session to be held at the 
Miami annual: meeting. Progress was reported 
on plans for the joint meeting to be held at the 
ACP annual meeting. in Chicago, Ill., April 
1969. There will be a session on “Computers in 
Psychiatry" and one on "Psychiatric Problems 
of Adolescents Frequently Confronting the 
Internist." 

The task force, in discussing the joint 
meeting reported above by the Committee on 
Psychiatry and Medical Practice, investigated 
the possibility of overlap of activities with the 
other two groups. Although there is no overlap 
as yet, the task force agreed that ultimately 
some mechanism should be developed to 
maintain liaison among the several medical 
Specialties involved in the understanding and 
care of adolescents. 

The task force recommended that the ACP 
develop questions on its self-evaluation exami- 
nation in regard to psychiatric problems, and 
also „that APA's’ projected. self-evaluation 
examination include questions on internal 
medicine. 

. The task force recommended its continua- 
tion, which the Executive Committee ap- 
proved, 

The Ad Hoc Committee in Liaison with the 
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American Academy of Pediatrics and the 
American Academy of Child Psychiatry, 
Donald J. Holmes, M.D., chairman, reported 
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that their basic liaison work is progressing; they 
feel that the next year should bring favorable 
results. 


Council on Mental Health Services 


HAROLD M. VISOTSKY,'M.D., CHAIRMAN 


The council was asked to consider the 
formation of a liaison task force with the 
American Society for Adolescent Psychiatry. It 
postponed action on this matter until the future 
status of the Committee on Psychiatry of 
Childhood and Adolescence is clarified. 

The question of developing a system and set 
of standards for accrediting community mental 
health. programs was discussed, with the 
conclusion that a task force to this end should 
be established early in 1969. (This function 
was subsequently assigned to the Task Force 
on Research Aspects of Community Mental 
Health Centers of the Council on Research and 
Development.) 

The Committee on Aging, Alexander Simon, 
M.D., chairman, met in Denver in connection 
with the gerontology meetings. The committee 
expressed interest in the following matters 
under consideration by other committees which 
have relevance to the geriatric mental health 
field: 1) medical delivery systems, changes in 
medical school curricula and residency train- 
ing, and the crisis in psychiatric manpower 
(Commission on Manpower); 2) Medicare 
coverage in mental hospitals (Committee on 
Mental Hospitals); 3) preparation of a 
planning guide concerned with development of 
a unit for care of geriatric patients (Task Force 
on Liaison with the American Institute of 
Architects); and 4) plans for a panel 
discussion involving psychiatrists and internists 
to encourage psychiatrists to take more interest 
in combined  medical-psychiatric problems 
(Task Force in Liaison with the American 
College of Physicians). 

The Ai renewed its request that APA 
go on record in favor of removing restrictions 
on psychiatric care and treatment from 
Medicare and Medicaid programs. This sugges- 
tion was referred back to the committee for 
development of a policy statement. Dr. Robert 
Gibson pointed out that the Social Security 
Administration is preparing a biostatistical 
analysis on utilization of psychiatric services 


“under Medicare, and the committee expressed 


interest in seeing the report. 
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It was requested by the committee, and 
agreed upon by the Executive Committee, that 
APA should recommend to the Secretary of 
Health, Education, and Welfare that psychia- 
trists familiar with and expert in the field of 
mental health aspects of aging be appointed to 
the Advisory Committee and the Technical Ad- 
visory Subcommittee of the White House Con- 
ference on Aging in 1971 (P.L. 90-256). The 
committee felt that special attention should be 
given in this conference to problems concerned 
with the delivery of comprehensive health 
services. 

The Committee on Psychiatry of Childhood 
and Adolescence, Stuart M. Finch, M.D., 
chairman, recommended that the Bibliography 
of Child Psychiatry, originally published in 
1963 and now out of print, not be republished 
until and unless it can be brought up to date. 

The committee recommended that it be 
assigned the task of studying and formulating 
the role of child and adolescent psychiatry 
within the APA. This would include a study of 
better ways to establish liaison with other 
groups concerned with problems of children 
and youth, support of district. branch commit- 
tees on childhood and adolescence, and 
implementation of the report of the Joint 
Commission on Mental Health of Children. 
The Executive Committee approved the recom- 
mendation of the Reference Committee that a 
new task force be appointed to implement the 
report of the commission and that the 
Committee on Psychiatry of Childhood and 
Adolescence be discharged. 

The Committee on Mental Hospitals, John 
H. Houck, M.D., chairman, after reviewing the 
proposed statement on the desirability of 
physician membership on hospital governing 
boards, recommended that no statement be 
issued at this time. 

The committee discussed the problems of 
Medicare as the program seems to be develop- 
ing. First, payment for Medicare patients in 
many state hospital facilities is made to the 
state general fund. These funds may then be 
used for any state purpose, exerting no 
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beneficial effect on the budget of the hospital 
providing the care. Second, there is often no 
consistency in the decisions as to who is 
eligible to receive Medicare benefits. 

No action was taken at this time on the 
question of medical administrators for mental 
hospitals, but the matter is being studied. 

The Committee on Mental Retardation, Leo 
Madow, M.D., chairman, had been requested 
to consider the diagnostic term “borderline 
mental retardation” and suggested instead the 
use of the term “borderline intelligence” in 
order to avoid misuse. 

The committee recommended that physi- 
cians, especially psychiatrists, be members of 
inspection teams for surveys conducted by the 
American Association on Mental Deficiency, 
. and urged that APA go on record as favoring 
medical participation in the accreditation of 
residential facilities for the mentally retarded. 
The recommendation was approved by the 
Executive Committee. 

The Committee on Occupational Psychiatry, 
John Maclver, M.D., chairman, feels that 
work and related human problems should have 
an important and continuing place in the 
programs and activities of APA, and that the 
major effort of the committee should be 
directed to orienting psychiatrists to a better 
understanding of the industrial subculture and 
its importance in the social fabric. Industrial 
psychiatry may now be entering a phase where 
it can make important theoretical and practical 
contributions to. psychiatry in general, derived 
from the experience of psychiatrists in indus- 
try. The committee also believes it should 
devote efforts to promoting the wider use of 
psychiatrists among the group of incumbent 
medical directors in industry. 

The Remotivation Advisory Committee, Lee 
G. Sewall, M.D., chairman, endorsed a 
proposal for APA to develop an extended 
remotivation program for nursing homes and 
extended care facilities. Such a project. would 
cost an estimated $25,000 a year for five 
years. 

The committee recommended that the cur- 
rent Remotivation Project be terminated as of 
December 31, 1969, with the responsibility for 
the distribution and sale of the remotivation 
kits and pins to be handed over to the 
Publications Services Division, The committee 
proposed to terminate itself at that point in 
favor of a committee that would reflect interests 
that will be paramount in 1970. 

The Committee on Therapy, Elvin V, 
Semrad, M.D., chairman, suggested the forma. 
tion of a Task Force on Alcoholism and Dru; 
Depende, BENT g 

pendence and indicated that such a group 
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would be responsible for the development of a 
position statement on drug abuse. 

A position statement on the use of metha- 
done in narcotic dependency was presented to 
the Council on Mental Health Services and was 
referred back to committee to clear up certain 
internal inconsistencies. The committee de- 
clined to formulate a position statement against 
the therapeutic administration of LSD and 
referred the matter to Dr. Henry Brill and 
AMA’s Psychotomimetic Advisory Committee. 

The committee supported the position state- 
ment of the Academies of Pediatrics and 
Neurology and four other organizations in 
regard to the Doman-Delacato treatment of 
neurologically handicapped children. It was the 
recommendation of the Council on Mental 
Health Services, however, that no action be 
taken by APA at this time. 

The committee reported, in response to a 
request, that there is no available evidence 
indicating that the intramuscular use of 
amphetamines possesses any advantage over 
the usual oral administration. Lithium treat- 
ment for manic disorders was discussed briefly. 
A sample chapter of the AMA Drug Evalua- 
tion Manual was reviewed, and Dr. Semrad 
agreed to write to Dr. Thomas Hayes giving 
the committee's suggestions and comments. 

The Task Force on Medicare and Medicaid, 
Stuart M. Finch, M.D., chairman, heard a 
report from Mr. Howard West of the division 
of health insurance studies, Office of Research 
and Statistics, Social Security Administration, 
on his collection and analysis of data on 
Psychiatric hospitalizations under Medicare. 
Mr. Richard Humphrey of the mental health 
branch, Medical Service Administration, Social 
and Rehabilitation Service, reviewed the use 
and abuse of Title 19 funds, 

Dr. Robert Gibson is the coordinating 
representative who is organizing material on 
Medicare presented by all APA task forces and 
committees for an over-all report to a task 
force of the Health Insurance Benefits Advi- 
sory Council. 

No report was received from the Task Force 
to Study the Report of the Cooperative 
Commission on Alcoholism, Francis J. O'Neill, 
M.D., chairmaf. 

The Task Force on Private Enterprise Models 
in the Delivery of Psychiatric Services, Ewald 
W. Busse, M.D. chairman, held an initial 
Organizational meeting on July 12, 1968, at 
Which time individual tasks were assigned, 
including reviewing APA Manpower. Project 
reports, assembling descriptions of known exist- 
ing private and public mental health centers, 
and compiling information regarding existing 
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and model legislation related to the provision 
of psychiatric services. These reports were 
considered at a second meeting on October 3 
and 4, 1968, in Philadelphia, Pa., where the 
members were informed by the staff of the 
West Philadelphia Mental Health Consortium 
about the operation and staffing of this tax- 
supported group of centers serving part of a 
large metropolitan area. 

A third meeting of this task force was held 
November 14, 1968, to assess a center in 
Beaumont, Tex., which is funded from private 
sources except for a small amount of state 
money. It is operated on a private enterprise or 
profit basis and serves the total mental health 
needs of a three-county area of some 300,000 
population. 

Certain probable priorities are becoming 
apparent to the members of the task force in 
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the provision of psychiatric services in a 
community: 1) care of patients with irrevers- 
ible organic brain syndromes; 2) care of 
psychotic children and brain-damaged chil- 
dren; and 3) aftercare programs for. patients 
returning to the community after major 
psychotic illness, particularly after years of 
inhospital care. 

The Task Force to Revise the Standards for 
Psychiatric Hospitals and Clinics, Francis de 
Marneffe, M.D., chairman, reviewed the initial 
draft of the standards for changes and 
corrections. It was decided that the second 
draft would go to members of the task force by 
January 1 and that there woufd be a meeting 
early in February to make final changes in the 
manuscript, with the idea that the final draft 
would be ready to be submitted to the 
Executive Committee for publication in 1969. 


Council on Research and Development 


MELVIN SABSHIN, M.D., CHAIRMAN 


On recommendation of the Council on 
Research and Development, the Executive 
Committee established the Task Force on 
Confidéntiality of Research Records (Sidney 
Merlis, M.D., chairman), the Task Force on 
Research in the Use of Lithium (Irvin Cohen, 
M.D., chairman), the Task Force on Research 
in Vitamin Therapy (Morris Lipton, M.D., 
chairman), and the Task Force on Recent 
Developments in the Use of Small Groups. . 

The Commission on Drug Safety, Milton 
Greenblatt, M.D., chairman, was terminated 
by the Executive Committee with the stipula- 
tion that its function in regard to teaching 
psychopharmacology be assigned to the Com- 
mittee on Medical Education. 

The Committee on Research, Russell R. 
Monroe, M.D., chairman, was terminated by 
the Executive Committee, officially delegating 
the responsibility for choosing the Adolf Meyer 
lecturer to the Program Committee, assigning 
the liaison function with the American Asso- 
ciation for the Advancement of Science to the 
Council on Research and Development, and 
discontinuing regional research conferences. In 
regard to the latter, the use of divisional 
meetings or task force sponsored research 
conferences was endorsed. E 

The Task Force on Drug Abuse in Youth, 
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Daniel. X. Freedman, M.D., chairman, sub- 
mitted a position statement opposing the 
Omnibus Controlled Dangerous Substances Act 
proposed by the Department of Justice, which 
was accepted by Council (March Journal, pp. 
1329-1330). 

The Task Force on Research Aspects of 
Community Mental Health Centers, Gerald L. 
Klerman, M.D., chairman, is concerned with 
study of the contractual arrangements that may 
be necessary for certain types of data collec- 
tion. A suggestion for a task force on 
evaluation of community mental health centers 
was referred to this task force for incorpora- 
tion into its agenda. 

The Task Force on Current Problems in 
Research Support, Alfred M. Freedman, M.D., 
chairman, has developed concern for general 
research manpower problems rather than 
strictly the impact of the new draft policy on 
graduate students. 

The Task Force on Automation and Data 
Processing, Elmer A. Gardner, M.D., chair- 
man, has drafted ten more topic areas and 15 
issues for consideration. It suggested that the 
problem of confidentiality of research records 
needs special study, and the council recom- 
mended creation of a separate task force to 
deal with this problem. 
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Council on Professions and Associations 


DONALD F. MOORE, M.D., CHAIRMAN 


The Committee on Psychiatry and the Law, 
Oscar K. Diamond, M.D., chairman, met in 
February 1969 instead of during the regular 
fall committee meetings. 

The Committee in Liaison with the Ameri- 
can Hospital Association, Herman Snow, 
M.D., chairman, submitted, and the Executive 
Committee approved, a resolution recommend- 
ing that general hospitals more freely admit 
patients with alcoholism problems and urging 
the Joint Commission on Accreditation of 
Hospitals to require the existence of a written 
plan for management of alcoholic patients as a 
requirement for hospital accreditation. 

Funds are being sought for preparation of a 
comprehensive publication on hospitals and 
mental health services. 

The committee heard a report on two of 
three jointly sponsored state conferences on 
hospitals and mental health services, which 
provided a means of communication between 
general hospitals and mental health personnel. 

The final report of the AHA Advisory Panel 
on Mental Health Services and Institutions was 
discussed, Items from the report included 
mental health services administration curricu- 
lum content, revision of AHA guidelines 
concerning utilization review, and in-service 
training of paramedical personnel. These will 
be considered further at the next meeting of 
the committee. 

The content of residency training in psychia- 
try with respect to inclusion of experience in 
community mental health services was consid- 
ered. Representatives from the committee were 
appointed to explore with the Association for 
Hospital Medical Education mutual interests in 
the mental health components of graduate and 
continuing education programs for physicians. 

The committee voted to urge AHA and APA 
to use their influence in support of appropria- 
tions to implement the 1968 Amendments to 
the Community Mental Health Centers Act 
authorizing development of services for alco- 
holics and drug users, 

The Committee on Psychiatric Nursin, 
William W. Zeller, M.D., chairman, prone 
topics for panels at future annual meetings. 
The development of interprofessional commit- 
tees rather than specific committees on psychi- 
atric nursing. in district branches was encour- 
aged. There was general consideration of the 
evolving mental health professionals and the 
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roles of the psychiatric nurse, aide, and 
technician. 

In discussing nursing education, it was 
recommended that a pilot study of ten 
institutions be conducted in which jobs would 
be defined and the expected competencies of 
professionals outlined. There was consensus 
that the present programs stress experiential 
rather than academic learning. 

Concern was expressed over nursing profes- 
sionals getting into union activities, as wit- 
nessed by the stir about minimal nursing 
salaries and nurses’ strikes. 

The Encyclopedia of Education asked for an 
article on “Education in Mental Health” and 
the committee will attempt to locate an author 
for such an article. 

The Committee on Rehabilitation, Robert S. 
McKnight, M.D., chairman, discussed the final 
report on the Rehabilitation Services Adminis- 
tration grant for field consultation in psychiatric 
rehabilitation, written by Miss June L. Mazer, 
project director for the American Occupational 
Therapy Association. The committee recom- 
mended that APA endorse the report of the 
National Citizens’. Advisory Committee on 
Vocational Rehabilitation with the stated qual- 
ification that the mentally disabled should be 
specifically recognized as a target group for 
rehabilitation services. 

The proposed position statement of the Task 
Force on Interprofessional Relations was re- 
viewed, and the committee suggested that the 
orientation of the statement should be to em- 
phasize the primary care of the patient. 

The committee discussed. whether any stan- 
dardization can be achieved in psychiatric dis- 
ability criteria. Such agencies as the Veterans 
Administration, the Social Security Adminis- 
tration, and private insurance companies are 
using different standards in the determination 
of psychiatric disability. Because of the mag- 
nitude of the subject it was felt that more 
data should be gathered for further discussion 
during the forthcoming year. 

The Committee on Relations with Psychol- 
ogy, Robert H. Thrasher, M.D., chairman, 
Tequested that its name be changed to the 
Committee on Psychiatry and Psychology, 
which was approved by the Executive Commit- 
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tee. The committee urged publication of the 
Grinker and Albee papers given at the 1968 
annual meeting and felt that joint sessions 
should be continued in future meetings of both 
APA and the American Psychological Associa- 
tion. 

The committee recommended publication of 
the pamphlet, “What is a Psychiatrist,” 
prepared by the Council of New York State 
District Branches, with certain revisions. 

Dr: Franzblau’s draft statement on interpro- 
fessional relations was reviewed, and the 
recommendation was made that it be rewritten 
to emphasize what a psychiatrist is rather than 
the negative aspects of what other profes- 
sionals are not. 

The committee met jointly with the Ethics 
Committee to discuss the ethical problems in 
the relationships between psychiatrists and 
psychologists and more specifically the prob- 
lem of psychologists performing psychother- 
apy independent of medical supervision. 
Specific problems and experiences as related by 
several district branches were reviewed, and 
licensing legislation in various states was noted. 

The Committee on Religion and Psychiatry, 
Abraham N. Franzblau, Ph.D., M.D., chair- 
man, defined its functions as encouraging 
similar committees on district branch levels, 
providing liaison between various medical, 
academic, and religious organizations, provid- 
ing means for religious organizations to use the 
contributions of psychiatry, and stimulating 
research on relevant interprofessional ques- 
tions. 

The Committee on Psychiatry and Social 
Work, George E. Williams, M.D., chairman, 
defined as its function the development of an 
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interchange of information with the social 
work profession with the common objective of 
improving the quality of care of the mentally 
ill. It was agreed that joint meetings with the 
National Association of Social Workers should 
be continued. The committee reviewed the 
proposed statement being prepared by the Task 
Force on Interprofessional Relations and 
decided that a specific statement on the 
relationship between psychiatry and social 
work may not be needed in light of this task 
force’s proposed statement. 

Plans for a 1970 annual meeting session on 
“Problems in Providing Professional Services in 
Emergent Mental Health Services” were dis- 
cussed. 

The Task Force on Interprofessional Rela- 
tions, William W. Zeller, M.D., chairman, 
presented an initial draft of a position paper on 
interprofessional relations to various concerned 
committees for comments and ideas. Dr. 
Abraham N. Franzblau is preparing the 
material. 

The Task Force in Liaison ' with the 
American Institute of Architects, Paul Haun, 


M.D., chairman, is planning to develop guides , - 


for architectural considerations in facilities for 
community mental health centers, psychiatric 
geriatric facilities, children's units, and general 
hospital psychiatric units. The target audience 
would be those administrators of psychiatric 
programs most apt to be involved in planning 
operations, and nonspecialized architects who 
may be assumed to have full technical compe- 
tence in matters of design and engineering but 
no particular expertise in the development of 
projects for mentally and emotionally ill chil- 
dren and adults. 


Council on National and International Affairs 


HOWARD P. ROME, M.D., CHAIRMAN 


The Committee on Federal Government 
Health Services, Benjamin Balser, M.D., chair- 
man, reviewed the action of the Secretary of 
Health, Education, and Welfare, Wilbur 
Cohen, in making mental health services a part 
of over-all health services in the reorganization 
of HEW and recommended that APA take a 
formal position that NIMH remain a separate 
operational entity of HEW. The Reference 
Committee, noting that APA’s president, in a 
recent letter to Secretary Cohen, had made a 
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similar request and because of the imminent 
resignation of Mr. Cohen, voted to take no 
further action on this matter for the present. 

Dr. L. F. Rittlemeyer, consultant on Medi- 
caid to the Medical Services Administration, 
Social and Rehabilitation Service, reported on 
the large expenditure of federal funds under 
Title 19. He reviewed the provisions under 
which funds are disbursed for the care of the 
mentally ill under Medicaid and the Long 
Amendment. 
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The problem of screening pilots and air 
traffic controllers for psychiatric problems is 
being studied. A new AMA pamphlet, The 
Role of the Physician in Disaster Medicine, 
was reviewed and APA endorsement was 
recommended although no specific mention 
was made of the role of the psychiatrist in 
disasters. The role of ‘NIMH in providing 
consultation on occupational mental health to 
supervisors and managers in various federal 
agencies in relation to employment problems 
was discussed. It was agreed to invite Dr. 
Simon L. Auster, consultant in occupational 
mental health, NIMH, to the next meeting for 
a report. 

The committee discussed the increasing 
difficulty of obtaining sufficient numbers of 
military psychiatrists for the armed forces, It 
was reported that the military has initiated 
continuation pay programs for career physi- 
cians to encourage them to remain in service 
for longer than the two years ordinarily served 
under the Berry Plan. It is felt that more than a 
financial incentive will be needed to retain 
psychiatrists in a military career. 

» The committee heard a report from Dr. Lee 
` Macht on psychiatric involvement in the Job 
Corps, VISTA, and Community Action pro- 
grams. It was recommended that Dr. William 
Davidson be designated liaison representative 
from this committee to the Senate Committee 
on Constitutional Rights if APA receives a 
request for assistance from the Senate commit- 
tee, A request made to the Reference Commit- 
tee for establishment of a committee on traffic 
safety on land, sea and in the air was referred 
to this committee for incorporation into its 
functions. 

The Inter-American Council of Psychiatric 
Associations reported that the Conference on 
Mental Health in the Americas would be held 
December 4-8, 1969, in San Antonio, Tex., 
culminating two years of work by the 
preparatory commissions. 

The Committee on Transcultural Psychiatry, 
Eugene B. Brody, M.D., chairman, made plans 
'for programs at the annual meeting in Miami 
on "Adaptation of Foreign Students" and 
"Youth Unrest in the Americas.” The 
committee also recommended that it not be 
involved in planning international panels or 
Sessions at annual meetings, feeling that this is 
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tion on, psychiatry in other countries. This 
recommendation was referred back to the 
committee for the presentation of a formal 
recommendation. The committee is also con- 
sidering the desirability of a task force on 
Africa to maintain ties with African psychia- 
trists and mental health personnel. 

The Task Force on the U. S. Poverty 
Program, Harris B. Peck, M.D., chairman, in 
June 1968 negotiated a contract with the Office 
of Economic Opportunity in the amount of 
$100,000 to collect information regarding 
psychiatric needs in OEO programs. Dr. Peck 
was appointed project director. Difficulties in 
recruiting personnel have delayed activation of 
the contract. 

The Committee on Preventive Psychiatry, 
Marvin E. Perkins, M.D., chairman, devoted a 
substantial part of the opening session to a 
thorough discussion of whether the interests of 
the Association might best be served by 
merging with some other committee. After 
serious review, the committee agreed to 
recommend. its continuation. with attention to 
those functions that would keep APA members 
alert to prevention as a vital point of view and 
a legitimate thesis for  interorganizational 
collaboration. Liaison with other committees 
seemed essential, as was liaison with other 
organizations interested in prevention. 

The Committee on Public Health, Mottram 
P. Torre, M.D., chairman, discussed its 
experience in sponsoring, with the Committees 
on Preventive Psychiatry and Poverty, the 
change clinics at the last two annual meetings. 
Although these were deemed worthwhile, the 
Committee does not recommend continuing 
them. Formation of a national organization for 
directors of metropolitan mental health centers 
was endorsed by the committee. 

A request to hold its next meeting in 
conjunction with the meeting of the American 
Public Health Association, November 1969, 
was directed to the council. 

. In discussing priorities for concentration of 
its activities, the committee agreed that the 
most urgent public health need is in the area of 
mental health planning and increased participa- 
tion by psychiatrists in this field. To meet this 
need at the national level the committee 
proposes that APA use the facilities of the 
Brookings Institution for an executive leader- 
ship conference in the area of mental health 
planning. The conference should be designed to 
meet the needs of APA and would include 
APA. officers, council members, and members 
of the Council on National and International 
Affairs. Activities at the state and local level 
would include identifying all psychiatrists in 
district branches who are presently participat- 
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ing in comprehensive health planning and 
inviting them to an open meeting of the 
committee at the annual meeting, and encour- 
aging organizations of metropolitan mental 
health program directors for purposes of 
information exchange. 

The Task Force on Aggression and Vio- 
lence, John P. Spiegel, M.D., chairman, has the 
work of the National Commission on the 
Causes and Prevention of Violence as one of 
its primary concerns. The task force has 
reviewed the outlines prepared by the various 
commission research staffs and attended hear- 
ings of the commission. It will review and write 
critiques of the reports being prepared by the 
research staffs and consider recommending a 
position statement on the final report and 
recommendations of the commission. The 
Reference Committee, meeting on November 
22, directed the task force to prepare such a 
position statement. 

With respect to long-range goals, the 
discussion centered on the desirability ‘of 
formulating critical questions such as’ the 
following, which might lead to needed research 
on aggression and violence: 1) What are the 
factors involved in the initiation and mainte- 
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nance of polarization of conflict between 
groups? 2) When is violence functional and 
when is it not? 3) What are the effects of 
polarization, conflict, and violence on the 
maturation of the personalities of children and 
adolescents? 

The Task Force on Psychiatry and Foreign 
Affairs, William D. Davidson, M.D., chairman, 
has as its major interest the psychological and 
cultural factors involved in international rela- 
tions, particularly the problems resulting from 
the breakdown of communication and percep- 
tion among nations, and the role of the 
psychiatrist in international affairs. The task 
force proposed the establishment of an infor- 
mation clearinghouse for psychiatrists, political 
scientists, and others interested in this field, 
and also the compiling of a mailing list of 
those who have expressed interest in such 
work. It has proposed to the. Program 
Committee several activities for the. 1969 
annual meeting, including a session on "Psy- 
chiatry in Foreign Affairs: Case Studies," 
dealing -with experience in foreign affairs 
analysis and research from a psychiatric point 
of view. 


Council on Internal Organization 


JACK R. EWALT, 


The Program Committee, Shervert H. Fra- 
zier, M.D., chairman, is involved with the 
organization and development of the scientific 
program for the annual meeting. The commit- 
tee asked approval for spending up to $9,000 
in addition to the regular budget for the Arts 
and Humanities session. Authorization was 
also requested to spend $2,000 for travel 
expenses and honoraria for speakers. The 
committee confirmed that there will be a 
closed-circuit television program. 

The Committee on Arrangements, Bruce W. 
Alspach, M.D., and Samuel G. Hibbs, M.D., 
co-chairmen, is concerned with local and social 
arrangements for the 1969 annual meeting in 
Miami. The committee reported plans for a 
more informal and relaxed form of entertain- 
ment in keeping with the Miami atmosphere. 

The Committee on Conventions, Robert S. 
Garber, M.D., chairman, recommended that 
Dr. Herman Selinsky proceed with the prepara- 
tion of a Benjamin Rush medallion and ribbon 
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for presentation to newly inducted Fellows and 
Life Fellows in Miami, with additional medal- 
lions available for purchase by: previously 
inducted Fellows and Life Fellows. The esti- 
mated initial cost was given as $1,000, with the 
assurance that some of this cost would be 
recovered in sales. 

The committee also recommended that’ Dr. 
Richard Steinhilber proceed with the prepara- 
tion of a six- to eight-inch Benjamin Rush 
medallion to be awarded to the producers of 
the three best scientific exhibits. The estimated 
cost was $750. The Executive Committee 
approved both of these expenditures. 

The Ad Hoc Committee on Closed-Circuit 
Television, Herman Selinsky, M.D., chairman, 
prepared an outline for the closed-circuit 
television program at the 1969 annual meeting. 
The emphasis will. be on topical subjects 
developed through panels, interviews with 
distinguished guests and authorities and promi- 
nent personalities on the American scene, 
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selected films from current film libraries, and 
such informative announcements as may be 
deemed helpful to members and guests. 
Broadcasting will be during the early morning 
and evening hours, Monday through Thursday. 

The Insurance Commission, Marvin W. 
Evans, M.D., chairman, requested, and the 
Executive Committee approved, a change in its 
name to Insurance Committee, in order to 
avoid confusion with a U. S. government 
agency. 

The Task Force on Life, Health and 
Accident, and Major Hospital Insurance rec- 
ommended that Mutual of Omaha be permitted 
to offer an accidental death and dismember- 
ment policy as part of the already existing group 
insurance plans, and also that the company 
extend coverage to categories of membership 
such as Honorary Fellows (but not Correspond- 
ing Fellows) not already included. The Execu- 
tive Committee concurred. The committee 
reported that Mutual of Omaha has agreed to a 
new definition of "hospital" similar to that 
recently adopted by Travelers Insurance Com- 
pany. The company has also agreed that 
persons who have undergone training analysis 
will not have trouble getting insurance, and to 
consider extending coverage to those who have 
received psychiatric treatment for illness. 

The commission recommended that com- 
panies be prevented from sending out promo- 
tional literature on APA stationery or over 
signatures of APA officers or committee 
chairmen. The Executive Committee concurred, 
and the companies were notified of this change 
in policy. 

The problems of Obtaining professional 
liability insurance were discussed. There has 
been a trend among insurance companies 
toward dropping this type of coverage. 

Alternatives such as forming an APA 
insurance firm or buying an existing company 
or asking several companies to pool the risk 
were discussed. It was agreed that several 
members of this committee would arrange a 
meeting with an officer of Travelers Insurance 
to explain the problem and obtain advice and 
cooperation. It was also agreed that a close 
liaison with AMA, which is also vitally 
interested in this problem, should be main- 
tained. 

The Task Force to Revise the APA 
Guidelines for Psychiatric Services Covered 
Under Health Insurance Plans, Perry C. 
Talkington, M.D., chairman, has Submitted a 
final draft of the Proposed revision for 
approval. The Executive Committee approved 
Publication, and the task force has been 
terminated with the completion of its task. 

The Committee on Grants and Awards, 
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Hayden H. Donahue, M.D., chairman, during 
the past year established a set of definitions, 
descriptions, and policies for categorizing, 
accepting, and administering grants for the 
Association. It recommended establishment of 
several awards, among which is the Seymour 
Vestermark Memorial Lecture. 

The House Committee, Norman Taub, 
M.D., chairman, has recently been assigned 
responsibility for APA employees’ retirement 
and health insurance as well as property 


insurance for the central office. It continues to A 


advise the medical director on matters related 
to operation of the headquarters building. 

The Mental Hospital Institute Achievement 
Awards Board, Alex D. Pokorny, M.D., 
chairman, selects the three annual prize 
winners, announced during the institute, and 
published in Hospital and Community Psychi- 
atry. 

The Mental Hospital Institute Program 
Committee, Leonard J. Ganser, M.D., chair- 
man, reported that over 1,000 people attended 
all or portions of the institute and that a high 
level of interest was apparently maintained 
throughout, Future institutes will be held in 
Houston, Tex. (1969), Philadelphia, Pa. 
(1970), and Seattle, Wash. (1971). 

The Committee on Public Information, J. 
Martin Myers, M.D., chairman, requested that 
the Arrangements Committee reserve 30 ban- 
quet seats for press guests at the Miami annual 
meeting, to be distributed by Mr. Robinson. It 
was regretted that this detail was overlooked in 
Boston. 

The committee discussed the proposed 
television program entitled “What Went 
Wrong?” in terms of the ethics of using real 
patients and the granting of use of the APA 
seal. It was decided that if actors are not used, 
the identities of the subjects must be absolutely 
protected, the tape itself should be reviewed by 
the committee, and truly informed consent of 
the participants must be confirmed. There was 
some discussion of the possible legal liability 
that APA might incur under these circum- 
stances, and it was decided to procure legal 
advice on the matter. 

The committee met as the Robert T. Morse 
Writers’ Award Board and selected a nominee 
for the 1969 award. 

The Subcommittee to Prepare a Guide for 
Psychiatrists, James P. Cattell, M.D., chair- 
man, was appointed in response to a need for 
developing guidelines for psychiatrists in their 
relations with the press, business, government, 
etc., concerning matters of confidentiality, 
privilege, and medical records. The committee 
is in the process of preparing such a guide. 

The Task Force to Revise the Psychiatric 
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Glossary, J. Martin Myers, M.D., chairman, 
reported that in preparing the revisions, 
agreement had been reached to eliminate 15 
definitions, revise about 100, and add 115. 
The Task Force to Plan a Joint Meeting with 
the Caribbean Psychiatric Association, Walter 
H. Wellborn, Jr, M.D., chairman, reported 
that plans are well advanced for this joint 
meeting, to be held immediately following the 
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annual meeting in Miami. 

The Task Force to Plan a Post-Meeting in 
Hawaii, 1970, George Schnack, M.D., chair- 
man, reports that plans for this meeting are 
developing well. 

The Ad Hoc Committee to Evaluate Psychi- 
atric News, Zigmond M. Lebensohn, M.D., 
chairman, performed its evaluation, made its 
report, and was terminated. 
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$ 
í APPLICATIONS FOR PART I (WRITTEN) EXAMINATION, 
i AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY 


ja. Applications for Part I (written) of the examination to be given in the Spring 
3 of 1970 must be in the executive office of the American Board of Psychiatry and 
Neurology no later than October 13, 1969. This is an absolute deadline. Those 
i who have completed the required 36 months of training and will complete the 
Um 24-month experience requirement by June 30, 1970, are invited to submit their 
TR BN formal applications now and request consideration for the Spring 1970 Part I 
| examination. 
Credentials must clear the credentials committee in time for the Part I roster; 


last-minute applicants may jeopardize their chances of obtaining clearance before 
the deadline. 


PUB Md Part I is usually given on the first Monday in May, but this may change in 
y order to avoid conflicting meeting dates of national medical organizations. Tests 

» will be corrected by computer, and official notification of results will be mailed to 
Vp as soon as they are received in the executive office, usually about June 
‘a Application blanks are available from: David A. Boyd, Jr., M.D., Executive 


| Secretary-Treasurer, American Board of P chiatry and Neurology, P.O. Box 
be 1157, Rochester, Minn. 55901. sinet Y: 


Az 
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Cross-National Study of Diagnosis of the Mental 


Disorders: Origin 


of the Problem 


BY MORTON KRAMER, SC.D. 


Many investigators have noted the large 
differences that have persisted over the 
years between the rates of first admissions 
to the mental hospitals of England and 
Wales and those of the U. S. for affective 
disorders, schizophrenia, and psychosis 
with cerebral arteriosclerosis. The author 
describes the background and complexity 
of the problem and the efforts leading up 
to the present research project, aimed at 
explaining the differences. 


HE RESEARCH to be described in the 
Tea that follow has two major goals. 
The immediate one is to explain the strik- 
ing differences that various investigators 
have noted over the years between the diag- 
nostic distributions of first admissions to 
the mental hospitals of England and Wales 
and those of the United States as well as 
the levels of the associated first admission 
rates, The rates for affective disorders in 


Read at the 124th annual meeting of the 
American Psychiatric Association, Boston, Mass., 
May 13-17, 1968. 1 
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tional Institute of Mental Health, 5454 Wis- 
consin Ave. Chevy Chase, Md. 20203, is 
spending the current academic year as visiting 
scientist in the department of. public health, 
the London School of Hygiene and Tropical 
Medicine, University of London, ngland. Re- 
print requests should be addressed to the pon 
etry Branch, National Institute of Mental 
Health. 
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England and Wales are strikingly higher 
than the corresponding rates in the U. S., 
while the reverse is true for the rates for 
schizophrenia and psychosis with cerebral 
arteriosclerosis. 

Of particular interest is the extent to 
which such differences are due to differen- 
tial patterns of use of mental hospitals in 
the two countries or to differences in cri- 
teria used by British and U. S. psychia- 
trists in arriving at a particular diagnosis 
or in the use of diagnostic terms to de- 
scribe patients with similar clinical char- 
acteristics. 

A second and long-term goal is 
to develop interviewing instruments and 
related techniques that will lead to the de- | 
velopment of more valid, reliable, and com- 
parable national and international morbid- ' 
ity statistics on the frequency of occurrence 
of specific mental disorders in different 
population groups as well as on the pat- 
terns of care of persons. with such dis- 
orders. 

Such data are in increasing demand by 
public health officials for planning pro- 
grams for the prevention and control of 
mental disorders, for the provision of treat- 
ment and rehabilitation services, and for 
evaluating programs and services. They 
are also of considerable interest to clini- 
cians, epidemiologists, social scientists, 
biostatisticians, and other professionals 
interested in studying the role of social 


1 


and cultural factors in the etiology of men- 
tal disorders, their treatment, and progno- 
sis. 


Status of Statistics on 
the Mentally Ill 


A number of studies on the prevalence 
of mental disorders in various countries 
have been reported in the literature(6). 
Invariably these studies have been one- 
time affairs. The differences in case finding 
methods, diagnostic criteria, and counting 
procedures have resulted in data that can- 
not be compared meaningfully among coun- 
tries. Similarly, they have not resulted in 
case finding and diagnostic procedures that 
can be applied by health officials in a 
practical way to provide systematic annual 
data on the true extent and distribution 
of mental disorders in the populations of 
various countries. 

Such statistics do not exist. The only 
systematic statistics that are available on 
a year-to-year basis—and then only in a 
limited number of countries—are those de- 
rived from the records of patients ad- 
mitted to mental hospitals(14). In some 
countries such data have been sup- 
plemented by patient statistics from out- 
patient psychiatric clinics, psychiatric services 
in general hospitals, and so on, but the more 
extensive data are the exception rather than 
the rule. 

Statistics on the hospitalized mentally 
ill provide data on the patterns of use of 
such facilities within a country over time, 
the demographic characteristics of pa- 
tients under care, and the identification of 
high risk groups. They can also be used 
to provide comparisons among countries 
on the extent of use of mental hospitals. 
Other types of comparisons. of mental 
hospital statistics have limited uses, Thus. 
differences in diagnostic distributions of pa- 
tients in different countries are practically im- 
possible to interpret because of several fac- 
tors. 

First, modes of diagnostic practice and 
use of diagnostic terms vary among psy- 
chiatrists in the various national hospital 
systems. Although Similar problems exist 
n» rae lo ou ecountty comparisons, 

SO severe because of 
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greater homogeneity among psychiatrists 
in their training. However, intracountry 
differences in diagnostic practice and use 
of diagnostic terms may very well be as 
marked as the intercountry differences. 

A second factor is the selective intake 
of patients into these hospitals. This may 
result from the different role this type of 
facility occupies in the hierarchy of men- 
tal health services in various countries and 
the varying cultural, attitudinal, socioeco- 
nomic, and administrative factors that 
determine not only whether a mentally ill 
person is hospitalized but the kind of pa- 
tient who is admitted. Thus the diagnostic 
distribution of patients first admitted to a 
mental hospital may very well provide a 
distorted picture of the distribution of the 
number of new cases of mental disorders 
occurring in a country. However, despite 
their limitations, the data collected sys- 
tematically on the mental hospital popula- 
tion of individual countries continue to 
emphasize that these institutions and the 
patients under treatment in them constitute 
a major public health problem. 

Starting in the late 1940s many pro- 
grams were instituted in the U. S. and 
elsewhere to improve health and living 
conditions within these hospitals, to pro- 
vide the patients with more effective treat- 
ment and rehabilitation programs, and to 
reduce the number of patients admitted to 
and resident in these hospitals(1, 7). In 
addition, our English colleagues began at 
about this time to develop programs for 
improving the lot of the hospitalized men- 
tally ill and for maintaining patients in 
the community(11). Many a U. S. mental 
hospital superintendent and clinical direc- 
tor traveled to such places as Warling- 
ham Park, Nottingham, and the Maudsley 
Hospital to study the British programs of 
hospital and community care. Others vis- 
ited the Medical Research Council units 
in London, Edinburgh, and Chichester to 
Observe and study research efforts to 
evaluate such programs and to carry out 
epidemiological studies. 

At the time it also seemed reasonable 
to anticipate that the increased interest in 
new patterns for the delivery of services 
would lead: to a parallel interest in statis- 
tics on the care of the mentally ill. For 
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such data to be meaningful it was clear 
that steps had to be taken to develop 
reliable and comparable data on the diag- 
nostic distribution of patients admitted to 
these facilities as well as on other aspects 
of patient care and its outcome. 


Comparisons of First Admission Rates 


The study to be reported here is an 
attempt to develop methods for obtaining 
more comparable diagnostic data on the 
patients admitted to the mental hospitals 
in Britain and the United States. The start- 
ing point was the surprisingly large differ- 
ences between the first admission rates for 
the major psychoses to the mental hos- 
pitals in Britain and those in the U. S. 
and other countries. These discrepancies 
have been sufficiently large and persistent 
to evoke comment by a number of British 
authors over the years. 

Slater, in a paper published in 1935, 
reported that the first admission rate for 
manic-depressive psychoses to the mental 
hospitals in England and Wales for 1932 
was considerably higher than that for 
schizophrenics, particularly among fe- 
males(13). On the basis of expectations 
of developing schizophrenia and manic-de- 
pressive psychoses, which he computed 
from these rates and an estimated life 
table for England and Wales, and data 
from several studies carried out in other 
countries, Slater concluded that it was 
quite possible that in England the incidence 
of schizophrenia was lower and that of manic- 
depressive psychoses considerably higher 
than in other countries. 

In 1946 Lewis commented on the fact 
that the average annual first admission 
rates to the New York state mental hos- 
pitals during the years 1940-41 for per- 
sons 65 years and over were “astoundingly 
higher” than the corresponding rates to 
the mental hospitals in England and 
Wales(4). He also emphasized the diffi- 
culties in making diagnostic comparisons 
because diagnostic terms were used with- 
out precision and pleaded for “a greater 
interest in the straightforward clinical as- 
pects of mental disorder as seen in the 
aged.” y 

In 1957 Shepherd(12) observed that, in 


Amer. J. Psychiat. 125: 10, April 1969 Supp. 


the national statistics of the U. S. and 
other countries, “not only does schizophre- 
nia rank as the leading diagnostic label 
but in these countries manic-depressive 
disorder assumes a relatively minor place 
in the hierarchy of admissions.” He also 
pointed out that in England and Wales the 
mental hospital first admission rate for 
affective disorders among persons 65 years 
and over was considerably higher than the 
corresponding rate in the U. S., and that 
in the U. S. hospitals psychosis with cere- 
bral arteriosclerosis occupies “the pinnacle 
of senile mental disorder.” 

Shepherd also raised the question as to 
the relative contribution of different diag- 
nostic criteria and different prevalence 
rates in the general population toward 
these international discrepancies. In 1959 
Roth(10) commented further on the pre- 
viously noted diagnostic differences ‘be- 
tween the British and U. S. first admission 
rates in the age group 65 years and over 
and emphasized the importance of a care- 
ful differential diagnosis to separate affec- 
tive cases from the organic since "where 
affective cases are regarded as early or- 
ganic psychoses, valuable opportunities for 
effective treatment may be missed." 

Kramer highlighted these diagnostic dif- 
ferences in 1961 in a comparative study 
of the first admission rates to the mental 
hospitals in the U. S. and England and 
Wales, specific for age, sex, and diagno- 
sis(2). A summary comparison is shown 
in table 1, which presents the age-adjusted 
first admission rates (per 100,000 popula- 
tion), specific for diagnosis, to the mental 
hospitals in England and Wales and the 
United States for the years 1956 and 1957. 
These rates are based on the official pub- 
lished national statistics of the respective 
countries(8, 9). 

This table emphasizes several points: 
1) the total first admission rates were rea- 
sonably close; 2) the first admission rate 
for schizophrenia in England and Wales 
was about 33 percent lower than that in 
the United States; 3) the first admission 
rate for manic-depressive reaction in Eng- 
land and Wales was nine times or 800 
percent higher than that in the U. S.; 4) 
the first admission rate for psychosis with 
cerebral arteriosclerosis in England and 
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TABLE 1 
First Admission Rates by Diagnosis and Percent Diagnostic Distribution, Mental Hospitals, U. S., 1957; and England and 
s Wales, 1956 
AGE-ADJUSTED* RATES PER 100,000 POPULATION PERCENT DISTRIBUTION 
ENG. & ENG. & 
U. S.** — WALES ** RATIO: U. S.*** WALES *** — RATIO: 
DIAGNOSTIC CATEGORY (1957) (1955) — E&W/U. S. — (1957) (1956) ERW/U. S, 
All disorders 987 95.4 10 100.0 100.0 

Schizophrenia 23.8 15.8 07 22.1 14.2 0.6 
Major affective disorders 10.8 30.4 2.8 10.7 32.5 3.0 
Manic-depressive reaction 3.0 27.1 9.0 29 28.7 9.9 
Psychotic depressive reaction 27 DNU NA 2.6 DNU NA 
Involutional psychotic reaction 5.1 3.3 0.6 5.2 3.8 0.7 
Diseases of senium 187 118 0.6 20.8 16.3 0.8 
Cerebral arteriosclerotic psychosis 119 15 0.1 13.1 2.0 0.2 
Senile psychosis 6.8 10.3 15 77 14.3 19 
Psychoneurosis 94 18.9 2.0 9.0 18.3 2.0 
Psychoneurotic depressive reaction NA 6.8 NA NA 6.9 NA 
Other psychoneurosis NA 12.1 NA NA 114 NA 

All other disorders 36.0 18.5 05 374 18.7 0.5 


* Population of U. S. In 1950 used as standard. 


** U. S.: public and private mental hospitals combined; England and Wales: all mental hospitals. 
*** Number of first admissions: U. S., 168,416; England and Wales, 47,413. 


DNU — diagnosis not used. 
NA — not available, 
* 
Wales was about one-tenth of that in the 
U. S.; and 5) the U. S. mental hospitals 


FIGURE 1 
Age-Sex Specific First Admission Rates per 100,000 
Population to Public Mental Hospitals—U. S$., 1950, 1957, 
and England and Wales, 1952, 1956, and to Public and 
Private Mental Hospitals Combined in the United States: 
Schizophrenia, Manic-Depressive, Involutional Psychotic 
Reaction 
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reported a rate of 2.7 per 100,000 for 
psychotic depressive reaction, whereas this 
diagnostic category was not used in the 
British statistics. 

Figures 1 and 2 emphasize the differ- 
ences in these rates by age and sex. For 
example, the maximum rate for manic- 
depressive reaction in England and Wales 
occurs in the age group 55 to 64 years. 
The female rate and the male rate were 
each about 21 times their corresponding 
rates to the U. S. mental hospitals. 

The differences manifested in the nation- 
al data are reflected quite consistently in 
hospitalization patterns within the geo- 
graphic subdivisions of each country. High 
admission rates are found for manic-de- 
pressive psychoses in the various hospital- 
ization regions of England and Wales, 
while low rates for this disorder are found 
in each region of the U. S. High cerebral 
arteriosclerotic rates are found in each 
region of the United States(3, 8) and 
low rates for this disorder in the various 
geographic subdivisions of England and 
Wales(2, 9). 

Table 2 illustrates that the differences 
in national rates still existed in 1960. 
Unfortunately it was not possible to pre- 
pare these tables for a more recent year 
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FIGURE 2 
Age-Sex Specific First Admission Rates per 100,000 
Population to Public Mental Hospitals—U. S, 1950, 
1957, and England and Wales, 1952, 1956, and to 
Public and Private Mental Hospitals Combined in the 
United States: Senile Psychoses, Psychoses with Cerebral 
Arteriosclerosis 
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since these data are not available for En- 
gland and Wales. However, the same low 
rate for affective disorders (particularly 


manic-depressive) is still reported in U. S. 
mental hospitals. 

The large order of differences observed 
in the rates for schizophrenia, manic-de- 
pressive disorders, and  psychoses with 
cerebral arteriosclerosis continues to raise 
many questions. Were these differences in 
fact real? Was the excess number of manic- 
depressive patients admitted to mental 
hospitals in England and Wales a true repre- 
sentation of the differences in the patterns 
of use of the hospitals of our two countries? 
Were these differences primarily a reflection 
of differences in use of diagnostic terms by 
British and American psychiatrists? 

For example, among the young adults 
admitted to the hospitals in England and 
Wales, were the British psychiatrists diag- 
nosing as manic-depressive many patients 
whom U. S. psychiatrists would diagnose 
as schizophrenic? In the age group 65 
years and over, were the British psychia- 
trists diagnosing as manic-depressive many 
patients whom U. S. psychiatrists would 
diagnose as psychosis with cerebral arterio- 
sclerosis? Were these differences an artifact 
due to the constraints imposed on the 
recording of diagnostic data by the govern- 
mental agencies responsible for the collec- 
tion and coding of these data? 


TABLE 2 
First Admission Rates by Diagnosis and Percent Diagnostic Distribution, Mental Hospitals, U. S. and England and Wales, 
1960 
AGE-ADJUSTED* RATES PER 100,000 POPULATION PERCENT DISTRIBUTION 
ENG. & RATIO: ENG. & RATIO: 
DIAGNOSTIC CATEGORY a. WALES**  E&W/U. S. U. S.*** WALES *** E&W/U. $. 
All disorders 102.1 115.7 11 100.0 100.0 
Schizophrenia 247 174 0.7 22.6 13.0 0.6 
Major affective disorders 11.0 38.5 3.5 10.9 33.5 3.1 
Manic-depressive reaction 33 35.7 10.8 3.2 30.8 9.6 
Psychotic depressive reaction 23 DNU NA 2.9 DNU NA 
Involutional psychotic reaction 48 28 0.6 4.8 27 0.6 
Diseases of senium 16.4 12.9 0.8 18.9 15.5 0.8 
Cerebral arteriosclerotic psychosis 10.9 18 0.2 12.5 21 0.2 
Senile psychosis 54 11.1 2.1 6.4 13.4 21 
Psychoneurosis 124 22.9 18 11.6 17.9 15 
Psychoneurotic depressive reaction NA 9.1 NA NA 73 NA 
Other psychoneurosis NA 13.8 NA NA 10.6 NA 
All other disorders 37.7 24.0 0.6 36.0 20.1 0.6 
* standard. 
er Population oU N E hospitals combined; England and Wales: all mental hospitals. 
*** Number of first admissions: U. S, 181,044; England and Wales, 58,561. 
DNU — diagnosis not used. 
NA — not available. 
5 
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Clearly there was no way to answer 
these questions precisely unless it were 
possible—by some miracle—to have those 
patients who were admitted to the U. S. 
mental hospitals evaluated on a face-to- 
face basis by the same group of psychia- 
trists who had diagnosed the patients ad- 
mitted to the hospitals of England and 
Wales.! The results of such an effort would 
make it possible to compare the diagnosis 


1It would be possible to use the so-called 
diagnostic case exercise procedure—that is, a 
representative set of case histories can be 
selected from the records of the British mental 
hospitals and submitted to a sample of U. S. 
psychiatrists for diagnostic evaluation and vice 
versa. This technique has been used by the 
General Register Office in England and Wales 
and by the World Health Organization in their 
programs on diagnosis and classification of 
mental disorders. Such studies, despite their 
limitations, have certain advantages in economy 
and time, but they cannot provide the data 
for determining the cause of the discrepancies. 
Their advantages are: access to records is 
simpler than to patients, records can be sampled 
quite easily, and records can be duplicated and 
mailed to the participating psychiatrist for 
review. This procedure is much simpler and 
less expensive than transporting psychiatrists 
from place to place within and between coun- 
tries. Also, a larger number of psychiatrists 
can be utilized as examiners than in a situation 
where there would be face-to-face interviews. 
A disadvantage is that the completeness of 
each patient's clinical record is dependent on 
the skill and thoroughness of the original ex- 
aminer in eliciting and recording pertinent data. 
Also, the completeness and quality of the data 
gathered in routinely collected mental hospital 
records vary greatly from place to place and 
hospital to hospital. If certain information con- 
sidered to be essential by reviewing psychia- 
trists for arriving at a diagnosis is not found 
in a patient’s record, it will be impossible to 
ascertain whether the absence of information 
means that the symptom or condition does not 
exist in the particular individual or whether 
it did in fact exist but the original examiner 
failed to record it. The analysis of case records 
in which data are not recorded completely in 
a Systematic fashion leaves much to be desired. 
Many important questions might remain un- 
answered because of absence of information 
on specific items. This is particularly critical 
for one of the basic goals of this research 
namely that of determining the characteristics 
(profiles) of cases in which there are varying 
degrees of diagnostic agreement among and 
between British and American psychiatrists, 
Another disadvantage to the case record : 
exercise is that the record review method does 
not provide for a face-to-face interview be- 
QS the patient and the psychiatrist respon- 
Sible for the diagnosis. Such an interview is 


Cons 5 E : 
Eon ed an integral part of the diagnostic 
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assigned to a patient by a U. S. psychiatrist 
with that assigned to the same patient by 
a British psychiatrist. Table 3 illustrates 
on a hypothetical basis the type of com- 
parison being discussed. It presents the 
actual diagnoses of a random sample of 
10,000 U. S. patients by what would be 
expected if perchance the patients admitted 
to the U. S. hospitals were exactly the 
same clinically as the patients admitted to 
the mental hospitals in England and Wales, 
and the British psychiatrists would have 
diagnosed them precisely the same way as 
they had diagnosed the patients admitted 
to the hospitals of England and Wales. 

This table is very hypothetical and 
probably exaggerates the situation consid- 
erably. However, it demonstrates the im- 
possible nature of the situation in the event 
this state of affairs actually existed. For 
example, the British psychiatrists would 
have had to find 2,760 additional manic- 
depressives from the other diagnostic cat- 
egories to have reached the expected total 
of 3,080. They would have had to reassign 
1,040 patients with psychosis with cere- 
bral arteriosclerosis to other diagnostic 
categories. 

Table 4 describes the joint distribution 
of patients admitted to U. S. hospitals by 
their U. S. diagnosis and by what they 
would have been assigned by the British 
Psychiatrists under the stated conditions. 
Only the marginal distributions are avail- 
able, but the table emphasizes the con- 
siderable number of disagreements that 
would have to exist if the columns were to 
add up to produce the distribution expected 
on the basis of the England and Wales data. 
The example might be reversed, i.e., to 
consider what the distribution of the 
10,000 cases admitted to the England and 
Wales hospitals would have been had each 
such case been diagnosed by a U. S. psy- 
chiatrist. It is evident that a considerable 
number of disagreements would have had 
to exist if the rows in the table were to add 
up to produce the distribution expected 
on the basis of the U. S. data. 

As indicated earlier, another factor that 
can account for differences in the diagnos- 
tic distribution of patients is the availabil- 
ity and use of psychiatric facilities other 


Amer. J. Psychiat. 125: 10, April 1969 Supp. 


MORTON KRAMER 


TABLE.3 
Comparison of Diagnostic Distribution of First Admissions to U. S. Mental Hospitals, 1957, with That Expected on the 
Basis of Diagnostic Distribution of First Admissions to Mental Hospitals in England and Wales, 1956 


V. S. 
EXPECTED IF 

V. S. LIKE DIFFERENCE 

DIAGNOSIS ACTUAL UNITED KINGDOM U. S—U. K. 

Schizophrenia 2,260 1,300 + 960 
Major affective disorders 1,090 3,350 — 2,260 
Manic-depressive reaction 320 3,080 —2,760 
Psychotic depressive reaction 290 0 + 290 
Involutional psychotic reaction 480 270 + 210 
Disorders of senium 1,890 1,550 + 340 
Cerebral arteriosclerotic psychosis 1,250 210 +1,040 
Senile psychosis 640 1,340 — 700 
Psychoneurosis 1,160 1,790 — 630 
All other disorders 3,600 2,010 +1,590 
Total 10,000 10,000 0 

TABLE 4 


Hypothetical Joint Distribution of Random Sample of 10,000 First Admissions to U. S. Mental Hospitals by Actual 
Diagnosis and Diagnosis That Would Have Been Assigned if Diagnostic Distribution Was Identical to That of Patients 
Admitted to Mental Hospitals in England and Wales 


TOTAL 
PATIENTS — 1 


U. S. DIAGNOSIS AS RECORDED IN 
U. S. MENTAL HOSPITALS * 


EXPECTED DIAGNOSIS ON BASIS OF ENGLAND AND WALES EXPERIENCE ** 


2 21 22 23 3 3.1 32 4 5 


Total patients 


10,000 1,300 3,350 3,080 0 270 1,550 210 1,340 1,790 2,010 


1 Schizophrenia 2,260 

2 Major affective disorders 1,090 

2.1 Manic-depressive reaction 320 

2.2 Psychotic depressive reaction 290 

2.3 Involutional psychotic reaction 480 The problem—to determine the observed 
3 Disorders of senium 1,890 frequencies in the individual cells. 
3.1 Cerebral arteriosclerotic psychosis — 1,250 

3.2 Senile psychosis 640 

4 Psychoneurosis 1,160 

5 All other disorders 3,600 


* Marginal distribution of first admissions to United States hospitals is that actually observed in 1957. 
** Marginal distribution of U. S. first admissions that would have been expected on the basis of diagnostic distribution of first 


admissions to mental hospitals in England and Wales in 1956. 


than the mental hospital. Thus the diag- 
nostic distribution of patients admitted to 
a mental hospital in an area where this is 
the only type of facility available might 
be quite different from the corresponding 
distribution of patients to such hospitals 
in an area where such facilities as outpa- 
tient clinics and general hospitals with 
Psychiatric inpatient services exist, and a 
large number of psychiatrists are in pri- 
vate practice. i 
Thus the low rate of manic-depressive 
first admissions to U. S. hospitals might 
be explained by the fact that such patients 
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were admitted to the alternate facilities, 
and only a very small proportion might 
have been admitted to the mental hospital. 
Here again, the rather primitive state of 
our national and international mental 
health statistics makes it difficult to answer 
such a question precisely. Indeed, it would 
be helpful if it were possible to define a 
universe of psychiatric facilities in Britain 
and an exactly comparable set in the United 
States and to determine the admission 
rates specific for diagnosis to the entire 
universe of facilities as well as to the spe- 
cific elements that constitute the universe. 
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ORIGIN OF THE PROBLEM 


FIGURE 3 
i issii j j issions to Mental 
ted Admissions to All Psychiatric Facilities in Maryland, 1963, and Admis : 
"Le s pum and Wales, 1960, by Age and Type of Facility (Maryland): Manic-Depressive Reaction 
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In lieu of a precise comparison an ap- 
proximate one is given. Thus total admis- 
Sion rates for manic-depressive reaction to 
a universe of psychiatric facilities in Mary- 
land in 1963 consisting of state, county, 
private, and VA mental hospitals, and gen- 
eral hospitals with psychiatric services are 
compared with the total admission rates 
for this disorder to the mental hospitals of 
England and Wales (figure 3). 

Unfortunately there is still another type 
of incomparability between the two rates 
for which correction factors are unavail- 
able. The admission rate for Maryland is 
based on the unduplicated number of per- 
sons admitted, while that for England and 
Wales is based on total admission actions. 
The latter contains a certain amount of 
duplications of persons. However, the com- 
parison is striking, particularly when the 
first admission rate for manic-depressive 
reaction to all mental hospitals in England 
and Wales is four times the total admission 
rate for this disorder to all the facilities in 
Maryland, and the total admission rate 
for manic-depressive reaction to the mental 
hospitals in England and Wales is about eight 
times that in Maryland. Certainly, duplica- 
tions in the number of readmissions to the 
England and Wales hospitals could not ac- 
count completely for such a large difference. 
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Figure 4 compares the age specific ad- 
mission rates for all depressive disorders 
to mental hospitals in England and Wales 
to the corresponding rates for all facilities 
in Maryland. The total rate for England 
and Wales is only slightly higher than that 
for Maryland. However, the differences are 
quite pronounced in favor of England and 
Wales for manic-depressive reactions only. 
It should be noted again that one diagnostic 
category used in the U. S. statistics is not 
used in those for England and Wales— 
namely, psychotic depressive reaction. The 
question arises as to how English psychia- 
trists would diagnose and classify such 
cases if they were to rediagnose the cases 
labeled as psychotic depressive reaction by 
our American psychiatrists. 

The question also arises as to whether 
in Maryland and elsewhere psychiatrists 
working in state mental hospitals and those 
working in private hospitals, general hos- 
pitals with psychiatric services, and in out- 
patient clinics use diagnostic criteria and 
terminology in a comparable fashion. 

The differences shown between the data 
for all Maryland facilities and those for 
the mental hospitals of England and Wales, 
and between the first admission rates to 
mental hospitals in England and Wales and 
the U. S., still raise speculations about the 
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FIGURE 4 
Annual Rates, Unduplicated Admissions to All Psychiatric Facilities in Maryland, 1963, and Admissions to Mental 
Hospitals in England and Wales, 1960, by Age: Depressive Disorders 
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possibilities of higher incidence and prev- 
alence rates for depressive disorders in 
the general population of England and 
Wales than in the U. S. However, the an- 
swer to this question will have to wait until 
it is possible to carry out precise epidemio- 
logical studies on the populations of the 
two countries using identical case finding, 
diagnostic classification, and counting 
methods. 


Developmént of the Collaborative 
Project 


On several occasions I discussed in con- 
siderable detail the preceding data on the 
differences between the first admission rates 
to the British and U. S. mental hospitals 
in 1950-52 and 1956-57 with Professors 
Lewis and Shepherd. Both assured me of 
their interest in a collaborative research ef- 
fort to investigate the underlying reasons 
for these differences and provided many 
helpful suggestions on research strategies. 
These data and the reports of my meetings 
in London were presented to the National 
Advisory Mental Health Council of the Na- 
tional Institute of Mental Health in June 
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1961. The Council emphasized the need to 
investigate the reasons for the differences, 
paying particular attention to differences in 
diagnostic practice within and between 
countries and to devising solutions to the 
difficult problem of achieving national and 
international comparability in psychiatric 
diagnosis. It was the firm conviction of the 
members of this advisory body that stan- 
dardized diagnostic methods are a sine qua 
non for developing comparable national 
and international statistics and epidemio- 
logical data on the mental disorders, for 
achieving meaningful communication among 
psychiatrists within and between countries 
on clinical practice of psychiatry, planning 
of psychiatric services, and the evaluation 
of therapies and therapeutic programs. 
Accordingly, the Council recommended 
unanimously that an application be devel- 
oped to investigate differences in diagnostic 
practice of psychiatrists of the U. S. and 
the United Kingdom and the effect such 
differences have on the diagnostic data re- 
ported in the official national statistics of - 
mentally ill patients admitted to British 
and U. S. mental hospitals. Appropriate 
actions were taken by the NIMH in early 
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1963 to develop the research. Dr. Joseph 
Zubin was selected as the principal inves- 
tigator because of his unique qualifications 
and his interest in pursuing research in this 
area. He was invited to collaborate with 
me and other members of the Institute in 
the development of a research proposal. 
The grant request was approved unanimous- 
ly by the National Advisory Mental Health 
Council in November 1963. 


Summary and Comment 


Various investigators have noted and 
commented on the large differences that 
have persisted over the years between the 
rates of first admissions for affective dis- 
orders, schizophrenia, and psychosis with 
cerebral arteriosclerosis to the mental hos- 
pitals of England and Wales and the U. S. 
A bilateral research project was designed 
to investigate the causes of these differences, 

Clinical interviewing instruments and 
techniques were developed to minimize those 
parts of the reported differences in diagnos- 
tic distributions that are due to variations 
among diagnosticians and inconsistent use 
of diagnostic terms. These methods were 
applied to 145 consecutive admissions in 
the age group 35-59 years to Brooklyn 
(N. Y.) State Hospital and 145 to Netherne 
Hospital (London). The detailed data ob- 
tained through the standardized interview 
have been used to construct a profile for 
each patient based on a scoring of the var- 
ious symptoms and elements of psycho- 
pathology obtained in the interview. This 
makes it possible to determine profiles of 
patients for whom project and hospital 
staff diagnoses are identical or different. 
In turn, this makes it possible to determine 
the degree of similarity or dissimilarity of 
the profiles of patient groups within and 
between hospitals. 

Such research is quite complex. It will 
take time to improve and perfect the con- 
tent of the instruments and interviewing 
techniques as well as the methods of ana- 
lyzing the data so as to improve current diag- 
nostic practices and develop other clas- 
sifications of patients that might be useful 
for research and clinical purposes. 
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ORIGIN OF THE PROBLEM 


The research now underway in this bi- 
lateral project, as well as similar work 
being carried out by the WHO in several 
countries(5), is part of an initial effort to 
achieve greater comparability in use of 
diagnostic nomenclature by psychiatrists 
throughout the world. This effort is also a 
visible expression of the importance that 
national and international agencies, deeply 
concerned about reducing the tremendous 
burden of disability among the peoples of 
the world caused by mental disorders, place 
on the need for psychiatrists to specify 
more clearly the characteristics of the dis- 
orders that are the targets of their treat- 
ment and rehabilitation efforts. This is an 
important basic step in improving commu- 
nication among psychiatrists as well as 
between psychiatrists and other members 
of the medical and health related profes- 
sions, 

We can hope that these bilateral and 
multilateral efforts will provide the arma- 
mentarium required to produce more re- 
liable and valid national and international 
statistics on the care of the mentally ill; 
on variations in the incidence, duration, 
and prevalence of specifiç disorders in pop- 
ulations with varied cultural, social, and 
economic structures and levels of health; 
and the fate of patients who have been 
subjected to various treatment and rehabil- 
itation methods under the conditions unique 
to their own environments. 

Such data are needed for furthering our 
research efforts on etiology and effective- 
ness of treatment. They are needed for 
academic purposes, particularly for train- 
ing psychiatric and related mental health 
personnel for careers in direct patient ser- 
vices, research, or administration of service 
and community programs. Equally impor- 
tant, these data are needed by health 
authorities throughout the world for plan- 
ning programs for the prevention and 
control of mental disorders and their as- 
sociated disabilities, for evaluating their 
efforts to accomplish this, and for effective 
deployment of the scarce supply of well 
trained psychiatrists and other mental 
health professionals available to do the 
job. 
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METHODOLOGY AND PLANNING 


Cross-National Study of Diagnosis of the Mental Disorders: 
Methodology and Planning 


BY JOSEPH ZUBIN, PH.D. 


The author describes the instruments that 
have been developed to provide an objec- 
tive basis for making reliable diagnoses in 
the cross-national study. Armed with these 
tools, the investigators designed an experi- 
mental approach to examining patients 
admitted to a London and a New York 
mental hospital. The author also outlines 
the next steps in the study. 


T SEED FROM WHICH this study grew 
was planted during the Work Conference 
on Field Studies in the. Mental Disorders, 
held under the joint auspices of the Ameri- 
can Psychopathological Association and 
Biometrics Research in 1959 under a grant 
from the National Institute of Mental Health 
and reported in book form in 1961(19). 
The group of outstanding research workers 
who attended came to the conclusion that 
the diagnostic and classification problems 
in the mental disorders could not be re- 
solved through conferences. Only an actual 
field study,.in which patients from different 
cultures or nationalities were examined by 
indigenous clinicians and by clinicians from 
other cultures, could help clarify the com- 
plex issues involved. With the help of the 
late Dr. Paul H. Hoch, and of Drs, Ben- 
jamin Pasamanick and Morton Kramer, a 


Read at the 124th annual meeting of the Ameri- 
can Psychiatric Association, Bost 
un Do: n, Boston, Mass, May 

Dr. Zubin is chief of Psychiatric research (bio- 
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168th St., New „York, N. Y. 10032; director of 
the project on Diagnosis of Mental Disorder in the 
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grant was obtained from the NIMH to begin 
a field study which we are now reporting. 


The differences uncovered in the con- 


ference and the variety of factors that might 
have given rise to them were so numerous 
that some limitation had to be made on 
the scope of the study. I had suggested 
that we ought to begin with mental retarda- 
tion rather than with mental disease because 
of the availability of criterion tests for men- 
tal retardation and the lack of such tests 
for mental disease. This did not evoke 
great enthusiasm, and finally the area of 
choice fell on the functional psychoses, in 
which some of the greatest differences of 
opinion arise, In the beginning we decided 


that the countries to be chosen for com- | 


parison should have as much in common 
as possible and yet present at least apparent 
differences in the incidence and prevalence 
of the functional psychoses. 

The discrepancy in the national statistics 
of the U. S. and U. K. with regard to the 
relative frequency of affective and schizo- 
phrenic disorders offered a ready prelimi- 
nary target for investigation. By limiting 
ourselves to these two countries we avoided 
the baffling linguistic barrier that would be 
involved if a non-English-speaking country 
were chosen. Second, the rather highly de- 
veloped state of British and American psy- 
chiatry would ensure that the final result 
would take into consideration the rich cul- 
tural heritage in the field of psychopathology 
in both countries and would benefit from 
the contrast in points of view. 

In our initial study we wanted to deter- 
mine if possible whether the discrepancy 
in national statistics on hospitalized pa- 
tients represented a real or only an apparent 
difference. In the process of answering this 
rather limited question we hoped to be able 
to work out the techniques and methods 
that would enable us to study the more 
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basic question of the distribution of mental 
disorders in both countries, the possible 
differentials that might exist, and the rea- 
sons for their existence. j 

In an attempt to answer the questions 
of the initial study regarding the relative 
frequencies of affective and schizophrenic 
disorders we had to find, first of all, a 
method for arriving at a diagnosis in both 
countries that would be objective, reliable, 
and valid—that is, free as far as possible 
of local prejudices. Second, we had to be 
prepared to trace the sources of the appar- 
ent or real discrepancy wherever they might 
be found. 


Review of Diagnosis and Classification 


With regard to developing an objective, 
reliable, and valid method for diagnosis in 
both countries, a review was made of the 
current state of diagnosis in the world 
literature(18). The results indicated that 
despite the shortcomings of the present diag- 
nostic system, the degree of agreement on 
diagnosis was quite good with regard to 
the broad categories of organic and func- 
tional psychoses, neuroses, and personality 
disorders, although it was rather low for 
some of the specific conditions within these 
categories. With regard to schizophrenia, 
the agreement reached up to 70-80 percent. 
For the affective disorders it was a little 
more variable, but the same general degree 
of agreement was attained. 

It should be remembered, however, that 
in most of these studies the agreement refers 
to diagnosis of patients hospitalized for un- 
specified durations. Whether similar degrees 
of agreement could be reached on new 
admissions is debatable. To eliminate diag- 
nosis completely because of imperfect agree- 
ment and to accept instead the view that 
mental disorders are nothing more than the 
response of an essentially normal individual 
to severe stress and strain seems unwar- 
ranted at this point. Somewhere between 
the full acceptance of current nosology and 
its complete rejection lies the middle view— 
that the current diagnostic system repre- 
sents a good starting point from which 
to improve approaches to classification. 
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To improve current diagnostic procedures 
it is necessary to find out the sources of 
disagreement. Three basic sources of vari- 
ability have been described by Ward and 
associates(15) in an experimental investi- 
gation of this problem: inconstancy in the 
patient’s behavior accounted for five percent 
of the variability; inconsistent behavior on 
the part of the diagnostician, 32.5 percent; 
and inadequate guidelines in the nosological 
system, 62.5 percent. 

Apparently the major portion of the dis- 
agreement is attributable to the diagnostic 
system itself; next in importance is the 
variability of the diagnostician; while the 
variance attributable to the patient is rela- 
tively negligible. If we could introduce more 
systematic structured approaches to inter- 
viewing, so that each clinician would cover 
the same ground with each patient as far 
as is consistent with clinical needs, we could 
stand to gain an almost 33 percent increase 
in accuracy—or at least in agreement. The 
shortcomings of the nosological system may, 
of course, be reduced by carefully over- 
hauling the diagnostic schema—something 
which the American Psychiatric Association 
is now doing.! With the reduction of these 
two major sources of error, agreement at 
least could be enhanced. 

In order to eliminate or reduce as much 
as possible the sources of the variability 
due to the interviewer, a review was under- 
taken of the various attempts that have 
been made to eliminate them. One of the 
methods now in vogue for this purpose is 
the use of rating scales for evaluating pa- 
tient behavior, ranging from such techniques 
as the early Malamud and Sands Psychiatric 
Rating Scale to the more modern version 
of Lorr’s Inpatient Multi-dimensional Psy- 
chiatric Scale, the Overall and Gorham 
Brief Psychiatric Rating Scale, and similar 
scales by Wittenborn and others. These 
scales have demonstrated their efficacy in 
specific studies for the evaluation of drug 
therapy and are a great help in the identifi- 


1Ed. Note: The revised edition of the Diag- 
nostic and Statistical Manual of Mental Disorders 
(DSM-II) became official after this paper was 
written. 
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cation of target symptoms and their elimina- 
tion by specific treatments.” 

The most obvious strength of the rating 
scale approach is that large and amorphous 
terms (such as “anxiety”) are fractionated 
into smaller units of behavior on which it 
is easier in principle to reach agreement. 
The prime source of variability that Ward 
points to—inadequate guidelines in the 
nosological system—is thus reduced. 

The rating scale approach has one out- 
standing defect, namely, that it generally 
depends upon unstructured unsystematic in- 
terviewing and observational techniques for 
its data. In order to overcome this defect, 
systematic structured interviews had to be 
developed that would provide the data to 
be rated and the rules for the objective 
ratings themselves. Fortunately, both the 
Biometrics Research group in New 
York(12, 14) and the Maudsley Hospital 
group in London(16) were already working 
on such instruments prior to the beginning 
of the current project. We will describe 
the results of their combined efforts later. 


Sources of Variability 


The reduction in variability in incidence 
and prevalence of mental disorders due to 
the method of interviewing would still leave 
other sources of variability intact. Among 
these are certain biasing factors: 1) the 
tolerance of the community to various types 
of behavioral deviation, 2) the utilization 
of mental health facilities by the population, 
and 3) the training of the clinician. Since 
the initial detection of a mental disorder is 
made not by a psychiatrist but by a layman 
—the patient himself, his family, friends, 
policeman, etc.—the local norms regarding 
the tolerance for mental disorders become 
important, and any differences in the atti- 


of these scales gives an interesting clue to their 


That night, 
went home 
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tudes of the communities toward mental 
disorder would produce a difference in the 
number detected. 

The pattern of utilization of hospital fa- 
cilities—whether all socioeconomic classes, 
for example, use the hospital equally freely, 
or any other selective factors affected hos- 
pitalization—would tend to introduce dif- : 
ferences in the number and kinds of patients 
hospitalized. 

The training of the psychiatrist and the 
School to which he belongs might also intro- 
duce differences. The method used in de- 
termining the diagnosis would play a part. 

The variation due to local social-cultural 
norms in bringing patients to the attention 
of health facilities cannot practicably be 
eliminated but can be evaluated by means 
of anthropological and sociological investi- 
gations. Furthermore, actual field investiga- 
tions of the general population with a 
uniform and sensitive screening instrument, 
perhaps of the type of structured interview 
to be described, would yield information on 
this source of variability. The training of 
the psychiatrist, the school to which he be- 
longs, and the particular methods he uses 
in arriving at a diagnosis (the relative 
weights he attaches to the various symp- 
toms) need also not be altered in order to 
attain uniform results, but their effects on 
the resulting diagnostic label can be deter- 
mined by comparison with the profiles of 
behavior noted on the objective structured 
interview. By means of videotapes, the 
particular style and predilection of the diag- 
nostician can be determined. 

This has been demonstrated in a recent 
study(6) in which the results of viewing 
the same videotape yielded a difference of 
opinion regarding diagnosis, one group of 
viewers diagnosing the same patient as 
neurotic, the other group as psychotic. On 
examination of the average profile of ratings 
based on the observations of the two groups, 
it was found that those who diagnosed 
neurosis perceived little apathy, while those 
who diagnosed psychosis perceived much 
apathy in the patient's behavior. This is an 
example of specifying particular aspects of 
functioning that have a strong weighting in ^ 
the eventual diagnostic decision. 
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Validity Studies 


We have thus far concerned ourselves 
primarily with the reliability of the diagnosis. 
What about validity? Judging current diag- 
nostic validity by the criteria of concurrent, 
predictive (prognostic), construct, and con- 
tent validity, there is much to be desired. 
Concurrent validity based on psychological 
test diagnosis involves too much interde- 
pendence or even collusion to yield any 
comfort. The prognostic validity of diag- 
nosis seems to be of value in manic-depres- 
sive psychosis, since the past history of 
episodes of this illness tends to be predictive, 
but prognosis for other diagnostic categories 
is so dependent on type of follow-up, type 
of evaluation, etc., that we must conclude 
that prognostic validation of diagnosis is 
still in the future. (It is proposed to follow 
up a sample of the patients interviewed by 
the bilateral project in subsequent years to 
throw light on this question.) 

Use of diagnosis for choice of therapy 
presents no better a picture than prognosis. 
For example, although Bannister and as- 
sociates(1) found a statistically significant 
association between diagnosis and type of 
therapy, the number of “correct” choices 
(most popular therapy for a given diag- 
nosis) was only 18 percent—that is, in 82 
percent of the choices no stable relationship 
between diagnosis and therapy Was noted. 
Whether the current drug era will produce 
more "correct" choices of therapy remains 
to be seen. Content validity would be per- 
haps the easiest type of validity to evaluate 
if we had good criteria on which to base 
the type of behavior expected of each diag- 
nostic group. This type of validity founders 
because of the lack of general agreement in 
the delimitation of the type of behavior 
belonging to each diagnostic group. 

The area of construct validity offers the 
widest field for experimental evaluation, and 
such constructs as “flatness of affect," com- 
municability of speech, overinclusive think- 
ing, deviation in processing Of stimulus 
input, and encoding in the central nervous 
system, etc., are being examined for their 
potential value in validating the diagnosis 
of schizophrenia, for example. a 

In some areas, the testing of validity may 
have to wait until proper research methods 
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are developed, and this may of course re- 
quire much laborious investigation from a 
number of specialized fields. In the mean- 
time, however, if one determines that a 
measure or a method is “reliable,” one can 
at least feel confident that different investi- 
gators are talking about the same population. 
Reliability in general is a matter of agree- 
ment, whereas validity is more a matter of 
discovery. In addition, not all validity studies 
offer the same kind of benefits. If prognosis, 
for example, is essentially independent of 
etiology, as some have suggested, then prog- 
nostic validity would tend to have more 
practical than theoretical significance. 

The end goal of diagnosis is etiology, 
but because etiology is practically unknown 
in psychopathology we resorted to the con- 
struction of potential or “ideal” etiologies 
in the form of scientific models. 


Scientific Models 


The following scientific models for eti- 
ology were considered: ecological, develop- 
mental, conditioning and learning, genetic, 
internal environment, and neurophysiologi- 
cal. Variations from one culture to another 
in the importance of factors in each of 
these models or variations in their inter- 
action could produce differences in the 
actual distribution of the different types of 
disorders. 

It would be well to take up each of the 
models in turn, describing its assumptions, 
the causal agents presumably salient to it, 
the deviant behaviors associated with these 
agents, and the techniques provided for 
measuring them. Unfortunately, space will 
not permit it; the reader can find this dis- 
cussion elsewhere(17). Here we shall be 
concerned with the variety of techniques 
and methods which have been developed 
for dealing with the various hypotheses 
emanating from these models. 

Each of these models has given rise to 
a variety of hypotheses, although only a 
few examples can be cited. Thus the ecologi- 
cal model has initiated a large number of 
epidemiological studies to investigate the 
ecological sources of mental disorder. The 
developmental model is responsible for the 
series of studies on the influence of early 
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environment on subsequent personality ad- 
justment. The internal environment model 
has initiated investigations of the body fluids 
of schizophrenics and of the electrolyte me- 
tabolism of depressives. The neurophysiologi- 
cal model has initiated the study of the 
inhibitory role of descending afferents on cor- 
tical evoked potentials in hysterical anesthesia 
(4) and a host of investigations on the corti- 
cal arousal level of schizophrenics, including 
Mednick’s assumption of higher arousal 
leading to quicker conditioning and general- 
ization. 

The learning model has been responsible 
for providing animal analogues for behav- 
ior disorders in the form of the conditioned 
emotional response(5) and for psychoso- 
matic disorders in the operant control of 
autonomic and visceral functioning(9). It 
has also given rise to the hypothesis that 
the schizophrenic is more influenced by the 
immediately preceding event than by a more 
distant event(10). 

It became clear at the very start that not 
all the important variables could be in- 
vestigated in our initial study. A strategic 
starting point had to be found. The first 
Step, as was already pointed out, was to 
develop an interview which would be ob- 
jective, reliable, and valid—or at least have 
face validity. 

The current practices in arriving at a 
diagnosis in both countries leave much to 
be desired from the point of view of the 
above-mentioned criteria. They may be sat- 
isfactory enough for clinical purposes but 
could hardly be useful for any scientific 
investigation. 

As suggested earlier, it was concluded 
that only systematic structured interviews 
with objective scoring could serve our pur- 
pose. In reviewing the variety of interviews 
available we noted that they ranged all the 
way from the unstructured interview com- 
monly used in making diagnoses through 
partially structured interviews to interviews 
that were quite rigorously organized. 


, Development of Instruments 


One type of instrument developed in 
Biometrics Research, under the direction of 
Drs. Eugene I. Burdock and Anne Har- 
desty(2), was the Structured Clinical Inter- 
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view, which is essentially a soft-sell or low- 
pressure approach to interviewing consisting. 
of neutral questions, serving as stimuli, that 
elicit information from the subject in an 
open-ended way, but that nevertheless allow 
for evaluating the content of the response _ 
along a precoded set of 179 items covering 
a wide spectrum of psychopathology. This 
structured interview proceeds without prob- 
ing and is therefore suitable for any type 
of person, patient or normal, whose state 
of mental health is to be investigated. x 

The second level of interviewing, repre- 
sented by the Psychiatric Status Schedule(13). 
is more probing in nature. It was developed 
by Dr. Robert L. Spitzer with the help of 
other members of the Biometrics Research 
staff including Drs. Eugene I. Burdock, — 
Anne Hardesty, and Jean Endicott. In this .— 
technique there is a more definite attempt — 
at determining psychopathology through © 
direct questioning and probing wherever it — 
is called for. This interview consists of a — 
Systematic structured interview and has | 
some 500 items of a specific, dichotomous ~ 
nature which have to be scored as the inter- 
view progresses. It covers a wider spectrum 
of psychopathology than the Structured Clin- 
ical Interview, including alcoholism and . 
drug addiction as well as deviations in role 
performance in everyday life. 

The third technique is that developed at 
the Institute of Psychiatry of the Maudsley 
Hospital in London by Dr. John Wing and 
his associates in the Medical Research Coun- 
cil social psychiatry research unit. The most 
Probing instrument of all, it attempts to 
determine to the satisfaction of the inter- 
viewer himself whether each of the 500 
items of Psychopathology included in the 
inventory is present or absent in the patient. 

The interview finally hammered out by 
the two staffs in New York and London 
consisted of a combination of the two last- 
named instruments—the Psychiatric Status 
Schedule and the Maudsley MRC Schedule. 
The PSS has been in use long enough to 
Permit the development of both clinical 
scoring scales and factorially derived scales 
as well as a program for computer diagnoses. 
The Maudsley part of the interview has not 
yet been subjected to such statistical ma- 
nipulation, although it does provide clinically 
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based dimensions for evaluation of the pa- 
tient and is in use by several World Health 
Organization projects in schizophrenia. 

Since the standardized mental state 
schedule deals only with the current state 
of the patient, a history schedule was also 
formulated to capture the important steps 
in the development of the illness. An in- 
strument for collecting ecological, develop- 
mental, and genetic data was also developed 
so as to provide information on the role 
that these important factors play in psy- 
chopathology. 

The reliability of the information recorded 
during the mental state examination is high. 
The median intraclass correlation coefficient 
is .85 for both the scales of the PSS and the 
sections of the MRC. 

With respect to the history data, the 
“hard” items—education, marital status, etc., 
—are typically the more reliable, with a 
median coefficient of approximately .90. The 
median reliability for the “soft” items— 
parents’ personalities, sexual adjustment, 
etc.—is approximately .60. 


Present Study 


In planning the initial study, we came to 
realize that the best place to begin was 
with the admission service of a large non- 
private (state) hospital. The results of such 
a study could not be definitive in answering 
the basic question as to incidence or preva- 
lence because they would depend on the 
representativeness of the hospital selected 
in each country, the degree of the utilization 
of the chosen hospital in each country by 
various segments of the population, and the 
ecological characteristics of the catchment 
area from which the patients were drawn. 
Nevertheless it would provide some idea 
of the distribution of the diagnoses at least 
in two contrasted large hospitals and also 
provide a testing ground for the feasibility 
of the approach to cross-national studies. 
Furthermore, discrepancies between local 
hospital diagnoses and our own standardized 
project staff diagnoses might reveal the local 
deviations in diagnostic tendencies. H 

Before we can answer the basic question 
regarding the comparison of the distribution 
of mental disorders in the U. K. and the 
U. S., a sampling study of hospitals in 
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FIGURE 1 


Venn Diagram Showing Interaction of Six Etiological 
Models of Mental Disorder 
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Greater London and Greater New York 
will have to be undertaken. 

Secondly, it is proposed to conduct a 
study of the individuals coming for help in 
whatever facility available to them (includ- 
ing physicians in private practice and other 
resource people), and eventually a field 
study of suitably selected catchment areas 
will be made in order to cover the general 
population. 


Testing Hypotheses Emanating 
from Etiological Models 


With regard to the six etiological models, 
again the task of tackling all of them proved 
too great. The problem that they present 
is two-fold: 1) what are the parameters 
of each model that may be related to deviant 
behavior, and 2) what type of deviation 
would each of these factors tend to produce? 
Furthermore, as shown in figure 1, the mod- 
els do not operate independently but interact 
with each other. 

The ecological model and the learning 
model refer primarily to exogenous factors 
impinging on the individual. The develop- 
mental model is partly exogenous, influ- 
enced by ecological and learning factors, 
and partly endogenous, reflecting matura- 
tion. The genetic, internal environment, and 
neurophysiological models operate entirely 
within the skin, but they are mutually inter- 
related as well as influenced by the ecological 
forces via learning and development. 

In order to test the hypotheses emanating 
from the six models described previously, 
we must provide techniques and methods 
for measuring the hypothesized deviant be- 
havior accounted for by each of the models. 
We have tentatively divided the models 
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themselves into three groups: 1) the ecologi- 
cal model; 2) the developmental and learn- 
ing models; and 3) the genetic, internal 
environment, and brain-function models. 

For the first, culture-dependent interview- 
ing techniques seem currently to be the 
most satisfactory way of assessing deviant 
behavior. For the second group, culture- 
fair techniques need to be provided. For 
the third group, culture-free techniques are 
being developed. 

We have already discussed the develop- 
ment of the techniques for dealing with the 
ecological model. Here the interview tech- 
nique in its modern dress—the structured 
interview—is apparently of most help. Thus 
up until now, the project has tackled only 
one aspect of psychopathology—viz., what 
becomes apparent through interviewing meth- 
ods that are based on the assumption that 
psychopathology reveals itself in deviations 
from social-cultural norms of behavior (in- 
cluding thought and feeling). 

We have, however, taken a complemen- 
tary step in the direction of discovering 
culture-fair and culture-free Objective in- 
dicators of psychopathology. To this end 
a workshop? was organized with some of 
the outstanding workers in this field to 
determine what direction the search for such 
techniques should take. The participants 
consisted of proponents of two of the mod- 
els: the learning-theory model, for which 
culture-fair techniques are being developed, 
and the neurophysiological model, for 
which  culture-free techniques are being 
Sought. The results of this Workshop are 
not yet available, but a brief summary of 
some of the outstanding conclusions fol- 
lows: 

1. Although there are no truly culture- 
free indicators, it is Possible to reduce the 
influence of past history of reinforcement, 
attitudinal differences, and motivational dif- 
ferences by utilizing Tesponses during the 
first 1000 milliseconds following stimulation 
to simple sensory laboratory types of stimuli 
testing the responsiveness of the individual. 


“2 The Wo 
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2. As the role of interfering variables 
such as reinforcement history, attitude, and 
motivation is lessened, differences between 
patients and normals usually decrease and 
sometimes decline to nothing; but those 
differences that persist after the controlling 
of irrelevant environmental variables may 
prove to reflect psychopathology in a more 
basic sense. 

3. It is necessary to specify the attributes 
of the stimulus to which the patient responds 
in the laboratory tests in order to make 
certain that the difference between patient 
and normal is a valid indicator of psycho- 
pathology and not a difference due to attri- 
bute preference, stimulation history, sen- 
sitization, etc. One way of reducing the 
number of possible stimulus attributes to 
which a subject may respond is to design 
the test task in such a way that it can be 
performed only by responding to one at- 
tribute of the stimulus. Furthermore, if there 
is more than one way to perform the task, 
this too may introduce troublesome vari- 
ability. It is therefore incumbent upon the 
experimenter to devise tasks that provide 
only one solution or one avenue of response, 

4. While present-day diagnosis is often 
unreliable and sometimes of doubtful validity 
it nevertheless provides a good starting 
point in selecting a sample of certain types 
of patients. Beginning, for example, with a 
clinically diagnosed group of schizophrenics 
and matched normals, we can proceed to 
apply refined measuring techniques which 
are hypothesized to differentiate the two 
groups. In one study of this type we also 
included the results based on our struc- 
tured interview utilizing computer diagnosis. 
When the “pure” groups (consisting of those 
who were identified as schizophrenic or as 
normal by both clinician and computer) 
were compared in a cross-modal reaction 
time experiment(7), it was found that the 
variability in reaction time in the pure groups 
Was considerably reduced and the difference 
between the two pure groups considerably 
enhanced, 

This iterative method of progressively 
purifying groups by successive approxima- 
tions can help considerably in improving the 
discriminating power of the diagnostic in- 
terview itself as well as in the search for 
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new objective indicators in the psychophysio- 
logical or sensory laboratory. Shagass’ dem- 
onstration that slower recovery in the 
amplitude of evoked potentials to rapidly 
succeeding somatosensory stimuli character- 
izes depressives may also be used in this 
iterative procedure. 

5. The selective readiness with which 
some organs in certain individuals tend to 
be more readily conditioned—heart rate, 
for example—as Miller(9) has shown, can 
serve not only to clarify psychosomatic 
conditions but may also be of use in the 
functional psychoses. If it can be estab- 
lished that offspring of schizophrenics even 
before they develop clinical schizophrenia 
seem on the average to have greater un- 
conditioned responsiveness to noise as mea- 
sured by GSR, as Mednick(8) seems to 
find, or that adult schizophrenics show a 
higher intensity gradient in their evoked 
potentials to energy stimuli as Callaway 
and Jones(3) and Shagass(11) have shown, 
we may be able to utilize such differential 
sensitivity to identify directly or through 
conditioning methods those individuals who 
show proneness to psychopathology of one 
or another kind. 


Summary 


As a result of the combined efforts of the 
U. K. and U. S. staffs of our bilateral study 
of diagnosis of the mental disorders, instru- 
ments have been developed that provide an 
objective basis for making teliable and, we 
hope, valid diagnoses. Armed with these 
tools, we designed an experimental approach 
to examining the newly admitted patients 
to one hospital in Greater London and to 
one in Greater New York, limiting ourselves 
to the age group 35-59 so as to ensure 
sufficient representation of the two major 
categories, affective disorder and schizophre- 
nia, which have been found to vary con- 
siderably in prevalence between the two 
countries. 

The next step in this study is to get a 
representative sample of the patients in the 
hospitals of Greater London and Greater 
New York to see whether the differences 
observed between the two individual hos- 
pitals will hold true of the two metropolitan 
areas. The third step is to extend this pro- 
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cedure not only to inpatients but to outpa- 
tients and private patients—in fact, all those 
individuals who come for help to some 
mental health facility in one of the two 
countries. The fourth and final step is to do 
a general population study of a selected 
catchment area in each country and help 
clarify the incidence and prevalence of men- 
tal disorders against the ecological charac- 
teristics of the two catchment areas. 

In the meantime, several subdivisions of 
Biometrics Research are engaged in the 
attempt to follow up the search for objective 
indicators initiated by a recent workshop 
on objective indicators of the mental dis- 
orders. We are also engaged in studying the 
interaction processes going on throughout 
the interview, with special reference to prop- 
er role assumption by the interviewer and 
the patient and the impact of this on the 
interview. We are also concerned with the 
development of objective indicators of the 
social distance between patients and mem- 
bers of their environment (family, friends, 
etc.) through a study of linguistic similarities. 
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COOPER, KENDELL, GURLAND, SARTORIUS, AND FARKAS 


Cross-National Study of Diagnosis of the Mental Disorders: 
Some Results from the First Comparative Investigation 
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AND TIBOR FARKAS, M.D. 


Consecutive admissions to a U. S. state 
hospital and to an English area mental 
hospital were compared to investigate the 
source of observed differences between the 
two countries in the frequencies of diag- 
noses given to hospitalized patients. Al- 
though independently assigned project diag- 
noses for the two series resembled one 
another in frequency more so than did the 
two sets of official hospital diagnoses, in- 
dicating national differences in the use of 
diagnostic terms, the authors conclude that 
there were genuine clinical differences be- 
tween the patient populations as well. 


HE PREVIOUS papers by Dr. Kramer(5) 

and Dr. Zubin(12) have described the 
origin, background, and fields of interest 
of the diagnostic project. This paper pre- 
sents a preliminary report on some of the 
results of a study of admissions to a mental 
hospital in London and a state mental hos- 


pital in New York. à 
These results demonstrate some interest- 
ing differences in the frequency of various 
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diagnoses made in an English area mental 
hospital and in an American state hospital, 
and it is evident that at least some of those 
differences must be due to different usages 
of psychiatric terms and concepts by the 
psychiatrists concerned. 

We took as our starting point some of 
the admissions statistics prepared by Dr. 
Morton Kramer in 1961 that demonstrate 
the surprisingly large differences between 
American and British mental hospitals in 
their admission rates for manic-depressive 
psychosis(4). In Britain for some age groups 
these are more than ten times the rate for 
American state mental hospitals. It was de- 
cided to investigate these differences in our 
first study, since it is unlikely that differences 
of this size are due to genuine differences 
in the patients. 

It is likely that a difference of the size 
just noted for manic-depressive psychosis 
is due to many factors. For this study 
these factors were divided for convenience 
into two groups: 1) real differences in the 
clinical states of the patients from whom 
the statistics originate (due to differences 
in prevalence in the two communities, or 
to differences in the utilization of alternative 
public or private facilities, or to differences 
in community tolerance of abnormal be- 
haviors, or to all of these); and 2) differ- 
ences in the diagnostic concepts and terms 
used by the hospital psychiatrists to de- 
scribe the patients and in the official collect- 
ing, coding, and recording procedures which 
finally produce the statistics. 

One of the main aims of this study was 
to try to elucidate the relative importance 
of these two types of differences in the 
statistics derived from a consecutive series 
of admissions to a mental hospital in London 
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and to a state mental hospital in New York. 
Or to pose the problem as a question: Are 
the differences in official statistics due to 
differences between the patients, or are they 
due to differences between the doctors and 
the recording systems, or do both play a 
part? 

The procedure adopted was to study the 
patients who constituted a series of con- 
secutive admissions in each hospital, sub- 
jecting them all to standardized interviewing, 
rating, and diagnostic procedures, thus pro- 
ducing a set of diagnoses in which variation 
due to the psychiatrists and the data collect- 
ing procedure is minimized. The hospital 
diagnoses of the same patients were also 
collected from the authority which produces 
the routine hospital statistics. 

The project diagnoses and ratings can be 
regarded as a yardstick to set against the 
official hospital diagnoses so as to demon- 
Strate the relative effects of the two main 
types of differences just mentioned, This 
gives, of course, a demonstration only of 
relative relationships; it is not implied that 
the project diagnoses are necessarily more 
“correct” than any others, but it is certain 
that they are more uniform and that they 
are arrived at by repeatable methods applied 
by known persons. 

This first hospital study had other aims 
as well as the statistical and diagnostic one 
now being considered, Experience was need- 
ed in the interviewing and rating procedures, 
and reliability and repeatability studies had 
to be carried out. In addition, a very im- 
portant aim was the collection of a large 
number of standardized psychiatric interview 
ratings, forming a Pool of information for 
a variety of statistical analyses of diagnostic 
criteria and symptom clusters. For the pres- 
ent purposes, however, only the results of 
the diagnostic comparisons will be discussed. 


Method 


Admissions Studied 


The age range of 35-59 was chosen as 
being the most likely to produce the largest 
difference between the two countries in the 

manic-depressive Psychosis” category. At 
each hospital 145 consecutive admissions 
Were studied, which represents the admis. 
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sions over a period of approximately three 
months. 

All admissions that contributed toward 
the routine statistical returns of the hospital 
were taken, thus including both first ad. 
missions and readmissions. A patient may 
therefore appear more than once in the 
Series. (This happened to three patients at 
Netherne, but none at Brooklyn.) 


Choice of Hospitals 


It was decided to choose hospitals at 
which admission statistics, by age, sex, and 
diagnosis, were as close as possible to the 
national averages. This meant that it would 
be unlikely that such hospitals differed from 
the average either in their catchment areas 
or in the diagnostic predilections of their 
medical staff. 

The 1965 admissions statistics for English 
mental hospitals were obtained from the 
Ministry of Health, and a short list was 
drawn up of those hospitals within reason- 
able reach of London where the admission 
figures by age and diagnosis were close to 
the average figures for the whole country. 
Netherne Hospital was finally chosen as 
having the best facilities as well as being 
the hospital where the statistics were nearest 
to the average. 

The same procedure could not be pre- 
cisely followed in the United States because 
of a lack of comparable national statistics, 
The selection was made’ by studying the 
Statistics of all the New York state mental 
hospitals. For various practical reasons, 
Brooklyn State Hospital was finally chosen. 
Its admission figures are not the closest to 
the average for New York state, but they 
are not very different from the rest. 


Interviewing Procedures 


As soon as possible after admission, every 
Patient was interviewed by one of the project 
Psychiatrists, using a standardized mental 
State schedule. In over 80 percent of cases, 
in both the Brooklyn and the Netherne 
Series, this mental state interview was com- 
pleted within 48 hours of admission, and 
in most of the remainder within the next 
24 hours. During the next few days, or as 
Soon as the patient was well enough, he 
was interviewed again by the same psychia- 
trist, using a standardized history schedule. 
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The nearest available relative of the pa- 
tient was also interviewed, usually by a 
project social worker, but sometimes by the 
original project psychiatrist, using the same 
standard history schedule. Both these history 
interviews took on the average about an 
hour to complete. If necessary, the social 
worker visited the relative at home to obtain 
this second history interview. The two ver- 
sions of the history schedule were then 
combined into a final single set of ratings 
after discussion between the two interview- 
ers. 

Using the information from these three 
interviews, the project psychiatrist who had 
done the mental state and history interviews 
then made the final project diagnosis, using 
the eighth edition of the International Clas- 
sification of Diseases (ICD) and the accom- 
panying Glossary of Mental Disorders com- 
piled for use in the U. K. by the General 
Register Office(1). 

The standardized mental state interview 
consisted of the seventh edition of the 
Present State Examination, modified for this 
study by the addition of some 200 items 
from the Psychiatric Status Schedule. 

The Present State Examination (PSE) 
was developed at the Maudsley Hospital 
by Dr. John Wing and his colleagues(3, 11). 
In addition to its use in this project, the 
PSE is also being used by the World Health 
Organization in their international pilot study 
of schizophrenia, so it is now being widely 
used on an international scale. It consists 
of approximately 500 items covering a wide 
range of psychiatric symptoms and abnormal 
speech and behavior manifested during the 
interview. A probe question is provided to 
explore each item, and the interviewer nor- 
mally uses this probe, although he may 
on occasion depart from the wording pro- 
vided. 

The items are arranged in sections, each 
of which covers a single topic, such as 
depression, phobic anxiety, or depersonal- 
ization. As each topic is introduced, a num- 
ber of introductory questions are used, and 
the interviewer then reaches a "cutoff 
point. Here, if no suggestion of abnormality 
has emerged in the area under questioning, 
the interviewer passes on to the next topic, 
and so on throughout the schedule. If posi- 
tive ratings have been made in the introduc- 
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tory section before the cutoff point has 
been reached or if the interviewer has any 
other reason to suspect that the questions 
in the cutoff sections might be relevant, 
he then moves into the cutoff section on 
that topic. 

The ratings, which are made as the in- 
terview proceeds, do not merely represent 
what the patient says; they are the inter- 
viewer's judgment as to whether the patient's 
reply indicates that that particular symptom 
or abnormality is present. In other words, 
this is not a questionnaire but a clinical 
interview which has been standardized as 
much as possible. As might be expected, 
a good deal of instruction and practice are 
necessary before a standardized interview 
of this detail and complexity can be used 
with comfort and reliability, but there is 
no doubt that this can be achieved. 

For the purposes of this first hospital 
study, this interview schedule was combined 
in a single document with large sections 
of the Psychiatric Status Schedule (PSS) 
developed by Spitzer, Burdock, and their 
colleagues(9, 10). The ground covered by 
these two standardized interviews is neces- 
sarily very similar, so it was possible to 
use this combined schedule without much 
difficulty and to complete the whole interview 
in about 75 minutes. An advantage of using 
these PSS items is that they also allowed 
the use of a modified form of Spitzer and 
Endicot's DIAGNO I computer program 
to produce a diagnostic breakdown, for both 
series of patients, that is necessarily free 
from interpsychiatrist variations(8). This is 
a valuable check on the consistency of the 
project diagnosis. 


Diagnosis 


It was decided to use for this project 
diagnosis the new eighth edition of the JCD, 
which from this year onward will be widely 
used in many countries. A glossary of terms 
and operational definitions, similar to those 
in the APA diagnostic and statistical manual, 
has been produced for this classification by 
a committee in the U. K.(1). This glossary 
contains only descriptions of symptoms and 
abnormal behavior, and these diagnoses are 
therefore “descriptive” or “operational” 
definitions. They are not etiological diagnoses 
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and do not utilize interpretive statements 
about psychological defense mechanisms. 

The project psychiatrist dealing with the 
admission made a diagnosis from this in- 
ternational classification as soon as all the 
interviews had been completed. This diag- 
nosis was then discussed with one other 
Project psychiatrist before being accepted 
as the final project diagnosis. If the case 
was a difficult diagnostic problem or if 
the two psychiatrists disagreed, it was then 
discussed in detail with a third project psy- 
chiatrist before arriving at a final diagnosis. 
In other words, the final Project diagnosis 
is a consensual diagnosis, in which con- 
siderable effort has been made to base the 
decisions on a given set of descriptions. 
In the following discussion, this will be 
contrasted with the official hospital diagnoses 
for these same patients. 

In the British series the Official diagnosis 
which appears in the national Statistics was 
obtained from the Ministry of Health. For 
the American series the Official hospital 
diagnosis was collected from the New York 
State Department of Mental Hygiene in 
Albany after it had passed through the 
usual channels, 

None of the information gathered about 
these Patients by the project staff was trans- 
mitted to the hospita] psychiatrists or nursing 
Staff, and cases were not discussed with 
them, even informally. Neither were the 
Patients’ hospital case notes examined by 
PE sey id rik hiss there was no con- 
‘amination of the hospital dia osis b j- 
ect data, or vice A es “a er 


Results 


Series of patients. This is the best way we 
have of detecting any differences in the clin- 
ical states of the two Series of patients, 


24 


SOME RESULTS 


Differences Between Project and Hospital 
Diagnoses 


Table 1 shows the diagnostic breakdown, 
collapsed into seven broad groupings, of 
the 145 patients studied at Brooklyn State 
Hospital. All varieties of schizophrenia are 
included under this heading, including schizo- 
affective psychosis. Depressive neurosis is in? 
cluded under the heading of affective illness, 
together with depressive psychosis and man- 
ic-depressive psychosis. (This was done 
because of the considerable practical difficul- 
ties in making a reliable differentiation be- 
tween depressive neurosis and depressive 
psychosis. ) 

At Brooklyn, the project staff made 


significantly fewer diagnoses of schizophrenia .. 


than did the hospital staff (29.7 percent 
for the project against 56.6 percent for the 


hospital) but significantly more diagnoses _ 


of affective illness than did the hospital 
staff (36.6 percent for the project against 
16.6 percent for the hospital). The differ- 
ence for neurosis is also Statistically sig- 
nificant, although based upon only a small 
number of patients (6.9 percent for the 
project against 0.7 percent for the hospital). 
The project and hospital diagnoses agree 
for the alcoholic disorders; the remaining 
groups are too small for much comment, 
Other than that no Bross differences are 
present. 

Table 2 shows the diagnostic breakdown 
of the 145 patients studied at Netherne 


TABLE 1 


Hospital and Project Diagnoses for 145 Patients, Aged 
35-59, Admitted Consecutively to Brooklyn State Hospital, 
1966-67 


SEE ee 


HOSPITAL PROJECT 
DIAGNOSIS DIAGNOSIS 
CATEGORY NUMBER PERCENT PERCENT NUMBER 
Schizophrenia* 82 566 29,7 43 
Affective illness* 
(including depres- 
sive neurosis) 244 — 166 366 ^53 
Neuroses * 1 07 69 10 
Alcoholic disorders 28 ^ 193 166 24 
Personality 
disorders 1 0.7 14 2 
Organic disorders 4 28 34 5 
Other 5 34 5.6 8 


* Indicates p< .01 (using critical ratio) for significance of 
difference between hospital and Project diagnoses. 
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TABLE 2 
‘Hospital and Project Diagnoses for 145 Patients, Aged 
35-59, Admitted Consecutively to Netherne Hospital, 


1966-67 
HOSPITAL PROJECT 
DIAGNOSIS DIAGNOSIS 
CATEGORY NUMBER PERCENT PERCENT NUMBER 
Schizophrenia* 51 35.2 22.8 33 
Affective illness** . 
(including depres- 
sive neurosis) 67 46.2 58.6 85 
Neuroses 7 48 2 4 
Alcoholic disorders 11 7.6 9.0 13 
Personality 
disorders 2 14 07 1 
Organic disorders 1 0.7 21 3 
Other 6 41 41 6 


ference between hos- 
pital and project diag- 
noses, 


* Indicates p < .01 (using critical ratio) | for significance of dif- 


** Indicates p < .05 (using critical ratio) 


Hospital. The project staff again diagnosed 
schizophrenia significantly less frequently 
than did the hospital staff (project, 22.8 
percent, against hospital, 35.2 percent). For 
affective illness the difference between hos- 
pital (46.2 percent) and project (58.6 per- 
cent) is also significant. 

These figures show that the staffs of both 
the American and the British hospitals diag- 
nosed schizophrenia more readily than did 
the project staff, but this tendency was much 
more marked at Brooklyn. For affective 
disorders, the staffs of both hospitals made 
this diagnosis less readily than did the project 
staff; again the tendency was more marked 
at Brooklyn. It is worth reemphasizing here 
that the project psychiatrists were not using 
their own personal and possibly eccentric 
diagnostic concepts but were taking con- 
siderable care to use the eighth edition of 
the International Classification according to 
the criteria laid down in the British glossary. 


Differences Between the Two Series of 
Project Diagnoses 


A further use for these figures is to 
compare the diagnoses given to the two 
series of patients by the project psychiatrists; 
this is the best available way of assessing 
the clinical similarities of the two groups. 

According to the project diagnoses, af- 
fective illnesses were significantly more com- 
mon in the British series (British, 58.6 
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percent; American, 36.6 percent), and al- 
coholic disorders more common in the 
American series (American, 16.6 percent; 
British, 9.0 percent). The major part of 
the difference in affective illness was due 
to there being 44 admissions with a diag- 
nosis of the depressed type of manic-depres- 
sive psychosis in the British series, against 
only 19 in the American series, There were 
also more diagnoses made of depressive 
neurosis in the British series (22 admissions 
against only 15 in the American series), 
but this is a small difference compared to 
that for depressive psychosis. Thus, our 
possibly arbitrary inclusion of- depressive 
neurosis with all other depressive disorders 
under the heading “affective illness” cannot 
be held responsible for this difference be- 
tween the two series. 

These tables can also be used to com- 
pare the differences for each major diagnos- 
tic group between the project and the 
hospital diagnoses at each hospital. For 
instance, for schizophrenia, the official hos- 
pital diagnoses show that this diagnosis was 
made 20 percent more frequently at Brook- 
lyn than at Netherne (56.6 percent, com- 
pared with 35.2 percent); the project 
diagnoses, however, bring this difference 
down to about ten percent (29.7 percent, 
compared with 22.8 percent). 

Similarly, for affective illness, this diag- 
nosis was made by the hospital three times 
more often at Netherne than at Brooklyn 
(46.2 percent versus 16.6 percent), but the 
project diagnosis brings this down to just 
over one and a half times (58.6 percent 
versus 36.6 percent). For neuroses, this 
effect of reduction of difference by the proj- 
ect diagnosis is reversed, but since only a 
few patients are involved the significance of 
this remains uncertain. For a diagnosis of 
alcoholic disorder, the hospital and proj- 
ect figures agree closely; it is just over twice 
as common at Brooklyn as at Netherne. 

It would be of interest if there were a 
particular preponderance of patients of one 
sex in either of the two series or if some of 
the differences between the project and 
hospital diagnoses could be shown to be 
unequally distributed between the sexes. The 
diagnostic breakdowns for men and wom- 
en separately are given in table 3 for Ne- 
therne and in table 4 for Brooklyn. Purely 
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TABLE 3 


i herne Hospital, Expressed in Per- 
j ital Diagnose: Sex, for 60 Men and 85 Women Admitted to Net! | 
emitir M cent Within Each Sex Group 


PROJECT DIAGNOSIS 


HOSPITAL DIAGNOSIS 


PERCENT) (PERCENT) 
CATEGORY MEN OMEN TOTAL MEN WOMEN TOTAL. 

Schizophrenia 183 25.9 22.8 25.0 424 352 
Affective illness 

(including depressive 

ifosts) k 48.3 65.9 58.6 40.0 50.6 46.2 
Neuroses 3.3 24 27 8.3 24 E 
Alcoholic disorders 18.3 24 9.0 iz Me a 
Personality disorders 17 0 0.7 1, be 
Organic disorders 3.3 12 21 17 k 
Other 6.8 24 41 6.8 24 j 

TABLE 4 


Project and Hospital Diagnoses, by Sex, for 59 Men and 86 Women Admitted to Brooklyn State Hospital, Expressed in 
Percent Within Each Sex Group 


PROJECT DIAGNOSIS 


HOSPITAL DIAGNOSIS 


(PERCENT) (PERCENT) 
CATEGORY MEN WOMEN TOTAL MEN WOMEN TOTAL 
Schizophrenia 20.3 36.0 297 322 733 56.6 
Affective illness 
(including depressive 
neurosis) 28.8 41.9 36.6 15.3 17.4 16.6 
Neuroses 3.4 9.3 6.9 17 0 0.7 
Alcoholic disorders 35.6 35 16.6 39.0 58 19.3 
Personality disorders 17 12 14 17 0 0.7 
Organic disorders 17 47 34 34 23 28 
Other 8.5 3.5 5.6 6.8 1.2 3.4 


by chance, there were almost exactly the 
same number of men and women in both 
series (60 men and 85 women at Netherne; 
59 men and 86 women at Brooklyn). 
However, it can be seen from tables 3 
and 4 that at Brooklyn in particular, even 
allowing for there being more women than 
men in the whole series, there must be an 
excess of women who are given the diagno- 
sis of schizophrenia by the hospital but 
affective illness by the project. For instance, 
by the project diagnoses, the ratio of 
schizophrenia to affective illness at Brook- 
lyn is rather less than one to one for both 
men and women (20.3 Percent to 28.8 
percent and 36.0 percent to 41.9 percent, 
Tespectively); by the hospital diagnoses, 
these ratios change to two to one for men 
(32.2 percent to 15.3 Percent) but to al- 
most four to one for women (73.3 percent 
to 17.4 percent). Middle-aged women thus 
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form a group of special interest for more 
detailed future studies. 

In summary, the project diagnostic break- 
down suggests that these two series of pa- 
tients differ much less than the sets of offi- 
cial hospital diagnoses would suggest for 
all categories other than alcoholic disorders. 


The Consistency of the Project Diagnoses 


Before going on to any further discussion, 
we will examine in more detail the crucial 
issue of the Consistency of the project diag- 
noses on either side of the Atlantic. 

Although these patients were all inter- 
viewed by means of standardized schedules 
which minimize the variation between psy- 
chiatrists in the conduct of the interview, it 
was felt advisable to take other precautions 
as well to keep this source of variation to a 
minimum. Because of the need for training 
in the interviewing and rating techniques, 
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there was a considerable interchange of 
project psychiatrists between the two sides. 
One of the American team spent one month 
at Netherne, and all three members of the 
British team spent one month at Brooklyn. 
As a result of this, a third of the Brooklyn 
patients were interviewed by two of the 
British team, which meant that there was a 
constant exchange of ideas and information 
about the diagnostic classification in use as 
well as about the more detailed interviewing 
and rating procedures. 

This exchange of psychiatrists also makes 
possible a useful check on the consistency 
of the project diagnostic procedure between 
the two hospitals. The British half of the 
team interviewed and made the provisional 
diagnosis for 49 of the Brooklyn admissions, 
so the distribution of diagnoses in these 49 
patients can be compared with that of the 
remaining 96 made by the New York team. 
Table 5 shows the distribution of diagnoses 
in these two groups, and it is evident that 
they are very similar. Such differences as 
exist between the two distributions are in 
the opposite direction to the differences be- 
tween the two sets of hospital and project 
diagnoses being discussed. 

A second check we can make upon the 
project diagnoses enables us to decide 
whether they have been made with equal 
consistency on both sides or whether in 
spite of our efforts some transatlantic differ- 


ences have crept in. 


TABLE 5 
Diagnoses Given hy Project Staff to Brooklyn Sample, 
by Team Membership of Interviewers 


DIAGNOSES DIAGNOSES 
MADE BY MADE BY 
LONDON TEAM NEW YORK TEAM 
(N = 49), (N = 96), 
CATEGORY INPERCENT IN PERCENT 
Hypomania 41 83 
Depression 
(psychosis and 
neurosis) 28.6 30.2 
Schizophrenia 34.7 28.2 
Neurosis and 
personality 
disorder 10.2 
Alcoholism 16.3 5s 
Other 6.1 8. 
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The presence of the 200 items from the 
Psychiatric Status Schedule in our com- 
bined interview schedule enables us to use 
a slightly modified form of Spitzer and 
Endicott’s DIAGNO I to see whether the 
project diagnoses bear the same relation- 
ship to the patients symptoms in each 
hospital(8). DIAGNO I carries out a logi- 
cal decision tree analysis of PSS items 
marked as present and arrives at a diagno- 
sis on that basis. 

The diagnosis is, of course, in no sense 
absolute or "correct," but the decisions up- 
on which it is based cannot vary from pa- 
tient to patient. Consequently, the DIAGNO 
I diagnostic breakdown for different groups 
of patients can be regarded as a consistent 
base line against which to check the con- 
sistency of other methods of arriving at a 
diagnosis; it can be used to examine the 
relative bias of the project diagnosis just as 
that has been used to examine the relative 
bias of the hospital diagnoses. 

The vital point here is the relationship 
between the number of diagnoses of schizo- 
phrenia and affective illness made by 
DIAGNO I and by the project psychiatrists. 
The DIAGNO I/project ratio at Brooklyn 
should be similar to that at Netherne, at 
least for the proportion of diagnoses in the 
two major categories of schizophrenia and 
affective illness. This turns out to be the 
case, for at Brooklyn DIAGNO made a 
diagnosis of schizophrenia in 46 percent of 
the admissions, compared to the 30 percent 
made by the project, a ratio of 1.53 to 1. 
At Netherne, for schizophrenia, the cor- 
responding ratio of DIAGNO to project 
diagnoses was 1.70 to 1. For affective ill- 
ness, at Brooklyn the ratio was 0.51 to 1 
and at Netherne it was 0.44 to 1. These 
ratios seem similar enough to us to conclude 
that the diagnostic criteria of the eighth 
edition of JCD were applied consistently 
by the project psychiatrists to both series of 
patients. 


Discussion 


It is clear from these results that at 
Brooklyn and Netherne both types of in- 
fluence mentioned in the beginning play a 
part in producing the differences between 
the two sets of official hospital diagnoses. 
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The project diagnoses show that there are 
some differences in the clinical states of the 
patients, principally that there are more 
depressed patients entering Netherne than 
Brooklyn. A closer look at the symptom 
ratings also shows that the depressed pa- 
tients at Netherne were not only more 
numerous but that on the whole their de- 
pressions were more severe, more constant, 
and accompanied by somatic symptoms such 
as loss of weight and appetite, loss of 
interest and concentration, and diurnal vari- 
ation of mood. In contrast, the smaller 
number of Brooklyn depressives had more 
accompanying symptoms of anxiety. 

We cannot make any definite statements 
about the reasons for the differences in 
either the numbers or the types of these 
patients. Many possibilities exist, but they 
will remain only possibilities until further 
investigations, centered upon prevalence 
and tolerance in the community and upon 
differences in the availability of psychiatric 
services, have been completed. 

These results also demonstrate, however, 
that the hospital psychiatrists appear to be 
responsible for an exaggeration of these 
genuine differences between the patients, It 
is evident from tables 1 and 2 that this effect 
is largest for affective illness; using the 
Project diagnosis as a yardstick it is clear 
that the Brooklyn psychiatrists make this 
diagnosis less readily than the Netherne 
psychiatrists, For Schizophrenia, on the 
other hand, again using the project figures 
as a standard, i 
are seen to diagnose 
readily than the Netherne psychiatrists, 
3 Since the majority of the diagnoses fall 
into these two groups, it follows from the 
diagnostic distributions in tables 1 and 2 
that both the Netherne and the Brooklyn 
psychiatrists were diagnosing Schizophrenia 
im cases where the project staff had diag- 
nosed affective disorder, This Was so at 
Brooklyn much more than at Netherne, and 
it was Particularly marked for women 
(tables 3 and 4). 

Observations of this sort make it neces- 


answer must be, of 


Course, i 
Speaking, tbat, strictly 


generalizations cannot be 
28 


SOME RESULTS 


at this stage since only one hospital in each 
country was studied. However, two things 
about this first two-hospital study make it 
likely that these are not eccentric findings, 
The first is the way the hospitals were 
chosen, which ensured that they were not 
obviously unusual in regard to admission 
rates. 

Second, our findings with regard to the 
relative diagnostic differences between the 
British and American hospital psychiatrists 
are in accord with other recent work. For 
instance, Sandifer and his colleagues(6) 
concluded that the British psychiatrists who 
rated their films of diagnostic interviews had 
a greater tendency to make a diagnosis of 
manic-depressive psychosis than did the 
American participants. A further coopera- 
tive study by Katz and his colleagues, in 
Which a film of a single psychiatric inter- 
view was shown to both American and 
English Psychiatrists, showed that for that 
Particular patient, the American psychia- 
trists were again more ready to make a 
diagnosis of Schizophrenia than were the 
English(2). Both these tendencies can be 
found in our figures and so give some 
confidence that this first study leads us in 
the right direction. 

This paper deals only with admissions 
between the ages of 35 and 59, but at the 
Same two hospitals the same information 
has just been collected on two series of 105 
admissions of patients between the ages of 
20 and 34, Schizophrenic illnesses are nat- 
urally rather better represented in this 
younger age group, so there are now avail- 
able for study diagnoses and ratings cover- 
ing the great majority of illnesses diagnosed 
as affective or schizophrenic at these two 
hospitals. In addition, an extensive sam- 
pling study of hospitals in New York and 
London is being undertaken; it will indicate 
to what extent the results from this intensive 
study of two hospitals can be generalized. 

The findings Teported here suggest that 
there are significant differences between the 
Brooklyn and Netherne Psychiatrists’ con- 
cepts of affective disorder and  schizo- 
Phrenia. These differences between psychia- 
trists can also be studied in a more intensive 
but also more artificial manner by showing 
Videotapes or films of psychiatric interviews 
to audiences of Psychiatrists, whose ratings 
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and diagnoses can then be analyzed for 
agreement and disagreement(2, 8). 

The World Health Organization has’ been 
engaged since 1967 in a series of annual 
seminars on psychiatric diagnosis and classi- 
fication in which the experimental use of 
videotapes has played an important part(7). 
The U. S.-U. K. diagnostic project also has 
a program of videotape studies under way, 
in which videotapes of American and Brit- 
ish patients are viewed and rated by audi- 
ences of psychiatrists in both countries. 

Such studies, however, are necessarily 
carried out in an artificial setting, with 
great restrictions on participants time and 
the amount of information that can be pre- 
sented. We needed to be confident in this 
first study that our findings would not be 
affected by an artificial setting or method. 
For this reason the study was carried out on 
a consecutive series of patients being ad- 
mitted to typical mental hospitals, and the 
project interviews and diagnostic proce- 
dures were a close approximation of ordi- 
nary clinical practice, the differences being 
due solely to the necessary use of stan- 
dardized interviewing schedules. 

To conclude, the question asked at the 
beginning was: Do the differences between 
the official statistics of the two hospitals 
reflect genuine differences in the patients, 
or are they artifacts produced by differences 
in the psychiatrists and the recording sys- 
tems, or are both types of influence at work? 
This study shows that both of these in- 
fluences are operating, and to different ex- 
tents for different diagnoses. 
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Cross-National Study of Diagnosis of the Mental Disorders: 
Some Comparisons of Diagnostic Criteria from the 
First Investigation 


BY BARRY J. GURLAND, M.R.C.P., D.P.M., JOSEPH L. FLEISS, PH.D., 
JOHN E. COOPER, M.R.C.P., D.P.M., ROBERT E. KENDELL, M.D., M.R.C.P., D.P.M., 
AND ROBERT SIMON, M.A. 


A sample of patients from a New York and 
a London mental hospital were compared 
so as to point out any differences between 
the two hospitals in the criteria associated 
with a hospital diagnosis of either schizo- 
phrenia or affective illness. Groups of pa- 
tients with similar Psychopathology tended 
to receive similar diagnoses, but a sub- 
group with marked mood disturbance and 
little disorganization tended to be called 
schizophrenic by the New York hospital 
staff and affectively ill by the London hos- 
pital staff. 


i A THIS PAPER we will compare the psy- 
chopathology of patients in two mental 
hospitals, Netherne Hospital outside of Lon- 
don and Brooklyn State Hospital in New 
York, who had been given a diagnosis of 
either schizophrenia or affective illness by 
the hospital staffs in the routine course of 
their duties. These are the routine diagnoses 
that are entered in the pool of national 
statistics, and if we wish to learn what re- 
liance can be placed on comparisons of 
national statistics, one of our reference 
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points for examination must always remain 
the routine diagnosis made by the hospital 
physicians in their usual way. We intend to 
indicate in this paper that hospital diag- 
noses show greater agreement cross-nation- 
ally in certain psychopathological groupings 
than is generally believed. 

Cooper and associates(1) have described 
the two hospitals covered in this initial 
study by the bilateral diagnostic project, 
the criteria for patient selection, and the 
methods of information gathering. They 
demonstrated that the over-all differences 
between the two hospitals’ diagnostic distri- 
butions appeared to be due both to differ- 
ences in the psychopathology of patients 
admitted to the two hospitals and to differ- 
ences between the hospitals in the use of 
diagnostic criteria. We will concentrate in 
this paper on the latter finding and attempt © 
to answer four questions: 

1) Is there a difference between Brooklyn 
and Netherne in the psychopathology that 
appears to distinguish schizophrenic from 
affectively ill patients as diagnosed by the 
hospital staffs? 2) If a difference exists, can 
it be attributed in part to lack of uniformity 
in the diagnostic criteria used by the two 
hospitals? 3) If there is any lack of uni- 
formity in diagnostic criteria, is it all-per- 
Vasive or can it be shown to be concentrated 
in certain well-defined types of patients? 4) 
If nonuniformity is found to be concentrated 
in certain types of patients, can these discor- 
dant types be identified in the hospitals’ 
Statistical returns? 

Since our focus will be on departures 
from uniform diagnostic criteria by the hos- 
Pital staffs, we will want to make allowance 
for differences between Brooklyn and Neth- 
erne in the Psychopathology distinguishing 
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schizophrenics from affectives that would 
arise despite adherence to uniform diagnos- 
tic criteria. We will therefore assess the 
discrimination between schizophrenia and 
affective disorders achieved by the Brooklyn 
and Netherne hospital staffs relative to the 
discrimination achieved by the project team 
at Brooklyn and at Netherne. We assume, 
for reasons given by Cooper and associ- 
ates(1), that the project team used uniform 
diagnostic criteria at Brooklyn and Netherne. 


Method 


In order to represent the psychopathology 
characterizing groups of patients, we will 
make use of section score profiles. The 
items rated as positive in each of the various 
sections of the standard interview are added 
up so as to give each patient a series of 
section scores for depressed mood, anxiety, 
lack of insight, etc.(3). Average section 
Scores for a sample of patients are then 
entered on a chart to form a section score 
profile, which is a convenient way of pro- 
ducing a visual summary of the interview 
ratings. 

In all the figures that follow, the raw 
Section scores have been standardized to a 
mean of 50 and a standard deviation of 10, 
with the combined Brooklyn and Netherne 
samples serving as the standard. The sec- 
tions of the interview appearing in the pro- 
files were selected because they showed the 
greatest discrimination between the groups 
of patients examined. Certain sections were 
combined where they appeared, on clinical 
grounds, to be measuring similar symptoms. 

The sections represented in the profiles 
are as follows: general anxiety, specific anx- 
lety, retardation, depressed mood, lack of 
interests, hypomania, depersonalization, lack 
of insight, delusions of control, delusions of 
persecution, delusions of grandeur, somatic 
delusions, blunting, and incomprehensibility. 
They are arranged so that symptoms par- 
ticularly common in affective illnesses as 
diagnosed by the project team are on the 
left, and symptoms particularly common in 
Schizophrenia as diagnosed by the project 
team are on the right. For want of better 
terms we will refer to the six scales on the 
left of the profile as measuring mood dis- 
turbance and to the eight on the right as 
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measuring conceptual or perceptual disor- 
ganization. 


Results 


Comparative Psychopathology at Brooklyn 
and Netherne 


Figure 1 compares the profiles of patients 
diagnosed by the project team at Netherne 
as either affective or schizophrenic. The 
affectives are seen to score higher than the 
schizophrenics on the dimensions of mood 
disturbance, while the schizophrenics are 
Seen to score higher than the affectives on 
the disorganization dimensions. 

The corresponding comparison for the 
hospital diagnoses is shown in figure 2. It 
illustrates that the Netherne Hospital staff 
achieves rather similar discrimination be- 
tween its affectives and its schizophrenics, 
although not to the same extent as the 
project team for all dimensions. It is scarcely 
surprising that the over-all profiles more 


FIGURE 1 


Mean Section Score Profiles for Netherne Patients 
Diagnosed by the Project Team as Schizophrenic or 
Affective 
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FIGURE 2 


Mean Section Score Profiles for Netherne Patients 
Diagnosed by the Hospital Staff as Schizophrenic or 
Affective 
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clearly differentiate the Project diagnoses 
than the hospital diagnoses, since the project 
members made both the ratings and the 
diagnoses. 

Figure 3 shows the discrimination be- 
tween the patients diagnosed by the project 
team at Brooklyn as affective or as schizo- 
phrenic. The discrimination is in the same 
direction as that achieved at Netherne by 
the project, but not of the same magnitude. 
Perhaps the pathology shown by Brooklyn 
patients is not as clear-cut as that shown 
by Netherne patients, 

Figure 4 shows the rofiles of patient 
diagnosed by the Hospital staff at Brooklyn 
as affective or schizophrenic. The discrimina- 
tion is, as expected, not as marked as that 
achieved by the Project (which held true 
for Netherne), In addition, however, the 
discrimination achieved by the Brooklyn hos- 
pital staff in some Tespects differs more 
from the project team's discrimination at 
Brooklyn than was the case for the hospital 
32 
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and project discriminations at Netherne, 
Significant discrimination is achieved by the 
Brooklyn hospital staff in the disorganiza- 
tion dimensions but not in any of those 
measuring mood disturbance. 

Partial answers are now possible to the 
first three questions we posed. 1) Because 
the two hospital staffs were dissimilar in the 
discriminations they achieved for their diag- 
noses of schizophrenia and affective illness 
(see figures 2 and 4) we conclude that there 
are indeed differences between Brooklyn and 
Netherne in the psychopathology distin- 
guishing schizophrenic and affectively ill pa- 
tients as diagnosed by the hospital staffs, 
2) Because such dissimilarity was not ap- 
parent in the discriminations achieved by 
the project team at the two hospitals (see 
figures 1 and 3), we conclude that the 
dissimilarity arises in part from nonuniform- 
ity or discordance in the diagnostic criteria 
used by the two hospital staffs. 3) Because 


FIGURE 3 


Mean Section Score Profiles for Brooklyn Patients 
Diagnosed by the Project Team as Schizophrenic or 
Affective 
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FIGURE 4 


Mean Section Score Profiles for Brooklyn Patients 
Diagnosed by the Hospital Staff as Schizophrenic or 
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the dissimilarity shown between the dis- 
criminations achieved by the two hospital 
staffs was more marked on the mood di- 
mensions and much less marked on the 
disorganization dimensions (where discrim- 
inations were in fact similar), we conclude 
that the differences in diagnostic criteria 
between the two hospitals are not all-per- 
vasive. In view of this last finding we may 
expect to find subgroups of patients where 
disagreement is concentrated and, as a 
corollary, subgroups where there are more 
concordant diagnostic tendencies between 
the two hospitals. d 

Our over-all impression that diagnostic 
agreement between the two hospital staffs 
Was good in certain areas was further in- 
directly verified by using the project's diag- 
Noses as a uniform standard against which 
to view the hospital staffs’ diagnoses. Sim- 
ilarity between the two hospitals in the 
extent of their agreement or disagreement 
with the project's diagnoses indirectly re- 
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flects areas of agreement or disagreement 
between the two hospital staffs. 

The over-all agreement between the hos- 
pital and project was in fact similar in the 
two hospitals, as can be seen from table 1. 
At Brooklyn the over-all chance-corrected 
agreement(2) was 44 percent; at Netherne 
the over-all chance-corrected agreement was 
50 percent. Furthermore, when the project 
made a diagnosis of schizophrenia, both 
hospitals likewise made a diagnosis of schizo- 
phrenia in over 85 percent of the cases. 
However, in the category of affective illness 
as judged by the project, the Netherne staff 
diagnosed affective illness in the majority 
of. cases, whereas the Brooklyn staff diag- 
nosed schizophrenia in the majority. 

In view of the good interhospital diagnos- 
tic agreement which we found in certain 
areas, we expected that the differences noted 
on the mood scales in discriminating be- 
tween schizophrenic and affectively ill pa- 
tients as diagnosed by the Brooklyn and 
Netherne staffs could be attributed mainly 
to a small and well-defined subgroup of 
patients. We further expected that with re- 
gard to most other types of patients the two 
staffs would tend to agree in their diagnosis 
of schizophrenia and affective illness, 


The Isolation of a Discordant Group 


In view of the particular dissimilarities 
between the Netherne hospital and Brooklyn 
hospital discriminations, it appeared that 
if dissimilarities were indeed concentrated 
in a limited group of patients then the 
following kind of patients might account 
for the disagreements: they should have low 
scores on the disorganization scales and 
high scores on the scales measuring mood 
disturbance, and they should tend to be 
diagnosed as schizophrenic by the hospital 
staff at Brooklyn but as affective by the 
hospital staff at Netherne. 

Such a group of patients would account 
for several aspects of the disagreements so 
far noted between the hospitals. Since they 
would have high mood scores and would 
tend to be called schizophrenic by the hos- 
pital staff at Brooklyn, they would help 
account for the lack of discrimination on 
the mood scales between the profiles of 
schizophrenics and affectives as diagnosed 
by the Brooklyn hospital staff. Since they 
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TABLE 1 
Agreement Between Project and Hospital Diagnoses at Brooklyn and Netherne 


HOSPITAL DIAGNOSIS 


BROOKLYN * NETHERNE ** 
PROJECT AFFEC- —— SCHIZO- AFFEC- SCHIZO- 
DIAGNOSIS TIVE PHRENIA OTHER TOTAL TIVE PHRENIA OTHER 
Affective 18 30 5 53 58 19 9 
Schizophrenia 2 40 2 44 4 28 1 
Other 4 12 32 48 8 3 15 26 
Total 24 82 39 145 70 50 25 145 


* Percent agreement between project and hospital diagnoses at Brooklyn — 62 percent. Chance-corrected percent agi 


= 44 percent. 


** Percent agreement between project and hospital diagnoses at Netherne = 70 percent. Chance-corrected percent ag 


= 50 percent. 


would, in addition, have few signs of dis- 
organization, their profile would correspond 
to that of Netherne hospital affectives, and 
hence they would tend to be called affective 
by the Netherne staff. 

The theoretically most powerful method 
of isolating such or other types of patients 
on the basis of their patterns of psycho- 
pathology is numerical typology, or cluster- 
ing. However, quite large sample sizes 
(1,000 or more) are needed for the confident 
demarcation of subgroups that are homo- 
geneous on many variables(6). In the ab- 
sence of such numbers of patients, we chose 


FIGURE 5 


Mean Section Score Profiles for Brooklyn Patients 
Diagnosed by the Project Team as Depressed or Manic 
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to rely on a combination of a clinical and 
phenomenological approach. 

Since the profile that characterizes the 
discordant group of patients we are seeking 
is one which is associated with a project 
diagnosis of affective illness (see figures 1 
and 3), we expected to find such a group 
among the patients diagnosed as affectively 
ill by the project team. We thus thought. 
it simplest to begin the hunt for the dis- 
cordant group by clinically subdividing the 
patients given a project diagnosis of affective 
illness and eliminating those clinical sub- 


FIGURE 6 


Mean Section Score Profiles for Netherne Patients 
Diagnosed by the Project Team as Depressed or Manic 
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types with profiles of psychopathology anti- 
thetical to that for which we were looking. 

The clinical category within the project 
affective group with the least likelihood of 
high scores in the depressive mood scales 
was the combined category of manic-depres- 
sive-manic and manic-depressive-circular. As 
can be seen from figures 5 and 6, patients 
from this category not only have low de- 
pressive mood scores but several high scores 
in the disorganization scales, both at Brook- 
lyn and at Netherne.1 Furthermore, both 
hospital staffs showed a tendency to diag- 
nose such patients as schizophrenic (see 
table 2). At Brooklyn, eight out of ten of 
those diagnosed by the project as manics 
are called schizophrenic rather than affective 
by the hospital staff; at Netherne, five out of 
eight of those with a project diagnosis of 
manic are called schizophrenic rather than 
affective by the hospital staff. In fact, the 
correspondence between the distributions of 
the two hospitals’ diagnoses is closer for 
the manics than for any other of the proj- 
ect’s affective subtypes. 

Another group of patients within the re- 
mainder of the project’s affective category 
(ie., patients diagnosed as having a de- 
pressive disorder) which appeared likely to 
have a profile antithetical to that of the 


! The sample sizes given in the figures are all 
patients with the indicated project diagnosis who 
had a complete mental state interview. The sam- 
ple sizes in the corresponding tables are all pa- 
tients with the indicated project diagnosis who 
were diagnosed as schizophrenic or affectively 
ill by the hospital staff (patients with other 
hospital diagnoses were not included in the tables). 
The sample sizes in the figures and in the tables 
thus do not always agree. 


group we were seeking was that for which 
the project team had recorded a provisional 
or alternative diagnosis of schizophrenia. 
These patients would not be likely to have 
low scores on the disorganization dimen- 
sions. 

At the end of the mental state examination, 
a diagnosis was recorded by the project 
psychiatrist who examined the patient; where 
appropriate, an alternative and a subsidiary 
diagnosis were also recorded, Similarly, pro- 
visional diagnoses were made at the end 
of the patient’s psychiatric history interview. 
When all information was at hand, including 
the informant’s history, a final set of diag- 
noses was arrived at by consensus. The 
group of patients now examined had re- 
ceived a provisional or alternative diagnosis 
of schizophrenia but a main final diagnosis 
of a depressive disorder. 

As shown by figure 7, the group of project 
depressives (affectives minus manics) at 
Brooklyn for whom schizophrenia had been 
recorded as an alternative or provisional 
diagnosis show elevation in some of the 
disorganization dimensions. Likewise for 
Netherne there was, in the group similarly 
defined, marked elevation in a number of 
the disorganization dimensions (see figure 
8). Again, both hospital staffs showed a 
tendency to diagnose these patients as schizo- 
phrenic rather than affective. This is shown 
in table 3; for Brooklyn, six out of six of 
the project depressives with an alternative 
diagnosis of schizophrenia are called schizo- 
phrenic by the hospital staff, and for 
Netherne, five out of eight of a similarly 
defined group are called schizophrenic by 
the hospital staff. 


TABLE 2 
Project Diagnoses of Affective Disorder by a Hospital Diagnosis of Affective Disorder or 
Schizophrenia at Brooklyn and Netherne 


HOSPITAL DIAGNOSIS 


BROOKLYN NETHERNE 
SCHIZO- AFFEC- SCHIZO- 

Ine me PHRENIA TOTAL TIVE PHRENIA TOTAL 
Involutional melancholia 0 i 3 b Ó i 
Manic-depressive, depressed 4 3 7 6 0 6 
Reactive depression : 8 13 15 2 y 
Depressive neurosis 5 8 10 3 5 8 
Manic-depressive, manic z 1 1 0 0 0 
bv affective psychosis 18 30 48 58 19 77 
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FIGURE 7 


Mean Section Score Profiles for Brooklyn Patients 
Diagnosed by the Project Team as Depressive, with 
Schizophrenia Recorded or Not 
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Having separated out two groups of pa- 
tients from the project’s affective samples 
with profiles antithetical to that of the group 
we are seeking, we find that the profiles of 
the “residual” affective patients at Brooklyn 
and Netherne are similar and closely re- 
semble that of the group we expected to 
give rise to differences between the hospitals, 

This “residual” group (diagnosed as de- 
pressive by the project team with schizo- 
phrenia never having been recorded as a 
provisional or alternative diagnosis) did in 
fact give rise to disagreement between the 
hospitals. At Brook]: , an affective disorder 
was diagnosed just as often as Schizophrenia 


Project Diagnosis of Depressed, with Schi 
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` FIGURE 8 


Mean Section Score Profiles for Netherne Patients 
Diagnosed by the Project Team as Depressive, with 
Schizophrenia Recorded or Not 
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by the hospital staff. At Netherne, patients 
similarly defined, and with a similar profile, 
were diagnosed as affective by the hospital 
staff almost six times as often as schizo- 
phrenic. 

We were nevertheless able to define even 
more precisely those patients in the Brook- 
lyn “residual” group who were being labeled 
schizophrenic. They were identified clinical- 
ly at Brooklyn by the project’s alternative 
diagnosis of personality disorder. The ratio 
of hospital diagnoses of schizophrenia to 
hospital diagnoses of an affective disorder 
is significantly greater in this group than in 
the remaining group at Brooklyn, whereas 


TABLE 3 


izophrenia Recorded or Not, by a Hospital Diagnosis 
of Affective Disorder or Schizophrenia at Brooklyn 


and Netherne 


HOSPITAL DIAGNOSIS 


PROJECT DIAGNOSIS OF mila AE 
AFFEC- SCHIZO- AFFEC- 1Z0- 

DEPRESSED, WITH TIVE PHRENIA TOTAL TIVE CHER TOTAL 
Schizophrenia recorded 0 8 
Schizophrenia not recorded 16 16 2 2 4 
Total 


32 52 9 61 


16 22 38 55 M 69 
LOCO o cuv mm ce c CMM MEM MD E; 


* xê = 9.95, p < o1, 
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TABLE 4 
Project Diagnosis of Depressed (Schizophrenia Not Recorded), with Personality Disorder Recorded 
or Not, by a Hospital Diagnosis of Affective Disorder or Schizophrenia at Brooklyn and Netherne 


HOSPITAL DIAGNOSIS 


BROOKLYN * NETHERNE ** 

PROJECT DIAGNOSIS OF AFFEC- SCHIZO- AFFEC- SCHIZO- 
DEPRESSED, WITH TIVE PHRENIA TOTAL TIVE PHRENIA TOTAL 
Personality disorder recorded 6 13 19 8 1 9 
Personality disorder not recorded 10 3 13 44 8 52 
Total 16 16 32 52 9 61 


* x? = 6.35, p< .05, 
** x? = 0.09, p> .50. 


the ratios are virtually identical at Netherne 
(see table 4). 

Figure 9 gives the mean profile of the 
“residual” group of depressives at Brooklyn 
for which personality disorder was recorded 
as an alternative diagnosis, and contrasts 
it with the mean profile of the “residual” 
group for which personality disorder had 
never been recorded as a diagnosis? The 
two groups have similar (and low) means 
on the disorganization dimensions, but sig- 
nificantly different scores on the mood scales. 

Those depressives with personality dis- 
order recorded have markedly elevated 
scores on the five depressive mood scales: 
general anxiety, special anxiety, retardation, 
depressed mood or appearance, and loss of 
interest. It is possible that in this subgroup 
the Brooklyn hospital staff bases its ten- 
dency to diagnose schizophrenia not on an 
elevation in the disorganization dimensions 
but rather on the intensity of the mood 
symptoms. However, it is also possible that 
characteristics of these patients other than 
mental state psychopathology (and thus 
outside the scope of this paper) determine 
the hospital diagnosis. 

For the patients at Brooklyn State Hos- 
pital finally diagnosed by the project team 
as depressive with neither schizophrenia nor 
personality disorder recorded as an alterna- 
tive diagnosis, it is interesting to note that 
the hospital psychiatrists placed ten in the 


2Since the two groups similarly defined “at 
Netherne are not diagnosed differently by the 
Netherne staff, their profiles are not presen! 
here. One of the two groups did have extremely 
high scores on the mood dimensions and low 
scores on the disorganization dimensions, dis. 
though this was the group with personality dis- 
order not considered. 
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affective category and only three in the 
schizophrenic category. 

We have thus isolated a group revealing 
marked differences in diagnostic tendencies 
between the two hospitals: patients with 
severe mood disturbance and little evidence 
of disorganization, Such patients tend to be 
diagnosed schizophrenic by the Brooklyn 
hospital staff but affective by the Netherne 
hospital staff. 

We have now answered all but the last 
of the questions originally posed. There is 
a difference between Brooklyn and Netherne 


FIGURE 9 


Mean Section Score Profiles for Brooklyn Patients 

Diagnosed by the Project Team as Depressive (Schizo- 

phrenia Not Recorded), with Personality Disorder Recorded 
or Not 


— PERSONALITY DISORDER 
RECORDED (N=23) 

--- NO PERSONALITY DISORDER 

RECORDED (N=13) 


Hypomania 


Retardation 
Depersonalization 


Depressed mood 
Lack of insight 
Delusions of control 


Lack of interests 
Delusions of persecution 


General anxiety 
Specific anxiety 
Somatic delusions. 


Delusions of grandeur 
Incomprehens 
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in the psychopathology that appears to dis- 
tinguish schizophrenic from affectively ill 
patients as diagnosed by the hospital staffs. 
These differences are in part due to non- 
uniform or discordant diagnostic criteria. 
This discordance is not all-pervasive but 
appears to be concentrated in certain types 
of patients. A type of patient has been 
defined which appears to account for much 
of the diagnostic discordance between the 
two hospitals, while, for the other types of 
patients examined, the hospital staffs tended 
to apply generally concordant diagnostic 
criteria. 

The fourth question is as yet unanswered. 
Can we locate, in the statistical returns 
from Brooklyn State Hospital, the group 
of patients with severe mood disturbance 
who tend to be diagnosed as schizophrenic 
by the hospital staff? Table 5, which gives 
the distribution of the disturbed-mood and 
other schizophrenic patients by the sub- 
categories of schizophrenia as judged by 
Brooklyn, indicates that the answer is a 
qualified yes. It can be seen that the pa- 
tients we have identified as giving rise to 
discordance between Brooklyn and Netherne 
represent about 50 percent of the group 
diagnosed as catatonic, about 20 percent of 
the group diagnosed as "schizophrenic 
other," and do not appear at all in the group 
diagnosed as paranoid. 


Project Category of “Other” Diagnoses 


Another group showing a contrast be- 
tween Brooklyn and Netherne hospital staffs 
in their diagnoses of schizophrenia and af- 
fective disorder is that group placed in the 
“other” category by the Project team. The 
Netherne staff diagnosed an affective dis- 
order rather than Schizophrenia in eight out 
of 11 of these cases, and the Brooklyn 
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staff diagnosed schizophrenia rather tham 
an affective disorder in 12 out of 16 cases, — 

However, the project “other” category 
is quite heterogeneous (covering varieties 
neuroses, personality disorders, and orga 
psychoses) and for this reason is unlik 
to provide meaningful group profiles of P 
chopathology. Subcategories of the proje 
"other" group, in this sample, contain 
few cases for profile analysis. Furthermo e, 
it is probable that historical information was 
more important in determining a project 
diagnosis of neurosis or personality di 
order than in determining a project diagnosis 
of schizophrenia or affective disorder, where 
mental state psychopathology had a greater 
bearing. 


Discussion 


Our approach has been based on the 
assumption that psychiatric clinical diagnosis. 
reflects the psychopathology of the patient 
more accurately than is generally acknowl 
edged. We believe this to be true of diag- - 
Noses in busy psychiatric hospitals as well 
as in academic institutions, in the United 
States as well as in the United Kingdom. — 
In our view, psychiatric clinical diagnosis 
has been much maligned over the past few - 
years. Even the strength of the relationship 
between symptoms and diagnosis has been 
questioned(4). We see some vindication for 
our assumption in the isolation of a sub- 
Broup of patients who tend to be diagnosed 
differently at Brooklyn and at Netherne, 
and especially in the attendant identification | | 
of other types of patients who tend to be _ 
diagnosed similarly at the two hospitals. 

It must be clear, however, that the results _ 
Presented in this paper cannot be general- 
ized beyond the universe of patients from 


Ns is A TABLE 5 
Disturbed-Mood" and Other Schizophrenics Identified at Brooklyn by a Hospital Diagnosis of Schizophrenia 
EROR HOSPITAL DIAGNOSIS 
PSYCHOSIS 
TYPE OF 

(PARANOID CATATONIC PARANOID 
SCHIZOPHRENIC. TYPE) SCHIZOPHRENIA SCHIZOPHRENIA iena TOTAL 
Disturbed-mood 1 5 0 7 13 
Oth 
Other 5 6 27 31 69 

6 1 27 38 82 
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which our data were compiled. Comparisons 
between these two hospitals have, never- 
theless, allowed us to substantiate our as- 
sumptions and to develop concepts and 
techniques for deriving and handling data 
which are certainly applicable on a much 
wider scale. 

Our plan of campaign was to isolate and 
define groups of patients on a clinical basis, 
reinforced by profiles of psychopathology. 
Such a model has been sketched by Zubin 
in military terms. “One might say that the 
clinician provides the hunches and the in- 
spiration. He is the one who storms the 
beachhead, while the biometrician may be 
likened to the foot soldier who secures the 
beachhead and organizes the territory, bring- 
ing law and order into its interior" (5). 
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Discussion: First Aid or Euthanasia for 
Psychiatric Classification? 


BY BRUCE P. DOHRENWEND, PH.D. 


R. ZUBIN OPENED his paper with the 

remark that the seed from which the 
present research has grown was planted 
during the Work Conference on Field Studies 
in the Mental Disorders held in 1959(2). 
In preparing my discussion, I have had oc- 
casion to turn back a number of times to 
the published proceedings of this stimulat- 
ing conference. One thing that struck me 
as I looked over the 1959 Proceedings was 
a “parable” delivered by Dr. Stengel from 
England. It went as follows: 
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Psychiatric classification, as we know it to- 
day, has had a checkered history. After a pro- 
longed period of gestation it came into being 
at the beginning of this century. It was a pre- 
mature birth nevertheless, although few realized 
it at the time. On the contrary, its begetters 
looked at it as a prodigy. Like many prodigies 
it did not fulfil its promises. It grew into an 
awkward youth. By now it has reached middle 
age, but has shown few signs of maturity. No- 
body likes it though everybody takes it for 
granted and makes use of it. It serves as a 
convenient scapegoat and leads a pretty miser- 
able existence as an office boy running errands. 
It has often been wished dead but nobody has 
had the courage to dispose of it or even to 
dismiss it. No wonder that it has become more 
and more difficult to handle and has on oc- 
casions turned against its keepers. This is why 
some felt that it was about time they made up 
their minds about that difficult child. They 


39 


have come to realize that they cannot expect 
good work from a badly treated servant(1, p. 
54). 


What kinds of ‘treatment are Dr. Zubin, 
Dr. Kramer, and their colleagues bringing 
to bear on the sad subject of Dr. Stengel’s 
parable? 

Dr. Zubin reminds us that resolution of 
diagnostic and classification problems in the 
mental disorders involves both descriptive 
or phenomenological considerations on the 
one hand and etiological considerations on 
the other. One strategy that he suggests 
for integrating the two sets of considerations 
is described with reference to six theoretical 
models (or, more properly, frames of refer- 
ence) that range from the ecological to the 
neurophysiological and span the nature- 
nurture controversy. Any or all of the models 
mentioned by Dr. Zubin could be expected 
to provide guides to important questions 
and to classifications appropriate to these 
questions. It seems to me that, taken col- 
lectively, such theoretically oriented inves- 
tigations, since they are contrasting, would 
ultimately prove radical with regard to ex- 
isting diagnostic classification—if, indeed, 
the theoretical models were the main points 
of departure for the program of research 
we have been introduced to. 

But the theoretical models were not the 
guides for the research we have heard about. 
Rather, the present research has taken its 
Starting point from what may be an in- 
stance of existing psychiatric classification, 
as Dr. Stengel suggested in his parable, 
turning against its keepers to delude them— 
in this case with the dazzling cross-national 
difference in hospital admission rates for 
Schizophrenia and affective disorders re- 
ported by Dr. Kramer. 

Warily, as Dr. Kramer has pointed out, 
the researchers are asking two preliminary 
questions: Are the contrasting hospital rates 
artifacts of differences in Psychiatric diag- 
nosis in the United States as against the 
United Kingdom? And if not, are the vary- 
Ing rates artifacts of international differences 
in how patients are distributed between 
mental hospitals and other Settings for the 
treatment of mental disorder? The under- 
lying excitement at Kramer’s finding, how- 
ever, stems from the Possibility that it is 
40 
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not an artifact but rather that it indicat 
a real difference in the occurrence of dif 
ent types of psychiatric disorder in the tW 
countries—a difference with etiological ii 
plications. 7 
In seeking to find out if the differen 
is real, the researchers have properly start 
with the hospital cases that produced fh 
discrepancy. They have attempted to devek 
data collection procedures and to use clas 
sificatory conventions that would give the 
standard diagnoses for patients from h 
two countries. Their immediate aim has bee 
to tighten and make uniform existing diag: 
nostic conventions as these apply to hos 
pitalized patients. So far, so good. 
Dr. Zubin states, however, that “In tht 
process of answering this rather limited 
question we hoped to be able to work ou 
the techniques and methods that would en. 
able us to study the more basic question 
of the distribution of mental disorders i 
both countries, the . . . differentials that... 
exist, and the reasons for their existence." 
Dr. Pasamanick and others at the 1959 
conference pointed out that variability 
"the socio-economic capacity and tolerance 
for caring for patients in the communi 
is so large, and frequently so far outweig 
other variables, that we are unable to ui 
[patient] data particularly hospital data: 
for the determination of etiology." (2, p 
362) 


Self noted, diagnostic agreement may be 
harder to obtain for first admissions tham 
for readmissions and patients with treatment. 
histories extending over considerable pe- 
Tiods of time. Consider how much greater 
is the problem of assessing untreated as 
Well as treated mental disorder in commu- | 
nity settings rather than in treatment settings. 
The fact that a person is hospitalized usu- J, 
ally indicates that he cannot function un-- 
aided in his customary social environments. - 
Furthermore, the clinician diagnosing a pa- 
üent has a "presenting problem" with 
Which to start, so that the question he must 
answer is not whether something is wrong. 
but rather what is wrong. To investigate 


ROBERT E. KENDELL 


disorder independent of treatment status one 
must work without the aids to diagnosis 
inherent in the clinical setting. 

In the preliminary work presented, the 
problem the researchers had to solve was 
one of reliability rather than one of validity 
of diagnosis. The central methodological 
problem for research with general popula- 
tions, however, is one of validity(1). Here 
I agree with Dr. Zubin that the main hope 
is for construct validation which involves 
placing measures of relevant phenomena in 
the context of theories about their interre- 
lationships. Existing nomenclatures that have 
bought consensus at the price of obscuring 
controversial theoretical issues are unlikely, 
it seems to me, to provide the leads for 
such validation. 

Should the international difference in hos- 
pital rates reported by Dr. Kramer prove 
real, then what kind of treatment can we 
expect for psychiatric classification and diag- 
nosis at the hands of these researchers as 
they move on to even more exciting stages 
of their studies? Dr. Zubin stated his posi- 
tion in the following way: “Somewhere be- 
tween the full acceptance of current nosology 


and its complete rejection lies the middle 
view—that the current diagnostic system 
Tepresents a good starting point from which 
to improve approaches to classification.” 

I cannot tell from this statement or 
from Dr. Zubin’s paper in general whether 
this program will attempt to administer first 
aid or euthanasia to the sadly abused psy- 
chiatric classification system of Dr. Stengel’s 
1959 parable. For myself, however, I would 
like to wish this program well. By this I 
mean, first, that the difference Dr. Kramer 
has found will prove real in the face of the 
research by Drs. Cooper and Gurland; and 
second, that the strategies to be developed 
by Dr. Zubin and his colleagues to investi- 
gate the etiological implications of this dif- 
ference will prove radical with respect to 
psychiatric classification and diagnosis. 


REFERENCES 


1. Dohrenwend, B. P., and Dohrenwend, B. S.: 
The Problem of Validity in Field Studies of 
Psychological Disorder, Int. J. Psychiat. 1: 
585-610, 1965. 

2. Zubin, J., ed.: Field Studies in the Mental 
Disorders. New York: Grune & Stratton, 1961. 


Discussion: The Problems Raised by Cross-Cultural Studies 


BY ROBERT E. KENDELL, M.D., M.R.C.P., D.P.M. 


LE IS CLEARLY of great importance for 
us to find out whether the prevalence 
of different psychiatric illnesses does vary 
significantly from one culture to another. 
If the patterns of abnormal behavior we 
describe by terms such as schizophrenia 
and manic-depressive illness are determined 
in part by social forces, then differences 
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in prevalence between one society and an- 
other are to be expected and can be used 
both to suggest and to test etiological hy- 
potheses. 

Dr. Cooper and Dr. Gurland have de- 
scribed the first of a series of studies de- 
signed ultimately to determine whether or 
not there are genuine differences in the 
prevalence of these conditions in London 
and New York. Dr. Kramer has described 
the large differences in the hospital statistics 
of the two countries which gave rise to this 
project; but there are other good reasons 
for choosing the U. K. and the U. S. for 
a first essay in cross-cultural epidemiology. 
Both have well-developed psychiatric facil- 
ities and share a common language. The 


41 


similarities between London and New York 
are really much more striking than the dif- 
ferences; were they any less than they are, 
the comparison would hardly justify the 
epithet cross-cultural. On the other hand, 
if they were any greater than they are, the 
technical difficulties of an accurate com- 
parison would increase considerably. 

Because cross-cultural epidemiology is a 
comparatively new field of research with 
its own particular difficulties and pitfalls, it 
may be of interest to discuss some of the 
problems encountered in the Netherne Hos- 
pital-Brooklyn State Hospital comparison. 
These problems arose largely from three 
sources: differences in the structure of the 
psychiatric services of the two cities; differ- 
ences in psychiatric sophistication of the pa- 
tients and their attitudes to psychiatrists; and 
differences in language and usage of English. 

Dr. Cooper has described how care was 
taken to ensure that patients were handled 
by the project staff in exactly the same way 
in London and New York: interviewed in 
the same manner and diagnosed by the 
same criteria. However, the project staff 
had no control over the way patients were 
handled by the psychiatric services of the 
two cities prior to admission, and here there 
were considerable differences, 

The majority of the Netherne patients 
had received treatment from their general 
practitioner or from the hospital outpatient 
department prior to admission. Admission 
was nearly always direct, rather than via a 
receiving hospital, and less than a quarter 
of admissions were compulsory, Few of the 
Brooklyn patients, on the other hand, had 
been under treatment before entering the 
hospital; there were more crisis admissions 
and more compul 
majority were admitted initially to a re- 
ceiving hospital 
Brooklyn one or 


many of the 
phenothiazine ng hos- 
» and some had had Psychotherapy 
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ferences had, but it must be assumed 

they had some influence on the T 
state of the patients at the time we s 
them, and hence an indirect influence on 
diagnosis. It is important to note, however 
that it was the Netherne patients who 
received more antidepressant medication a d 
electroshock therapy and the Brooklyn 
tients who had received more phenothia- 
zines. The former will tend to supp: 
depressive symptoms; the latter, to suppri 
schizophrenic symptoms. Hence the eff 
of these differences in medication would be 
to reduce rather than to exaggerate the 
observed excess of depressed patients a 
Netherne and of schizophrenic patients at 
Brooklyn. 

Differences in patient attitudes are mon 
subtle and harder to categorize, but clearly 
à patient's attitudes toward psychiatrists and. 
toward research, and his general level of 
sophistication, are likely to exert a profound | 
influence on his ability and willingness to 
provide accurate information. Although 
there was considerable variation from one 
patient to another in both hospitals, we 
Were not aware of any systematic differences 
between the two, apart from a tendency 
for compulsorily detained patients, more 
numerous at Brooklyn, to play down their 
Symptoms in an attempt to secure their 
release. It was our impression that significant. 
bias did not occur in this study from this 
cause, but patient differences of this kind are 
clearly a fertile source of spurious differences 
in cross-cultural studies. 

The third set of problems was posed by - 
language differences. Some of the Brook- 
lyn patients, mainly Puerto Ricans, spoke 
little English. They were therefore inter- 
viewed with the help of Spanish-speaking 
interpreters, but undoubtedly the complete- 
ness and standardization of the interview 
Were impaired by this. A Spanish-speaking - 
Tater using a Spanish translation of the in- . 
terview would have been preferable. Less - 
Obvious but more intriguing were the dif- 
ferences in the usage of English in the two - 
cultures. Words like “mad” and “sick” have 
different meanings in England and America 
and so had to be replaced by unambiguous 
Synonyms beforehand. 

Other unsuspected differences emerged in 
the course of the Study. For instance, the 
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history interview contains a series of ratings 
of the personality characteristics of the pa- 
tient and his parents, based on the free 
comments of the patient and the informant 
in response to nondirective probes. When 
these ratings were studied subsequently it 
transpired that Brooklyn patients and 
their parents were rated as “calm and placid” 
far more frequently than Netherne patients. 
This difference is not attributable to rater 
differences, for it was present in the 49 
Brooklyn patients interviewed by the Eng- 
lish raters. Yet it is difficult to believe that 
the citizens of New York are really less 
excitable than their London counterparts. 
The most likely explanation seems to be 
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that the word “placid” is used in rather 
different senses by Londoners and New 
Yorkers, perhaps implying marked equa- 
nimity to the former, but no more than the 
absence of any conspicuous tendency to 
flare up to the latter. In itself this example 
is perhaps trivial but it serves to illustrate 
the sort of spurious differences that can be 
produced by subtle language differences. 

In summary, it seems likely that none 
of these three types of problems caused 
serious difficulties or introduced significant 
bias in this particular cross-cultural study. 
All three were encountered, however, and 
can be expected to loom larger in the future 
when less similar cultures come to be com- 
pared. 


of Psychiatric Diagnosis? 


BY HEINZ E. LEHMANN, M.D. 


HE DATA presented and discussed by 

Dr. Gurland and his associates in their 
paper have been very exciting to me. From 
the periphery I had been involved with this 
intriguing bilateral diagnostic project for 
several years. As a clinician who for more 
than a quarter of a century has been ac- 
tively dealing with schizophrenics every day 
and as an investigator whose special pre- 
occupation for many years has been the 
methodology of psychiatric diagnosis, I have 
been waiting with impatient curiosity for 
the first findings of this project. It is prob- 
ably more comprehensive in scope and more 
searching in depth than any other diagnostic 
study in psychiatry undertaken until now. 
To indicate my personal bias I should men- 
tion that I learned my psychopathology in 
Europe but have applied my learning in 
Canada. 
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The results reported by Gurland and as- 
sociates are, at first hearing, perhaps some- 
what confusing—not because they lack in 
clarity but because they occur in a very 
complex context. In a deliberate attempt 
to simplify—or even oversimplify—matters, 
let me state in the beginning a few general 
conclusions which I have drawn on the 
basis of the first, still preliminary, results 
of this study. 

1. The project team may be considered 
as a reliable standard against which the 
accuracy and the validity of the hospital 
staff diagnoses may be assessed. 

2. The diagnoses made by the hospital 
staff at Netherne are probably more valid 
than those made by the Brooklyn hospital 
staff. 

3. The hospital staffs at Netherne and 
at Brooklyn and, to some extent, also the 
project team are sometimes deceived and 
misled into making an erroneous final di- 
agnosis of schizophrenia—or at least an 
alternative diagnosis of  schizophrenia— 
when they observe in a patient certain symp- 
toms which they seem to consider to be of 
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a more or less specific “schizophrenic” na- 
ture: e.g, no insight, somatic delusions, 
delusions of grandeur, and incomprehen- 
sibility. 

4. The hospital staff at Brooklyn shows 
an inclination to consider most patients, 
merely by virtue of having been admitted 
to the hospital, as being psychotic. 

5. The hospital staff at Brooklyn tends 
to equate the diagnosis of psychosis with 
the diagnosis of schizophrenia. 

6. The Brooklyn hospital staff shows a 
distinct tendency to diagnose more schizo- 
phrenia and less affective psychosis than 
the Netherne hospital staff or the project 
team. 

7. The project team also diagnoses more 
schizophrenia and less affective psychosis 
in the U. S. than in Britain, although to a 
much lesser extent than the Brooklyn hos- 
pital staff. 

Although the authors state clearly that 
their main interest lies in the agreement 
or disagreement between the two hospitals 
and not in the agreement of hospital diag- 
noses with the project diagnoses, it must 
be assumed that the project team can qual- 
ify as an external criterion because its mem- 
bers have spent a great deal of time and 
energy on the thinking through of diagnostic 
methodology in general and of diagnostic 
characteristics of schizophrenia in particu- 
lar, as well as on the working out of uniform 
diagnostic procedures and criteria. Further- 
more, members of the Project team have 
Worked together for a long time, have 
Shown that there is excellent diagnostic 


fore, consider them to represent a knowl- 
edgeable, coherent, and consistent group. 


corrected percent agreement between proj- 
ect and hospital diagnoses at Brooklyn is 
44 percent and at Netherne, 50 percent). 

_ It is true that the Symptoms of no jn- 
sight, somatic delusions, delusions of gran- 
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deur, depersonalization, blunting, and incom- — 
prehensibility occur statistically more often 
in schizophrenia than in the affective psycho- 
ses. This seems to account for the fact that 
many patients who were diagnosed as suffer- 
ing from affective psychoses but also showed 
these symptoms were diagnosed as schizo- 
phrenic by the hospital staffs in the U. S. and 
in Britain. Such patients were also often 
given at least an alternative diagnosis of 
schizophrenia by the project. 

However, on closer analysis it can hardly 
be denied that insight is frequently absent 
in either depressive or manic psychoses; 
that somatic delusions occur in about 20 
percent of patients suffering from depressive 
psychoses, and delusions of grandeur in 
about the same proportion in manic psy- 
choses; that depersonalization is by no 
means an uncommon symptom in severe 
depressions, neurotic disorders, or person- 
ality disorders; that blunting of affect is 
often impossible to distinguish from severe 
depression when Superimposed exhaustion 
and apathy have developed; and that in- 
comprehensibility of speech and thought 
may be the result of extreme flight of ideas 
in a manic condition or of a toxic-exhaus- 
tive confusional state which has developed 
in a severe manic or depressive condition 
following prolonged sleep deprivation and 
disturbed water and electrolyte balance. 

All these symptoms may then, not in- 
frequently, be encountered in affective psy- 
choses as well as in Schizophrenia, and it 
may require good clinical judgment based 
on sound differential-diagnostic weighing of 
Psychopathological factors to decide whether 
the final diagnosis should be schizophrenia 
Or affective psychosis. Sometimes such a 
decision cannot be made reliably on the 
basis of psychiatric examinations performed 
On the patient's first or second day in the 
hospital; it may require two examinations 
Separated by at least a week. As far as the 
group of patients with affective psychoses 
Presenting these special symptoms is con- 
cerned, the Netherne and Brooklyn hospital 
Staffs seem to have been equally misled. 

_ At Brooklyn the staff diagnosed 39 pa- 
tients (versus 48 diagnosed by the project 
team) as suffering from other than affective 
Or schizophrenic psychoses. At Netherne 
the agreement between hospital staff and 
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project team diagnoses of “other” psychi- 
atric disorders is much closer, namely 25 
versus 26. Most of the difference between 
hospital staff and project team in the group 
of “other” psychiatric disorders seems to 
have been made up by the personality dis- 
orders. This indicates a certain reluctance 
by the Brooklyn hospital staff to diagnose 
any condition as nonpsychotic. Of ten Brook- 
lyn patients assigned by the project team 
to the diagnostic category of neurosis, only 
one patient was assigned to this category 
by the hospital psychiatrists, and most of 
the other nine the hospital staff diagnosed as 
schizophrenic. The only diagnosis on which 
the staffs of both hospitals and the project 
team agreed quite regularly was alcoholism, 
as Dr. Cooper and his associates noted. 

The fact that the project team diagnosed 
affective psychosis 53 times at Brooklyn 
State Hospital and 86 times at Netherne 
Hospital, each time in a sample of 145 
patients, seems to indicate that there was 
a true prevalence of affective psychoses 
and a reduced proportion of schizophrenia 
(44 diagnosed at Brooklyn by the project 
team, and 33 at Netherne) in the British 
hospital. 

The hospital staffs at both Brooklyn and 
Netherne tended to diagnose a number of 
manic patients as schizophrenic and the 
project team showed at least a certain in- 
clination to do so, since they often attached 
an alternative diagnosis of schizophrenia to 
such cases, In this connection, it should 
be noted that in the symptom clusters from 
which the authors draw their diagnostic 
profiles there are six symptoms which show 
the highest ratings in depressive conditions 
and eight which show high ratings in 
schizophrenia. But there is really only one 
symptom which shows a very high rating 
specifically for manic conditions, namely, 
hypomania. Three other symptoms, also 
rating fairly high on manic conditions— 
namely, no insight, delusions of grandeur, 
and incomprehensibility—are also frequent- 
ly represented in the schizophrenic cluster. 
This means that the construction of the symp- 
tom cluster or profile by itself conveys a bias 
toward diagnosing manic conditions as schiz- 
ophrenic. $ 

I am tempted to speculate on the inter- 
esting finding that at Brooklyn, but not at 


Amer. J. Psychiat. 125: 10, April 1969 Supp- 


Netherne, the hospital staff diagnosed schizo- 
phrenia more often than an affective dis- 
order in those conditions which were char- 
acterized by greatly elevated scores on the 
five depressive scales, general anxiety, spe- 
cial anxiety, retardation, slowed and depres- 
sive thinking, and loss of interest. In these 
conditions, which were finally diagnosed by 
the project as depressive but were also given 
an alternative diagnosis of personality dis- 
order, the symptom dimensions associated 
with schizophrenia had low means. 

Why would the Brooklyn staff diagnose 
as schizophrenic patients characterized by 
very intense pathology in the anxiety and 
depression dimensions but very low pa- 
thology in the schizophrenia dimensions? 
Furthermore, why would only the Brooklyn 
hospital staff and neither the Netherne hos- 
pital staff nor the project team show this 
idiosyncratic diagnostic behavior? 

I think the answer lies in the diagnostic 
concept of pseudoneurotic schizophrenia.. 
This concept, introduced into American 
psychiatry by Hoch and Polatin in 1949 (1), 
is widely applied in the U. S. but compar- 
atively seldom used in Britain or other 
European countries. The outstanding char- 
acteristics of patients diagnosed as pseudo- 
neurotic schizophrenics are the presence of 
very pronounced pan-anxiety, anhedonic de- 
pression and loss of interest, and the absence 
of distinct schizophrenic symptomatology. 
Those patients among the Brooklyn sample 
who exhibited very intense general and 
specific anxiety and depression associated 
with low scores on the usual schizophrenic 
pathology dimensions were diagnosed as 
depressive with an alternative diagnosis of 
personality disorder by the project team, 
but they received the diagnosis of schizo- 
phrenia—likely pseudoneurotic schizophre- 
nia—from the Brooklyn hospital staff. 

If this assumption is correct it would be 
quite ironical that Paul Hoch, who in the 
early 1940s attacked the poor diagnostic 
habits of many U. S. psychiatrists because 
they tended to overdiagnose manic-depres- 
sive disorder at the expense of schizophrenia, 
might eventually have become partially re- 
sponsible for the current tendency in the 
U. S. to overdiagnose schizophrenia. Today 
he would certainly be among the most active 
critics of this tendency. 
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There are good reasons why a correct 
diagnosis made by an expert is more than 
a matter of intellectual neatness or elegance. 
A correct diagnosis of schizophrenia may 
serve as an important determinant of the 
therapeutic management of the disease and 
it may have powerful prognostic implica- 
tions regarding the patient’s future person- 
ality development, the probability of re- 
currences, and the patient’s genetic bias. 

If future findings of the bilateral diagnos- 
tic project confirm the first findings, it might 
follow that the diagnostic procedures 
adopted by the project team should become 
standard diagnostic procedures and that 
many psychiatrists—perhaps more so in the 
U. S. than in Britain—may have to unlearn 
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current diagnostic practices, especially. 
of equating any unusual psychosis 
Schizophrenia. 

Whatever the final outcome of this s 
it will almost certainly result in a sha 
ing and deepening of the diagnostic pro 
in psychiatry. This may usher in a re 
sance of psychiatric diagnosis, which j 
many quarters today has deteriorated 
being a fine and useful craft into an 
regulated, superficial, unconvincing, 
therefore often useless procedure. 
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Kidney Transplant and Shifts in Family Dynamics 


BY JOHN P. KEMPH, M.D., ERIC A. BERMANN, PH.D., AND 
HENRY P. COPPOLILLO, M.D. 


The authors studied the reactions of patients 
provided with renal homotransplantations 
and their families. Usually when the family 
learned of the imminent death of one of its 
members, one or more relatives offered to 
donate a kidney. The family then gave much 
support to the donor. However, shortly after 
the transplant the major investments of the 
family returned to the recipient. Some of 
the intrapsychic and interpersonal shifts— 
immediate fantasies and alterations in role 
structure, feelings, and attitudes—within 
these families are discussed. 


URING THE LAST four years, 37 patients 
with uremic syndrome have been pro- 
vided with 40 renal homotransplantations 
at the University of Michigan Medical Cen- 
ter. As part of this program the patients 
and their live donors have been given routine 
psychiatric consultation. Their thoughts, 
feelings, and fantasies about giving and re- 
ceiving this organ have been discussed with 
them, and their behavior has been observed 
and recorded. Projective psychological tests 
have further enriched these observations by 
providing information about unconscious 
phenomena. Some of the information ob- 
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tained from these studies has been reported 
previously( 1, 2, 3, 4). j 

This paper is a description of some of 
the intrapsychic and interpersonal shifts that 
have occurred in the families of patients 
receiving kidneys. It deals mainly with some 
of the immediate fantasies and alterations 
in role structure and interrelationships with- 
in these families. 

By visiting the patients daily at a' wide 
variety of times, the psychiatrist made con- 
tact with almost all of the close members 
of each patient's family during the course 
of his hospitalization, Often the psychiatrist 
met with all members of the family, and on 
occasion he visited when several members + 
of the family were gathered together at the 
patient's bedside. Formal interviews were 
conducted with various members of the 
family when they needed assistance from the 
psychiatrist to understand and help the pa- 
tient or when the psychiatrist needed in- 
formation to understand the family dynam- 
ics. These formal and informal contacts 
afforded an opportunity to observe changes 
that took place in the family interrelation- 
ships as the result of the kidney transplant. 
This paper makes no claim to describe or 
measure long-term family interrelationships 
either before or after surgery; findings are 
based on.immediate and consequential ob- 
servable family reactions to the transplant 


process. 


It was rare that a potential recipient was .. ` 


not considered for transplant if he had an 
available donor, because the recipients had 
nothing to lose. Chronic dialysis was not 
available to them, and they would soon die 
without the transplants. Most of the selection 
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process, which has been described previous- 
ly(4), was focused on donors. 

When family members were first evaluated 
by the team of physicians, consisting of 
internists, pediatricians, neurologists, gener- 
al surgeons, pathologists, immunologists, and 
psychiatrists, they all expressed considerable 
concern about the recipient. Usually the 
entire family including the recipient knew 
that a fatal illness was involved. These pa- 
tients came to the hospital with a severe 
uremic syndrome, and they often showed 
some mental manifestations of this condi- 
tion(5). The recipient was usually depressed 
at the time of admission to the hospital, 
and frequently the relatives were already 
grieving over his impending death, 

When the opportunity to provide the pa- 
tient with a kidney was considered, a variety 
of responses by different family members 
was observed. The usual pattern was for 
a few family members to offer to serve as 
donor immediately after learning of the pa- 
tient’s need. Then after agreeing and being 
praised by friends and relatives for their 
sacrifice, the donors began to look forward 
to the transplant with some trepidation, 
They tended to Teappraise the situation with 
some misgivings but usually stuck to their 
decision, However, on occasion a donor 
would find reasons why he should not do- 
nate his kidney, such as family obligations 
or financial loss from missing work, T 

Occasionally 
immunological) 
tient and the prospective donor was not 
acceptable. In some families all of the rela- 
tives willingly 
while in a few 
Mothers were 


somewhat more 
Occasionally, 
family became 


to the hospital when 


The age distribution bei 
and donors was as follows: 


een previously briefly 
). The kinships are listed in 
en in this table that 
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TABLE 1 
The Relationship Between Donors and Recipients 


RELATION 


NUMBER 
Mother to son 
Mother to daughter 
Father to son 
Father to daughter 
Sister to sister 
Sister to brother 
Brother to brother 
Brother to sister 


oo 


there were more maternal donors than pa- 
ternal or sibling donors. Furthermore, in 
many other families the mother was the 
first to offer to donate but was ruled out 
as a poor immunological match. Eight of 
the 12 mothers were no longer living with 
the child’s natural father because of divorce 
or death. In most of the cases where divorce 
had occurred, the father was no longer 
involved with the child in any way. 


Lc ony 


Changes in Attitudes of Donors 
Reluctance and Withdrawal 


Although it was rare for anyone to with- 
draw after agreeing to be a donor, in one 
case more than one member of the family 
backed out. Five siblings in this family 
agreed to serve as donor. After they were 
checked for physiological matching, they 
were individually asked in order of the best 
match first, next best match second, etc. 


The four best matches withdrew, leaving. 


only the fifth, who agreed rather reluctantly 
to proceed. She was the oldest sister and 
had no dependent children at home. During 
the work-up just prior to transplant she 
developed a conversion reaction. She com- 
Plained of a persistent pain in the region 
of the kidney. Repeated tests including in- 


travenous pyelogram did not reveal any , 


abnormality. At this same time she would 
gather the family around her bedside and 
demand much attention from them. 

In spite of her pain she agreed to g0 
ahead with the transplant, as she received 
considerable gratification from the relatives 
hovering over her. Following the transplant 
she displayed considerable depression and 
continued to be unable to help herself, de- 
manding that members of the family pour 
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water for her, etc. She was planning to go 
home to at least a month of bed rest against 
the physician’s advice following her dis- 
charge from the hospital. 

In this family there appeared to be very 
little giving to one another without con- 
siderable demands being made upon each 
other. However, the donor recovered from 
her neurotic manifestations, and the brother 
who received her kidney has done remark- 
ably well, having survived for three and a 
half years since the transplant was per- 
formed. The family's main focus of attention 
shifted from a dying member to the donor, 
but after approximately two months it shifted 
back to the recipient again because he con- 
tinued to have minor episodes of rejection, 
reactions to drugs, etc., which consistently 
let the family know that he was still living 
on borrowed time. 


Emotional Reinvestment 


The donor's attitude toward the recipient 
varied considerably on an individual basis 
and depended somewhat on the prior re- 
lationship of the donor and recipient. Where 
a strong object-related loving relationship 
existed, the donor tended to become even 
more deeply involved in the recipient's 
struggle against death and aware of the 
recipient's ever constant underlying feeling 
that death was not far away. Since these 
patients were all told that the transplant 
is usually not permanent, that rejection 
would take place from time to time, and 
that eventually the transplanted kidney 
would fail to function, they were aware 
of the temporary nature of their relief from 
Symptoms. 

The donors, knowing this and at the same 
time becoming more deeply invested in the 
recipient, were in an emotional bind. They 
were giving a part of themselves to a rela- 
tive and were becoming more emotionally 
close to him than before, with a reinvestment 
that had not been so strong since childhood. 
At the same time the donor was aware 
that the recipient would not live very long 
in spite of his giving a kidney. It was nec- 
essary for the donor to decathect the re- 
cipient because of his anticipated death at 
the same time he was making a great in- 
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vestment emotionally in the recipient and 
his welfare. 

Usually the donors tended to resolve this 
bind by feeling that they had done all they 
could for the recipient, and they tended 
to withdraw from the hypercathexis of the 
recipient when they were not constantly 
reminded of his condition. They particularly 
enjoyed seeing the recipient up and around 
and benefiting from their donation. 

It was observed that parent donors, par- 
ticularly mothers, were consistently genu- 
inely concerned about their child and to 
a lesser extent worried about themselves. 
Their need to see their children become 
healthy appeared to compensate for the loss 
of their organ. Throughout the postoperative 
period the mothers were intensely preoc- 
cupied with their children’s condition. Sib- 
ling donors were also somewhat altruistic, 
but they were better able than parent 
donors to express hostility toward the re- 
cipient in an open fashion. 

The pattern of the donor and the re- 
cipient coming closer together occasionally 
reactivated old unresolved conflicts. For 
example, a woman who had been emotional- 
ly very close to her father when she was 
a teen-ager had married in her early 20s 
and moved away from home. She had three 
children and then developed chronic glo- 
merulonephritis; eventually her kidneys failed 
to function. Her father was the only avail- 
able donor. 

When he and the patient became rein- 
vested in each other through the transplant, 
the patient's strong oedipal tie to her father 
was renewed and caused much friction be- 
tween her husband and her. The father 
contributed to this by finding much fault 
with her husband. Having her father's kid- 
ney inside her brought out the patient's 
feelings of loyalty as well as a gratification 
of libidinal strivings. The patient's husband 
felt so frustrated, angry, and impotent that 
he had to reestablish his power and control 
over his wife by attacking her verbally in 
arguments. It became necessary to provide 
psychotherapy for the husband, wife, and 
father individually and together to assist 
them to a partial resolution of the conflict 
and to cope with the wife's desire to remain 
ill and dependent on her father. 
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Birth Fantasies 


An interesting finding in the psychological 
tests was the birth fantasies in both donors 
and recipients. The recipient saw himself 
occasionally as being reborn, and the donor 
saw himself as providing a rebirth of his 
child, giving him a new, healthy body. Al- 
though this was a common fantasy of ma- 
ternal donors, it was rare in paternal donors. 
For example, one of the paternal donors 
thought that his son had never been accept- 
able because of his passive personality and 
his kidney disease. He felt that he could 
give his son a new life and make him a 
different person through giving his kidney 
to him. In a Thematic Apperception Test 
(TAT) story he described the rebirth of a 
child who then developed an adequate per- 
sonality and a healthy body, which the 
my mother had failed to provide for 

im. 


Typical Recipient Responses 


In many of the cases studied, the rela- 
tionship between the donors and recipients 
tended to change as a result of the trans- 
plant. After the Operation the recipients 
tended to feel guilty about taking advantage 
of the donors. They routinely stated that 
they were the ones who had the illness; 
d pube should not have to suffer for 
it. They often already felt guilty as thou 
they, because of vu) 4 
their illness; the 
to give up a kidney for them only added 
to their guilt. Occasionally guilt caused them 
to fear that the 


theme—that is, the recipient might be pun- 
ished for having stolen something that be- 
longed to someone else. Guilt was also 
noted in patients who 


plants. Even though they knew they had 
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them to feel as though they might h 
been partially responsible for the cad. 
donor's death. M 

Whether the donor was a living rela 
or a cadaver, the recipient tended tof 
hostility toward the donor when reject 
took place or if the new kidney failed 
function. The recipient's occasional a 
sions on the donor's health and charad 
and information obtained from psychologi 
tests provided ample evidence of this, ~~ 


Shifts in Family Interrelationships 


The usual evolution of family investment 
was observed to take the following cours 
There was an initial concern with the 
cipient because he had a fatal illness, Man 
families had already begun to grieve ove 
the loss of this family member. When 1 
donor was selected, the family provided 
much support to him as their representativ 
But as soon as the transplant was a - 
plished and it was apparent that the donoi 
would recover, the recipient again becam 
the family’s major concern. Therefore it 
was concluded that their interest in the 
donor was only transient. Initially, the fa 
often hoped that the transplanted kidney 
would miraculously work with no complici 
tions and without any rejection, even though 
they had been told that there would be an 


transplanted kidney was not yet function 
that this became part of their reality. Thi 
then quickly shifted their major interest 
the recipient, with some of the same 
cerns that they had had before surgery. 
Occasionally there were difficulties be- 
tween man and wife when one or the othi 
became uremic. One of the interferences 
was the loss of interest in sex and in some 
Cases impotence or frigidity. One man who 
had been impotent for several months was 
Very jealous and fearful that his wife was- 
“running around” with another man in theif’ 
neighborhood. She denied this and argued 
about it when she came to visit him through- | 
Out much of his hospitalization, This diffi- 
culty was relieved by his regaining his sexual 
Potency after kidney transplant. ; 
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Another example of marital estrangement 
involved the wife’s loss of interest in sex 
when she developed uremia. Since it was 
not known at first that she had such a 
serious illness, the husband took his wife’s 
lack of sexual interest as an insult to his 
masculinity, feeling that she no longer cared 
for him and had cut him off sexually. He 
had a tendency to be a hostile, sadistic 
person, and furthermore, early in the mar- 
riage he had shown pedophiliac tendencies. 
His sexual interest in children returned, 
and he became hostile toward his wife dur- 
ing visits. In spite of the hospital’s pre- 
cautions, he would go to her room and 
berate her as a bad wife and mother. She 
then would sob violently. On two occasions 
during these sobbing episodes she developed 
a urine leak at the junction where the new 
ureter was sutured to the bladder. On both 
occasions she was returned to surgery for 
repair of the defect. 

In some cases the transplant highlighted 
personality traits not so clearly obvious be- 
fore. After the father of a 14-year-old 
uremic boy failed to offer to donate his 
kidney, he tried to cover his fear and guilt 
by becoming much more affectionate toward 
his son. The son in turn became more and 
more demanding of the father, asking him 
to bring fresh water and to get foods that 
were not available on his diet. The father 
was unable to fulfill these demands and 
would stay away from the patient's bedside 
for long periods. The boy's mother had been 
contemplating divorce before the transplant, 
and she made up her mind definitely to get 
the divorce as a result of the husband's 
behavior toward the child during the hos- 
pitalization. 

There were several cases of the black 
sheep of the family offering to donate his 
kidney in order to get reinstated in the 
family’s good will. In some cases it served 
its purpose, but in others it did not. In one 
case a brother returned after several years 
of exile from the family circle. He was 
particularly interested in getting back into 
the good graces of his mother, perhaps be- 
cause the recipient was the preferred child 
of the mother. After giving the kidney, the 
donor then became much more acceptable 
to the mother, and he returned to the pa- 
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rental home to live during his few weeks 
of postoperative convalescence. 

In another case the black sheep did not 
get reinstated. Long after the mother of 
the recipient had divorced her husband, he 
returned to give his son one of his kidneys 
with the hope that this would bring his 
wife back to him. Although the son accepted 
him and the donation of his kidney and 
the mother was in agreement with this, she 
refused to remarry him and rarely visited 
him in the hospital after the operation. 

In families where there were sibling do- 
nors, occasionally striking changes in family 
dynamics occurred. For example, one of 
a pair of identical twins agreed to donate 
her kidney to her fatally ill sister. The 
donor had always been the father’s favorite 
until the recipient became critically ill, at 
which time the father shifted all his atten- 
tion to the recipient. 

The donor was resentful of the recipient 
and felt as though the latter had stolen the 
father from her. She made frequent remarks 
about her sister’s being such a baby and 
requiring so much attention from everyone, 
particularly their father. She was able to 
get the sympathy of an older sister who 
would visit her, rather than her twin, when 
she came to the hospital, but her brother 
and both parents spent almost all of their 
time with the recipient. The donor had 
always been the more productive and dom- 
inant member of the twinship. Since the 
father was the strongest member of the 
family and her closest family ally, she was 
much more angry at her sister for taking 
the father than for taking her kidney. 

There were a few recipients who seemed 
to have the most complications—for ex- 
ample, a 19-year-old girl who had been 
divorced just before she developed uremic 
syndrome. After she had her transplant she 
planned to return to her parents, where 
there was much discord and where it was 
observed that neither parent was very giving 
or accepting of the girl. She became un- 
cooperative, refusing to remain on her diet 
and taking water beyond the amount pre- 
scribed. This caused prolongation of her 
dialysis. It seemed as though she deliberately 
tried to increase her period of hospitalization. 
She developed rejection of the first kidney, 
and it was removed. Later she was given 
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a second transplant and died shortly there- 
after with further complications. 


General Observations 


Transplants in general are much in 
the public eye today, and it seems that 
this procedure is achieving more popular 
usage. Psychological studies are very much 
needed. Such studies may have significant 
ramifications for family relationships, as dis- 
cussed here, and also will have an impact 
on understanding the body image of the 
persons involved, as well as far-ranging 
consequences for society. These consequen- 
ces, as much philosophical as psychological, 
bear on the process of mourning and on 
the conceptualization of life and death. In 
essence, when does a person die if he has 
somebody else’s heart or kidney? One of 
the problems facing a family is this: When 
do you properly mourn for a family mem- 
ber who is temporarily saved from death 
by another member who gives him a kidney? 
Furthermore, how do you deal with the 
family member who donates his organ? 

It seems clear that in many families the 
transplant is perceived as a rebirth for the 
patient, and it therefore serves, at least in 
fantasy, as an Opportunity for various family 


Next to entertaining 
to intrigue most people. 
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members, including donor and recipient, to 
redeem or considerably alter identities and 
roles that they had played within the family 
for many years, For example, organ dona- 
tion offers the black sheep the chance to 
redeem himself and reemerge as “white 
sheep.” In this sense the transplant pro- 
cedure becomes a moment of truth for some 
family members to utilize the opportunity 
to recast their image. 
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Toward a Biology of Depression: 
Some Suggestions from Neurophysiology 


BY P. C. WHYBROW, M.B., B.S., AND J. MENDELS, M.B., CH.B., M.D. 


This review of recent research suggests the 
existence of an unstable state of central 
nervous system hyperexcitability in depres- 
sion, and possibly in mania, with an asso- 
ciated but disorganized intrinsic hyperac- 
tivity. The authors propose this concept 
as a possible description of the prevailing 
neurophysiologic state of the individual with 
affective disorder and as complementary to 
other biological hypotheses currently under 
investigation. They conclude that the con- 
cept warrants further study, noting the need 
for replication and extension of many of 
the studies reviewed. 


He is as melancholy as an unbrac’d drum. 
—The Perjur’d Husband 


by Susannah Centlivre (1667-1723) 


DOLF Meyer first formally substituted 
the word “depression” for “melancho- 
lia” in the early years of this century. Retro- 
spectively this may be considered as un- 
fortunate, for the word “depression” brings 
with it into psychiatry many connotations 
tending to bias consideration as to the 
biological state of the organism in the dis- 
order. 

It is probable that the phenomenon of 
depression, as now diagnosed, is a symptom 
complex rather than a specific entity(39). 
Individual clinicians vary considerably in 
their use of common terminology. Hence, 
any group of individuals diagnosed as *de- 
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pressed” is probably heterogeneous, and 
research data are difficult to interpret, es- 
pecially in comparisons between studies 
which frequently have no replication. In 
spite of these limitations, however, certain 
overlapping trends appear to be emerging 
in the broad investigation of affective dis- 
turbance, particularly depression. 

In some individuals a link between de- 
pressive episodes and episodes of manic 
behavior is readily apparent, The motor 
and verbal retardation of the depressive and 
the hyperactivity and verbosity of the manic 
suggest polar opposites, and the recently 
proposed catecholamine theory of affective 
disorders(48) has advanced this concept 
of polarity. 

However, it is frequently suggested that 
a depression lies beneath the activity of 
manic behavior and that the mania provides 
a defense against recognition of the de- 
pression(36). Thus there arises the pos- 
sibility that mania and depression are stages 
along a continuum of deviation from the 
“normal” rather than polar states or, al- 
ternatively, that normality of affect, depres- 
sion, and mania conceptually occupy the 
three corners of a triangle. 

In this paper it is proposed that a body 
of recent research suggests mania and de- 
pression to be neurophysiologically very 
similar. In particular, evidence is reviewed 
for the existence of an unstable state of 
central nervous system (CNS) hyperexcit- 
ability in depression (and possibly in mania) 
with an associated, but disorganized, in- 
trinsic hyperactivity. Indeed, it is proposed 
that the “unbrac’d drum” of melancholy 
may reflect an overbraced central nervous 
system. 

The specific diagnostic terms used in this 
review are from the reports quoted and 
are not our choice. 
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General Neurophysiological 
Considerations 


Tonic Theory of Neuronal Excitability 


Neuronal excitability is intimately linked 
with the relative concentration of ions 
across the cell membrane(33). A critical 
factor in the maintenance of the resting 
potential of the cell is a higher concentration 
of sodium ions extraneuronally than intra- 
neuronally, with a reverse concentration 
gradient for potassium. Any changes in the 
distribution of sodium and potassium ions 
across the cell membrane lead to changes 
in the resting potential of the cell and 
therefore in its excitability. Passive move- 
ment of the sodium ion along its concentra- 
tion gradient is opposed by an active trans- 
port across the cell membrane (the “sodium 
pump”). 


Tonic Disturbance in Epilepsy 


There is evidence that a localized hyper- 
excitability leading to seizure discharge 
within the central nervous system is linked 
with an increase in sodium permeability of 
the neuronal membrane, although it is not 
clear whether these changes are a cause or 
an effect of the change in CNS excitability, 
However, as Glaser(23) concludes in a 
recent review: “Experiments and the related 
data from the literature are quite suggestive 
Of a pattern that does involve a major 
extraneuronal to intra-neuronal shift of so- 
dium” in the induction of an epileptic state. 
In petit mal epileptics it has been found by 
Schneider(49) that Periods of clinical and 
EEG exacerbation coincided with a marked 
decrease in urinary excretion of sodium, 
while periods of remission are associated 


with an increase of sodium 

water) excretion. a di od 
Further, transient. depressive Symptoms 

are sometimes concomitants of other sub- 

ictal and ictal phenomena and may be re. 


versed by anticonvulsant drugs(34), 
Electrolyte Changes Occurring in 


epression 


In 1956 Schottstaedt and associat 
reported a reduction in the urinary cena 
Of sodium during depressive episodes. So- 


dium balance Investigations in depression 
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have generally suggested a sodium retention, 
although in no study has this reached statis- 
tical significance. Russell(45) reported a 
retention of sodium following ECT, al- 
though over the total course of the illness 
no changes occurred in sodium balance, 
Anderson and Dawson(2), studying a group 
of 13 depressives defined by their low verbal 
productivity, found a tendency toward so- 
dium retention, a decreased use of table 
salt (at option), and a decreased sodium/ 
potassium urinary excretion ratio, again 
Suggesting a retention of sodium. 

These studies, however, are open to gen- 
eral criticism because of the problems in- 
herent in all external balance studies in 
psychiatric patients; by virtue of their illness, 
the patients are frequently unable to co- 
operate fully or adequately with the pro- 
cedures involved. The use of radioisotope 
techniques, with a reduction in the degree 
of necessary cooperation by the patient, 
has in part circumvented these difficulties, 

Gibbons(22) was the first to report such 
techniques in the study of depressive illness, 
In 24 patients with “severe” depression he 
measured exchangeable sodium (see figure 
1) and potassium during and following ill- 
ness. Sixteen patients had a nine percent 
decrease in exchangeable sodium on recov- 
ery, while the eight who failed to improve 
had no significant. alteration. Exchange- 
able potassium did not significantly alter 
during recovery. One explanation of both 
these findings and the previous balance 
Studies is that during depression sodium is 
retained, increasing total body sodium until 
Tecovery occurs, when the excess sodium 
is excreted, 


FIGURE 1 


Diagrammatic Explanation of the Terms “Residual” and 
“Exchangeable” Sodium, Based Upon the Work of Coppen 
(10) 


Extracellular water measured using 9? Br 


Extracellular Na 
EXCHANGEABLE Na 


(Plasma Na Conc. x E.C.W.Vol.) (Metabolically active Na) 


i 
Intracellular Na à 
? RESIDUAL Na 
‘ 
i 
‘ 
; 


Exchangeable Bone Na 


Metabolically inactive Na 
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However, evidence has been presented 
by Coppen and Shaw(10, 11, 12, 14, 55) 
that the disturbance in sodium metabolism 
may specifically result in a raised intracel- 
lular sodium concentration, suggesting that 
there is a redistribution of the electrolyte 
within the body rather than an over-all 
change in sodium balance. Using a mul- 
tiple isotope dilution technique, they have 
shown a significant rise in residual sodium 
in psychotic depression, an even greater 
rise in mania(14), and in both cases a 
fall in the residual sodium upon recovery. 
(Residual sodium = total metabolically active 
sodium minus extracellular sodium: see 
figure 1.) In 23 severely depressed (psy- 
chotic) patients, calculation of the ratio 
of sodium in the extracellular space to 
residual sodium was 4.3 during depression 
and 9.9 after recovery, a highly significant 
difference (p <.001). The same ratio cal- 
culated for 13 manic patients investigated 
later was 3.4, rising to 6.3 on recovery. 
Total body potassium and intracellular po- 
tassium were found to be low in depression 
and did not change with clinical recovery. 

The disturbance in sodium distribution 
described by these workers is considerable; 
it is difficult to explain simply in terms of 
experimental error. Although the use of 
82 bromide to estimate extracellular water 
may be a source of error, due to changes 
in the distribution of the bromide itself in 
the depressed individual, it would seem un- 
likely that this is a sufficient explanation for 
the findings(55). fi 

These electrolyte changes described in 
persons with affective psychoses are total 
body changes and have not, as yet, been 
confirmed in detail by other investigators. — 

Presuming that the CNS is involved in 
this apparent redistribution of sodium and 
potassium ions, however, Shaw has specu- 
lated upon a change in brain excitability in 
the affective disorders(55). He has calcu- 
lated, on the basis of his results, that de- 
pressed subjects would have an “average 
resting potential below that of normal sub- 
jects and thus “their neurons would be 
more excitable.” He pointed out that this 
difference is of similar magnitude to the 
excitatory postsynaptic potential which ini- 
tiates depolarization at the synapse. The 
“average” action potential he calculated 
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would also be reduced. Thus, if interpreted 
in the light of the ionic theory of nerve 
function, this work may form a cornerstone 
of evidence suggesting an unstable hyper- 
excitability of the central nervous system 
in depression. 

We would suggest that the work of sev- 
eral other investigators in the neurophysi- 
ology of depression gives indirect support 
to this hypothesis. However, again we would 
point out that much of the work to be 
reviewed has not yet been replicated. 


Electromyographic Studies 


Whatmore(61) has used’ the term “hy- 
perponesis” to describe the neurophysiologic 
state of “hyperactivity in pathways extend- 
ing from motor and premotor cortical neu- 
rons through pyramidal and extrapyramidal 
tracts to the peripheral musculature.” The 
resulting muscle tension, invisible to the 
naked eye, may be measured electromyo- 
graphically. Investigations in both schizo- 
phrenia(60) and depression(61, 62) have 
revealed hyperponesis, but it is only in the 
latter that a consistent and sustained in- 
crease in muscle tension has been observed. 

Specifically, Whatmore studied hyper- 
ponesis in six patients with retarded de- 
pression (median age 66 years) and also in 
13 depressives without extreme retardation 
(median age 52 years). Both groups show 
a taised motor activity as compared with 
the controls matched in age, but generally 
there was a trend that extremely retarded 
patients gave the highest readings of residual 
motor activity. 

After ECT there was a transient decrease 
in hyperponesis linked with an improvement 
in the clinical state, but some degree of 
increased muscle activity was present in the 
six retarded depressives even during clinical 
remission. There was a further rise in tension 
just prior to a relapse of the depressive 
illness(62). 

Goldstein(25) has reported a significant- 
ly raised muscle tension at rest in 21 
depressed outpatients when compared to a 
normal population. These persons also 
showed a greater electromyographic 
response to noise than did either the control 
group or those individuals with other psy- 
chiatric diagnoses, despite being the most 
inactive group behaviorally. 
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Specific cross-reference of these results 
is not possible since, although both workers 
used surface electrodes, different muscle 
groups were involved, and the amplification 
systems were different. However, both 
studies were carefully controlled with match- 
ing normal groups, and comparison with 
other psychiatric diagnostic categories was 
made. Only in persons with a diagnosis of 
depression was there a consistent, sustained 
increase in muscle tension occult to the 
naked eye. Conflicting with these studies is 
the report by Rimon and associates(44), 
who noted masseter muscle tension to be 
inversely correlated with scores on the Beck 
Depression Inventory. 

Confirmation of a persistent peripheral 
muscle tension possibly reflecting a persis- 
tent random discharge of CNS neurons(62) 
would add positive Support to the thesis 
of a CNS hyperexcitability in depression, 


Electroencephalographic Findings 
General Studies 


No consistent abnormalities in the waking 
EEGs of persons suffering from depression 
have been found despite extensive research. 
Early investipators such as Greenblatt(26) 


and found “slow 
t frequent finding in 
depressed Patients, particularly in the in- 


terns for various Psychiatric 

groups but 
Suggested that there Was evidence of a 
basic electrophysiologic instability existing 
in the depressed patient. 


Evoked Potentials 


Studies of evoked potentials, 
[48] 
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with individuals in various groups of psy. 
chiatric disorders, add further evidence in 
this area. In normal individuals Shagass and 
Schwartz(53) found that, when using paired 
stimuli, the initial recovery of full respon- 
siveness of cerebral cortical activity (cycle 
of cortical excitability) occurred within 20 
milliseconds after the initial stimulus. This 
was followed by diminished responsiveness 
with the second peak of recovery at about 
120 milliseconds. However, 16 depressed 
persons with a median age of 55 years, 
diagnosed as having a psychotic depressive 
illness (either manic-depressive or involu- 
tional psychosis), failed to recover full re- 
sponsiveness during the first 20 milliseconds. 
When retested after successful treatment 
with ECT and/or antidepressant drugs, 
there was a shift toward a normal cortical 
reactivity cycle pattern. 

A further study by these investigators, 
in which the depressed patients were with- 
drawn from medications prior to investiga- 
tion and matched in age and sex with a 
volunteer group, has confirmed this 
claim(54). Studies in other psychiatric dis- 
orders also revealed significant deviations 
from normal cortical reactivity, but it was 
only in psychotic depressive disorders that 
a consistent deficiency in recovery of full 
responsiveness during the first 20 millisec- 
onds was found. 


Arousal Responses 


The arousal response is the blocking of 
the EEG alpha rhythm in response to an 
auditory or visual stimulus. Theoretically 
there are links between the arousal response 
and the set (or attention) of the individual. 
Further, it is likely that the arousal response 
is neurophysiologically linked with the state 
of excitability of the CNS. 

Paulson and Gottlieb(43) used photic 
Stimulation to investigate the arousal re- 
Sponse in depressed patients, They noted 
that the depressed person “seems in general 
to be self-absorbed and preoccupied, with 
a corresponding impairment in attention or 
alertness to environmental stimulation." They 
measured the period of latency before alpha 
Suppression, which they considered a mea- 
sure of the rapidity with which the individual 
became aware of the stimulus (alerting re- 
Sponse), the duration of alpha blocking, 
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which they considered to reflect the length 
of time the orientating mechanism was oc- 
cupied by stimulation, and the threshold 
for the suppression of alpha activity by 
photic stimulation by recording the per- 
centage of stimuli resulting in alpha block- 
ing (arousal). 

Eleven male and female state hospital 
depressed patients were studied. The pa- 
tients were studied while depressed and 
following treatment, which in six cases was 
ECT and in five cases antidepressant drugs. 
They found that blocking (alpha suppres- 
sion) lasted significantly longer during de- 
pression than during the recovery period. 
The number of arousal responses (as a 
measure of threshold to arousal) during the 
depressive phase was reduced, although not 
to a significant degree. The mean latency 
of the arousal response was the same during 
both stages. 

Wilson and Wilson(63), using the same 
technique, have also found a significant 
prolongation (p <.001) of the duration of 
the arousal response in 16 "endogenous" 
depressed persons. They further noted that 
the high level of muscle tension seen in 
half of their patients was often intensified 
by photic stimulation. 

How may a hypothesis of an unstable 
CNS hyperexcitability in depression account 
for the findings of these investigators? Activ- 
ity of an afferent sensory impulse at the 
cortex may be perpetuated in one of three 
ways: 1) the continuing discharge, self- 
sustained, of single nerve elements; 2) per- 
sistent local after-discharges involving the 
activity of local neurons; and 3) periodic 
after-discharges involving the activity of 
longer reverberating circuits such as those 
connecting the thalamus and cortex(9). If, 
as the hypothesis suggests, a lower threshold 
for discharge exists in these systems, the 
reverberating discharges will be operated 
more easily and in a random fashion. This 
also means that there will be a prolongation 
of the refractory period, for afferent stimuli. 

Difficulties in repolarization due to the 
same causes that initiate the hyperexcitabil- 
ity in the first place (e.g, deficiency of 
the sodium pump) would further compro- 
mise function. Hence, considering the work 
of Shagass, the prolongation of the recovery 
Phase beyond the 20 milliseconds found in 
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depressed patients might be representative 
of such a prolongation of the refractory 
period. Further, the prolonged blocking of 
the alpha rhythm (arousal response) (43, 
63) could be similarly explained. 


Sleep Studies 


Several studies(17, 28, 40) have shown 
that the disturbance of sleep which occurs 
in depressed patients is both variable and 
pervasive. Perhaps the most significant find- 
ing is a lack of stage 4 sleep. There is also 
an increased difficulty in falling asleep, a 
decreased duration of sleep, an increased 
time spent awake and drowsy, an increased 
number of spontaneous awakenings, and a 
decrease in stages 3 and 1 REM sleep. There 
is also an increased difficulty in maintaining 
sleep, especially slow wave sleep, in the 
early hours of the morning. 

Initial follow-up studies(32, 41) suggest 
that the deficiency in stage 4 sleep persists 
beyond the other abnormalities in sleep pat- 
terns and, in some patients, beyond sig- 
nificant clinical improvement. A significant 
increase in response to auditory stimuli has 
been shown to occur in all stages of sleep 
in depressed patients(66). 

These investigations into the sleep dis- 
turbance of depressed patients suggest that 
not only does the depressed person have 
more difficulty in getting to sleep but he 
sleeps less and experiences "lighter" sleep, 
has more periods during which his level of 
sleep changes, and also responds more fre- 
quently to auditory stimuli. This might be 
due to heightened activity of central arousal 
mechanisms in depression, which may in 
turn reflect a general hyperexcitability of 
the central nervous system. 

It is of interest to note that in one manic 
patient studied, the nature of the disturbance 
in sleep pattern was essentially the same 
as that found in severely depressed patients. 
For example, there was a mean of only 
three minutes a night of stage 4 sleep over 
the period of 17 nights studied (control 
values were 81 minutes, and depressed pa- 
tients averaged 20 minutes per night). A 
very low arousal threshold was noted by 
the experimenters but was not measured 
in any specific manner(31). 
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There is some support for the idea that 
mania and depression share a common 
pathology from the evidence that they both 
may show some response to the same ther- 
apies(52). The best example of this is elec- 
troconvulsive therapy, which is widely used 
in the treatment of both states, Imipramine, 
of established value in the treatment of 
depression, has been reported by one in- 
vestigator to be useful in the treatment of 
mania(1). 

The precise mode of action of imipramine 
in alleviating depression is unknown, but 
it has been suggested that its pharmacological 
Property of interfering with the uptake of 
norepinephrine across the cell membrane 
may be important in this respect(30). This 
link with the transport of substances across 
the cell membrane suggests that it may also 
have an influence on the electrophysiology 
of the cell, 

Lithium, an effective treatment for mania, 
may be useful in the prophylaxis of re- 
current depression and mania(3, 29). To 
date there has been little Systematic study 
of the usefulness of lithium in the treatment 
of depression. Although Fieve and asso- 
ciates(19) found lithium to be of no thera- 
peutic value in the treatment of 11 patients 
manic-depressive psy- 
chosis (depressed), Dyson and Mendels(18), 
Zall and associates(65), and Greenspan and 
associates(27) have reported some success 


c are often resistant to 
other therapies, Possible reasons for the 


c have been discussed 
in more detail elsewhere(1 8). 
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ion, although the active transport of lithium 
from the cell by the “sodium pump” mech. 
anism is very much less efficient than the 
movement of sodium in the same direc. 
tion(S1). Lithium thus tends to equalize 
across the cell membrane (there is DO par. 
ticular Specificity for the central Nervous 
System). 

It seems probable that the intracellular 
displacement of sodium by lithium could 
alter the electrophysiology of the cell. How- 
ever, evidence for this taking place in human 
subjects is still somewhat equivocal. Initial 
investigations by Coppen, Malleson, and 
Shaw(11) in nondepressed (schizophrenic) 
patients suggested that lithium decreased 
the exchange of sodium across the cell mem- 
brane. They have not been able to replicate 
these findings in persons given lithium after 
recovery from a depression( 13). 

The findings by Trautner and as 
sociates(58) (recently confirmed by Green- 
Span and associates[27]) indicate that there 
is a specific retention of the lithium ion in 
manic patients as compared to control sub- 
jects, followed by a lithium diuresis with 
Tecovery from the manic phase. This does 
lend some indirect support to the suggestion 
that there is a selective interrelationship 
between lithium and sodium ions which 
varies according to the clinical (and pre- 
sumably biochemical) state of the subjects, 

Garside and associates(21) investigated 
the effect on evoked cortical potentials of 
one gram of lithium daily for one week in 
nine normal subjects. Paired stimuli at vary- 
ing intervals were given at the wrist. They 
note in summary that "with paired stimuli 
at inter-stimulus intervals of ten to 25 milli- 
Seconds in normal subjects the amplitude of 
the second response was approximately the 
Same as the first but, after lithium ad- 
ministration, the second response at these 
intervals became relatively much smaller. 
This change was observed consistently in all 
nine subjects.” This finding suggests a de- 
crease in neuronal excitability induced by 
lithium administration. Barratt and asso- 
Ciates(4) studied the effects of lithium car- 
bonate on the EEG and evoked potential 
of cats and recently reported results which 
Support this suggestion, 
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Discussion 


]t is characteristic in the history of science 
that most hypotheses, however attractive 
initially, eventually need modification or are 
discarded. In psychiatry, attempts to out- 
line a biology of affective disease have led 
to an interest in cortisol metabolism. An 
apparent waning of this interest has now 
occurred with accumulating evidence that 
the elevations in plasma and urinary hy- 
droxycorticoids found in some depressed 
patients probably reflect a nonspecific stress 
response secondary to the psychic distress 
of the disorder(7, 46, 47). 

Currently, evidence is being actively 
sought in support of the catecholamine hy- 
pothesis of affective disorder. This states 
that “some, if not all, depressions are as- 
sociated with an absolute or relative de- 
ficiency of catecholamines, particularly nor- 
epinephrine, available at central adrenergic 
receptor sites. Elation, conversely, may be 
associated with an excess of such 
amines"(48). The primary support for this 
hypothesis has come from pharmacology 
and the patterns of peripheral endocrine 
disturbance found in depression. Again, 
however, several recent reports suggest that 
the latter may reflect a general response 
to stress rather than etiologic disruption of 
amine metabolism. 

While raised urinary norepinephrine levels 
have been reported in mania(56), they have 
also been reported in depression(15), and 
Bunney and associates(8) have recently pre- 
sented evidence of a significantly elevated 
urinary norepinephrine excretion in a clearly 
defined psychotically depressed population. 
Also, Mattock and associates(37) have re 
ported urinary catecholamine findings, sim- 
ilar to those reported in depression, in 
schizophrenic patients. This suggests further 
the nonspecificity of the peripheral distur- 
bance. À 

In animals subjected to a wide variety 
of stresses, Bliss and associates(5) have 
found a reduction in the concentration of 
cerebral norepinephrine. This decrease oc- 
curred irrespective of the nature of the 
affective experience, both pleasurable and 
dysphoric states being associated with com- 


parable decrements. 
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If an unstable state of CNS hyperexcit- 
ability does exist in depression (and perhaps 
mania), then it is possible that this, too, is 
merely a reflection of a generalized response 
of the organism to stress. In any case, it is 
postulated as a possible description of the 
prevailing neurophysiologic state in an es- 
tablished affective disorder, rather than as 
an attempt to define etiology. It is also 
viewed as complementary to other biological 
concepts currently being investigated, for 
several links between the major areas of 
investigation appear to be emerging. 

There is evidence from both clinical and 
animal studies that both ACTH and cortisol 
increase brain excitability(24, 38, 57, 64). 
For example, Woodbury(64) found that the 
convulsive threshold was lowered by cortisol 
and that this was accompanied by an in- 
crease in intracellular sodium. Adrenocorti- 
cal steroids have also been demonstrated 
to enhance the conversion of norepinephrine 
to epinephrine in animals(59). 

Flach(20), using total balance studies, 
has reported an association between calcium 
retention and clinical improvement in a 
small group of depressed patients. He sug- 
gests that depressed patients might have an 
alteration in the transmembrane potential, 
perhaps due to changes in calcium metab- 
olism, and that this in turn could affect 
the permeability of the membrane to so- 
dium (and potassium). Brink(6) has re- 
ported on the role of calcium in regulating 
sodium and potassium flux across the cell 
membrane. Thus, Flach suggests that "if 
the increased calcium retention observed in 
depressed patients during recovery reflects 
an increase in calcium at the cell membrane, 
this change would be compatible with the 
noted reduction in intracellular sodium in 
such instances." The significance of this 
possible disturbance of calcium metabolism 
in depression must await confirmatory studies. 

Investigation of the myoneural junc- 
tion(35) indicates that the release of trans- 
mitter substance is related to the degree 
of depolarization of the neuronal membrane. 
It is possible that if there is a persistent 
lowering of the membrane potential secon- 
dary to an influx of sodium into the cell, 
one consequence would be a higher rate 
of secretion of "transmitter packets" and 
perhaps a gradual depletion of stores. If 
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such a situation exists in the CNS, a de- 
ficiency of norepinephrine at receptor sites 
could conceivably occur, as is suggested 
in the catecholamine theory of depression. 

If indeed there is a prevailing unstable 
state of CNS hyperexcitability in depression 
and mania, as is postulated in this paper, 
the possibility arises that the disorganization 
of function is triggered by a failure of CNS 
inhibitory mechanisms in response to inter- 
nal or external stresses upon the organism. 
Obrist(42) has shown that in the young 
healthy adult the anticipation of an aversive 
stimulus is associated with a concomitant 
deceleration in heart rate, inhibition of EMG 
activity, and reduction in the number of 
eye blinks per unit time, perhaps all re- 
flecting an increased central inhibitory state. 
It is suggested that these phenomena are 
of adaptive significance, acting to “attenuate 
the aversive qualities of the stimulus.” The 
possible occurrence of similar phenomena 
in depressed patients and, for that matter, 
in control subjects of comparable age, re- 
mains to be investigated. Their absence in 
depression would have considerable impli- 
cations for the hypothesis, 

Although the hypothesis presented here 
tests largely on unreplicated studies by vari- 
Ous investigators, we would suggest that 
there is an increasing body of evidence that 
mania and depression have a common path- 
ophysiology, Mania, depression, and nor- 
mality may be conceptualized as occupying 
the three corners of a triangle: in both the 
two former States, we would Suggest, there 
is evidence of an unstable state of hyper- 
excitability Prevailing within the central 
nervous system. 

Additional studies to clarify the interre- 
lationships of the various bodies of research 
reported here are needed before further 
integration of these considerations into a 
biology of affective disorders can be made. 
Based upon the evidence Presented, however. 
such studies are considered warranted, i 


Summary 


A hypothesis is presented for the existence 
of an unstable state of central nervous sys- 
tem hyperexcitability in depression, and 
probably also in mania, suggesting that the 
two conditions may have major common 
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points in their pathophysiology. Evi 
for this hypothesis, which is consid 
complementary to other hypotheses cu 
ly under scrutiny, is drawn from a 
of clinical information, biochemical sy 
(especially of sodium distribution), psych 
physiology, and psychopharmacology. 
Some possible connections between 
suggestions made here and those emb 
in other areas of research into aff 
disorders, notably catecholamine, si 
and calcium metabolism, are briefly 
cussed. ; 
The need to replicate and extend m 
of the studies reviewed, particularl: 
methods which will elucidate the po: 
interdependence of the various biochem 
and psychophysiological systems 
under consideration, is noted. It is sugg 


that the hypothesis warrants further study. 
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Group Dynamics Training 


BY F. C. REDLICH, M.D., AND BORIS ASTRACHAN, M.D. 


Knowledge about groups and the behavior 
of individuals within them is of increasing 
importance in the training of psychiatric 
residents and other mental health profes- 
sionals. The department of psychiatry at 
Yale University School of Medicine has es- 
tablished a group training program, described 
by the authors, which centers about a “study 
group” experience. This experiential group 
is followed by more formal seminars in 
which important group concepts—including 
authority relations, structure, boundaries, 
culture, tasks, and role relationships—are 
examined, 


]E ono opportunities which allow 
for some understanding of the im- 
portance and functioning of small groups 
have been, until very recently, conspicuously 
absent in psychiatric training. Since 1965, 
the department of psychiatry at Yale has 
conducted a formal group training program 
in which residents experience and study the 
behavior of groups. Prior to this a number 
of faculty members participated in such ses- 
sions and also in residential group relations 
conferences conducted jointly by the Tavis- 
tock Institute of London, the Washington 
School of Psychiatry, and Yale's department 
of psychiatry. More recently several faculty 
members have participated in conferences 
sponsored by the National Training Lab- 
oratories. In general, students and faculty 
found such training stimulating and useful. 
The importance of knowledge about 
groups is quite obvious. Man is a social 
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animal. He has. inherited the capacity and 
propensity for social behavior from his 
primate ancestors and has learned group 
behavior during the long process of educa- 
tion in family and peer groups. To be a 
committed member of several groups and 
at the same time assert one’s own individ- 
uality is a basic dilemma of the human 
condition. 

During the 20th century living in groups 
has become more complex. The population 
increase, crowding in cities, greater mobility 
of migrating groups, and the creation of 
huge technocracies have contributed to this 
complexity. More than ever we need to 
understand the psychology of groups and 
intergroup behavior. 

In psychiatry, knowledge of group re- 
lations has become important for both diag- 
nosis and therapy. The observation of in- 
dividuals in groups teaches us much about 
their adaptive or nonadaptive functioning. 
Obviously group therapy must be based on 
a solid knowledge of group relations. It is 
less appreciated that psychiatric therapy in 
institutional and community settings also 
requires fundamental and practical knowl- 
edge of groups and the transactions between 
such groups as patients, their families and 
peers, and the different groups of mental 
health workers. 

Theoretical and practical knowledge about 
groups is derived from a great variety of 
sources. First there are the contributions 
of social psychology, sociology, and anthro- 
pology(7, 9, 13, 17, 20, 22, 25, 26; 27). 
Then there are the fascinating observations 
of group behavior by ethologists(1, 16, 23) 
and, finally, scant but significant works by 
psychoanalysts and psychiatrists( 10, 11, 12, 
18, 28, 33, 34, 39). An important segment 
of our knowledge derives from the obser- 
vations of experiments carried out in con- 
trolled settings. This includes the so-called 
laboratory training, stimulated by the work 
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of Kurt Lewin and described by Schein 
and Bennis and others(4, 20, 21, 31, 35, 
37). Another, although related, approach 
was evolved by social scientists and psy- 
choanalysts of the Tavistock Institute. Most 
of the theoretical constructs were developed 
by W. L. Bion, Ken Rice, and Erik Trist(6, 
29, 30, 36). 

The work at Yale has been based: pri- 
marily on the theoretical and practical work 
of the Tavistock group. Ken Rice and Pierre 
Turquet played an important part in the 
training of our faculty during their visits 
to Yale University and in the three group 
relations conferences conducted jointly by 
the Tavistock Institute, the Washington 
School of Psychiatry, and Yale’s department 
of psychiatry. In its own training program 
Yale’s department of psychiatry has incor- 
porated other views and concepts suggested 
by Argyris, Berne, Mills, Slater, Schein, 
and Bennis(2, 4, 5, 24, 25, 31,32), although 
the austere, disciplined, and intellectually 
stimulating approach of the Tavistock group 
continued to appeal to us. 

A basic premise of our training program 
is that the task of training in group relations 
is educative and not therapeutic. This ap- 
plies whether the groups meet daily or only 
weekly and whether they are conducted 
within our own institutional setting or in a 
residential conference. Our primary inten- 
tion is to provide our students with op- 
portunities to learn about group behavior. 
In this process they should learn a good 
deal about individual behavior in the group 
setting, and perhaps even something about 
their own behavior. However, our groups 
do not have as their primary concern the 
development of interpersonal competence. 
In the "study group," emphasis is placed 
upon understanding the preconscious as- 
pects of group behavior, particularly the 
preconscious feelings and ideas centering 
around leadership. 

Our formal training program in group 
dynamics begins with a two-week, daily 
"study group" experience! This is followed 
by application. groups and then a year- 
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long seminar in group and organizational 
dynamics held for psychiatric residents. The 
small study groups consist of 11 to 13 mem- 
bers and a faculty or staff member who 
functions as a group leader. The latter is 
referred to as a consultant because he does 
not carry out ordinary leadership functions 
but rather serves the group as a stimulant 
and catalyst for its own interpretative and 
clarifying work. He sets the boundaries and 
general tone in which the sessions are con- 
ducted. His "leadership" remains undefined 
and he does not tell the group how to 
behave. Without clear instructions other than 
the open-ended request to explore its own 
behavior, the group consequently falls back 
on primitive, previously acquired behavior 
patterns. The understanding of such be- 
havior—which in our opinion occurs in all 
groups—is the most important gain in this 
type of group work. 

Our small study group sessions last for 
90 minutes. Group members are selected 
from different professions. The consultant 
facilitates the elaboration and expression of 
fantasies about leadership and the group. 
It is therefore important that he not have 
close professional or personal relationships 
with any of the members. He must also 
safeguard the confidentiality of the group 
process. With the cooperation of group 
members, efforts must be made to see that 
any material produced in the group will 
be held confidential and that information 
obtained in group transactions will not be 
used to the detriment of group members. 

The application groups focus on the re- 
lation of the study group experience to the 
work situation. During this exercise the 
trainer is much more directly involved with 
the group members, directly responding to 
their questions and focusing more on the 
content than upon the group processes. Al- 
though many group members have the wish 
to "wrap up" the experience, the trainer, 
while directly gratifying member's wishes 
to learn more about groups by presenting 
Some theoretical material, continues to in- 
sist that much remains to be learned. 

The intent of the group training we have 
conducted is to provide an opportunity to 
study the essential aspects of group behav- 
ior. Tentatively, we define a small group 
as a structured face-to-face aggregate of 
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transacting persons who are bound together 
by a task, culture, and image of the group. 
It should. be kept in mind that there are 
other aggregates of people, such as the 
crowd, which is an unstructured mass with- 
out boundaries, and the large group, a struc- 
tured group in which it is impossible for 
all members to engage in face-to-face re- 
lationships at the same time. 

In the remainder of our presentation, we 
shall limit ourselves to a didactic exploration 
of small face-to-face groups. Although the 
distinction is an obviously artificial one, we 
shall discuss separately the essential char- 
acteristics of groups (boundary, structure, 
tasks, group culture, and group image) and 
the influence of the group on the individual 
(authority relationships, establishment of 
membership, and transactions). 


Group Characteristics 


Boundaries 


The fact that groups have boundaries is 
one of the most important characteristics 
that students of group relations experience 
and study. We distinguish three types of 
boundaries: spatial, temporal, and psycho- 
logical. 

The spatial boundary is the most obvious 
one. Usually the study group meets in a 
room with chairs arranged in a circle; the 
group begins to function when the consul- 
tant enters and closes the door. The group 
begins to consider the room its own territory 
and is often willing to safeguard it against 
strangers.2 Within the group territorial ar- 
rangements are observed; seating arrange- 
ments are important to the group, particular- 
ly who sits next to the consultant. During 
the application group meetings the discussion 
of spatial boundaries is extended to the 
relevance of territories occupied by patients’, 
psychiatrists’, and nurses’ groups. This ter- 
ritoriality is apparent even m modern psy- 
chiatric hospitals where strict rules about 


2 [n residential conferences this may be directly 
explored in intergroup exercises (15). Berol 
arrangements are also of significance in in z 
behavior. Behaviors in the work group pe 
residential conference, correspon” a i 5 UM 

s the b 
De Maior in the "back room," such as 
lounges, bars, bedrooms, and washrooms. 
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"territory" are still enforced, either ex- 
plicitly (defined nursing or medical areas) 
or implicitly (areas of the day room where 
only patients sit, etc.). The uniting of pro- 
fessional, subprofessional, and patient groups, 
as in the cafeteria of a modern hospital, is 
often an uncomfortable experience that is 
strongly resisted by staff and even at times 
by patients. 

The study group learns to appreciate time 
boundaries. This is experienced quite vividly 
when—out of a group of strangers—a co- 
hesive and distinctive group emerges and 
ends quite abruptly at a given time. The 
*death" of the group is usually experienced 
with anxiety, anger, and most of all with 
some grief, expressed overtly and covertly. 
Often arrangements are made, under one 
pretext or the other, to prolong the life of 
the group. It is also noted by group mem- 
bers that the consultant plays a powerful 
role in determining time boundaries by 
punctually starting and ending the group 
sessions. 

The most important boundaries are the 
psychological boundaries of the groups, 
which define who belongs to the group and 
who does not. We distinguish external 
boundaries, separating members from non- 
members, and internal boundaries, which 
we will discuss later in the context of the 
influence of the group on the individual. 
External psychological boundaries are ex- 
pressed by appearance and behavior. Study 
groups often develop some language that 
defines membership and excludes outsiders. 
In the application. group, members may 
discuss this further. In many settings, such 
as hospitals, prisons, and military organi- 
zations, membership in groups is indicated 
by uniforms and insignia. Behavior, language, 
special jargons and vocabularies, and ges- 
tures denote and connote membership in 
a group. In a psychiatric hospital a patient 
may act "crazy," a therapist may not. In 
some groups such as in adolescent peer 
groups, a certain appearance, conduct, and 
language are indicative of membership in 
a given group. 


Structure 


The study groups provide an excellent 
opportunity to examine group structure. By 
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structure we mean the hierarchical organiza- 
tion of a group. Practically all human groups 
—including the groups of patients in the 
back wards of mental hospitals—have struc- 
ture. Usually we distinguish between the 
official or proclaimed structure, the assumed 
or fantasy structure, and the real structure 
which may become obvious only after care- 
ful study, Status (one’s position in a hier- 
archy) may be fixed or changing. It may be, 
as Parsons(27) pointed out, ascribed or 
achieved. The status of members in study 
groups is essentially achieved status, al- 
though the status that a group member oc- 
cupies in society also has impact on his 
group status. All this may be observed and 
analyzed in study groups and further ex- 
plored in application sessions. 

The status of leader is highly important. 
As we have already mentioned, in study 
groups leadership remains undefined. This 
permits members of the group to project 
their fantasies about leaders and leadership 
onto the consultant and to act out old 
identifications with previously encountered 
leaders. Individuals and cliques in the group 
aspire to take over leadership in fact or 
fantasy. Many of the transactions in the 
group deal with the dynamics of such feuds. 

The group learns from this about different 
types of good and bad leadership: about 
powerful and powerless leaders, about figure- 
heads and “the power behind the throne,” 
and about executive and spiritual leaders, 
Group members learn about overestimation 
and underestimation of leaders. They be- 
come cognizant of the difficult and complex 
tasks that most leaders face. 

Study groups permit the study of mobility 
because any member may become or cease 
to be a leader for longer or shorter periods 
of time. Yet the consultant remains, under 
ordinary circumstances, the head of the 
group. This allows members to additionally 
study a system that has certain relatively 
fixed, immobile elements, Within these broad 
limits the tendency toward conformity— so- 
called consonance—and the forces which 
destroy the group, such as decay or rebellion. 
may be studied under relatively controlled 


circumstances. 
Group Task 


All groups have tasks, one of Which may 
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be designated as primary, since it is the 
most necessary for group survival. A. K. 
Rice(29) has described the need of the 
group to explicitly define its primary task. 
Secondary tasks may impose constraints on 
the primary task. 

The primary task of the study group is to 
examine its own behavior. In order to do 
this it must insure that certain group bound- 
aries will be erected, that membership will 
be maintained, and that a number of other 
secondary tasks will be defined and attended 
to. In the application group, members may 
discuss, for example, the primacy of tasks 
in a teaching hospital. Such a hospital must 
teach to survive, but adequate service and 
research must be carried out lest the teaching 
function deteriorate. At times the service 
and research demands may then almost as- 
sume primacy. An important task of the 
group leader is the definition and reiteration 
of the primary task. 

Groups that are primarily oriented to 
their external work are described as "work 
oriented," and groups oriented to inner 
processes are described as “process orient- 
ed." Both tasks are obviously necessary and 
must balance and complement each other. 
The treatment task of a therapeutic team in 
a psychiatric hospital might be described 
as that team's external task. The internal 
task consists of producing and maintaining 
group cohesion, communication, and mo- 
tivation. 


Group Culture 


Each group and each organization has a 
certain code of ideology and values, which 
States what behaviors of the group and its 
individual members are rewarded or pun- 
ished. Another code states how a group 
Is supposed to use its possessions, particular- 
ly its tools and instruments. These codes 
have been referred to as the ideological and 
instrumental aspects of culture(38). Stu- 
dents of small groups have the opportunity 
to study the codes of the total group and 
subgroups. 

In our study groups the members, rep- 
Tesenting a variety of mental health pro- 
fessions, have the extraordinary opportunity 
to examine the values of other disciplines. 
Our groups also frequently examine sexual 
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roles within groups and, less frequently, 
racial and religious differences. The culture 
developing in these groups arises from the 
values, attitudes, and ideologies brought into 
the group by each member. The style of 
leadership undoubtedly influences group cul- 
ture, and group members often compare 
their groups and their consultants to others. 


Group Image 


Each group forms multiple images of it- 
self. The group projects an image to others, 
the "official image." It may have another 
conscious image of itself which is not to be 
shared with others, as well as an unper- 
ceived, unconscious image. These images 
are not constant but change continually. 
The group images are interpreted, influenc- 
ed, modified, and at times "officially" stated 
by the group leaders. 

The study groups are generally quite 
aware of the behavior of other groups and, 
while recognizing the irrationality of needing 
to project a "good image" in an educational 
exercise, often go to great lengths to do so 
and to internally convince themselves and 
their own group of its value. This phenom- 
enon can be studied in such groups and 
further explored in application groups. 

Berne calls great past leaders who have 
created powerful groups and group images 
euhemeri. This is a Greek word roughly 
synonymous with mythical heroes, demigods, 
or saints. Euhemeri are often invoked and 
quoted by the group. Psychiatrists will in- 
voke and quote Pinel, Rush, Freud, Kraepel- 
in, or Meyer, for example, thus justifying 
or condoning the group’s principles or ac- 
tions. Study groups permit the exploration of 
group idealization and denigration and the 
motivations of such processes. 


The Individual in the Group 


Authority Relations 


The stud oup experience stimulates 
and fosters ic explora of authority re- 
lations(3). An investigation of authority 
relations is not only basic to an understand- 
ing of therapeutic relationships but also 
critical for an appreciation of.the role of 
leadership in therapeutic hospital settings 
and the role of “expert” in consultative work 
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and community work. In the study group 
the consultant’s group-centered, theme-cen- 
tered comments and his air of detached 
awareness focus initial member responses 
on leadership and allow for the elaboration 
of fantasies about authority. Each member, 
to a greater or lesser degree, participates in 
this process and can explore the shared 
responses to leadership, as well as (to the 
degree that the individual wishes to share 
this with the group) his own individual 
Tesponses to authority. 

In the application group members have 
the opportunity to relate their own study 
group experiences about authority to their 
experiences at work with patients, super- 
visors, and teachers. 


Membership 


The establishment of one’s membership 
in the group is explored both individually 
and collectively in the study group. The 
evolving structure of the group has a sig- 
nificant impact on the individual experiences 
and intrapsychic life of each member. 
Slater(32) has described this process for 
similarly oriented groups, noting that the 
initial identification with leadership must, 
to some extent, be overcome before the 
group members can begin the process of 
defining the relationship of member to mem- 
ber. In this later process the members ex- 
plore the limits of toleration they will have 
for one another’s behavior. It is, of course, 
possible to focus on member-member inter- 
action at the very beginning of a group's 
formation, but in our: experience this oc- 
curs only when group leadership clearly 
defines this behavior as basic to group func- 
tioning and when this exercise of authority 
by leadership is unchallenged. 

The phenomenon of scapegoating is fre- 
quently observed in groups, and the accep- 
tance and rejection of group members is 
related to the development of inner psy- 
chological boundaries. A member of a group 
may, for short or long periods of time, be 
severely rejected but not expelled and still 
remain a member of the group. This rejected 
or alienated member also differs from an 
outsider or stranger. In application groups, 
the function of the deviant(8) can be ex- 
plored, as can the participation of the total 
group in the deviant behavior. 


[59] 


1506 


Group Transactions 


The study group is primarily concerned 
with the exploration of transactions within 
the group. One fundamental assumption 
about groups states that any transactions 
between any members of the group affect 
the whole group. This deceivingly simple 
fact has been overlooked for a long time, 
and indeed we believe that many psychia- 
trists are not cognizant of it. 

Many transactions are strongly correlated 
with the status of the actors. We refer to 
such relatively stable patterns of action as 
role behavior(19), which is prescribed be- 
havior or, stated differently, behavior that 
may be expected in a given situation and 
in a given group. We are particularly in- 
terested in the ability or inability of individ- 
uals to shift roles. Certain roles occur 
frequently in most groups: the various 
types of leaders; the spiritual leader or “par- 
ty philosopher”; the overt or latent anti- 
leader, who exists in all groups that pro- 
duce leaders; the conformist, or yeasayer; 
the nonconformist, or naysayer; the victims, 
martyrs, and scapegoats; the jesters and 
buffoons. 

In the study group one can observe the 
overt, conscious, rational or irrational trans- 
actions and get some indication of covert, 
irrational, preconscious transactions. Berne 
(5) has described a transactional theory of 
group behavior, describing a number of 
games (including ceremonials and pastimes) 
that are “played” by group members in their 
attempts to avoid work and change. In the 
examination of such transactions in the 
study group setting, the individual is able 
to understand the manner in which group 
themes influence member-member behavior. 
Bion(6) has identified the most important 
irrational’ and defensive forms of group be- 
havior that disrupt the behavior of the 
work group as: the fight-flight group in 
which the members destroy or escape; the 
dependency group in which members help- 
lessly try to follow a leader without assuming 
responsibility; and the Pairing group in 
which members form irrationally determined 
subgroups or cliques with unconscious fan- 
tasies of producing a new group leader. 

The work of groups is often impeded by 
the group's indulgence in immature and in- 
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fantile behavior. It is appropriate to speak 
of such infantile group behavior, usually 
characterized by irrational anxiety, rage, 
and depression, as group regression. All 
groups under stress become regressive. In 
the study group such regression is produced 
by the difficulty of the assignment to study 
one's own behavior and by the ambiguous 
role of the consultant. 

Another fundamental group dynamism 
that may be explored in study groups is the 
tendency toward conformity or consonance. 
The basic forces underlying it are conscious 
imitation or unconscious identification. The 
last basic dynamism we mention is projection, 
or the irrational assumption of the existence 
of one's own experiences in others. It is 
true that without identification or projection 
no group formation could take place; un- 
checked identification and projection, how- 
ever, lead to fundamental distortion of 
communications and actions of group mem- 
bers. The experiencing and exploration of 
these preconscious group processes have re- 
ceived much attention in the study groups we 
have conducted. 


Advantages and Disadvantages of 
Training in Group Relations 


We believe that the small study groups, 
as well as other exercises provided in group 
relations conferences, provide an interesting 
opportunity for participants to learn about 
the many aspects of group behavior we 
have mentioned. Such an experience usually 
is far from neutral or casual. Quite frequently 
à number of participants become upset in 
this process; a few individuals whom we 
Observed have become temporarily so upset 
that we had reason to call their behavior 
psychotic. Such responses in themselves 
testify vividly to the powerful processes that 
Occur in groups. Little is known so far about 
these upsets. In’ most cases, we believe that 
a strong latent predisposition toward such 
disturbed behavior existed. Fortunately the 
upsets are, in our experience, of short dura- 
tion and do not justify the opposition to 
participation in study groups and group re- 
lations conferences voiced by some con- 
servative psychiatrists, 

In general, we believe that the opportunity 
to learn about group behavior and its rele- 
vance for the work of psychiatrists and 
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other mental health workers outweighs the 
risks. Obviously more experience with these 
new methods, their benefits, and risks must 
be gained. Sound research-based evaluations 
will ultimately tell us how to proceed best. 
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A Course for Medical Students in the Psychology of Sex: 
Training in Sociocultural Sensitivity 


BY SHERWYN M. WOODS, M.D. 


Teaching sexual psychology to medical 
students must take into consideration their 
high degree of anxiety and conflict, common 
obsessive compulsive personality structure, 
lack of factual knowledge, and lack of 
awareness of the social class influences on 
sexual attitudes and behavior. A small group 
teaching method is presented that encour- 
ages the acquisition of knowledge and 
assists the student to reduce his own 
anxieties, increase his ease of communica- 
tion, and broaden his sociocultural sensitiv- 
ity. 


HE SEXUAL EDUCATION of medical 

students is a topic frequently ignored 
and too often insufficiently presented and 
inadequately accomplished(3, 14, 29). Ad- 
equate curriculum in human sexual behav- 
ior, sexual psychology, marital counseling, 
and family planning is a rarity in the 
majority of medical schools(15, 29). This is 
true despite our increasing sophistication 
about the influence of disturbed marriage as 
it relates not only to the anguish of the 
partners but also as it contributes to family 
disintegration. Few psychiatrists, no matter 
what their theoretical frame of reference, 
would deny the significance of sexual 
ignorance and/or conflict as a significant 
etiological factor in the production of 
physical and emotional disturbances in 
patients and their families. In an era in 
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which we give increasing recognition to the 
importance of community medicine, preven- 
tive health services, and social psychiatry, 
we can no longer afford to educationally 
ignore the pivotal position of the nonpsychi- 
atrist physician in the sexually related ills of 
the community. 

Knowledge of sexual physiology, and 
even of individual sexual psychology, can no 
longer be considered sufficient to meet the 
needs of the individual patient and the 
community as they look to the physician for 
assistance. In addition, it is necessary for 
him to acquire a broad awareness of the 
family as it functions as a dynamic social 
unit within the context of the community. 
This must include the development of a 
sensitivity for those social forces within the 
community and culture that determine 
values, codes of morality, attitudes, and 
behavior both of individuals and family 
units(9, 25, 28). Unfortunately, such sensi- 
tive awareness is not bestowed upon medical 
students simply by the process of their 
having grown up within the society. We are 
divided into far too many economic, social, 
educational, and religious groups for an 
effective physician to rely solely upon 
generalizations based upon his own back- 
ground of experience. In fact, such generali- 
zations, indiscriminately applied, can serve 
to distort perceptions rather than to enlight- 
en(9, 11, 28). Not only must the physician 
have insightful awareness into his own set of 
values and beliefs regarding sexuality, but 
he must also have a tolerant awareness of 
the divergent attitudes and behavior of 
persons whose backgrounds differ from his 
own. Without this, he will be sorely handi- 
capped in any attempt to effectively relate 
to and help his patients. 

_ This study addresses itself to the explora- 
tion of at least one method of teaching that 
was designed as an attempt to meet the 
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challenge of providing not merely sexual 
information and knowledge but also an 
opportunity for the medical student to 
achieve some insightful awareness into his 
own sexual attitudes and beliefs. Our further 
goal was to assist him in developing 
sensitivity, empathy, and understanding for 
the sexuality of patients whose social, 
educational, and economic backgrounds 
differed from his own. 


The Medical Student’s Psychological 
Situation à 


This report arises from a larger study of 
the emotional responses of 113 medical 
students to medical education and the 
impact of that education on attitudes and 
knowledge regarding sexuality(29, 30). 
This work demonstrated that medical stu- 
dents feel grossly inadequate both intellectu- 
ally and emotionally to deal with the sexual 
problems encountered in the clinical prac- 
tice of medicine. This sense of inadequacy 
pertains to the student's perception of his 
ability to appropriately and skillfully work 
with the sexual problems commonly encoun- 
tered by the nonpsychiatrist physician in 
clinical practice. The students recognized 
how their own sexual conflicts, their lack of 
information, and their lack of appreciation 
of sociocultural variables combined to. limit 
their clinical effectiveness. 

It would perhaps be useful to review and 
summarize the initial research findings 
which were detailed by myself and Natter- 
son in 1967(29). At that time we reported 
on a study of 75 randomly selected senior 
medical students, the last 40 of whom were 
studied by clinical interview and psycholog- 
ical testing. Utilizing five specific areas of 
human sexual behavior, we attempted to 
assess the student's knowledge, the extent to 
which he had worked through his own 
sexual conflicts, and the degree to which he 
had achieved an understanding of how his 
own attitudes and beliefs might affect his 
clinical behavior. ái Minos 

The five areas studied were: - 
frigidity, marital sexual problems (sexual 
incompatibility, infidelity), masturbation, 
homosexuality, and the treatment of the 
sexually provocative patient. In those por- 


tions of the research concerned with the 


Amer. J. Psychiat. 125: 11, May 1969 


1509 


students' anxiety, conflict, or symptoma- 
tology, we considered as negative any vague 
or undefined responses. Where questions of 
the student's subjective sense of adequacy in 
evaluating and/or treating patients was con- 
cerned, we referred to his functioning as a 
nonpsychiatrist physician. 

We found that over half of the students 
(55 percent) felt that their medical educa- 
tion had failed to significantly increase their 
intellectual comprehension of human sexual- 
ity beyond the level that had existed prior to 
their entering medical school. While the 
students in general felt that they had an 
adequate fund of knowledge regarding the 
anatomy and physiology of sexuality as well 
as the organic disturbances of sexuality, 
they felt a tremendous sense of deficiency in 
their understanding of sexual psychology. 
This included disordered sexuality as well as 
normal sexual development and behavior. 
However, the majority (72.5 percent) 
reported what might be called a “liberaliza- 
tion” of their sexual attitudes and beliefs. 
By this we mean clear indications of 
increased flexibility of value systems and 
less tendency to unthinkingly condemn or 
reject behavior and values different from 
their own. 

Nearly half of the students felt less than 
competent to function as nonpsychiatrist 
physicians in clinical practice. Forty-eight 
percent felt unable to work adequately with 
patients presenting problems of impotence 
or frigidity, 45 percent felt inadequate with 
patients who presented conflicts regarding 
masturbation, 45 percent felt they could not 
work adequately with homosexual conflicts 
or anxiety, and 50 percent felt they would 
be unable to deal adequately with sexually 
provocative patients. The most striking 
finding was that while the students felt quite 
deficient with regard to their intellectual 
knowledge of human sexual behavior and 
sexual psychology, their sense of clinical 
adequacy was most paralyzed by their own 
sexual anxieties and conflicts. 

We found that 62.7 percent of the 
students expressed a desire for psychother- 
apy for definitive emotional conflicts. Of 
these, nearly three-quarters indicated that 
sexual conflict was a major reason for their 
desiring such treatment. Of the 40 intensive- 
ly studied senior medical students, a very 
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large percentage reported current sexual 
conflict and anxiety. Fifty-five percent 
reported problems with impotence or frigidi- 
ty, 35 percent reported marital sexual 
problems, 40 percent indicated conflict 
or anxiety about masturbation, and 40 per- 
cent reported anxiety or conflict about homo- 
sexuality. 

These findings are consistent with those 
reported by other workers, who have also 
found students to have inadequate sexual 
information(10, 14), deficiencies in their 
clinical adequacy because of this and their 
own sexual conflicts(8, 16, 17), and to 
frequently need psychotherapy irrespective 
of their level of academic success(1, 17). 
Similarly, the practicing physician feels 
inadequately prepared for clinical practice 
(3, 10), despite the fact that sexual problems 
are a common cause for patients to consult 
the nonpsychiatrist physician(3, 20). 

It is obvious that the physician who is 
embarrassed or anxious can only augment 
these reactions in his patients, and his 
communications become determined by his 
own needs rather than by therapeutic design. 
Lief(14, 15, 16) in his clinical studies of 
Tulane medical students found similar 
problems and delineated a number of the 
ways in which students attempt to deal with 
their own sexual anxieties in medical 
practice. He cites examples of reluctance to 
ask questions or explore sexuality even in 
the face of its obvious importance to the 
patient or the presenting physical symp- 
tom; and the opposite, namely brusque and 
tactless probing. The student, like the 
physician, may Project his own needs and 
problems on the patient, or on the contrary 
he may refuse to let the patient discuss any 
topic which has the capacity to arouse his 
own anxiety(26, 28). Our students were 
similarly aware of the various ways in which 
their clinical performance was hindered by 
their anxiety. The extensive use of repres- 
sion and denial was evidenced by the 
avoidance of genital and rectal examinations 


and failure to allow the patient to discuss 
sexual topics. 

The students who 
Psychiatric treatment rarely suffered from 
major psychiatric syndromes and in general 
struggled with characterological problems 
and conflicts that did not severely interfere 
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with their capacity to effect a successful 
general adjustment, achieve success in 
medical school, and maintain an outwardly 
poised and confident manner. We found, as 
have others(17), that the common personal- 
ity pattern in medical students is an 
obsessive compulsive one, and it is therefore 
not surprising that so many of our students 
were concerned with problems of potency, 
masturbatory anxiety or shame, and fears of 
latent homosexuality, As Lief(17) has 
pointed out, such concerns are common to 
the obsessive, overly controlled, and inhib- 
ited personality, which experiences a strong 
need to suppress aggressive and sexual 
interest under the influence of a powerful 
and rigid conscience and great needs for 
security. 

Contrary to the public stereotype of the 
medical student as sexually irresponsible 
and wild, the vast majority exhibit sexual 
behavior that would more appropriately be 
described as inhibited, a significant number 
are still virgins, and highly aberrant sexual 
behavior is rare. It should be emphasized 
that most of our students appeared quite 
"normal" in actual sexual behavioral pat- 
terns, but they nevertheless had considerable 
anxiety, guilt, and shame. It was our 
impression that the students’ resultant 
uneasiness, insecurity, and embarrassment 
Served not only to cause them stress but 
restricted the communication with peers and 
instructors that might have increased their 
fund of knowledge and awareness. Similarly 
restricted was their sensitivity to the differ- 
ences in sexuality as determined by social 
class and ethnic and religious background. 
The students’ psychiatric training had, of 
course, made them aware of the influence of 
"psychological trauma" in an individual's 
life that might lead to psychopathology. 
However, there was seldom a corresponding 
awareness of the tremendous differences in 
Sexual attitudes, values, beliefs, and prac- 
tices produced by life styles and social 
backgrounds different from their own. Or, 
when differences were perceived, there was a 
tendency to consciously or unconsciously 
respond by condemnation, denigration, or 
rejection rather than with the empathic un- 
derstanding essential to an effective doctor- 
patient relationship. 
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Sociocultural Parameter in Sex 
Education 


The educational task, therefore, is further 
complicated. Even if we succeed in present- 
ing the student with accurate information 
about sexuality in a manner he is capable of 
assimilating, and at the same time help him 
to become sufficiently comfortable with his 
own sexuality so that he is able to effectively 
integrate this knowledge, the task is still 
incomplete. His range of therapeutic effec- 
tiveness will be constricted unless he is 
sensitively aware of those social class 
influences which largely determine sexual 
attitudes, values, and behavior. He must 
develop what I have referred to elsewhere, 
in a discussion of psychiatric residency 
training, as the capacity for “sociocultural 
flexibility" (28). Without such flexibility the 
physician is not likely to be clinically 
effective with patients whose social class 
background is different from his own 
(usually middle-class urban) background(9, 
11, 26, 28). 

Such a physician is a bit like the muscle- 
bound athlete. His capacity to establish a 
medical alliance with his patient, and the 
range of his therapeutic mobility and 
flexibility, are restricted by the’ class-bound 
and culture-bound distortions of his percep- 
tual field. This may have profound effects 
upon his diagnostic and therapeutic pro- 
ficiency(6, 9, 11, 25, 26, 28). An important 
educational goal, then, becomes widening 
the student’s perceptual field beyond that 
which has accrued from his own life 
experience. 

There is an increasing reservoir of data 
describing differences in life styles and social 
forces that account for the wide variations 
in the sexuality of the less educated versus 
the highly educated, the poor versus the 
more affluent, the urban versus the rural, the 
religious versus the nonreligious. These 
differences are often distorted by myths, 
such as the one pointed out by Rainwater 
(22) that the “lower classes (like racial and 
ethnic minorities, primitive people, Com- 
munists and others) are supposed to be 
gaining gratification which more responsible 
middle-class people give up or sharply limit 
to appropriate relationships - - - 


I shall not attempt an extensive review of 
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social class factors as they relate to sexual 
behavior; for this the reader is referred to 
several excellent reviews by Ferdinand(4), 
Rainwater(22), and Udry(27). However, 
some general remarks may demonstrate the 
issues by contrasting middle-class sexuality 
(usually the student’s background) with 
that of the lower social classes. 

At all class levels, marital sexual relations 
are considered the most preferred and 
desired outlet. However, as one moves from 
higher to lower social status the proportion 
of men and women with strong interest and 
enjoyment in sex declines. There is guilt and 
discomfort with this fact although little is 
done to correct it, and the goal of sexual 
union is oriented primarily around psycho- 
physiological relief. There is little concern 
for the social-emotional gratifications that 
come from closeness with the partner and a 
sense of love and sharing(4, 21, 22, 27). 
Relations between the sexes frequently 
develop a mildly combative tone, with little 
sympathy or tenderness; this arises in large 
part as a defensive stance against the fact 
that sexuality is the medium through which 
one’s honor, worth, and ability are regularly 
tested(4). 

The quality and nature of conjugal role 
relations are quite different in the different 
classes, with obvious effects upon sexual 
attitudes and values, family style, and child 
rearing practices. Bott(2) classified couples 
showing a fair degree of separateness in 
their conjugal role relations as “highly 
segregated.” In such couples there was a 
great emphasis on separate functioning and 
separate interests by husbands and wives, as 
contrasted to "jointly organized" couples. 
Rainwater(21, 22, 23) found this to be the 
prevailing pattern for the lower social 
classes and the likely variable to explain 
why people in these classes find sexual 
relations less gratifying and of lower 
intrinsic value, and why they show less 
concern and emotional involvement with the 
partner. 

Similar differences are apparent in the 
nonmarital sexual activities of the middle 
versus the lower social classes. The double 
standard exists at all age levels, but there 
are very great differences in the frequency of 
and attitudes toward premarital coitus in the 
lower, middle, and upper classes; between 
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Negro and Caucasian; and between ethnic 
groups(4, 5, 12, 13, 21, 23, 24). In keeping 
with future conjugal role’ behavior, in the 
lower social classes the attitudes toward 
sexual relationships are highly competitive 
with one’s peers and heavily exploitative 
toward the opposite sex(4, 22). From the 
Kinsey studies(5, 12, 13) we know that in 
the lower educational levels erotic arousal 
from any source is less common, there are 
fewer women who have ever reached 
orgasm, and the frequency for those who do 
is lower. Foreplay techniques are less 
elaborate and often (especially oral tech- 
niques) considered perverse, and positional 
variations are less accepted, as is nudity. Sex 
relations tend to fall into a matter-of-fact 
routine, a seeking primarily for relief of 
tensions, 

Contrast this with the attitudes of the 
middle- and upper-middle-class adolescent 
or young adult, who approaches sexual union 
with much greater ambivalence, much 
greater guilt, and with a value structure that 
regards the sexual experience as an ultimate 
in human values and seeks for an emotional 
as well as a physical union(4, 22, 27). 
There is a seeking for sexual and emotional 
involvement, while at the same time often a 
conscious or unconscious endorsement of 
the moral sanctions of a puritanical con- 
science: Similarly, there are many class- 
linked differences regarding both the fre- 
quency of and attitudes toward utilization of 
prostitutes, extramarital sexual activity, 
masturbation, etc.(4, 5, 12, 13). Homosex- 
uality is a relatively common experience 
among males from the lower social classes, 
while it is much less common and greatly 
p by males in the middle social class(4, 

Attitudes and behavior are also affected 
by factors other than class position, as 
evidenced by the Kinsey data(5, 12, 13) on 
the effects of educational position, religious 
background, and urban versus rural influ- 
ence. The role of ethnic factors has been less 
adequately investigated but its significance is 
evidenced by Rosenberg and Bensman’s 
pons WA of three 

white Appalachians living in Chica 
Negroes in Washin m 
Ricans in New A). Iud Puerto 
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behavior, -education, misinformation, atti- 
tudes toward females, and sense of responsi- 
bility. They point out that “under-class” 
sexual mores differ from those of the middle 
class but not more than they differ from 
each other among the three ethnic groups. 
The sexual practices reflect the general life 
styles as influenced by subcultural isolation 
and other factors in their total existence. 
Udry(27) points out how sex plays a 
fundamentally different role in the lives of 
women than in the lives of men, although 
differing sharply among the social classes. 

The results of the original research 
allowed for at least four generalizations. 
First, a large number of graduating medical 
students feel inadequate with regard to their 
knowledge of normal and disordered sexual- 
ity. Second, this sense of inadequacy is 
compounded by the anxiety, guilt, and 
shame in their own sexual lives. Third, the 
students’ perceptions tend to be ethnocentric 
and without sufficient sensitivity to the 
differences in social background that deter- 
mine sexual attitudes, values, and behavior. 
Fourth, as a result, the students view their 
capacity to relate therapeutically to patients 
as being reduced or restricted. 

It is doubtful that much learning will take 
place by a formal lecture approach to such 
an emotionally laden topic. Especially with 
obsessional students, factual knowledge 
tends to be rapidly repressed unless the 
format allows for some discharge of the 
anxiety aroused by the material(17, 18, 29, 
30). Given the nature of the topic and the 
common obsessive personality pattern of the 
average medical student participant, the 
small group seminar becomes a logical 
vehicle for teaching(15, 29). Such seminars 
not only allow for an exchange of informa- 
tion but also provide opportunities for the 
Student to engage the topic in a way that 
may become meaningful to him. As McCand- 
less and Weinstein(18) have pointed out, 
when anxieties are shared with others there 
is often a ‘corrective emotional experience 
that enables the student to broaden his 
Concept of the physician role. Also, attitudes 
are greatly ‘influenced by comfortable con- 
tacts with peers, faculty, and other person- 
nel(7, 8, 19, 28). 

With this in mind, we decided to attempt 
small group teaching about human sexual 
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psychology, utilizing a format which would 
meaningfully convey information; assist the 
student in achieving some insightful aware- 
ness in his own attitudes and values, in- 
crease his capacity to communicate and dis- 
cuss topics of sexuality, and assist him in 
developing “sociocultural flexibility.” While 
it was recognized that the resolution of 
major sexual conflicts or anxieties was the 
domain of psychotherapy, it was hoped that 
the small group seminars would serve to 
diminish some of the student's anxiety by 
facilitating communication, dispelling erro- 
neous beliefs, and encouraging openness and 
sensitivity. Despite the fact that a large 
percentage of medical students had delin- 
eated themselves in the previous research as 
having significant sexual conflicts, it was 
recognized that the majority of these 
students were capable of considerable indi- 
vidual psychological growth without formal 
psychotherapy. 


The Small Group Seminar 


This report concerns the experiences with 
four small group seminars on the psychology 
of human sexuality taught as an elective to a 
total of 35 senior medical students. At the 
University of Southern California School of 
Medicine there is no such course in the 
regular curriculum, although some aspects 
are taught where appropriate to the various 
specialties. During their senior year medical 
students spend a half-day per week for a 
total of nine weeks in an outpatient senior 
clerkship in psychiatry. The elective, which 
was offered to students rotating through the 
outpatient clerkship directed by the author, 
was held once a week for three hours in the 
evening. Despite the time commitment 
involved, the elective was enthusiastically 
received, and well over three-quarters of the 
students in the clerkship participated. 

Normal and disordered sexual develop- 


ment, behavior, and psychology from in- 


fancy through geriatrics were informally 
ý m essions. There 


discussed in a series of eight E : 
was no formal presentation by the instruc- 
imari rson 
tor; he served primarily as à resource persi 
and was usually active only after p 
discussion of each topic by the group. T 
instructor was most active 1n structuring the 
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initial session. At that time there was a 
discussion of the likelihood that the stu- 
dents’ -potential for effective clinical work 
with patients would be reached only if they 
were able to achieve three conditions. First, 
the physician needs to have adequate factual 
knowledge. Second, he must have achieved a 
sufficient degree of comfort with his own 
sexual self, along with sufficient insight into 
his own attitudes and values, so that he can 
comfortably maintain an appropriate thera- 
peutic dialogue. Third, he needs to develop 
a sufficient degree of “sociocultural flexibil- 
ity” so as to be able to empathize with and 
understand persons whose social class 
backgrounds are different from his own. 

The most important structuring was the 
strong encouragement of the group to view 
themselves as a cross section of the com- 
munity. While we had inadequate repre- 
sentation from the lower social classes, there 
was usually a fairly good spectrum of class 
background, from the lower-middle to the 
upper-middle and upper social classes. 
There is considerable upward social mobil- 
ity among medical students, especially in 
public universities, largely due to the general 
availability of scholarship and loan assis- 
tance. Thus each group showed a consider- 
able diversity of religious belief, ethnic 
background, family style, parental “segrega- 
tion,” urban versus rural environment, class 
position, and social mobility. The partici- 
pants were encouraged to share the atti- 
tudes, experiences, values, and conflicts they 
had experienced and that were reflected in 
their families or their communities. 

It was clearly pointed out to each group 
that the seminar would not attempt group 
psychotherapy for individual problems, and 
that anyone struggling with major sexual 
conflicts would be assisted in finding 
appropriate professional help. The results of 
the previous research on the sexual attitudes 
and problems of medical students were 
presented, and each group fairly rapidly 
identified themselves as not dissimilar. It 
was pointed out that no one need fear 
feeling unique or alone with feelings of 
inadequacy regarding sexual information 
and that if we learned to adequately 
communicate with each other it was likely 
that we might achieve the conditions 
necessary for effective clinical practice. 
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Each group decided to begin with infancy, 
Progressing over the eight sessions through 
the sexual evolution of man. In each 
developmental epoch we centered our dis- 
cussions on the various intrapsychic, inter- 
personal, family, and community influences 
on the development of sexual values, 
attitudes, beliefs, and behavior. The wide 
variation in family experience in each group 
became apparent during the first session. We 
usually focused on factors in infancy that 
influence the development of subsequent 
sexual behavior. Students were concerned 
with questions about what constitutes too 
little or too much physical contact with an 
infant or young child, when is the appro- 
priate time and what are the effects of 
various methods of weaning and toilet 
training, is the very young child affected by 
sleeping in the parental bedroom, what 
about the child’s viewing the parents naked, 
how to explain Pregnancy and birth, and 
how to deal with childhood masturbation 
and sex play, etc, 

Many of the students were amazed by 
their different backgrounds. For some, 
Seeing both parents nude had been a 
commonplace occurrence and they consid- 
ered this the “normal” human condition, 
while another would express with shocked 
amazement the fact that he had never 
viewed either parent in the nude. Some 
Students denied any recollection of sex play 
Or curiosity in their early childhood and 
denied seeing it in their own children, while 
other students quite clearly recalled inci- 
dents, with themselves and their children, of 
childhood masturbation, sexual curiosity, 
and preschool sex play with other children, 

"Kissing-holding-hugging" families were 
reported in which there was a great deal of 
physical intimacy between the Child and 
both parents; this was in sharp distinction to 
other families in which such contacts had 
either been very minimal or only occurred 


with the mother, bein discouraged 
father as sissified i Ue 


COURSE FOR MEDICAL STUDENTS IN THE PSYCHOLOGY OF SEX 


an occurrence which was so far removed 
from his own experience as to appear to him 
to be lewd and perverse. The precursors of 
subsequent feelings of sin, guilt, shame, and 
anxiety were relatively rapidly identified by 
the group. 

As they became aware of the tremendous 
differences in their background of experi- 
ences, they usually asked: “What is the 
"right, ‘normal,’ ‘nonpathological’ way?” 
These of course were students whose 
Personality structure and training had led 
them to think in terms of absolute criteria of 
right versus wrong, normal versus abnormal, 
pathological versus nonpathological, benign 
versus malignant. Definitive answers were 
sometimes available for some of their 
questions, such as the reality of infantile sex 
play, curiosity, and the fantasies of child- 
hood. However, they rapidly became aware 
that for most of their questions there was no 
absolute answer and that the concept of 
right versus wrong, or normal versus 
abnormal, was a relative one dependent upon 
the attitudes and value Systems they had 
internalized from their own background of 
experience. 

Importantly, these values and attitudes 
Were often quite outside of conscious 
awareness until the time of the discussions, 
Or they were perceived as unquestioned 
"facts" or "truths." Similarly, the students 
Soon saw that family patterns could be 
quite diametrically opposed, affecting per- 
sonality structure and life style but without 
necessarily resulting in psychopathology. 
They saw that sexual psychopathology fre- 
quently hinged much more upon the nature 
of the child-parent relationship, the degree of 
parental ambivalence about sexual matters, 
the existence of double messages, etc. As the 
discussions moved into a consideration of 
the primary school years, there was consid- 
erable recognition of how important were 
the child's observations of how his experi- 
ences were consistent with—or opposed 
to—the attitudes, values, and practices of 
his peers and their families. 


Major Topics Covered 


It would perhaps be useful to delineate 
some of the other major topics covered 
within each developmental epoch. Though 
we attempted to avoid overinvolvement in 
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psychiatric theory, each group was con- 
cerned with such issues às the psychoanalyt- 
ic conceptualization of the oedipal struggle, 
the role of learning and conditioning, and 
the factors in the family and community that 
assisted the developing child to achieve a 
secure sexual identity. The attributes of 
manliness or womanliness were seen quite 
differently by varying students, depending 
particularly upon the economic and educa- 
tional backgrounds of their parents. 

In the discussions around puberty, each 
group gave substantial consideration to the 
source of and reactions to the first orgasm, 
the beginning of menstruation, the sexual 
fantasies of puberty, and the beginning of 
masturbation. There was considerable focus 
on the subject of masturbation and often 
amazement to find that while for one student 
it began in grade school, for another it was 
unknown until college. Each had considered 
himself the *normal prototype" of sexual 
development. In each group there was 
consideration of parental attitudes toward 
masturbation and questions regarding the 
range of normalcy with respect to frequency, 
fantasy content, age of cessation, and 
occurrence subsequent to marriage. 

In keeping with the concerns demon- 
strated in the original research, there was 
usually considerable discussion of homosex- 
uality. Questions arose as to how much 
experience was "normal" to prepubertal and 
adolescent development, how it should be 
dealt with by parents, and at what age it 
should have ceased. The students were 
concerned with the meaning of incidental 
homosexual experiences in late adolescence 
or adulthood, whether masturbation led to 
homosexuality, and the concept and mean- 
ing of "latent homosexuality.” The issues 
were similar with respect to heterosexual 
development, and there were wide variations 
reported in attitudes and experience regard- 


ing early heterosexual experimentation, age 


a intercourse, and choice of partners. 
eel Y about the 


There were many concerns fes 
meaning of occasional impotence or frigi i 
ity. As always, the issue of "what's 
normal?" arose with respect to frequency of 
desire and experience, the nature and variety 
of foreplay, positional variations, and con- 
traceptive practices. Each group was con- 
cerned with the relationship of penis size to 
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adequacy of performance, clitoral versus 
vaginal orgasm, and the issue of whether or 
not simultaneous orgasm was “essential.” 
Clinical issues were also frequently 
raised: for example, how best to advise 
parents regarding each subject, how to 
engage effectively with subtly posed ques- 
tions from children and adolescents, psy- 
chological implications of contraceptive 
methods, premarital examination and coun- 
seling, etc. Of particular importance was the 
discussion of how much help the nonpsychi- 
atrist physician can often be to individuals 
and couples with the sexual difficulties 
commonly encountered in medical practice. 


The Students’ Response 


An unusual degree of openness and 
spontaneity was evidenced in each group. 
There was very little need for the instructor 
to keep the discussion going, and the group 
participated in a lively, interested, and 
active fashion. Even the more shy and 
passive students were often drawn into 
active discussion within a session or two, 
With each topic there was a clinical focus on 
the kinds of problems or questions that 
might be encountered in clinical practice, 
but during the discussion of the topic the 
students became very frank in sharing their 
own sexual attitudes, values, beliefs, and 
experiences. In addition, since these were 
graduating students who already had con- 
siderable clinical contact with patients, they 
were able to draw upon the anxieties, 
uncertainties, and difficulties they had al- 
ready experienced in working with patients 
with sexual problems. 

Undoubtedly there were many factors at 
work, and it is difficult or impossible to 
establish a hierarchy. However, it appeared 
that most importantly, participation was 
seen not merely as self-exposure or an 
opportunity for self-reflection but also as an 
opportunity to provide the group with 
needed information so as to complete the 
sociocultural community gestalt. In other 
words, to participate Was viewed as a Way to 
contribute something very useful to the 
group. This was facilitated by the instruc- 
tors generally withholding whatever com- 
ments he might make regarding factual 
information or research until the group 
pattern was clearly delineated. This helped 
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to provide an opportunity to see how closely 
the group approximated the known varieties 
of patterns present in society. Other factors 
that contributed to the extreme frankness 
and openness of the group included the 
students’ rapport with the instructor, gained 
from previous teaching contacts, the instruc- 
tor’s previous experience with group psycho- 
therapy and sensitivity training, the structur- 
ing of the group seminar so as to provide 
information that had not been discussed 
elsewhere in their medical school experi- 
ence, and the students’ increasing awareness 
of the need for this kind of experience and 
knowledge as graduation approached. 


Evaluation of the Seminars 


It is exceedingly difficult to make an 
accurate evaluation of an educational pro- 
gram, but this was attempted along three 
parameters: the instructor’s subjective eval- 
uation, questionnaires, and informal discus- 
sions and clinical contacts with students up 
to two years later. From all three it 
appeared that the format was highly success- 
ful in providing students with knowledge 
about sexual psychology in a manner they 
could usefully integrate into their personal 
and professional lives. A number of the 
Students indicated, after their internship, 
that their experience with the elective had 
enabled them to be clinically perceptive and 
effective with patients in a manner that they 
would otherwise not have achieved. The 
most repeated observation by the students 
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was the fact that they felt considerably less 
inhibited about discussing sex with patients, 
and that their experience in the course had 
broadened their awareness of the human 
Situation beyond the narrow limits of their 
own experience. 

At the end of the course 21 students filled 
out unsigned questionnaire evaluations that 
attempted to assess the impact of the course 
(see table 1). Eighty-six percent of these 
students indicated that the elective had been 
very or moderately useful in helping them to 
acquire useful knowledge and facts, 81 
percent that it increased their feeling of ease 
in discussing sexuality with patients, and 
71.4 percent that it helped correct misbeliefs 
or erroneous knowledge that they felt might 
otherwise have been "antitherapeutic" with 
patients. With regard to their own sexual 
lives and adjustment, 42.9 percent found the 
course very or moderately useful in correct- 
ing misbeliefs and erroneous ideas, and 61.9 
percent felt that the course had been very 
useful or moderately useful in increasing 
their understanding and comfort with their 
own sexuality. 

Twelve of the 21 students indicated that 
the course had caused a decrease in their 
anxiety about their own present or past 
sexual behavior, and two students indicated 
that their anxiety had increased. One of 
these students indicated that he had been 
attempting to deny his need for psycho- 
therapy for a serious sexual problem, but 
that he now intended to seek help. 


TABLE 1 
Student Evaluations of Impact of Seminar 
(N= 21) 
STUDENT RATED SEMINAR AS: 
bie Node NOT VERY USEFUL 
LY USEFUL USEFUL NO VALUE 
QUESTIONNAIRE ITEM (PERCENT) (PERCENT) Worm 
A. Acquisition of useful knowledge and facts 
B. Providing feeling of greater ease in discussing id 2 a 
sexuality with patients! 80.9 
C. Correcting misbeliefs or erroneous knowledge 3 > i 
Which otherwise might have been “anti-thera- 
peutic” with patients 714 
D. Correcting misbeliefs or erroneous ideas about : va s 
your own sexuality and sexual adjustment 42.9 
E. Increasing understanding and comfort with your A E 


own sexuality and sexual adjustment 61.9 23.8 143 
[70] 
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‘ In addition to the above specific ques- 
tions, there was ample opportunity for the 
students to express themselves on what had 
or had not been helpful to them, what 
factors accounted for their responses, and to 
suggest future changes in the course. Several 
students began by exclaiming in capitals, 
underlining, or with exclamation points: 
“Im normal!” The most frequently made 
comments had to do with the expansion of 
their awareness beyond that of their own life 
exper es, normalcy as a relative rather 
than an absolute concept, increased comfort 
in talking about and discussing sex, and 
d ased anxiety about their own sexual 
lives (particularly relative to masturbation, 
fears of latent homosexuality, and concerns 
about occasional impotence). One student 
commented: “I no longer have to go by my 
experience, since I didn’t know if it was 
insufficient or unrepresentative, and it 
turned out to be the former more than the 
latter," i 

The experience with these students sug- 
gests that this educational method can be 

useful one in helping educate future 
s s toward some degree of comfort 
and proficiency in helping their patients with 
sexual problems. It certainly does not in 
itself constitute a sufficient educational 
program, and an ideal curriculum would 
include many other experiences. I have 
expressed the view previously, as have oth- 
ers(15), that the teaching of sex is best 
accomplished in small groups and that the 
curriculum should be organized and taught 
conjointly with the other medical school 
departments. The issues of human sexual 
behavior certainly lend themselves well to 
the current move in medical education 
toward conjoint teaching and an approach 
to the human situation as a whole rather 
than by specialty division. 

For example, the teaching of contracep- 
tive methods and practices should certainly 
be accompanied by teaching regarding the 
attitudes and emotional correlates. of their 
use and misuse. Impotence and rigidity lend 


themselves to a broad discussion of anatom- 


ical issues, physiological, urological, neuro- 
logical, and psychological issues. Conjoint 
teaching should extend beyond the bound- 
aries of the medical school to colleagues 1n 
sociology, anthropology, and psychology. In 
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an ideal curriculum there would also un- 
doubtedly be an opportunity for clinical ex- 
perience. I suggest, for example, the educa- 
tional potential of an outpatient clinic for 
individuals and couples with sexual prob- 
lems, staffed with faculty from medical soci- 
ology, medicine, gynecology, urology, and 
psychiatry. 


Comparison with T-Groups 


Questions may be raised as to whether the 
model presented here is essentially similar to 
that of group psychotherapy or sensitivity 
training (T-groups). I believe that it is 
similar to neither—at least as they are 
usually known—although there are some 
common elements. There is no question but 
that the experience was psychotherapeutic 
for some participants in that it resulted in a 
decrease in the anxiety, guilt, and shame 
they had experienced in their own sexual 
lives. This was an indirect effect of the 
group experience, which in no way attempt- 
ed to focus upon any single individual or to 
directly assist him in exploring or working 
through a particular problem. 

The circumstance perhaps most closely 
approximates that of sensitivity training 
groups, whose function is to create insight 
into one's interpersonal relations by broad- 
ening the perceptual field with respect to 
ones own behavior and the behavior of 
others. Such groups are ordinarily not 
concerned with content and the acquisition 
of factual knowledge, which were a prime 
concern within our seminar groups. How- 
ever, it would appear that the positive gains 
in greater ease of communication, increased 
comfort, and decreased anxiety and concern 
were primarily the result of factors approxi- 
mating those obtaining in sensitivity training 
groups. 

Gottschalk(7) in his excellent discussion 
of the dynamics of the T-group experience 
commented that it appears capable of 
inducing personality changes of at least 
brief duration and perhaps longer, and that 
particularly group members with high self- 
esteem and ego strength often enthusiastical- 
ly report a growth or learning experience. 
However, he cautions that the procedure is 
also capable of evoking dramatic psycho- 
pathological reactions in individuals who are 
less well integrated. This did not seem to be 
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a problem with our groups, probably 
because we lacked the degree of unstruc- 
turedness and leaderlessness which character- 
izes the T-group and mobilizes the neurotic 
trends and transference-like reactions in the 
participants. On the other hand, it is true 
that several of our participants decided to 
enter formal psychotherapy at a later date. 
With at least several such individuals who 
consulted me, there was a spontaneous 
indication that the group experience had 
helped them to overcome their resistance to 
seeking treatment for which they had long 
recognized a need. In my experience, and in 
the experience of most of my colleagues, in 
all sensitivity training groups there is usually 
a "spin-off" of individuals into individual or 
group psychotherapy—either on the basis of 
their positive experience within the sensitiv- 
ity group or because of the mobilization of 
anxiety and conflict. 


Greater Sociocultural Sensitivity 


There is another type of “spin-off” that I 
believe occurred with our seminar groups. 
This was the generalization of the student’s 
increased awareness and sensitivity to socio- 
cultural factors as they relate to other 
aspects of his patients’ lives, Training for 
sociocultural Sensitivity is an important task 
for all of medical education, and its 
Importance is not confined to the under- 
standing of sexual psychology. The influence 
of social class factors as they relate to 
Psychiatric ecology, diagnosis, and treat- 
ment is well established(6, 9, 11, 25, 26) 
and is incorporated into every good psychi- 
atric residency training program(28). 
. The relevance of such social 
influences and issues is not confined to 
psychiatric patients, They are of crucial 
importance ` in understanding a patient’s 
Tesponse to the sick role, his expectations of 
the physician, his Participation in the 
doctor-patient relationship, his cooperation 
and attitudes toward medical treatment, and 


his Iesponse toward preventive health ser- 
* vices. 


class 
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future practice. In an era of Medicare, 
increasing health insurance, and greater use 
of health services, the average physician can 
expect his practice to cover a much wider 
social class spectrum than is represented by 
his own life experience. Without an empath- 
ic and tolerant understanding of the differing 
life circumstances of others, his medical 
knowledge and skills will be of little use. 
The fact remains that an essential ingredient 
for successful medical treatment is the doc- 
tor-patient relationship; it flounders without 
mutual respect and understanding. 
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Policies and Practices Concerning Confidentiality in 
College Mental Health Services in the 
United States and Canada 


BY WILLIAM J. CURRAN, LL.M., S.M. HYG. 


According to a survey by the author, the 
great majority of college mental health 
services do not routinely inform parents of 
consultations, evaluations, or short-term 
treatment, although they do notify parents 
of serious illness, suicidal attempts, or hos- 
pitalization. Unless the student is sent for 
evaluation by the administration, a similar 
rule applies to college authorities. Nearly 
all respondents refuse psychiatric informa- 
tion to outside sources without student con- 
sent. The author includes a legal commen- 
tary and suggestions for some law revisions. 


o= OF THE FUNDAMENTAL principles 

upon which any college or university 
mental health program must be based is the 
confidential relationship between the student 
and the therapist(7). The policies of 
colleges and universities concerning confi- 
dentiality were subjected to severe criticism 
in a recent article by Szasz(17). The author 
criticizes college psychiatrists as double 
agents with loyalty divided and confused 
between the students and the college 
administration, 

He is particularly severe in his comments 
on the literature concerning confidentiality 
in college psychiatry, much of it written by 
members of the Harvard University Health 
Service(6, 11). The basic thesis of the Szasz 
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paper seems to be that college psychiatrists 
are willing to breach the confidences of thei 
patients whenever they personally consider 
it in the best interests of the patient, the 
college, or the community at large. 

It may be useful to provide an indication 
of the results of a survey of the policies and 
practices of colleges and universities in the 
United States and Canada concerning confi- 
dentiality in student mental health services. 
This paper also contains a review of 
American law in this area and some 
suggestions for legal revision. 

The survey was conducted during the 
winter and spring of 1968. The primary 
method was a questionnaire sent to the 488 


member institutions of the American € ollege 
Health Association. The secretary of the 
Student Health Association of Great Britain 
also answered the questionnaire to give us 
an indication of practices in British univer- 


sities. As a result of two mailings of the 
questionnaire, 173 replies were received 
and tabulated. The sample provides a 
variety of types and sizes of schools, from 
large universities with many undergraduate 
and graduate divisions to small community 
colleges. 

Replies were received from 43 states and 
the District of Columbia, and from eight 
Canadian universities; there were replies 
from at least one branch of the state 
university in 39 of the states, The majority 
of the respondents—1 16 in all—have profes- 
sional psychiatric services as a part of their 
student health programs; it is likely that 
many of the schools not replying do not have 
organized psychiatric services. 


General Policies on Confidentiality 


. The most pervasive and perhaps the most 
important finding was the great respect and 
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strong endorsement given by the student 
health services to the principle of a 
professional, confidential relationship be- 
tween student and therapist. None of the 
colleges in the United States, Canada, or 
Great Britain reported disagreement with 
the existence of such a relationship. All 
seemed well aware of the values to be 
gained in respecting that relationship and 
guarding against its violation. 

As one large state university in the 
Midwest put it, “The more confidentiality 
we assure, the more effective we are in 
dealing with students." The physician in 
charge at a small coeducational college in 
the East said, “If the student body does not 
know without any doubt that their contacts 
with the health service will be treated as 
privileged, then the very effectiveness of this 
health service is quickly lost. The regaining 
of a student body's confidence may take 
many years. I feel our effectiveness is 
directly related to the spirit of confidentiality 
which reaches as far as the president, the 
dean, friends and parents and furthermore 
each entering class is so informed by me in 
person." 

Many of the schools use wording such as 
“strict confidentiality" or “very carefully 
guarded” confidentiality to describe their 
general policies. One state university opens 
its reply with the statement, “Maximum 
confidentiality is our policy.” An eastern 
Ivy League college refers to the confidential 
relationship as “an inviolable right of the 
student.” 

At times the practices of the colleges, as 
revealed by their answers to specific ques- 
tions, may belie somewhat their ringing 
endorsements of confidentiality, but the 
leaning, the good heart, the desire to protect 
the relationship is certainly there in nearly 
all of the respondents. The strongest 
statements and the most consistent positions 
in protecting confidentiality were contained 
in the replies signed by psychiatrists who 


were either in charge of mental health 


programs as such or Were consultants to 
general student health services. The nonpsy- 
chiatric physician heads of health services, 


i those without a staff psychia- 
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emotional disturbance," as one said. They 
were more apt to feel parents should know 
about referrals or to give information to 
other agencies, although only after obtaining 
the consent of the student. ; 
There were among the replies some well- 
thought-out qualifications of a “strict” confi- 
dentiality rule. One medical director stated, 


Much that has been written about the 
requirements of complete confidentiality sug- 
gests that the divulgement of any information 
whatsoever is unprofessional and detrimental. I 
consider this to be an impractical oversimplifi- 
cation of the over-all problem. Given the 
proper safeguards (preliminary explanation to 
the patient; patient consent; limitation of in- 
formation to indications of the severity of the 
disability and the likelihood of improvement), 
the statements of a physician about a patient's 
illness are commonly of the greatest benefit and 
in fact necessary if the patient is to be protected 
from uninformed and conjectural inferences as 
to the severity or permanence of the illness. 


Specific Policies 


We asked whether the colleges had 
developed any general principles on confi- 
dentiality and we requested copies of any 
such policies which might be printed or 
published. The great majority of schools 
answered that they had not adopted any 
printed set of general policies. Only 19 
schools enclosed printed policies, which 
varied in length and complexity. Among the 
most complete and consistent statements 
were those of the University of California at 
Berkeley, Dartmouth College, and the 
University of Massachusetts at Amherst. 
The Berkeley statement of policy was well 
known by most of the other branches of the 
university in the state and many had 
adopted the same principles. 

The Chicago Circle campus of the 
University of Illinois has also adopted and 
published as its policy the principles 
adopted at Berkeley (although they are not 
identified as such). The Berkeley principles 
have apparently not been adopted by other 
branches of the University of Illinois, 
according to the replies we received from 
them. Twenty-two institutions stated that 
they followed the Recommended Standards 
and Practices of the American College 
Health Association, Supplement on Ethical 


[75] 


1522 


and Professional Relationships. Nearly all 
of the group citing the ACHA Standards 
were among the larger universities with 
organized psychiatric services or regular 
staff psychiatrists. One large eastern private 
university indicated it followed the ACHA 
Standards, “but not 100 percent.” The 
disagreements cited were all in favor of 
stricter confidentiality than that recom- 
mended by the association. 

Most of the schools without specific, pub- 
lished standards said that they nevertheless 
had developed certain practices that they 
followed consistently. They answered our 
questions in the context of these practices. 
Many of the replies were very close to the 
ACHA Standards, leading one to believe 
these schools may be following these 
standards though they did not cite them as 
such. 

A few schools seemed to feel the need to 
justify the fact that they had no printed or 
published principles. They replied that they 
wished to maintain flexibility and to avoid, 
as one put it, an “ironclad policy." A large 
state university asserted that it avoided a 
too-detailed statement of policy so as to 
have “leeway in dealing with individual 
cases." None of these schools seems to have 
considered the value to students of knowing 
where they stand regarding disclosure before 
they enter into consultation or treatment at 
the student mental health center. 


Parental Responsibilities 


i The first specific questions concerned poli- 

. ces in regard to the right of parents to be 

informed by the health Service of psychiatric 

referrals or treatment of students who are 
minors. 

The great majority of replies—153 in 
all—indicated that parents are Dot routinely 
informed by the health Services of contacts 
for consultation, counseling, or for short- 
term, outpatient, 
where such treatment is Offered by the 
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inform parents only if hospitalization was 
necessary outside the university campus in a 
general hospital or a psychiatric institution, 
The eight schools which seem to have a 
policy of not informing parents under any 
circumstances are all graduate schools 
where the great majority of students may be 
assumed to be over 21 and/or married. 

A small minority of some 21 schools 
consider parents to have a “right to know” 
about all referrals and treatment in the 
student health service, including the mental 
health service. A variety of reasons were 
given for this position. Nearly all consider it 
to be a moral responsibility of the school, or 
they assert or imply it to be a legal 
requirement. Fifteen of the schools refer to 
the fact that the parents are paying the 
school bills and therefore have a right to the 
information; the reasons or justifications 
overlapped in the letters. 

The majority position is in accord with 
the ACHA Standards(2), which suggest that 
parents need not be informed when students 
consult the mental health service but should 
be informed if there is “a significant risk 
that a patient may harm himself physically 
or seriously embarrass the family," or when 
hospitalization is necessary in a facility 
outside the university. This standard seems 
actually to be somewhat more liberal in 
informing the parent than the majority of 
Our survey respondents. No respondent 
mentioned notifying the parents because of 
incidents which .might “embarrass” the 
parents. 

The Canadian universities replying were 
all in the majority group. The reply from the 
British Student Health Association is also 
quite emphatic: “The parents have no right 
to know about referrals or treatments for 
college students who are minors." (Empha- 
sis is their own.) 

This first question provoked nearly all of 
the legally oriented or legally influenced 
Tesponses to our inquiries. In addition to 
those schools which expressed an opinion 
that parents have a legal right to know about 
referrals and treatment of minor students, a 
few others who do not so notify said they 
Were "uneasy about this" and were consult- 
ing legal counsel. One large eastern univer- 
sity Put it, ^We realize that certain legal 
objections may be raised to our policy of not 
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routinely notifying parents of minors about 
treatment or referral of their children and 
we are at present looking into the legal 
aspects of the problem. From the medical 
standpoint, however, we feel our present 
policy is advisable and justifiable.” 

One large state university in the West 
reports that its position on confidentiality is 
“not taken at all on legal grounds.” They 
assert (as do many other schools, in fact) 
that they endeavor as part of the educational 
process to help young people to become 
independent, responsible adults. They then 
say, “We think the in loco parentis role that 
colleges find themselves in legally and in the 
expectations of parents (and, often students 
as well) tends to work in just the opposite 
direction, and we make as few concessions 
to it as possible. We try to put therapeutic 
considerations first, and let other aspects, 
including legal ones, come later.” 

Some of the majority group (which does 
not inform parents) interpret the in loco 
parentis characterization of the university as 
having just the opposite effect, as seemed to 
be the case in the above-mentioned school. 
These institutions view their parental-substi- 
tute position as affording them the opportu- 
nity and responsibility to treat the students 
without the need to contact their parents. 
Other schools assert that the parents give a 
general consent to use of the health service 
by the student at the student’s admission to 
the school when the parents sign health 
service forms, and this consent by implica- 
tion includes the right to consultation and 
treatment without routinely informing par- 
ents except in severe emergencies or hospi- 
talization, especially off campus. In two 
cases the fact that the state mental hospitals 
are legally authorized to admit patients at 
ages under 21 (in one state at 18, in the 
other at 16) without parental consent was 
taken by the respondents as legal justifica- 
tion for their not informing parents. In both 
is indicated that 
they would inform the parents if the student 
was a suicidal problem or a danger to 


community." 


Communication with the Administration 


On the question of communication with 
the administration of the institution the 


Amer. J. Psychiat..125: 11, May 1969 


1523 


replies were varied, but again the general 
position was strongly favorable toward 
maintaining confidentiality. In no school is 
information about psychiatric referrals and 
treatment generally available to administra- 
tors, including deans and faculty. When the 
student comes to the mental health service 
on his own or on referral from another 
doctor in the health service, in nearly all 
Schools the confidential relationship is 
guarded from disclosure to the administra- 
tion except in very serious circumstances. 
Two replies indicate that the dean of 
students will be informed fully if he requests 
information. In one school the service will 
confirm that the student has been seen and a 
general medical opinion will be given. In 
two more schools, on the inquiry of a dean 
the service will confirm the visit of the 
student, but no medical information is given. 
Thirteen schools reported that the health 
service routinely reports to the administra- 
tion the names of all students hospitalized in 
the college infirmary but without diagnosis, 
medical or psychiatric. One hundred and 
thirteen schools indicate they will report a 
case to the administration without the 
consent of the student only in very serious 
circumstances involving danger to the stu- 
dent or others. This practice is in accord 
with the ACHA Standards, Chapter IV, 
Section E2a. 

Forty-four of these schools also report 
that they inform the administration when an 
administrative adjustment is required such 
as withdrawal from school, class schedule 
changes, or a dormitory change. In these 
cases it is indicated in many replies that the 
health service discloses only a bare mini- 
mum of information to accomplish the 
needed result, but with little or no psychi- 
atric content to it. Details on actual conduct 
of the student are very rarely, if ever, 
discussed. The health service would refer to 
a "stressful situation" or the need for a 
“rest,” or, where a dormitory change is 
needed, the fact that roommates are not 
“psychologically compatible.” ; 

The responsibility of the health service 
for maintaining confidentiality is seen by the 
health service quite differently when the 
student is referred to the mental health 
service by the administration itself. In these 
cases the health service physician explains 
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to the student at the outset that a report will 
be made to the dean. The student is not 
required to say anything to the psychiatrist. 
Many of the schools indicated that they 
would discuss the evaluation with the 
student before giving it to the dean; this 
latter practice is recommended in the 
ACHA Standards, Section E2d. 

The difficulties are apparently very com- 
plex for a college mental health center on 
campus regarding this issue of communica- 
tion with the administration. It is one of the 
areas where Szasz is most severe with their 
expressed policies. The pressing demands 
made upon these services and their efforts to 
maintain professional responsibility are 
shown well in this reply from a director of 
an eastern state university. 


In a college setting this [communication 
with administration] is probably the most 
difficult area in which to achieve a satisfactory 
policy regarding confidentiality. Strict adher- 
ence to a policy of strict confidence not only 
can harm the individual student but others as 
well. It can also lead to attempts by deans to 
handle problems themselves rather than refer 
them for more appropriate treatment. We have 
established an understanding with the person- 
nel deans whereby no names of students are 
reported to them unless there seems to be a real 
danger to the student himself or others. The 
appropriate dean is apprised of the situation 
and recommendations are made. In Cases 
where the deans are working with a student 
and request such information we have agreed 
to let them know whether a student is being, or 
has been, seen. . . . Academic personnel are 
contacted only at the student's request or 
responded to when the student has requested 
them to call. In all cases of communication, the 
specific content of the interviews is held in 
strict confidence. 


Psychiatrie Records 


We ‘also asked about the keeping of 
records in the mental health Service. For 
those readers favoring a complete separation 
of psychiatric contacts and general medical 
records, this is the most disappointing part 
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is a complete consolidation of medical and 
psychiatric records. Notations concerning 
interviews and treatment sessions by psychi- 
atrists are included in the general records in 
77 colleges and universities, with 34 of these 
schools including diagnostic impressions or 
clinical progress as well. Eight other schools 
report "free consultation" between regular 
medical staff and psychiatrists, but the 
practice on record-keeping was not clear. 

The position of the ACHA on record- 
keeping is not entirely clear (or perhaps one 
should say it is not complete). The 
Standards suggest that mental health service 
records "should be filed separately from 
regular medical records and be accessible 
only to members of the mental health 
service unless released to other professional 
members by the therapist responsible for the 
patient . . .”(2). In the latter case, it is said 
that the permission of the patient to release 
the record should be obtained. However, the 
Standards are silent on notations and other 
information regarding psychiatric referrals 
and treatment placed in the regular medical 
records. 

The statement of the psychiatrist in 
charge of a student mental health service in 
a large, private midwestern university should 
be reassuring to many students and would 
probably be supported by most college psy- 
chiatrists. He says: 


Many of the students are concerned that 
somewhere in the University there exists some 
administrative record or dossier which contains 
such [psychiatric] information and is freely 
available to prospective employers, graduate 
schools, etc. There is no such record and we go 
to some lengths to avoid having it even known 
among the rest of the University even who 
comes to see the psychiatrist. The 
Psychiatric records are kept in a locked file 
entirely separate from the general health 
records of the student. 


Communication with Outside 
Organizations 


The last question in our survey referred to 
information revealed to Outside sources. 
This area was the most problematical in the 
entire survey and seems likely to be involved 
in change of policy during the coming 
years. 
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Only eight American institutions report 
that they will release information to outside 
sources concerning psychiatric referral treat- 
ment or prognosis without student consent. 
The great majority of the reporting schools, 
155 in all, would reveal no information 
without the consent of the student and of his 
parents if he was under 21. All of the 
Canadian universities were in this group. 
This was also the position of the British 
Student Health Association. The statements 
made by schools in this group were 
generally brief but definite, evidencing pride 
in this flat statement. 

However, some of the schools in this 
group do seem to realize that this policy 
may not be enough to protect students who 
either do not realize what they are doing 
when they give a routine consent to examine 
medical records or who are under express or 
implied pressure from the inquirer to 
consent to this invasion of their past 
histories. 

Some schools assert they require the 
"informed consent" of students to the 
release of information. This seems to mean 
in some cases that they call the student in 
and ask him about the inquiry and discuss 
with him the information they will release if 
he permits it. This is a useful protective 
device, of course, only when the student is 
still in the college. Many inquiries are made 
after the student has left or graduated. — 

Many of the schools in this majority 
group indicate that the kind of information 
they will release is quite guarded and 
limited. A few indicate that they will tailor 
their reply to the type of inquiring agency, 
although the meaning of this “tailoring” is 
not always clear. It may mean providing 
only relevant and meaningful information, 
but it may also mean shaping the informa- 
tion so that it will appear in the best possible 
light. One school asserts that it tries to make 
the prognosis as "sunny" as possible. 

There would seem to be a resistance 
building up among the student. mental health 
services to giving information to these 
outside sources even when the graduate 
schools, prospective employers, OF. overt: 
ment agencies come armed with the stu- 
dent’s consent. The mildest form of refusal 
of cooperation would seem to be the 
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release information only on a “specific 
request.” It is not at all clear what this 
means. Some seem to refer to the specificity 
of the name of the inquiring agency and 
others imply it means that the inquiry must 
be addressed directly to the university health 
service or to its mental health service. One 
college, on getting inquiries for such infor- 
mation, refuses to disclose unless the agency 
asks “specific questions” about the student. 
It is reported that after instituting this 
requirement the number of requests for 
information has dropped from several per 
week to three or four per year over a three- 
year period. 

Thirteen American universities indicated 
that they refuse psychiatric information to 
an outside agency or graduate school even 
with the student’s consent. Six of these 
modify their stand to some extent, saying 
they would release information (and per- 
haps records) to a new therapist in another 
school who is continuing the treatment of 
the student. Some of the policies of these 
schools also indicate that they will reveal the 
fact that the student was forced to leave 
school for psychiatric reasons, if this was 
the case. 

The positions best known not only among 
this group but to colleges and universities 
throughout the United States were those of 
Yale University and the University of 
California, Berkeley. Respondents naming 
other colleges most frequently cited these 
two schools—either in agreement or in 
recognition of the differences between their 
own policies and those of these schools. 

The position of the University of Cali- 
fornia, Berkeley, is indicated in this quota- 
tion from its published statement. 


Years of experience and discussion have led 
our staff [Department of Psychiatry, Student 
Health Service] to conclude that we cannot 
comply with such requests ["for information 
and opinions about students who have used our 
services"], and that communication about our 
work with students is justified only for the 
purpose of contributing to further psychother- 
apy elsewhere. .. . Our attitude and policy 
about confidentiality are not affected by a 
student’s having provided his release or consent 
to communication. 


The policy at Yale University is not as 
strict as that at Berkeley. The Division of 
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Student Mental Hygiene at Yale will verify 
that a student has been a patient and that he 
has received psychotherapy, giving the dates 
of that treatment, but they will give no 
further information about the patient. How- 
ever, if a student has been required to 
withdraw from school for psychiatric rea- 
sons they will make a statement regarding 
the leave, giving a brief account of the 
events leading up to the recommendation for 
the leave and a statement about the 
treatment course thereafter if they know 
about it. The Yale Health Service is aware 
of the differences between its position and 
that of Berkeley. 

The ACHA Standards would seem to 
have had their lowest degree of influence in 
regard to this last question, communication 
with outside agencies. This is the only area 
where the majority of schools are not in 
basic accord with the ACHA practices.? The 
majority (who will give information as long 
as the student consents) are clearly in 
conflict with ACHA Standards, at least as 
regards releasing information to the admis- 
sions officers of other universities and 
graduate schools. Here the ACHA standard 
is essentially the same as the Yale position 
(which Yale applies to all outside inqui- 
ties). The ACHA, however, does not apply 
this position to inquiries from prospective 
employers, draft boards, insurance compa- 
nies, and government agencies. Here the 
ACHA position is more liberal in allowing 
disclosure, not only than the Yale-Berkeley 
group but also than most of the schools 
which, though they may be willing to give 
some information, give only guarded state- 
ments without clinical details. 

In regard to industry, draft boards, 
insurance, and fellowship forms, the ACHA 
Standards, Chapter IV, Section E7, suggests 
that schools can give “more Specific in- 
formation about diagnosis, results of ther- 
apy, and prognosis" than would be given to 
university admissions committees, even 
where the student's education was not 


1 The Yale statem 


ent wi 
after that attributed to De Joy: 4 be adapted 


to Dr. James Heyl illi 
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interrupted. It is indicated that this should ' 
be done only after “a detailed discussion 
with the student” and that “every effort 
should be made to communicate this 
information only to medical personnel” 
(emphasis as in the original). Just how 
communication only to medical personnel in 
these situations protects the students is not 
indicated. It seems perfectly clear that the 
medical personnel would be involved in the 
screening process and would be acting on 
behalf of the inquiring agency, not the 
student. 

The ACHA Standards are even more lib- 
eral on disclosure to government agencies 
such as the Civil Service Commission, the 
FBI, or the armed services. For these agen- 
cies the ACHA suggests that a “very general 
review of the case history along with well 
guarded prognostic speculation in the course 
of an interview with the investigating agent is 
usually sufficient, but even this should only 
be done if it is clear that refusing to give any 
information will be seriously damaging to a 
former patient." This type of disclosure and 
interview with an FBI agent is discussed in 
the Blaine paper(6). 


Legal Commentary 


The law regarding confidentiality and 
privacy in college psychiatric practice is not 
well developed. A legal position must be 
constructed in large part from general law 
concerning professional responsibility, con- 
fidential relationships, institutional law, the 
law of persons, and the still-primitive law of 
privacy. 

It can be said that the law in nearly all (if 
not in all) American states respects and 
enforces a confidential relationship between 
a college psychiatrist and his student- 
patient The relationship arises out of 
professional ethics and is legally sanctioned 
by the fact that revealing professional 
Secrets improperly is a specific ground for 


3 The only recorded appellate court case in the 
United States against a college | psychiatrist 
Occurred in Texas in 1965. It was a suit(14) by a 
former student, who was committed to the Austin 
State Hospital, against a psychiatrist on the staff of 
the University of Texas Student Health Center. The 
Suit was dismissed on a summary judgment. 


Contdental relationship is not discussed in the 
e. 
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revocation of a physician’s license in most 
of the states(1). The relationship is also 
supported by evidentiary privilege statutes in 
a majority of the states. The absence of an 
evidentiary privilege statute should not, 
however, affect the significance of the 
confidential relationship outside the court- 
room. 

In a few cases coming before American 
courts involving a truthful breach of the 
confidential relationship, the majority has 
recognized the existence of the relationship 
and has conceded that the breach could be 
actionable in tort for damages(9). How- 
ever, many of these courts have also 
recognized that a physician can breach the 
confidence for justifiable causes such as 
protection of third parties or the commu- 
nity(1). For example, in a Nebraska case, 
Simonson v. Swensen(15), a physician 
treated a patient with a communicable 
disease. The patient was living in a hotel. 
The doctor advised him to move out of the 
hotel. Later the doctor called the hotel and 
found that the patient was still registered. 
He told the hotel-keeper about his patient 
and his disease. The patient sued the doctor 
for damages due to the breach of confi- 
dence. The court found the physician 
justified in making the disclosure for the 
protection of the hotel guests and staff. In 
two other cases, courts found justification in 
revealing information to a husband(8) and 
a prospective bride(4) of the patients 
involved. In the latter case, the physician 
revealed that the prospective bridegroom 
had been in a mental institution seven years 
before. j 

The Principles of Ethics of the American 
Medical Association, Section 9, allow the 
physician to breach the confidence of the 
patient where it “becomes necessary In 
order to protect the welfare of the individual 
or of the community.” The AMA principles 
are generally influential when the courts 
consider cases involving revocation of 
medical licenses on the grounds of disclosing 
professional confidences Or violation of 

rofessional ethics. 3 4 
2 On did basis of the above admittedly brief 
legal review, the position of the majority of 
college mental health programs in pieta 
parents and the college administration where 
there is threatened danger to the student 
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himself, to another student, or to the 
community (either the college community or 
the community at large) would seem to be 
ethically and legally justified. The position is 
strengthened by the obligation of the college 
itself to the student body and to the parents 
of students under 21, unmarried and 
unemancipated from their parents. In a 
fairly recent text written under sponsor- 
ship of the American Council on Education, 
the general statement is made that a college 
stands in loco parentis, in the same position 
as parents, concerning the physical and 
moral welfare and the mental training of the 
students(5). It can direct and control the 
conduct of students “to the same extent that 
a parent can." The author's authority for 
this seemingly well settled principle is, 
however, only one rather old court deci- 
sion(13) in Kentucky in 1913, a case 
involving a college but where the court 
seemed influenced by principles developed 
in regard to secondary and lower-level 
educational institutions dealing with young- 
er children.* 

The highly respected and authoritative 
American Law Institute also defines a duty 
of care and protection of minors for those in 
charge of public and private schools, but 
again the discussion and analysis seem to 
stress children of a much younger age than 
college-level youths(3). One of the ex- 
amples given involved a case where a 
schoolmaster knew that a group of older 
boys was in the habit of bullying younger 
pupils. It is asserted that the schoolmaster 
had a legal duty not only to interfere when 
he saw the bullying going on but also to be 
reasonably vigilant in his supervision of his 
pupils so as to ascertain when such conduct 
was going on. One may ask first whether this 
rule applies to college authorities and 
college students under 21, and second 
whether “ascertaining” includes information 
obtained by the student mental health 
service regarding the use of drugs, illicit sex 


relations, thefts, etc. 


4 The most recent example of this issue in court 
is the attempt by secondary schools to regulate the 
length of boys’ hair. A p. group mc 

i |] protested that their long hair was 
Sea eir business. The Federal Court 


tyle in th 3 
Se Appl al a split decision (2-1) upheld the 


school’s regulation(12). 
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Any analysis in depth of the justifications 
for violating the confidential relationship 
would have to probe the types of harm, the 
gravity of the harm, and the likelihood or 
imminence of the danger. There would seem 
to be clear differences, for example, between 
revealing confidences about past conduct 
and revealing information in order to 
prevent future harm or future crimes. The 
law has recognized these distinctions in 
confidential relationships. 

It was noted earlier that some of the 
colleges that do not inform parents of 
minors about psychiatric consultation and 
short-term psychiatric treatment are trou- 
bled about the legal basis for this position. 
Some of them seem to fear that this practice 
violates their legal obligation to the parents. 
There does not seem to be much in the way 
of legal guidelines on this question. I ques- 
tion the analogy to parental duty to pay for 
“necessary” medical expenses or to consent 
to medical treatment for minor children, 
The matter of payment is not significantly in 
issue. In most schools the health service is a 
part of a prepaid plan incorporated into the 
School charges, and the parents give a 
general consent for its use. Where individ- 
ual, fee-for-service therapy is required, the 
schools do notify the parents because they 
must pay the bills. 

The modern legal view is that minors of 
college age can consent to many kinds of 
medical treatment, at least of a nonserious 
kind. Allowing the students to consult with 
psychiatrists and to consent to at least short- 
term outpatient treatment without informing 
parents seems to be within this modern 
trend of the law, 

Perhaps the most serious area for legal 
discussion, just as it seems to be from an 
ethical and clinical standpoint, is the last 
area examined in the Survey—revealing 
information to outside sources. First, reveal- 
ing information without student consent to 
any of the sources mentioned seems Clearly 

a violation of the psychiatrist’s obligation. 
ethical and legal, to maintain the confidence 
of the student. Just as clearly, it seems that 
the therapist can reveal informati : 
clinical opinion and even dined d and 
the student gives his issi I i 
permission or requests 


that the psychiatrist ei i i 
the agency. give the information to 
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I am in firm agreement, however, with 
those colleges which try to ascertain whether 
the student actually did give his consent, 
gave it freely, and understood the signifi- 
cance of his action and the possible harm it 
might occasion him. The practice of discus- 
sing with the student just what information 
is given out also seems advisable when this 
can be done. Revealing conduct of a 
criminal or highly embarrassing nature, or 
conduct which holds the student up to 
ridicule and scorn, seems to me unjustified 
and unnecessary in any case. A general 
discussion with diagnostic impressions and 
clinical prognosis would meet any reason- 
able requirements of outside agencies. The 
"consent" of the student in these situations 
should never be taken to relieve the 
psychiatrist entirely of his general obligation 
to protect the student from unnecessary or 
avoidable harm. 

The most difficult legal questions arise in 
examining the stand of the -minority of 
universities who refuse information of any 
kind to an outside agency, even when the 
student consents and he requests that the 
information be sent. The theory is generally 
expressed that the confidential relationship 
is essentially for the patient's protection and 
that if he wishes the information revealed, 
the therapist has no grounds upon which to 
withhold it. At least this has been found in 
many court decisions as regards the testi- 
monial privilege of doctor-patient. It is often 
said that the privilege belongs to the patient 
and not to the doctor(16). If released from 
the statutory confidential relationship, the 
doctor—much to his own dissatisfaction at 
times—must answer on the witness stand. 

The minority position here seems to be 
that the health services can unilaterally 
decide to withhold psychiatric information 
and thus force the inquiring agency to do its 
own psychiatric evaluation. (Most of these 
Schools, it seems, would give information to 
another psychiatrist who was treating the 
Student subsequently.) This position could 
be defended on several ethical and legal 
grounds. It could be said that since in nearly 
all of the schools this is an announced and 
Published policy, it is accepted by the 
students as a condition of receiving evalua- 
tion, consultation, and treatment. This 
condition could be binding on a contractual 
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theory (that has clear weaknesses in fact), 
or one could fall back again on the in loco 
parentis characterization of the college 
relationship and it could be found to be a 
reasonable condition imposed for the good 
of the students. Thus the students could not 
waive the condition and could not require 
the health service to reveal the information. 

It could also be argued that the health 
service is making a blanket judgment that 
student consent to release information is 
never free and fully informed and thus 
cannot be considered a waiver of the 
confidence. This would apply whether the 
information was considered “helpful” to the 
student in his own judgment or not, such as 
when he desires a deferment or rejection 
from his armed forces draft board. 

Finally, these schools and their psychia- 
trists may be said to be arguing that this 
psychiatric confidential relationship does not 
belong exclusively to the patient-student to 
dissolve or to waive as he chooses. This 
view could be taken regarding the relation- 
ship itself outside the courtroom, distin- 
guishing the duty the psychiatrist might have 
to reveal information on the order of the 
court, with or without the existence of a 
testimonial privilege statute in the particular 
state. Even in regard to the testimonial 
privilege, an argument can be made that the 
psychiatric privilege should not be subject to 
being waived by the patient because the 
patient does not know the actual content of 
the information. Slovenko asserts, "It has 
been urged that privilege in the psychiatrist- 
patient relationship should belong to the 
psychiatrist as well as, or rather than, to the 
patient" (16). Slovenko gives no citations 
for this statement and, in the two-paragraph 
discussion of the subject, no indication of 
his own position on the issue. 


Discussion 


I have a suspicion that the law courts 
support disclosure of information by phy- 
sicians to third parties almost too much. The 
cases are rather too simple and the analysis 
by the judges rather too naive. I DUM 
apply tighter standards to protect un E 
dentiality than the courts seem to be doing. 
The justifications for breach of confidence in 
some of the cases seem to me questionable. 
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The attitude of the courts is perhaps closely 
related to the judicial attitude toward 
testimonial privilege statutes. The judges 
(and also lawyers) do not look with favor 
upon these laws, which seal the lips of the 
doctor in court. I have always favored the 
testimonial privilege of silence more for 
psychiatrists than for any other physicians, 
and this survey has reinforced my opinion, I 
would also favor the privilege for other 
professionals, such as psychologists and 
social workers doing psychiatric casework 
and counseling. ( 

I have high regard for the minority of 
schools that refuse any clinical psychiatric 
information to outside sources, even with 
student consent. While I have tried to 
analyze briefly the legal position regarding 
this stand, I admit to difficulty here. I would 
hope also that we could urge action on the 
other end of this correspondence: the 
requests for such information by the outside 
sources. Other schools and colleges should 
be discouraged from asking such questions 
and should make their own evaluations, As 
far as government agencies are concerned, I 
suggest legislation to prevent this prying into 
the past of college students and to prevent 
the agencies from securing, by gentle or 
hard persuasion, the consent of students to 
do so. It seems proper that these agencies be 
limited to making their own evaluations. 

According to this survey, a particularly 
frequent government inquirer regarding stu- 
dent psychiatric treatment is the Peace 
Corps. The agency comes armed with a 
student consent and asks for full informa- 
tion. Many of the schools that have 
developed new policies in recent years to 
avoid disclosure of records have done so 
because of the growing number of requests 
for information from the Peace Corps. It is 
noteworthy that a number of college 
psychiatrists have been consultants to the 
Peace Corps. These consultants could well 
look into this practice and encourage the 
agency to do its own evaluations. 
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Illness is the doctor to whom we pay most heed: to kindness, to knowledge 


we make promises only; pain we obey. 
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The Effect of Early Deprivation on the Social Behavior of 
Adolescent Chimpanzees 


BY CORBETT H. TURNER, M.D., RICHARD K. DAVENPORT, JR., PH.D., 
AND CHARLES M. ROGERS, PH.D. 


Chimpanzees reared during early life in 
environments with social and perceptual re- 
strictions are strikingly different from animals 
reared by their mothers in a natural habitat. 
As adolescents they avoid social contact and 
display little species-typical behavior; they 
play and copulate infrequently and do not 
groom. The authors found these aberrations 
to be very resistant to modification by a 
variety of maneuvers, including contact with 
normal social partners, drugs, and experi- 
mental manipulations, and they discuss the 
implications of their lack of “therapeutic” 
success. 


A SERIES OF investigations of the effect of 
early environment upon the psycholog- 
ical, social, and physical development of 
chimpanzees is under way at the Yerkes 
Regional Primate Center. The subjects for 
these studies are a group of animals born at 
the laboratory and reared with varying 
degrees of restriction upon their social and 
sensory environment from birth until the age 
of three years(9-12, 31, 32). The isolated 
animals were paired after their third year in 
ordinary laboratory cages with isolation- 
reared and wild-born peers. It was the 
purpose of the present study to explore the 
social deviancy of these now adolescent 
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chimpanzees, particularly the extent to 
which their aberrant behavior could be 
modified. 

In their six to nine postisolation years 
most of the animals have shown some 
progress toward species-typical behavior 
patterns, but all remain deviant. They 
display disturbed emotionality, peculiar ste- 
reotyped movements, reduced interest in 
other animals, inept sexual behavior, and 
impaired learning. As a result of these 
characteristics, they have to a large extent 
perpetuated their original rearing condition 
by a self-imposed isolation. They have been 
disinterested in social exchanges so that they 
have tended to be isolated even when caged 
with another animal. 

Earlier publications have described their 
physical growth, individual behavior, and 
intellectual performance. Some of the major 
findings are as follows: Weight gain and 
health of isolates was superior to that of 
animals reared by their mothers(10). The 
experimental animals were much less ex- 
ploratory than wild-born animals(1, 2). A 
dramatic abnormality, which has persisted 
from infancy, is unnatural, prolonged pos- 
turing or repetitive stereotypic movement 
(9). Some deprived animals eventually 
approached the level of wild-borns in simple 
learning tasks but they learned more slowly, 
and some would not participate in the 
learning task(12). 

There are numerous reports in the 
literature of the effect of early experience on 
the social behavior of various animals, 
including ants, fish, birds, and many mam- 
mals(3, 15, 23, 30, 36, 41). The work most 
closely related to ours is that with the rhesus 
monkey done by Mason(25-29) and by 
Harlow and co-workers(8, 19-22, 34). The 
60 rhesus Harlow raised with a terrycloth- 
covered surrogate mother became attached 
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to this apparatus and behaved like young 
monkeys with their mother. However, in 
later life they were indistinguishable from 
monkeys raised in bare cages with no source 
of comfort. They had stereotyped movements 
and social withdrawal; when they were 
caged with other rhesus isolates, no normal 
sexual behavior was observed. On exposure 
to sexually experienced monkeys, only one 
female and no males displayed normal 
mating behavior. Very few of the females 
have been impregnated and none of the 
males has copulated. These abnormalities 
seem quite fixed(20). The Yerkes chimpan- 
zees are in some respects similar to these 
rhesus monkeys, 


Procedure 


The observations upon which this report 
is based were made with typical representa- 
tives of the group of isolates. Two males and 
a female were studied, along with wild-born 
animals of approximately the same age and 
two mature wild-born females. The deprived 
males (Dp 4 1, Dp 4 2) were about ten 
years old, and the wild-born males (Wb à 1, 
Wb ô 2) about 11 and nine. The deprived 
female (Dp 9) was nine, and the wild-born 
female (Wb 9) about eight. The mature 
females (Mat ? 1, Mat 9 2) were adult and 
multiparous. 

The isolates were housed alone for the 
first three years in 48x24x28-inch illumi- 
nated, covered bare cribs constructed so that 
care could be provided without the animals 
seeing or touching the caretaker. Noise was 
minimized but soundproofing was not used. 
During their third year they were occasion- 
ally placed for a few hours in more 
stimulating environments for purposes of the 
studies mentioned earlier. Thereafter their 
caging was similar to that of the wild- 
borns. 

For this study, each male was paired in 
sequence with the isolated and wild-born 
young females. Each deprived male was 
then paired with each of the mature wild- 
born females throughout a year. A series of 


experimental manipulations, e.g., presenta- 


tion of novel Objects or administration of 
drugs, was carried out. Finally, the deprived 
males were re-paired with the deprived and 
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wild-born young females to measure the 
change over the year. 

The pairs were housed in 8x8x7-foot 
chambers with wire ceilings and front walls 
facing a corridor. These rooms opened 
through a guillotine door to an outside 
chamber of similar size with wire walls. 
Narrative descriptions of behavior during 
time-sample periods of 12.5 minutes' dura- 
tion were dictated during midmorning ob- 
servations made from the corridor. The sum 
total of social behavior occurring during 
three observations, immediately upon pair- 
ing and twice during the first week, was 
tabulated for the males with the young 
females. 

Interactions were recorded as a dyad 
consisting of an initiating behavior and a 
response. Five initiating categories were 
used: approaches in which one animal 
moved closer to the other without initiating 
any other behavior, exploratory physical 
contacts, social-sexual behavior, social play, 
and aggression. Response categories were: 
active participation, compliance or passive 
Submissiveness, no  discernible response, 
withdrawal, and disruptiveness that actively 
interfered with the initiated behavior. 

Responses in the categories of active 
participation and disruption were scored as 
the initiating behavior of a second dyad. 
Infrequent incidents or episodes of species- 
typical social behaviors, such as grooming, 
were also noted. Vocalizations were not 
Scored because of the difficulty in interpret- 
ing this behavior. Occasions when one 
animal simply passed the other were not 
considered an approach. 

Narrative descriptions of behavior of the 
deprived male and mature female pairs 
during 80 observation sessions were used in 
addition to frequency tabulations. The 
isolates were given a series of psychotropic 
drugs, and both they and the mature females 
were given LSD. The medications were 
given orally in increasing dosage until it 
appeared that side effects were more 
prominent than the intended effect could be. 
Daily dosages and drugs used were as 
follows: oxazepam (Serax), 2 mg./kg.; 
dextroamphetamine sulfate (Dexedrine), 
-25 mg./kg.; trifluoperazine (Stelazine), .4 
mg./kg.; and d-lysergic diethylamide tartrate 
(LSD), .4 ug./kg. The LSD was given in a 
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single dose; other medications were given 
twice daily. 


Results 


Comparison of deprived and wild-born 
animals before attempts at modification 
revealed many differences in social behav- 
ior. The isolated males interacted less 
frequently, in a less sophisticated manner, 
and with a much higher incidence of 
avoidance. Typical chimpanzee interactions 
such as grooming or vocalization that is 
commonly termed “pleasure-panting” oc- 
curred only with the wild-born male pair- 
ings. Dp ô 1 did not socialize; he spent his 
days in almost continuous stereotypy. In 
spite of having earned the derisive name 
“The Lump” from the laboratory personnel, 
Dp é 2 was more active. 

The initiating behaviors of the isolated 
and wild-born males were quite different; 
Dp ¢ 1 initiated only simple approach or 
contact, and 64 percent of Dp à 2's were of 
this type. These nonspecific approaches 
comprised only 30 percent of the wild-born 
males’ initiating behaviors; they usually had 
sex or play in mind. The deprived males 
together responded to the females’ initia- 
tions with active participation only 29 
percent of the time, while the wild-born 
males made this response on 88 percent of 
the occasions. 

Fifty-eight percent (54 of 94) of the se- 
quences in which the deprived males were 
involved as either initiator or responder 
were one of four dyads: approach-ignore, 
approach-withdraw, contact-ignore, or con- 
tact-withdraw. Only 12 percent (18 of 145) 
of interactions involving the wild-born males 
were of these types. On 89 percent of the 
occasions in which a female made an af- 
filiative move toward a deprived male, he 
responded by withdrawing or ignoring her; 
the wild-born males responded in these ways 
only 20 percent of the time. All animals, 
both deprived and wild-born, initiated more 
interactions when paired with an isolate. 

The isolated female stood erect and 
e time, while the wild- 
born female was playful and explorative. 
The wild-born female initiated play on 33 
occasions; Dp 9 did so only four times a 
only 20 percent of the occasions did Dp 
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actively participate in any behavior initiated 
by her cagemate, while Wb 9 did so 73 
percent of the time. 

Our attempts to modify the deviant 
behavior of the isolated males through 
interaction with the mature females were 
singularly unsuccessful. Comparison of the 
social behavior of the isolated males, before 
the year with the mature females, with their 
interactions afterward did not reveal any 
improvement. The number of initiated 
behaviors when they were paired with the 
young females rose from 30 to 40, but the 
increase was in simple approach-contact. 
Dp ô 1 persisted in giving little response 
other than withdrawal; Dp ô 2's ignore- 
withdraw responses increased from 56 
percent to 79 percent. The total number 
of interactions decreased (23 to 14 for Dp ó 
1 and 71 to 60 for Dp à 2). The sequences 
of approach-ignore, approach-withdraw, con- 
tact-ignore, or contact-withdraw represented 
58 percent of all interactions before and 73 
percent after pairing with the young females. 
The disturbances in social behavior in these 
adolescents thus seem very resistant to modi- 
fication by the techniques we utilized. 

After an immediate flurry of activity 
when brought together, the deprived males 
and mature females settled into a state of 
apparent indifference to each other. Dp 8 2 
interacted more than Dp ô 1 and occasion- 
ally engaged in sex play with both females. 
The sex play rarely led to copulation, but 
unequivocal evidence that one of the males 
had a successful sexual encounter with Mat 
9 1 was that she became pregnant. After 
several months of observing that the pairs 
had very little spontaneous involvement with 
each other, we began a series of experimen- 
tal manipulations intended to increase 
interaction. Frightening the animals with 
novel objects did not result in contact or 
comforting. We tried to increase contact by 
spraying the animals with diluted corn syrup 
to make their skin more attractive. No effect 
was observed with Dp 4 1 and Mat 9 1; 
Mat 9 2 did very briefly groom Dp ô 2, but 
this was not repeated. All four animals eager- 
ly licked the syrup that splattered on the 
walls but ignored their syrup-covered cage- 
mate. When the pairs were admitted to a 
cage containing a large mass of excelsior, 
each female immediately began building a 
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nest. Dp à 1 ignored his partner's activity; 
Dp à 2 sat at the periphery watching and 
occasionally vocalizing. Mat 9 2 made a few 
attempts to get Dp ô 2 to join her in the nest 
building, but each time he withdrew. 
Medications given to the males produced 
inconsistent results. Dp ê 1 was agitated by 
dextroamphetamine sulfate and during one 
session made 16 approaches to Mat 9 2, 
more than the total of the other 80 
observation periods. Mat 9 2 did not wel- 
come these overtures—she ignored, with- 
drew, or chased him off on 15 of the 16 
occasions. Dp é 2 was approached more 
often when given dextroamphetamine sulfate 
and oxazepam, even though he usually gave 
a negative response. This effect was puzzling 
since we could see no overt change in his 
state or behavior. Oxazepam had little effect 
on Dp ô 1. Trifluoperazine administration 
resulted in the isolated males slumping into 
a state of torpor. Both males were agitated 
and had vigorous retching with vomiting 
when given LSD; the females simply became 
more quiet than usual. Dp à 2 approached 
Mat ? 1, apparently seeking solace, but she 
ignored or withdrew on 22 of 23 occasions. 
Mat 9 1 sought contact a few times when 
she was influenced by LSD, but Dp ô 2 
failed to respond. Following this series of 
drug treatments the isolated males and 
mature females settled again into mutual 


indifference, which persisted until they were 
separated. 


Discussion 


The great apes have many advantages as 
subjects for the study of social behavior. 
Chimpanzees are the species most clearly 
related to man(39) and are therefore more 
flexible in their behavior than other Species 
This is illustrated by the fact that one of the 
isolated males impregnated a female, a feat 
none of the more numerous isolated rhesus 
ae has accomplished(20). 

xperimental manipulation of pri 
can be utilized to explore questions Rota 
very difficult to investigate with human 
subjects. For example, the question of 
heredity versus environment is unanswerable 
in naturalistic studies of the institutionaliza- 
tion syndrome because of the Selectivity of 
institutions; defective children are more 
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likely to be admitted and to remain(6, 7). 
Our subjects are the offspring of a random 
selection of healthy breeding stock subjected 
to a restricted environment. Confounding 
the effect of separation from the mother 
after formation of an attachment with the 
effects of deprivation(7, 42) is avoided by 
rearing these animals in isolation from 
birth. 

Another study done at Yerkes demon- 
strates that disruption of an attachment does 
not have the effect of early deprivation. 
Three wild-born, mother-reared chimpan- 
zees, 16, 18, and 23 months old, were placed 
in total isolation for six months. They did 
not develop deviant behavior during or after 
the isolation(11). 

Our results illustrate the nature and the 
fixity of the detrimental effects on social 
adaptation of environmental deprivation 
during early life. Informal observation also 
reveals disturbances in emotionality, he- 
donic functioning, and adaptation to the 
physical environment. The isolated animals 
have stereotyped movements and reduced 
joie de vivre, most clearly evidenced by 
infrequent play. They are in many ways 
similar to children who have experienced 
severe deprivation during early life(4, 13, 
14, 17, 18, 24, 33). 

It is not possible to say which elements in 
the extensive deprivation experienced by 
these animals are most important. All were 
reared with some limitation of the visual, 
auditory, tactile, olfactory, kinesthetic, and 
vestibular stimuli thought to be relevant to 
the deprivation syndrome(7, 40). They 
also had little opportunity for exploration or 
mastery of the physical environment and 
none of the reciprocal interactions so crucial 
for the development of social attachments 
(1,35, 37,38). 

The paucity of interaction between the 
isolated males and the mature females was 
disappointing. We were not entirely face- 
tious when we began this study calling the 
mature females "therapists." We thought the 
experienced multiparous females might be 
discomfited by the abnormal behavior and 
lack of affiliation of the young males. They 
might have actively opposed the stereotypy 
and pressed the males to relate, but the 
females did not do so. Perhaps we should 
have chosen younger *therapists"; we have 
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the impression in pairings of other isolates 
that wild-born peers interact more with 
them and occasionally interfere with stereo- 
typy. 

Mason has documented the reasonable 
expectation that young chimpanzees are 
more socially active and playful than adult 
animals(28), but the same study showed 
that adults do more grooming. The mature 
females rarely engaged the isolates in 
grooming and quickly lost interest when the 
males did not give species-typical responses. 
It may also be that the males had reached an 
age at which the mature females were not 
concerned about them as juveniles; the 
disturbed behavior of the males would have 
made them unsatisfactory as adult social 
partners. Further, the isolates had mani- 
fested a severe behavioral impairment from 
infancy until late adolescence. Either we 
may have waited too long to begin rehabili- 
tation, or a year may not have been enough 
time in which to effect remediation. 

We began the use of environmental 
manipulations and drugs only after several 
months of observation had convinced us 
that our subjects were not likely to have any 
spontaneously occurring corrective. experi- 
ences with the mature females. Drugs were 
of no help, and their effect was so 
uniformly unpromising that we did not 
consider it worthwhile to use any of them on 
a long-term basis. 1 

Fuller reported that chlorpromazine modi- 
fied much of the deviant behavior exhibited 
by isolated dogs when they were placed in a 
novel environment(16). The lack of im- 
provement in our subjects when they were 
given drugs may be a species difference but 
more probably has to do with the nature of 
the behavorial disturbance. The dogs were 
reacting to the stress of stimulus overload in 
being moved from a restricted to a normal 
environment; our chimpanzees were in à 
familiar environment and were not observ- 
ably emotionally upset. A " 

The experimental manipulations Were 
designed to make naturalistic changes in the 
circumstances or state of the animals that 
teraction. Their 
t used as the 


basis for intervention 
as would be done 
conducted by the expe 
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experience has indicated that the patholog- 
ical effects of early deprivation in the human 
are not necessarily irreversible, particularly 
if intensive treatment is utilized(2, 5). This 
may yet prove to be true of the animals we 
are studying. They have shown a spontane- 
ous decrease in fearfulness and stereotypy 
over the course of years, However, these 
exploratory efforts at a more complete 
rehabilitation suggest that we must either 
enhance the motivation and skill of the 
“therapists” or utilize a different approach. 


REFERENCES 


1. Ainsworth, M. D.: Patterns of Attachment 
Behavior Shown by the Infant in Interaction, 
with His Mother, Merrill-Palmer Quarterly 
10:51-58, 1964. 

2. Alpert, A.: Reversibility of Pathological 
Fixations Associated with Maternal Depriva- 
tion in Infancy, Psychoanal, Stud, Child 
14:169-185, 1959. 

3. Beach, F. A., and Jaynes, J.: Effects of Early 
Experience Upon the Behavior of Animals, 
Psychol. Bull, 51:239-263, 1954. 

4. Bender, L., and Yarnell, H.: An Observation 
Nursery; A Study of 250 Children in the 
Psychiatric Division of Bellevue Hospital, 
Amer. J. Psychiat. 94:1158-1175, 1941, 

5. Beres, D., and Obers, S.: The Effects of 
Extreme Deprivation in Infancy on Psychic 
Structure in Adolescence: A Study in Ego 
Development, Psychoanal. Stud, Child 5:212- 
235, 1950. 

6. Bowlby, J.: Maternal Care in Mental Health. 
Geneva: World Health Organization, 1951. 

7. Casler, L.: Maternal Deprivation: A Critical 
Review of the Literature, Monogr, Soc. Res. 
Child Develop. 26:3-31, 1963. 

8. Cross, H. A, and Harlow, H. F.: Prolonged 
and Progressive Effects of Partial Isolation on 
the Behavior of Macaque Monkeys, J. Exp. 
Res, Personality 1:39-49, 1965. 

9, Davenport, R. K., Jr., and Menzel, E. W., Jr.: 
Stereotyped Behavior of the Infant Chimpan- 
zee, Arch. Gen. Psychiat. 8:99-104, 1963, 

10. Davenport, R. K., Jr., Menzel, E. W., Jr, and 
Rogers, C. M.: Maternal Care During 
Infancy: Its Effect on Weight Gain and 
Mortality in the Chimpanzee, Amer, J. 
Orthopsychiat. 31:803-809, 1961. 

11. Davenport, R. K., Jr., Menzel, E. W., Jt» and 
Rogers, C. M.: Effects of Severe Isolation on 
Normal Chimpanzees, Arch. Gen. Psychiat. 
14:134-138, 1966. 

12. Davenport, R. K., Jr, and Rogers, C. M.: 
Intellectual Performance of Differentially 
Reared Chimpanzees: I. Delayed Response, 
Amer. J. Ment. Defic. 72:674-680, 1968. 

13. Fischer, L.: Psychological Appraisal of the 
Unattached Preschool Child, Amer. J. Ortho- 
psychiat. 23:803-814, 1953. 


189] 


1536 


14. 


15. 


16. 


17. 


18. 


19. 


20. 


21. 


22. 


23. 


24. 


25. 


26. 


27. 


28. 


Freud, A., and Burlingame, D. T.: Infants 
Without Families. New York: International 
Universities Press, 1944. 
Fuller, J. L.: Experiential Deprivation and 
Later Behavior, Science 158:1645-1652, 1967. 
Fuller, J. L., and Clark, L. D.: Genetic and 
Treatment Factors Modifying the Postisolation 
Syndrome in Dogs, J. Comp. Physiol. Psychol. 
61:251-257, 1966. 
Goldfarb, W.: Effects of Psychological De- 
privation in Infancy and Subsequent Stimula- 
tion, Amer. J. Psychiat. 102:18-33, 1945. 
Goldfarb, W.: Psychological Privation in 
Infancy and Subsequent Adjustment, Amer. T 
Orthopsychiat. 15:247-255, 1945. 
Griffin, H. A., and Harlow, H. F.: Effects of 
Three Months of Total Social Deprivation on 
Social Adjustment and Learning in the Rhesus 
Monkey, Child Develop. 37:533-547, 1966. 
Harlow, H. F.: The Heterosexual Affectional 
System in Monkeys, Amer. Psychologist 17:1- 
9, 1962. 
Harlow, H. F., Dodsworth, R. O., and 
Harlow, M. K.: Total Social Isolation in 
Monkeys, Proc. Nat. Acad. Sci. U.S.A. 54: 
90-97, 1965. 
Harlow, H. F., and Harlow, M. K.: Social 
Deprivation in Monkeys, Sci. Amer. 207:137- 
146, 1962. 
Lessac, M. S.: thesis, University of Pennsyl- 
vania, 1965, cited in Fuller, J. L.: Experi- 
ential Deprivation and Later Behavior, Sci- 
ence 158:1645-1652, 1967. 
Lowery, L. G.: Personality Distortion and 
Early Institutional Care, Amer. J. Orthopsy- 
chiat. 10:476-585, 1940. 
Mason W. A.: The Effects of Social 
Restriction on the Behavior of Rhesus 
Monkeys: I. Free Social Behavior, J. Comp. 
Physiol. Psychol. 53:582-589, 1960. 
Mason, W. A.: Social Mediated Reduction in 
Emotional Responses of Young Rhesus Mon- 
ME J. Abnorm. Soc. Psychol. 60:100-104, 
Mason, W. A: The Effects of Social 
Restriction on the Behavior of Rhesus 
Monkeys: II. Dominance Test, J. Comp. 
eke AE 54:694-699, 1961. 

ason, . A: "Motivational As) 
Social Responsiveness in Young Euer 
zees,” in Stevenson, H. W., ed.: Early 
Behavior: Comparative and Developmental 


1 [90] 


EFFECT OF EARLY DEPRIVATION ON SOCIAL BEHA) 


29. 


30. 


31. 


32. 


33. 
34. 


35. 


39. 


41. 


42. 


. Scott, J. P.: Critical Periods in Behavioral 


Approaches. New York: John Wiley & Sons, 
1967. ] 
Mason, W. A., and Sponholz, R. R.: Behavior 
of Rhesus Monkeys Raised in Isolation, Jal 
Psychiat. Res. 1:299-306, 1963. 

Melzack, R., and Thompson, W. R.: Effects of — 
Early Experience on Social Behaviour, Canad, - 
J. Psychol. 10:82-90, 1956. n " 
Menzel, E. W., Jr., Davenport, R. K., Jr., and 
Rogers, C. M.: Effects of Environmental — 
Restrictions Upon the Chimpanzee's Respon- 
siveness in Novel Situations, J. Comp. Physiol. 
Psychol. 56:329-334, 1963. y 
Menzel, E. W., Jr., Davenport, R. K., Jr., and 
Rogers, C. M.: The Effects of Environmental 
Restrictions Upon the Chimpanzee's Respon- 
siveness to Objects, J. Comp. Physiol. Psychol. 
56:78-85, 1963. 

Ribble, M.: The Rights of Infants. New York: 
Columbia University Press, 1943. r 
Rowland, G. L.: The Effects of Total 
Social Isolation Upon Learning and Social Be- 
havior in Rhesus Monkeys, doctoral disserta- 
tion, University of Wisconsin, 1964, cited in 
Griffin, H. A., and Harlow, H. F.: Effects of 
Three Months of Total Social Deprivation on 
Social Adjustment and Learning in the Rhesus 
Monkey, Child Develop. 37:533-547, 1966. 
Schaffer, H. F., and Emerson, P. E.: The 
Development of Social Attachments in Infancy, 
Monogr. Soc. Res. Child Develop. 29:5-77, 
1964. 


Development, Science 138:949-958, 1962. 
Scott, J. P.: Genetics and the Development of 
Social Behavior in Mammals, Amer. J. 
Orthopsychiat. 32:878-888, 1962. 
Scott, J. P.: The Process of Primary Socializa- 
tion in Canine and Human Infants, Monogr. 
Soc. Res. Child Develop. 28:1-47, 1963. 
Simpson, G. G.: The Biological Nature of 
Man, Science 152:472-478, 1966. 
Spitz, R. A.: Hospitalism: An Inquiry Into the 
Genesis of Psychiatric Conditions in Early 
regina Psychoanal. Stud. Child 1:53-74, 
M5 
Thompson, W. R., and Heron, W.: The Effect 
of Early Restriction on Activity of Dogs, J. 
Comp. Physiol. Psychol. 47:77-82, 1954. 
Yarrow, L. J.: Maternal Deprivation: Toward 
an Empirical and Conceptual Reevaluation, 
Psychol. Bull. 58:459-490, 1961. 


Amer. J. Psychiat, 125: 11, May 1969 — 


1537 


This Month’s Special Section 
Unrest and Change 


Civil Disobedience and Urban Revolt 


BY GENE L. USDIN, M.D. 


Distinguishing clearly between civil disobedi- 
ence and civil disorder, which are some- 
times confused in the minds of both the 
participants and the public, the author 
focuses on the dynamics of the latter. Using 
the model of adolescent rebellion as an aid 
to understanding the student and Negro 
revolts, he concludes that the most urgent 
task of society is to create the means by 
which dissident groups can express emo- 
tional rebellion within appropriate and well- 
defined limits. 


Ws THE DOCTRINE of civil disobedi- 
ence had its origins much earlier, it 
became more clearly defined in the mid- 
summer of 1846, when Thoreau spent a 
night in jail in conscientious disobedience to 
what he considered an unjust law; it was 
tested by the successful overthrow of British 
arms by an unarmed nation led only by a 
wizened old man named Gandhi dressed in a 
loin cloth and in a humble spirit preaching 
passive disobedience to a tax on salt, 
obeying all laws but those that he considered 


immoral; it matured in the peaceful strike 
es and businesses In 


against the bus lin s 
Montgomery, Alabama, led by a then little- 
known preacher named King. It has devel- 
oped both as philosophical doctrine and 
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tactical strategy in a struggle to change 
society. 

In essence, this doctrine advocates the 
willful and open violation of any law 
deemed so immoral or unjust that the 
violator cannot in conscience obey it. The 
violation is itself a form of appeal to society 
to change the law, while the violator 
willingly undergoes the penalty for its 
violation in order that his punishment may 
itself serve as a further appeal to the 
conscience of society. 

Such disobedience may occur in situations 
seemingly far from those we usually think 
of. Consider, for example, physicians who, 
in a nonclandestine way, perform abortions 
or provide birth control advice in states 
where the law prohibits these acts and who 
thus seek to bring the issues to the public 
attention in the hope of effecting statutory 
changes. The goal of civil disobedience 
today is to change the law tomorrow. 

The dissenter who engages in civil 
disobedience recognizes that he is a law- 
breaker. As Solicitor General Edwin Gris- 
wold stated in a recent address: 


It is of the essence of law that it is equally 
applied to all, that it binds all alike, irrespective 
of personal motive. For this reason, one who 
contemplates civil disobedience out of moral 
conviction should not be surprised and must 
not be bitter if a criminal conviction ensues. 
And he must accept the fact that organized 
society cannot endure on any other basis. His 
hope is that he may aid in getting the law 
changed. But if he does not succeed in that, he 
cannot complain if the law is applied to 


him(2). 
p 
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The fact is that the civil disobedient should 
object if the law were waived in his favor 
since to do so would subvert the basic 
purpose of drawing attention to a law or 
system he considers unjust. 


A Confusion of Disobedience 
with Disorder 


It is significant that, in both the mind of 
the passive public and the mind of the law 
violator, this doctrine of conscience is often 
confused with the phenomenon of civil 
disorder. In civil disorder, the lawbreaker is 
in revolt against the social system, including 
the institutions of the law, and he breaks the 
law as an expression of defiance; in addition 
the lawbreaker may seek to secure immedi- 
ate materialistic gains. Although the act of 
defiance may be overt, the lawbreaker who 
engages in civil disorder seeks to avoid 
punishment, usually by acting anonymously 
or as part of a mob. Destruction of property, 
looting, and personal violence characterize 
civil disorders, 

The use of the term “civil disorder”—so 
misleadingly similar to the words “civil 
disobedience”—is a reflection of the confu- 
sion the public suffers in distinguishing these 
phenomena. Let us turn aside from the 
interesting psychodynamic problems of civil 
disobedience and turn our attention only to 
the area of civil disorder: indeed, to keep 
the distinction more clearly in mind and to 
identify the phenomenon we are discussing 
more accurately, let us call civil disorder 
what it primarily is: urban revolt. 

Urban revolt may occur in a variety of 
contexts: as an outgrowth of civil rights 
activities, as a means of student action, as a 
protest against society’s economic institu- 
tions. But even when urban revolt is 
fomented in the name of a moral cause, such 
as the civil rights movement, many of those 
who answer the call to action have no moral 
conviction and their involvement is to 
satisfy personal psychodynamic frustrations 
Their needs may be to destroy, to rebel 15 
get caught and punished, to be one of the 
group, to Secure attention, or to be martyred 
by injury or imprisonment, The Psychologi- 
cal equilibrium of many persons is main- 
tained by compulsive action in this context. 
Just as it may be maintained for some by 
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other forms of acting out, such as hippie- 
dom, compulsive involvement with civil 
rights actions, intolerance, or fanatical 
patriotism. However, to the extent that all 
behavior is motivated by personal conscious, 
preconscious, and unconscious factors, the 
social value or merit of various behaviors 
and attitudes cannot be judged solely by the 
psychodynamics producing the behavior, 
Many right deeds can be done for wrong 
reasons, and many injustices are perpetuated 
in spite of good intentions. 

When civil disobedience was invoked by 
the Reverend Martin Luther King in 1956, 
it was a method to be used in the struggle to 
obtain equal civil rights (for example, the 
right to vote, the use of public property and 
privileges, equal treatment by local and state 
Officials, and protection of civil rights 
advocates against harassment and murder). 
But in today’s urban revolt often those who 
profess to seek equal legal rights are in the 
vanguard of violent action, many times 
using techniques of looting, property de- 
struction, and violence at the expense of 
someone else’s rights. 

The urban revolt itself denies civil rights 
to thousands of persons caught in the 
disturbed cities. The citizen is denied his 
right to walk in public areas; his life is 
endangered by violent individuals; his prop- 
erty is violated by burning, looting, and 
pilfering. At times the urban revolt deprives 
others of the opportunity to disagree, to 
pursue gainful occupations, to own proper- 
ty, to operate businesses unmolested, and to 
maintain basic rights to life itself. In this 
Sense the urban revolt is regressive and 
atavistic: at best it is only an exchange of 
roles in a most extreme degree. 


The Nature of Urban Revolt 


This, of course, does not condone the 
Social wrongs that American society has 
committed in the past or those that it suffers 
to continue today; it merely condemns the 
excesses of a protest out of proportion. 
Some contemporary forms of urban revolt 
may in fact retard the improvements in 
society that we all seek. 

Urban revolt destroys at least temporarily 
the institutions of orderly living. It is for this 
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reason that the legal profession has become 
increasingly concerned. Justice Frankfurter 
said, “Violent resistance to law cannot be 
made a legal reason for its suspension 
without loosening the fabric of our soci- 
ety”(1). Adherence to orderly methods of 
changing the law is especially important in a 
democracy, where legal and social institu- 
tions are susceptible to change by peaceful 
majority action. In addition, and apart from 
basic principle, the violence of urban revolt 
may marshal resistance of the other extreme 
and bring about opposition from political 
moderates. 

The term “urban revolt” is used at least 
in part because the phenomenon we are 
observing is not only one of violent protest, 
as summed up in the word “revolt.” It is 
also peculiarly “urban”—a pattern of group 
action in metropolitan areas. In the past 
(and despite such sporadic outbreaks as the 
1830 anti-Catholic riots, the Civil War draft 
riots, the widespread 1877 labor uprisings, 
and the 1943 Detroit race riots), American 
society has essentially been one of law and 
order, Its orientation has been influenced by 
the innate conservatism of rural areas and 
small communities. 

Recent years have seen a marked change 
in our living patterns as well as in public 
attitudes toward law. As our society has 
become increasingly educated, urban, and 
anonymous, it has become more tolerant of 
purposeful violations of the law in further- 
ance of what the violators proclaim to bea 
just and moral cause. As peaceful protest 
spilled over into revolt, violence has been 
widely publicized, often glamorized, and 
virtually legitimized. Individuals have been 
permitted to make their own choice about 
the binding nature of law. Protest sits high 
on the throne of emotional reaction, which 
has served as a substitute for reasoning. —— 

Dissenters have a right to express opposi- 
tion, but by what means and to what extent? 
There are some people who consider 
violence undesirable but say that there are 
situations in which it is justifiable. 


The Adolescent as a Model for 
Understanding Rebellion 


Our American society has been oppres- 
May 1969 
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sive to many minority groups: it has 
oppressed the Negro in some ways; it has 
oppressed the youthful in others; it has 
disturbed college students in yet different 
ways. It is interesting to compare the modus 
operandi and dynamics of the militant 
Negro and activist student groups. They 
have expressed a communality of interests. 
Despite their differences in background and 
goals, the leaders of the black revolt and of 
student action groups certainly feel a bond 
for each other and have much in common. 

A model for understanding both groups 
may be an understanding of the adolescent. 
Emancipation is a necessary development 
phase of a mature personality as well as of a 
mature culture. As part of his emancipation, 
the adolescent needs the means to rebel 
against parents or parent surrogates. The 
wise parent, or authority figure, will afford 
the opportunity to express this emotional 
rebellion, while setting appropriate and 
clearly defined limits upon the degree and 
type of rebellion of his child or subject. 
Many of those involved in civil disorders 
have no parents, and the closest they may 
come to rebelling against a parent is to rebel 
against a parent surrogate. For them this 
can be society or some form of the 
establishment. 

Adolescents are especially attuned to the 
approval of their peers. For years, Negroes 
considered. themselves "subjects" subservi- 
ent to the pleasure of the "master white 
race." They are ready subjects for mob 
action. Indeed, such action is attended by so 
many seeming gains that participants may 
find it to be an effective technique not only 
for the present but also for the future. 

But we must remember that one of the 
crucial development phases of the ego is the 
development of personal courage. Such 
personal courage involves the ability to take 
a stand regardless of peer group opinion. 
Mob action substitutes the group. standard 
for the individual standard. For many the 
exhilaration found in the mob may prevent 
the development of personal courage. Will 
the young man who participates in mob 
action always need the screaming mob, the 
group glamour, and the spectacle of the 
power of the group in order to be brave? 
Will group intoxication result in the abdica- 
tion of individual responsibility? Healthy 
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rebellion should be accompanied by con- 
structive ingredients. But many of those 
involved in urban revolt are caught up by 
the thrill of the mob, by the adulation of a 
gifted leader, and by the feeling of being 
effective even though that effect may be 
destructive. 

Another adolescent feature that lies 
behind the resort to mob action is the feeling 
of alienation from the mainstream of so- 
called “law-abiding” society. The revolters 
are convinced that society—a parent sur- 
rogate—does not understand them or take 
them sufficiently into account as individuals. 
Negroes feel they are not sharing in the 
mutual benefits “the others” have and that 
this stems from society’s rejection of them 
as individuals. Our college students feel 
“lost in the crowd” and neglected by adult 
members of the university community, 
especially the administration. When these 
Negroes and students join a mob, they 
experience a sense of power. It is ironical 
that for some, the only emotionally creative 
thing they have achieved is to destroy 
something. By an act of violence, they have 
ceased to be a miniscule part of the 
universe. 

We should differentiate between the 
constructive activist student and the student 
rebel. The anti-Establishment nature of the 
students’ revolt and the need to throw off 
any restraint has resulted, for many, in a 
type of destructiveness that may be con- 
sidered an immature exaltation of aimless- 
ness—eroticized or libidinized. The infantile 
nature of this action is apparent in the 
sadistic behavior in which pure joy is found 
in destruction for its own sake. Extreme 
anti-Establishment activity is a type of 
substitute hippiedom in which students 
proclaim that they don’t have to do 
anything. Their dress and personal habits 
are the initial proclamation of nonconfor- 
mity. . 

The student group, oppressed by no real 
tyrant, has found it necessary as part of its 
adolescent revolt to create artificial tyrants, 
The affluence of our society and the 
permissiveness of parents have made this 
easier for these middle-class persons, But 
the student revolters fail to realize that no 
class in history has been permitted as much 

freedom as they now have. In reality, our 
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civil rights movement could not have 
ripened unless our society had been demo- 
cratic enough to allow some change with 
access to dissent to the law. The effective- 
ness of nonviolent resistance requires the 
existence of certain virtues in those against 
whom it is employed. 


The Myth of the Violent Hero 


We must also consider the American 
tendency to covertly admire violence. Our 
national heroes have included the Indian 
fighter and the western gunslinger, who have 
been idealized in the fantasy that they kill 
only the evil men in black hats for good 
cause. This American idealization of vio- 
lence adds fuel to a dangerous field. We ad- 
mire the hunter, the warrior, the air ace, the 
killer. This is the myth of the violent hero, 
exploited by our entertainment media, Ado- 
lescents see themselves merely as extending 
the limits and type of violence. 

Violence is a symptom, not a cause. It is 
an integral part of human nature. We cannot 
Stamp it out, but we may be able to channel 
it into less harmful and more constructive 
outlets. Violence is coupled with violation of 
human dignity. As a result of slavery, 
oppression, and subjection to indignity, the 
Negro accepted the status of an inferior 
being and turned violence inward, striving to 
escape his Negro identity. One result has 
been extensive Negro intraracial violence. 

It was not until the historic Supreme 
Court school desegregation decision 14 
years ago that Negroes began to assert self- 
respect and, as a concomitant, to turn their 
violence outward. This was a moment of 
decision—assert self-respect or fall back. 
Civil disobedience was a means of securing 
self-respect. 

_ But the progress of the Negro has been 
disappointing to him. It has been sufficient 
to enable him to buy a TV set, insufficient to 
enable him to participate in the social and 
material benefits of the culture he views with 
it. Hence, he has experienced bitter frustra- 
tion of earlier hopes. Revolutions start 
among rising classes, especially among 
those who have experienced a rise in living 
conditions or in feelings of potency and who 
anticipate more, then suffer a setback. Here 
again the plight of the Negroes and the 
college students fulfills the criteria, 
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Adolescents are maturing more rapidly 
from both physiological and psychological 
viewpoints in this dramatically and rapidly 
changing world. The communications media 
have accelerated change at a rate to which 
we are unaccustomed and may well be 
unable to handle adequately. The effective- 
ness of dissenters is greatly enhanced by the 
power of our communications media and the 
affluence of a significant portion of our 
population. With the competition for “news- 
worthy” events have come increased efforts 
by the media to cover happenings that are 
dramatic, violent, or different so that they 
will attract readers or viewers. The medias’ 
ability to spread emotions contagiously 
brings with it responsibility yet unmet. We 
cannot expect an underplay of events, but is 
our society mature enough to develop 
perspective so that events are reported and 
understood in proper dimension? 


A New Rate of Social Change 


The affluence of our society enables 
virtually our entire population to have 
access to the various communications me- 
dia. Events are vividly presented while they 
are still “hot.” The audience is nationwide. 
At the same time, rapid transportation 
permits an effective rabble-rouser to quickly 
assume prominence and to use his unique 
talents in one city in the morning and in 
another city 500 miles away i the 
afternoon. The same rapid mass transporta- 
tion systems permit vast numbers of people 
to converge and assemble; weapons of 
destruction are readily available. 

Technology has thrust upon us problems 
which indeed are threatening and anxiety- 
producing. The population explosion, the 
explosion in knowledge (thereby À making 
relatively recent knowledge archaic), the 
possibility of nuclear destruction, and the 
oneness of the world are all productive of 
anxiety that may be discharged in a diffuse 
nature seemingly unrelated to the issues. — 

The adolescent has been caught up in this 


rapid change of our culture. Adolescents 


and adults alike are frightened by the rate of 


social change. The adult culture has dem- 
onstrated a rapid evolution of its social 
system and a capacity for swift change. This 
raises the question of the need for an 
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adolescence which may be considered a 
transitional phase or moratorium in person- 
ality development. Adolescents can exist 
only in societies in which the adult 
population represents solidified beliefs. In 
emerging societies, adolescents are required 
to combat the ossification of the society. 

Adult society is undergoing so many 
changes that the adolescents are deprived of 
their normal avenues of rebellion. At the 
same time, adults express an air of 
permissiveness that encourages the develop- 
ment of adolescent revolt without setting 
definable bounds. Negroes may be leapfrog- 
ging the adolescence of their cultural and 
societal development. Add to this the fact 
that the period of infantile dependency on 
which so much of our psychological devel- 
opment depends is being shortened and we 
have a serious strain on the family structure. 

It is significant that the more advanced 
the development of the animal, the longer is 
the period of infantile dependency. Is 
“adolescence” disappearing and are we 
reverting to a form of young adulthood 
beginning right after puberty such as existed 
in earlier centuries when youths went to 
work as soon as they could guide a plow? 

Urban violence must have a psychological 
effect on the teen-ager, either as a partici- 
pant in the disorder or as an observer of the 
action of the revolters and of his elders in 
the disorder. Many psychiatrists, by their 
training, have been individual-oriented. Yet 
we should not ignore the possible effects of 
group interaction. We cannot and must not 
overlook some of the basic concepts of 
personality formation such as the mimicking 
of actions and need for identification, the 
advisability of having appropriate and clear 
limits set, and the necessity for the 
maintenance of a relative consistency within 
the societal fabric. Again consider the 
similarity between adolescents on one hand 
and the Negro or student revolt group on the 
other. Adolescents must find confirmation of 
inner needs in existing society. So it is also 
with the Negro and the college student. 


The Air of Permissiveness 


It is interesting to examine the permissive 
attitude that so much of the public has 
toward urban revolt. The surprise has been 
not in the white backlash but in the relative 
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tolerance of the majority. One reason for the 
acceptance of urban violence lies in the sad 
but realistic commentary that such action 
often abruptly accomplishes what legal and 
other means have been unable to. If our 
society is to end the use of violence as a 
technique of social change, it must afford 
the means to accomplish what is moral and 
appropriate by other means. 

Another factor contributing to indulgence 
may involve the guilt toward adolescents 
and minorities that permits so many of us 
who form the dominant group in society to 
be so masochistic. Our own trouble may be 
that we take seriously the allegations of 
“You haven’t handled the world. You 
haven’t solved these problems.” In a way, 
we are projecting our own omnipotent 
thoughts and frustrations onto them. We 
handle our own anxieties by projecting them 
onto the adolescent or the substitute 
adolescent—the Negro and the college 
student—and then by letting them express 
our emotion for us. Why should we be so 
grandiose as to accept blame for the world? 
What makes us think we can build a society 
without pain, frustration, and turbulence? 

Another hypothesis for our permissive- 
ness is the guilt attributable to the injustices 
that we have perpetrated on the underprivi- 
leged and on many minorities. Each of us 
carries a cultural identification and, with it, 
guilt feelings for many of the sins and 
actions of not only our forebears but also 
our present classes or groups. As behavioral 
Scientists, we are aware that overprotection 
or overpermissiveness is a response to guilt 
feelings. The reaction formation is a 
response to ambivalence and ineffectiveness. 
which in themselves are a response to 
insecurity and indecision. White America, 
almost in a masochistic fashion, seems to be 
encouraging the violence of the Negro 
culture by its very inconsistent, ambivalent 
double-standard, self-punitive role. : 
ah hyn context, consider the situation a 
leaders déplag nee! a x RULE e pee 
GUE fox d d frites a Ne meted 
Negroes convicted of ei us p 

Wes S against other 
Negroes. Minimal sentences were imposed 
in these circumstances. It Was as if white 


society were Saying that the Ne; 


societ r groes were an 
inferior lot and white men’s justice should 
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not apply so long as a white person was not 
involved. May a similar pattern be at play © 
when we consider the punishment that. 
should be imposed on a person who burns a — 
store during an urban revolt? Should he be 
given the normal punishment for arson? Or 2 
are we doing something similar to what we ~ 
imposed as “Negro justice” when we assume 
a more lenient attitude toward those ` 
involved in acts of violence during an urban 
revolt? 

But most importantly in considering the ` 
possibility of a change in patterns of 
violence—and here the outlook is devastat- — 
ingly depressive—what chance does a child 4 
of poverty beginning life with emotional and _ 
nutritional deficiencies in a crowded home, ql 
dominated by a working mother, and 
without even the physical presence of a man 
let alone a father figure, have of avoiding the 
development of psychic and physical defects 
with severe, indelible scars? Children reared 
in such homes must be grossly affected. May 
not destructive violence be an understand- 
able outcome in later years? 


We Have No Time to Lose 


Regardless of how much and how ably 
society theorizes, it will not help unless we 
deliver the goods of equal opportunity, 
equal rights, and genuine respect. The 
material benefits of housing, education, 
economic opportunities, cultural identity, 
and dignity must be made available—not 
later, but now. It is time to stop playing 
games and put first things first. In a fast age, 
goods must be delivered fast—not because 
We are pressed or when we are pressed but 
because these rights are just and moral, and 
morality need not wait upon pressure or 
expediency. We must preserve the societal 
fabric, but this can and must be done while 
Preserving hope for the young and the 
poor. 

I am reminded of a story about Marshal 
Lyautey when he was French Governor 
General of Morocco. Marshal Lyautey 
asked his gardener about a beautiful tree he 
had seen, wishing to have some of them for 
his own garden. “But General,” said the 
gardener, “that tree takes 200 years to reach 
maturity.” “In that case,” said Marshal 


Lyautey, “we have no time to lose. Plant 
them this afternoon.” 
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Psychiatrists have essentially been liber- 
als, striving for the dignity of man and for 
the rights and needs of the individual. More 
than others, we should recognize the 
destructive effects of poverty, unequal 
opportunity, inadequate housing, and dis- 
crimination among other disenfranchise- 
ments. But in our liberal zeal, have we 
shown personal courage in refusing to 
accept everything as a total package? Many 
liberals now afford a type of carte blanche 


1543 


to any revolt. We might do well to 
reevaluate the individual ingredients of the 
total package and be selective and action- 
oriented in considering both the good and 
the bad. We may become so excited in 
throwing away the chaff that we lose sight of 
the wheat. 
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Psychiatric Services to a Sustained Social Protest Campaign: 
An On-Site, Walk-In Clinic at Resurrection City 


BY THE AD.HOC.REPORT COMMITTEE, PSYCHIATRIC SERVICE, 
HEALTH SERVICES COORDINATING COMMITTEE, RESURRECTION CITY 


The walk-in mental health clinic described 
here provided brief, supportive treatment for 
participants in the Poor People's Campaign 
who were referred by the general medical 
staff or sought such help on their own. 
Although the mental health team members 
were confronted with some disturbing 
challenges arising from the unique social 
context in which the clinic operated, they 
report that the clinical program seemed 
useful to the campaign and provided a 
valuable experience for the participating 
professionals. Included in this report are 
several recommendations pertaining to the 
provision of similar services for future social 
action programs. 


N RECENT YEARS active and sustained 
social protests by large groups of people 
have become part of the American social- 
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political scene, Many of these campaigns 
have demonstrated an urgent need for 
organized medical assistance. Although a few 
reports have appeared in the literature 
recently(6, 7, 8), there has been little 
precedent to assist would-be medical staff in 
the organization of such services, This is 
particularly true for psychiatric services, 
which, of all the medical specialties, must be 
responsive to the challenges and stresses 
unique to large-scale social protests(1, 2). 

This report describes an on-site, walk-in 
psychiatric clinic established in the midst of 
one of the major social protest campaigns of 
the decade: Resurrection City, Washington, 
D. C., in May and June 1968. It has been 
prepared with the hope of providing useful 
guidelines for mental health services to 
future sustained social action campaigns. 

The Poor People's Campaign of 1968 
stimulated thousands of impoverished 
Americans to come to the nation’s capital to 
present their grievances to the federal 
government and dramatize their plight 
before middle-class and affluent fellow 
citizens. The arrival of more than 5,000 
campaign participants at temporary living 
quarters in Resurrection City presented the 
Washington health community with the task 
and the opportunity of organizing a body of 
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health professionals to provide adequate 
medical care to the campaigners throughout 
their stay and to learn more. about the 
campaign and participants through working 
relationships with them. 

At the request of the Southern Christian 
Leadership Conference, the Washington 
chapter of the Medical Committee for 
Human Rights began organizing health 
services and recruiting staff several months 
before the campaign began. As interest 
grew, a broader health services coordinating 
committee! was formed, composed of 
representatives from local chapters of 
diverse medical professional groups. The 
goal of the coordinating committee was to 
plan and provide 24-hour medical and 
dental care for the Poor People’s Campaign. 

The mental health segment of these 
services was organized by a psychiatrist who 
served as coordinator of the clinic 
throughout the campaign. He recruited 
volunteers from local professional organiza- 
tions, assembling a racially mixed group of 
about 50 mental health workers, includ- 
ing psychiatrists, psychologists, psychiatric 
nurses, and social workers. 


Goals of the Mental Health Service 


In the course of several planning meetings 
held by the mental health group before the 
Start of the campaign, it was decided that 
the most realistic goal for the mental health 
Services would be to provide psychiatric 
consultation, evaluation, and treatment on 
an emergency basis only, with heavy 
emphasis on Short-term, reality-oriented 
treatment and rapid dispositions. AII efforts 
would be made to Support campaigners’ 
active participation in the campaign if at all 
consistent with the health of the campaigner 
and the needs of the campaign, 

Referrals were anticipated from patients 
themselves, physicians, nurses, social work- 
ers, and Resurrection City marshals, No 
attempt was to be made for active case- 
finding beyond ensuring that the appropriate 
personnel were aware of the availability of 
Psychiatric facilities, Considerations of 
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broader community psychiatric goals 1 
Tejected as unrealistic by SCLC coordina; 
and the psychiatric planning group. 


Planning and Operation of the Facility . 


A number of essential tasks had to 
completed before the campaigners arrives 
1) preparation and distribution of duty n 
on-call schedules for the 24-hour covera 
of the mental health facility; 2) preparatio 
of a records system that would be simpl í 
and accessible, yet adequate to provide 
continuity of care in spite of the rotation of 
personnel; 3) establishment of effective 
liaison with the general medical workers and dl 
the training committee for marshals; 4) ~ 
arrangement with local inpatient psychiatric 
units to provide hospitalization and psychi- — 
atric care for severely disturbed patients; 5) | 
arrangement for methods of transportation i 
to hospitals for severely disturbed patients; 
6) planning with the social services 
committee of the campaign for transporta- 
tion to return home for those campaigners 
who were too upset to remain with the 
campaign but did not need hospitalization; 
and 7) preparation and distribution of 
mimeographed guidelines for mental health 
Workers and a one-page description of signs 
of mental health disturbances for the 
marshals in training. 

The facility itself was a walk-in mental 
health clinic operating out of the main 
health unit in a long trailer provided by the 
District of Columbia Department of Health. 
The mental health worker, arriving at 
Resurrection City for his tour of duty, found 
his way to the health trailer, which was to be 
his base. The trailer was located just outside 
the snow fence that surrounded Resurrec- 
tion City but was still within the sea of mud 
that marked the location of the city between 
the Washington Monument and the Lincoln 
Memorial, 

Some of the space within the health 
facility trailer was taken up as a reception 
room for all patients seen by the health 
Services, and much of the: rest was needed 
for medical equipment and procedures. For 
this reason the trailer was used by the 
mental health services only as a base for 
introduction to patients and to store the 
Supply of psychiatric drugs donated by 
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institutions and pharmaceutical companies. 
Psychiatric interviews beyond the stage of 
introduction were usually held in settings 
outside the trailer. Outdoor interviews were 
possible on those rare occasions when the 
city was not immersed in rain and mud. 
Other interviews were conducted in the cars 
of the interviewers, the A-frame shelters of 
the city itself, or in the dental trailer. These 
turned out to be quite satisfactory in most 
cases. 

The staffing plan for the clinic provided 
for a team of mental health workers, at least 
one of whom was a psychiatrist, on site 
from 6 p.m. to midnight. During the 
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daytime, a psychiatric nurse alone operated 
the clinic, backed up by an on-call 
psychiatrist. If the psychiatric nurse thought 
a patient should be seen that evening by a 
psychiatrist, she scheduled an appointment 
for him during the hours when the clinic was 
fully staffed. The day nurse also filled the 
important role of ensuring continuity of care 
by monitoring the records for lapses and 
inconsistencies in patient care, 

The majority of patients were referred to 
the mental health staff by the general 
medical staff. The mental health worker was 
most likely to get such a referral if he was at 
the general medical worker's elbow. Often a 


TABLE 1 
Demographic Data from Psychiatric Records of Resurrection City Patients, Compared with Data for All Campaigners 


CLINIC PATIENTS 


ALL CAMPAIGNERS 


CATEGORY NUMBER PERCENT NUMBER PERCENT 

Age (years) Age (years) 

«15 2 4 « 18 30 
16-20 15 29 19-24 31 
21-25 13 26 25-30 13 
26-30 7 14 31-36 8 
31-35 9 17 >37 16 

> 36 5 10 NA* 2 

Race 
Black a 61 " 
Other 19 37 H 
NA 1 2 

Sex 
Male 26 S 
Female 25 

Marital status 65 
Single 33 n 22 
Married 7 12 8 
Separated 6 9 5 
NA 5 

Area of residence 
Urban 48 2 : 4 

Southwest 6 12 
South 10 20 NA 
bast 18 3 
Northwest p 6 
Rural 

Occupation 5 10 
Unemployed 8 16 
Student 4 8 NA 
Unskilled labor 7 14 
Clerical 9 18 


Skilled, professional 


* NA = not ascertainable. 
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referral of this kind began, “While you're 
here why don't you see. . . . " Other patients 
were referred by campaign leaders; still 
others referred themselves. 


Types of Patients Seen and Treatment 
Provided 


Our data are drawn only from the 
medical records kept on site. (Some 
patients, for whom it was not possible to 
keep records, were seen by workers who had 
been called to area churches and homes 
where some campaigners were housed.) For 
this reason, our data represent minimum 
figures and should be interpreted as rough 
estimates of the character of the patients 
seen. Patient records show that a total of 51 
patients made 78 visits to the clinic; the 
median was two patient visits per night. 

In table 1 some of the demographic 
characteristics of our patients are compared 
with those of all campaign participants.? 
With respect to age, race, and marital status 
there were no major differences from the 
total campaign population. There was a 
difference for sex; our patient group 
included a greater proportion of women 
than did the campaign as a whole. The 
majority of the patients were from urban 
areas outside the South. 

Diagnosis. Clinical characteristics of our 
patients are shown in table 2. Almost half of 
the patients acknowledged previous psychi- 
atric contact at some time in their lives prior 
to coming to Resurrection City. The 
majority of patients were experiencing either 
acute anxiety or depression or both; in many 
cases the symptoms seemed to be clearly 
related to the disruption in the person's 
familiar way of life and relationships 
occasioned by the campaign. Outside the 
categories of “depression” and “anxiety,” 
patients were evenly distributed in many 
other diagnostic categories. 

Treatment provided. Because our Staffing 
was generally adequate to deal with the case 
load, ample time was available for clinical 
interviews and formulation of treatment 


[100] 


LL 


WALK-IN CLINIC AT RESURRECTION CITY 


TABLE 24 4 
Psychiatric History, Diagnosis, and Disposition of Resur- 
rection City Clinic Patients 


NUMBER OF d 
ITEM PATIENTS PERCENT 
Referral by: b 
Physician 19 38 — 
Other 32 62 
Previous psychiatric treatment $ 
Outpatient therapy 12 24 
Hospital 12 24 
None 14 27 
Unknown 13 25 
Diagnosis 
Situational 2 4 
Acute psychosis 3 6 
Chronic schizophrenia 4 8 
Hypomania 3 6 
Anxiety 16 31 
Depression 14 27 
Character 3 6 
Borderline 4 8 
None made 2 4 
Medication 
Yes 33 65 
No 18 35 
Disposition 
Return visits 22 43 
Appointment kept 14 63 
Appointment not kept 8 37 
Action (referral to SCLC, 
home) 10 20 
Hospitalized 5 10 
Nothing, return if 
necessary 14 27 


plans. The interviews emphasized under- 
standing as clearly as possible, in the first 
encounter, the immediate problem experi- 
enced by the patient. Less attention was 
directed toward more chronic core prob- 
lems, except insofar as they determined the 
current distress. 

The presenting symptom often took the 
form of unhappy.and conflictual relation- 
ships with other campaigners or turmoil 
over being far from home and from 
meaningful people. The therapist attempted 
to act as an interested and attentive listener 
and as a clarifier who could help the patient 
to articulate and understand the current 
problem underlying his symptoms. With this 
kind of support, campaigners were frequent- 
ly able to develop their own plan for dealing 
with their immediate situation, Failing this, 
therapists sometimes provided practical 
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recommendations or tangible assistance 
through contacts with other campaigners, 
other Resurrection City agencies, or the 
patient’s family or friends. 
Disposition. Often psychotherapy was 
augmented by a minor tranquilizer or 
sedative to provide symptomatic relief or at 
least tangible evidence of support. Two- 


thirds of the patients seen received 
medication, mostly minor tranquilizers 
(table 2). About two-thirds of those 


patients receiving major tranquilizers had 
previously taken similar medication. In 
general, addicting drugs or those with 
potentially dangerous side effects were 
prescribed with extreme caution. There is no 
record of any drug reaction or abuse. 

Almost half the patients seen were asked 
to return for a second visit and some for 
repeated returns (table 2). In most cases, 
these visits were to continue a plan of 
supportive psychotherapy or to follow 
response to a psychotropic drug. Two-thirds 
of scheduled return appointments were kept. 
Five patients were sent directly to a 
psychiatric inpatient facility from their first 
visit to the mental health clinic. Some 
patients were referred to social workers or 
campaign officials for some direct action 
(e.g., being sent home). Others were 
thought not to need any attention beyond 
the initial visit. 


Some Major Clinical Predicaments 


Much of the foregoing description 
indicates that the type of patients seen and 
the treatments offered resemble those of 
major urban walk-in or emergency psychi- 
atric services.) Since the great majority of 
the mental health workers had had training 
in clinics of this sort, we felt relatively 
familiar and at ease in responding to 
requests for treatment. Not infrequently, 
however, mental health workers were 
confronted with disturbing and confusing 


3 Similar data are reported for HIS end 
emergency services(3, 4, 9); other pd 
cluding one from a so-called ‘deprive i m 
nity(5), indicate much higher propor T o 
schizophrenics than we found at Resurrectio! eue 
Actually, our data indicate the highest pronor og 
of neurotic and situational reactions of any rep 
reviewed. 
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challenges for which their past experience 
was not a guide or support. These 
experiences can probably be attributed to 
the unique social context of the campaign 
and its corresponding meaning to its 
individual members. We have tried to isolate 
these situations into three major groups. 


The Assaultive and Destructive Person in an 
Unstable Environment, 


Under the best of circumstances, the 
assaultive and destructive person is difficult 
for the mental health worker to manage, 
especially if the patient is psychotic. In 
Resurrection City we found these difficulties 
intensified. Although avowedly antiviolent, 
many campaigners were considerably disil- 
lusioned with conventional civil policies and 
embittered toward those who enforced laws 
and standards that were considered to be 
oppressive and degrading, The police, 
ordinarily responsible for maintaining order, 
were generally excluded from the encamp- 
ment. The campaign marshals were in the 
somewhat ambiguous position of providing 
authority for campaigners while confronting 
conventional authority (police, federal 
agencies) as leaders of demonstrations. 

The mental health worker was occasion- 
ally called into this potentially chaotic 
setting to deal with a violent participant and 
make decisions about hospitalization. For 
the physical assistance necessary to control 
the assaultive person, he depended upon the 
marshals. He had to be sensitive to their 
ambivalent feelings about him—a (usually 
white) outsider reflecting the mores of 
society—and about the disturbed “brother” 
from their campaign. His clinical judgment 
was inevitably clouded by his own fear of 
being injured, his uncertainty because of the 
lack of conventional authority and the 
ambiguity of his own role in the 
encampment, and his sympathy for the 
angry and frightened person he was 
confronting. If the mental health worker 
himself had been caught up in the 
frustration and fears of the campaign, he 
was likely to have identified with the 
emotions of the person he was interviewing 
in a way usually avoided in conventional 
clinical settings. The following case reports 
submitted by psychiatrists on our staff 
illustrate some of these problems. 
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Case 1. During a two-day period Mr. L., a 
Negro man in his late 30s, was noticed by 
other campaigners to become more hostile and 
abusive. One evening at 6 p.m. when I arrived 
at the encampment, I was called by a campaign 
leader to help quiet him. He had just taken 
over one of the A-frames and was throwing its 
contents into the knee-deep mud that had 
become a constant feature of Resurrection 
City. I learned that Mr. L. was not a registered 
resident of the encampment and that there had 
been frequent attempts to calm him over the 
preceding few days. 

At first Mr. L. was willing to talk to me if I 
kept my distance. He said he was disturbed 
about Dr. King's death, didn't trust whites, did 
not need a psychiatrist, and alluded to magic 
flags and hypnosis in a way that suggested he 
was overtly psychotic. I talked from the 
doorway of the building but retreated to the 
safety of a tree as the man became more vio- 
lent. I finally recommended commitment, but 
the marshals were unable to convince Mr. L. 
to leave the A-frame. They called the police 
and, in the scuffle that ensued, Mr. L. grabbed 
a policeman’s gun and eventually had to be 
subdued with mace, administered by the mar- 
shals. He was taken to the hospital. 


Case 2. At 7:30 one evening, two young 
Negro men entered the medical trailer. One 
grabbed a pair of scissors to defend himself 
against imaginary assailants. The man with the 
Scissors talked of having been refused food in 
the encampment and of having only one 
kidney; he appeared extremely agitated and 
grandiose. A number of marshals arrived to 
assist, and I was called. The marshals insisted 
that everyone leave the medical trailer and then 
planned to shoot tear gas into it. Some 
confusion developed between their plan and 
mine, and they Changed their minds and left 
the Scene. I could not readily establish a 
function for myself; the marshals soon came 
back at the urging of a patient who had come to 
the trailer for medical treatment. After an hour 
of indecisive exchange between the marshals 
and the two, both agreed to the need for 


hospitalization and were trans orted 
Elizabeths Hospital, ned 


Empathy and Reality-Testin ; 
and Interviewer 8 of Patient 


In the ordinary clinical situatio 
evaluating interviewer has a stable mead 
reference from which to distinguish the 
banal from the bizarre and the Perceptive 

-from the fantastic in his patient's accounts, 
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At Resurrection City the framework within 
which to assess reality was neither easily 
discernible nor stable. It was frequently 
impossible to distinguish bizarre rumors 
from bizarre facts. 

In the first place, there was widespread 
conviction in the encampment that hostile 
forces from the “outside” were continually 
working to destroy the campaign and 
discredit its participants; to an impressive 
extent this was true. Daily press and 
television reports claimed murders, riots, 
and epidemics, leading to constant demands 
from citizens in the area for the camp to be 
closed down and its population driven out of 
the Washington area. Further, many of the 
participants had been abused and involved 
in violence and physical risks throughout 
their lives. Finally, the force of rumor—par- 
ticularly when the encampment had a 
shared sense of being threatened—was 
enormous. At times, a majority both in and 
out of the camp accepted a great variety of 
Tumors as established facts, and frequently 
many of the most implausible rumors had 
some basis in fact. 

The mental health worker was faced with 
numerous difficulties, therefore, in deciding 
whether or not a patient was delusional or 
had bizarre ideas. One of the most helpful 
aspects of the mental health nurse’s 
continued daily presence in the encampment 
was to provide a reality check on the 
validity of the more pressing rumors. The 
following case illustrates these issues: 


Case 3. A 21-year-old Negro woman was 
referred to me (the psychiatrist) from the 
general medical doctor because she had 
abdominal pain for which no organic cause 
could be found. During an interview in my car, 
she soon explained that she had become very 
attracted to one of the marshals—the most 
recent in a long series of unrequited loves. 
Although she had been encouraged by some 
return of attention, she noticed that he seemed 
interested in another woman, who was 
pregnant. She thought this might be his baby 
and became angry, jealous, and increasingly 
frightened and self-condemnatory because of 
these feelings. 

She had expected to meet him on the night 
she came to the clinic. When he did not show 
up she began experiencing abdominal pain and 
Increasing anxiety. She claimed she was afraid 
of being killed and had heard that a woman 
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had been thrown into the reflecting pool. The 
patient reported that she had checked the 
reflecting pool for blood and, although she 
found none, believed the story nonetheless. 

Not knowing of any actual murder in the 
encampment, I regarded the last fear as rather 
bizarre. I was somewhat humiliated to learn 
the following morning in the daily newspaper 
that a woman had been murdered near the 
encampment and that the campaign leaders 
had energetically warned the young women not 
to walk alone at night. I also heard other 
extreme rumors in subsequent visits to the city 
but was more cautious in attributing these to 
individual psychological problems without 
considering the temper of the whole camp at 
the moment that the patients were seen. 


Campaign Involvement as a Replacement 
for Interpersonal Relationships 


In the usual clinical setting the mental 
health worker attempts to determine the 
quality and stability of the patient’s current 
ties to other people. The findings may 
sometimes determine whether the patient is 
treated as an outpatient or inpatient. This 
evaluation was frequently quite difficult in 
Resurrection City. 

Several patients reported that their 
relationships with others had deteriorated 
badly in the months and years prior to their 
involvement with the campaign. Further- 
more, some had been unable, to develop 
satisfactory ties with other campaigners. 
Often they presented with symptoms of 
intense anxiety, depersonalization, depres- 
sion, or somatic complaints. However, many 
of the same people had become devoted to 
and involved in the campaign. Indeed, a few 
had a central role in organizing the 
preparations in their cities. 

Most psychiatrists who saw these patients 
could not initially predict what support or 
strength such involvement might provide for 
the patient in place of personal ties. Often 
the dilemma the psychiatrist faced was: 
"Should I recommend that this symptomat- 
ic, unstable person leave the campaign 
because his total picture looks so ominous, 
or might his involvement in the campaign 
sustain him and allow him to stay?" The 
following case is illustrative: 


Case 4. A 35-year-old white divorcée came 
to the medical trailer complaining of chest 
Pains. I saw her, since I happened to be doing 


Amer. J. Psychiat. 125: 11, May 1969 


1549 


medical exams to assist the overworked general 
medical doctor. She had physical signs 
suggesting early. pneumonia, but she also 
looked extremely depressed and apprehensive. 
She had seen a psychiatrist on a previous visit 
to the medical trailer and had told him that 
during the recent past she had been divorced, 
had had her three children taken from her by 
court action, had tried to resume her career as’ 
an artist, and had found her life increasingly 
meaningless and empty. 

When she first heard of the campaign she 
volunteered enthusiastically, believing it was 
something that would fill her empty life. She 
worked strenuously for months readying the 
contingent from her city. When she arrived at 
Resurrection City, she found herself discour- 
aged by the chaos in the encampment, the 
tension between black and white, and her 
failure to establish strong relationships with 
other campaigners. She was fiercely deter- 
mined, however, to help make the campaign a 
success. 

Her depressive outlook, her prior feeling that 
her life was hopeless, and her great anxiety 
about a recent diagnosis of systemic lupus 
made her condition seem especially precarious. 
Could her continuing intense involvement with 
the campaign offset her depression and 
desperation, or might a major psychosis or 
suicidal wish break through? 


These four clinical episodes illustrate the 
profound manner in which the unique social 
context of Resurrection City served to 
complicate clinical judgment in both 
evaluation and management. Marshals and 
other activists supplanted professional order 
and police, rumors had to be considered 
potentially valid, and group goals and 
tensions had to be considered for their 
integrative as well as destructive potential. 


Influence of the Campaign on the 
Mental Health Workers 


In addition to working with patients, 
mental health workers spent considerable 
time making other contacts with the city's 
residents and the medical personnel. When 
we were not interviewing patients, we 
conversed with passersby at the medical 
trailer or walked about the city meeting and 
talking with the campaigners. Often we 
became involved in the city's life in helping 
to build new shelters, passing out diapers, 
and attending the social activities. Many 
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psychiatrists examined and treated medical 
patients when the general medical staff 
needed more help. 

The mental health staff was significantly 
affected by participation in the clinic and 
Resurrection City. We know from a system- 
atic questionnaire survey of our group that 
participation fulfilled for most workers a 
strong personal objective—the use of pro- 
fessional skills to assist and support the 
campaign in reaching its goal. 

However, the staff experienced mixed 
feelings in working in the campaign. In 
general, we felt accepted by the campaign- 
ers. Even when tensions rose in the 
encampment the medical staff usually got 
cordial responses from city residents, 
although other nonresidents were often 
regarded with fear, hostility, or contempt. On 
the other hand, the staff (especially the 
white members) sometimes felt less effective 
because of fears about being alien in the 
potentially violent Resurrection City situa- 
tion. 

While few of the mental health staff felt 
that the demonstrated psychiatric needs of 
the community warranted the concentration 
of mental health workers provided, most felt 
gratified at having the opportunity to 
participate professionally in the campaign 
and to promote its goals through service to 
the clinic. Furthermore, this limited 
participation in the city’s turbulent and 
Provocative life led many mental health 
workers to question and then to expand 
usual ways of evaluating and categorizing 
patients and their problems. 


Discussion and Conclusion 


In , evaluating — the impact of our 
psychiatric services on Resurrection City, 
we found evidence that the clinical program 
was useful to some of the campaigners and 
was rewarding and instructive to the mental 
health workers. From the beginning, the 
clinic was planned with limited objectives, 
We were not asked and therefore did not 
attempt to provide any interpersonal or 
Organizational consultation to the campaign 
leaders. The multiple goals and problems of 
the campaign did not encourage primary 
Prevention, systematic case-finding within 
Resurrection City, day care, or rehabilita- 
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tion services. We hoped to provide only 
brief, supportive treatment to campaigners 
who were referred to us or who came on 
their own. 

The great majority of patients seen were 
able to return to the campaign, and our 
clinical records describe significant relief of 
symptoms and improvement in outlook in 
patients—even after a single visit. Also, 
considering the turbulent and unpredictable 
features of both the clinic and the campaign, 
the high proportion of return appointments 
kept is further evidence that patients found 
the clinic experience helpful. 

It seems likely that the clinic reduced the 
disturbing impact of emotionally troubled 
people on some of the other campaigners. 
For example, on several occasions dis- 
traught campaign marshals came to the 
clinic for help in managing a disturbed 
individual. Our assistance in these cases 
offered some relief to the disturbed patient 
and marshal alike. Also, on the organiza- 
tional level, our staff—particularly the day- 
time nurses—served to maintain liaison 
among a variety of help-giving groups and 
agencies within the city even when a mental 
health issue was not directly involved. The 
administrative training inherent in ward 
milieu or community psychiatry programs 
was very useful to mental health workers in 
performing this function. 

Our experience has led us to make several 
recommendations for providing limited- 
Objective psychiatric service to a future 
setting like Resurrection City. We were 
providing service to a community whose 
boundaries, form, and organization were 
continually fluid. Furthermore, our mental 
health staff constantly rotated through the 
clinic. It is likely that psychiatric services to 
future social action movements will be 
comprised of a similar loose federation of 
volunteer workers afloat in an amorphous 
Community. In such a changing situation, 
the following features are essential to 
provide a workable structure: 

l. A single dedicated administrator to 
write staff rotation schedules and enforce 
them. If no staff member shows up on a 
night when the clinic is expected to be open, 
any tenuous relationship with the campaign- 
ers may be seriously damaged. The same 
administrator should be in charge of liaison 
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with whatever leadership develops in the 
movement and should attempt to open the 
broadest possible channels of communica- 


tion. 


; 


J 


2. Some central facility (trailer, hut, 
tent) is necessary for storage of records and 
drugs. In a clinic with a rotating staff, 
accessible records provide the only reliable 
means for continuity of care. Most of our 
workers attached less priority to having a 
permanent facility for clinical interviews. 


"Makeshift arrangements—cars, tents, open 


air—were generally adequate. 

3. Clear and continuous liaison with the 
general medical services is useful. It is likely 
that the major determinant for a psychiatric 
referral from the internist is the immediate 
presence and accessibility of the psychia- 
trist. Campaigners in distress, and those 
trying to help them, seem to turn first to a 
general medical doctor whose services are 
generally more conspicuous and better 
understood. Many of these patients were 
suffering from emotional disturbances and, 
with proper liaison, received the appropriate 


 teferral to the mental health clinic. 


4. Liaison with at least two other help- 
giving agencies is crucial: a local psychiatric 
hospital and a social service agency that can 
arrange transportation for a patient to his 
home. Both of these provide some options, 
beyond supportive interviews, for dealing 
With patients under very severe stress. 

In summary, we have described the 
Organization, operation, and estimated 
effectiveness of a limited-objective mental 
health clinic in a temporary city housing a 


“Social action campaign. Our clinic was a 


minor part of the campaign itself. However, 
it appeared to be useful to those individuals 
Who, by one pathway or another, sought our 
help. It also seemed to have had a decided 
Impact on the participating mental health 
Professionals. 
We have used conventional diagnostic 
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categories to group our patients, but, as 
described in the clinical reports, health 
workers felt they had for the first time 
participated in certain forms of personal and 
interpersonal stress which went beyond 
these conventional categories and which 
they regarded as valuable additions to their 
clinical experience. The type of service 
offered was only one of several possibilities, 
reflecting essentially a conventional ap- 
proach to psychiatric treatment. However, 
our experience at Resurrection City 
confirms the view that psychiatric skill can 
be fruitfully utilized to the benefit of both 
those who give and those who receive, 
despite the vicissitudes of the unusual social 
situation. 
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UNDERSTANDING BLACK POWER 


Understanding Black Power: Processes and Proposals 


BY CHARLES A. PINDERHUGHES, M.D. 


Primitive thinking patterns reinforced by 
group membership underlie the false beliefs 
which are central in the psychodynamics of 
racial conflicts in the United States. The 
destructive alteration of Negroes to fit false 
beliefs about them has tended to maintain 
the psychological forces that originated 
the false beliefs. In this context the author 
analyzes the Black Power movement as an 
attempt to institute a massive therapeutic 
process. 


HE BLACK POWER class of reactions in- 

volves disparity in paired parties, with 
one in power and the other in dependency, 
when the dependent party seeks peer status 
while the party in power resists. Conflicts be- 
tween labor and management, women suf- 
fragettes and men, college students and col- 
lege administrators, and between adolescents 
and adults are well-known examples of this 
class of reactions(11). 

The fact that they are often managed 
badly with unnecessary conflict, and at times 
riots, reflects primarily the unrecognized 
immature motivations of Persons in power 
whose lack of understanding, use of power, 
sense of entitlement, and lack of coopera- 
tion are retained from early childhood 
patterns, They denigrate others and aggran- 
dize themselves, They use their intellects in 
the service of the pleasure principle primari- 
ly to supply reasons and methods of 
continuing and enlarging present comforts 
for those with whom they identify, regard- 
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less of the price paid by others. They are 
more responsive to the needs of a single 
individual with whom they identify than to a 
million individuals they see as outsiders. Not 
only are they unconscious of the infantile 
nature of their behavior but they unwittingly 
employ their resources to create an illusion 
of maturity in themselves. 

People with power to influence social 
structure frequently are unconscious victims 
of pathogenic projections derived from the 
body image, which have been reinforced by 
the groups to which they belong. These 
basic psychological processes which gener- 
ate false beliefs are shared by all people. 


Hierarchy-Related Paranoia 


Some false beliefs imputed to others 
depend upon whether they are viewed as 
"high-" or “low-type” people. “High-type” 
people are associated in the mind with the 
high part of the body, with the head, with 
thinking, with leadership, with what is taken 
in and believed, and with food. “Low-type” 
people are associated with the lower body, 
with the bottom, with the perineum, with 
what is excluded and expelled. Lower 
parties are often trained or molded by upper 
parties and sent out on missions, often as 
expendables, as reflected in military and 
other hierarchical organizations. 

The value orientation and psychology 
associated with class or caste divisions are 
derived from projections of the body image. 
Idealized objects and ideas, including con- 
cepts of God and heaven, are associated 
with upper regions, while devalued and evil 
connotations, including concepts of the devil 
and hell, are projected downward. The fact 
that in families the taller, older, wiser 
Persons tend to have more power and 
Tesources reinforces the impressions under- 
lying the hierarchy-related paranoid process 
Which aggrandizes upper and denigrates 
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lower parties. The force of gravity further 
ensures that unpleasant feelings be asso- 
ciated with lower regions, since, from earliest 
infancy, objects are pulled downward from 
one’s grasp(2). 


Appearance-Related Paranoia 


Color-related paranoia may also be 
associated with earliest infantile experience, 
since black is associated with absence of 
retinal stimulation and with darkness, mys- 
tery, and loss of contact with important 
persons(9). Regardless of the factors re- 
sponsible for its development, white general- 
ly connotes the bright, the nobler, and the 
“good,” while black connotes the sad, the 
gloomy, and the “evil.” In addition to color, 
other physical characteristics may serve as 
vehicles for various forms of appearance- 
related paranoia. 


Perception, Projection, and Paranoia 


Understanding involves taking in, mulling 
over, appraising, and assimilating. A simi- 
larity to the process of digestion may be 
noted. In fact, each person’s search for 
understanding begins in infancy with the 
taking of objects into the mouth, mouthing 
them, and then swallowing or ejecting them. 
Subsequently, the development of external 
sensory perception permits appraisal of 
objects without taking them into the body, 
although some stimuli from the object must 
enter and cause physiological change in the 
body in order for a perception to occur. 
These physiological changes (reflex, asso- 
ciative, cognitive, etc.) are then interpreted 
in terms of past experiences, so that each 
conscious perception represents an approxi- 
mation or guess, based on past experience, 
which is attributed to the object by the 
Psychological mechanism of projection(8). 

Those perceptions associated with emo- 
tion are anchored deeply in body physiology 
through linkages with mental représenta- 
tions of significant persons, experiences, and 
body processes(5, 6). For this reason, 
changing patterns of perception which are 
associated with strong emotion may be an 
unsettling or stormy process. Each individu- 
al tends to reinforce his beliefs by selectively 
focusing upon content which supports his 
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own beliefs and by selectively ignoring 
content which undermines them. In this 
manner existing misinformation and delu- 
sions are perpetuated. All individuals retain 
in their personalities latent paranoid pat- 
terns. 


Group-Related Paranoia 


Accommodation to groups generally reac- 
tivates latent paranoid processes to varying 
degrees as members of a group learn to 
project the same interpretations to a given 
object or idea, while members of a different 
group may project different meanings upon 
the same object. Groups do not recognize 
delusions as long as all members believe 
them. They require group members to 
remain loyal and to use their reason and 
other faculties to support group delusions. 

Persons perceived as similar to one's own 
kind are identified with, are valued highly, 
are trusted, are taken in. . . like food... 
like milk, are swallowed . . . are thought of 
as right and pure and white; they are + 
associated with the “higher things in life”. . . 
with the head . . . and with the mind . . . 
and with persons who are above one . . . 
over one . . . with parents. Understanding 
literally means to stand under. Understand- 
ing, therefore, tends to take place between 
members of the same group by introjection 
and identification. 

Persons seen as different are not taken in 

. are not seen as food . . . are seen as 
objects to keep out with vigilant defensive- 
ness and suspicion. They are perceived as 
wrong, or inadequate, or sinister, and are 
rejected. If their appearance, culture, and 
behavior shows characteristics on which a 
low value is placed, they are associated 
further with low things, with the bottom . . . 
and with the buttocks and genitals. Between 
persons who are not members of the same 
group, understanding tends to take place by 
projection, rather than by introjection and 
identification. 

Since repressed impulses are those which 
tend to be projected, and since all groups 
encourage in their members repression of 
impulses which threaten the group, these 
group-threatening motivations are common- 
ly projected upon other groups. It is 
predictable, therefore, that members of 


[107] 


1554 


differing groups will impute to one another 
the same or similar threatening motivations. 

These group-related paranoid processes 
have not been considered pathological by 
psychiatrists. However, they are responsible 
for such extensive intrapsychic, interperson- 
al, and intergroup conflict, for so many 
misunderstandings, acts of violence, and 
deaths on a massive scale that psychiatrists 
may come to identify them as the most 
serious pathogenic factors in our era. 


Segregation-Related Paranoia 


Segregation-related paranoia offers addi- 
tional problems in understanding for Ameri- 
can blacks and whites. Any person or group 
that is segregated is associated in the 
mind, in the unconscious thinking processes, 
with any mental representations which are 
also segregated(10). Each individual learns 
to segregate out of public social interactions 
excreta, destructive aggression, and sexual 
feelings and thoughts. These, having been 
Segregated, are in the unconscious mind 
associated with mental representations of 
segregated people. Each individual looking 
at a segregated group perceives, with a sense 
of reality, an association between the 
Segregated group and dirty, smelly, destruc- 
tive, and sexual sensations, 

Thus hierarchy-related paranoia, appear- 
ance-related paranoia, segregation-related 
paranoia, and group-related paranoia—all 
of them unconscious and all derived from 
projections of the body image— combine to 
determine the perceptions we make and the 
Constructions we create, whether they are 
Objects or social structure. An individual's 
behavior is influenced by whether he 
perceives himself as "higher" or "lower," 
“darker” or "lighter," *free" or "restricted," 
à group member or an outsider; and the 
treatment accorded him depends upon how 
he is perceived on these four axes. These 
primitive immature thinking processes have 
eroded and undermined Peoples’ efforts 
toward mature behavior throughout the 


history of man. They may be r 
physiological but pathogenic. oases 


Expression of Group-Related Paranoias 
in American Social Structure 


Alteration of Reality to Fit False Beliefs 


The Perception by whites of blacks as 
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different, as less worthy and less human, led 
the developers of early American social 
Structure to treat indentured blacks differ- 
ently from indentured whites, For two 
centuries after the slave laws were initiated 
in the 1660s, blacks were defined as 
property of whites and their characteristics 
were coercively determined by the psycho- 
logical projections of whites. Blacks were 
thereby altered to fit the false beliefs and 
interests of whites. 

By disrupting the families and group 
Structure of black people from diverse 
backgrounds, by maintaining authority and 
order among whites and preventing the 
development of authority and order among 
blacks, by developing deeply entrenched 
differences in psychology, education, living 
circumstances, behavior patterns, and even 
language, Americans structured the white 
group toward a pattern of characteristics 
viewed as superior and the black group 
toward a pattern of characteristics viewed as 
inferior. Whites were trained to aggrandize 
themselves, to love and respect themselves, 
to have initiative, narcissism, sense of 
entitlement, and to master external realities, 
Blacks were trained to surrender and 
sacrifice themselves, to trust others, to be 
simple and forthright, to love and respect 
others, to accept persecution, to devalue 
themselves, to defeat themselves, and to 
seek direction from others. 

After emancipation in 1863, segregation 
laws and practices ensured that most 
descendants of slaves would continue to 
transfer to each new generation the slave 
culture caste which had been forced upon 
them. Although thought of as a group, they 
had no significant group structure, no 
unifying religion, no internal bonds, no 
internal authority, no power, and no 
organization to help them solve problems or 
take action in concert. These factors left 
black Americans, to a considerable degree, 
Without personalities which could function 
independently and with fewer viable families 
Or other cultural groups. These factors 
handicapped Benerations of blacks in com- 
Petition for education, | skills, property, 
influence, and power. 
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Correcting False Beliefs and Conditions 
Based Upon Them 


In this context the Black Power move- 
ment(1, 3, 7, 12) is a massive sociotherapy, 
group therapy, and individual therapy 
movement whose advocates are attempting 
to develop more adaptive psychology, role 
relationships, and group structure for blacks 
by developing bonds, group formation, 
action in concert, internal cohesion, internal 
sense of authority, discipline, resources, 
independence, autonomy, initiative, and 
self-esteem for black people. Development 
of a more adaptive identity and culture and 
the generation of educational, economic, 
and political power are central. Black Power 
advocates press for a more open society, for 
more democratic institutions, for justice, for 
reparative programs, for more responsive 
interaction between black communities and 
the power structure affecting them, and for 
recognition of the limitations, pitfalls, and 
misuses of the intellect and reason so often 
worshiped in Western societies. 

For many blacks the goal of the 
movement is to develop sufficient power to 
make possible behavior in line with con- 
science and with national and religious ethics, 
since white power used without conscience 
and black conscience without power result 
in continuation of an abusive and oppressive 
Social order(12). What most whites per- 
ceive as an orderly American social system 
Most blacks experience as unresponsive, 
unremitting, dehumanized, well-rationalized, 
quiet, courteous, institutionalized violence 
not unlike colonialism. Since influential and 
Powerful persons and groups enjoy things as 
they are and are unwilling to change the 
Society which they have opportunity to 
change, initiative for altering a destructive 
System and producing constructive change 
Tests by default on the shoulders of the 
Tesourceless, powerless people who are 
better motivated though often ill-equipped 
for the task. 

Creative conflict exists between the many 
forces in each black community. The 
Process of developing unity in a chaotic 
black urban community can be long, 
arduous, and constructive, or it can be brief, 
hazardous, and destructive. Given the re- 
Sources and opportunities needed for devel- 
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opment, black communities will achieve 
group formation and constructive develop- 
ments only as rapidly as conflict within the 
community can be constructively managed. 
If denied the resources and opportunities 
needed or offered more oppression, black 
communities will undergo a further rapid 
crystallization of hostility against the mal- 
functioning social order of whites. In this 
case, group formation will be rapid, destruc- 
tively oriented, and driven by paranoid 
mechanisms associated with a primitive 
conscience. American black people, growing 
in strength, but feeling like a blinded, 
shackled, persecuted captive without hope 
of freedom or victory, could, as Samson did, 
bring the temple down upon self as well as 
enemy. 


Summary and Proposals 


Primitive thinking patterns reinforced by 
groups determine the thinking and feeling of 
group members toward one another and 
toward outsiders. To change primitive 
thinking patterns, primitive methods are 
needed. 

When thinking patterns are unresponsive 
to reason, pleasure or pain—in the form of 
rewards or power—is required to change 
them. Where rewards are not forthcoming 
power is required to produce an emotional 
crisis before there can be change in primitive 
feeling and thinking patterns. When the 
crisis is over the rate of change declines 
sharply. A social order unresponsive to 
reason requires repeated crises for signifi- 
cant change. 

In the absence of an effective agency of 
conscience within government, popular dis- 
sent must be the principal source of the 
creative conflict which is necessary for 
important changes in a stable social system. 
This leaves government in the role of 
adversary to those who seek constructive 
change in government. A federal department 
of values, ethics, and national conscience 
and its counterpart in local governments and 
in other institutions would ensure more 
healthy creative conflict within government 
as well as between government and dissent- 
ing citizens. 

The treatment of pathogenic racial con- 
flict and the crippling pathology associated 
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with it ideally should be the treatment of the 
paranoiac, phobic, and anxiety patterns 
underlying white racism. This will require 
undoing of the projections of whites on 
blacks. Since blacks have been so altered as 
to make the projections seem realistic, only 
alterations in blacks can offer whites an 
opportunity to perceive blacks in a different 
light and thereby modify the racism of 
which they are unconscious. 

The Black Power movement produces, at 
one and the same time, the crisis needed to 
make change possible and different mental 
representations out of which whites can 
build a new image of blacks. During the 
crisis period when there is great uncertainty 
about what will develop, primitive psycho- 
logical patterns will be activated in more 
and more whites. Accompanying the Black 
Power movement is rising conflict and 
anxiety in whites and increasing confidence 
and self-esteem among blacks, who perceive 
the importance and rightness of the Black 
Power movement in the eradication of 
racism. 

The adolescent-adult interaction provides 
a useful model of a powerless party seeking 
peer status with a powerful party. Reference 
to this model may provide guidelines to 
behavior which can result in favorable or 
unfavorable progress in the interaction(4). 
When adults resist the striving of youths 
toward autonomy, a “youth power move- 
“Tent,” with group formation, self-develop- 
ment, and separatism, is an essential phase 
for powerless adolescents to pass through in 
order to develop identity and to move into 
peer relationships with adults. When youths 
develop their power, independence, and 
autonomy against resistance, they form 
groups which vigorously interact with one 
another and with adults. Conflict gives way 
to collaboration as the metamorphosis from 
complementary parent-child Toles to equal 

, autonomous roles and mutuality is com- 
pleted in later phases, 


and the powerless 


tion on a significant scale will for th 
time be possible, ce 
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UNDERSTANDING BLACK POWER 


The black psychiatrists Butts, Cannon, 
Comer, Davis, Elam, Pierce, Poussaint, 
Spurlock, Tompkins, Wilkinson, Yongue, 
the neurologist Calhoun, and the author 
have discussed this as a group folie à deux, 
Paranoid whites aggrandize themselves and 
denigrate blacks, while subordinated blacks, 
still bonded psychologically to whites, have 
shared in the false beliefs which aggrandize 
whites and denigrate blacks. By coercive 
modification of the psychology, character, 
and living circumstances of blacks, Ameri- 
can white men modified American black 
men to fit the images in their minds. Instead 
of thinking “that’s the way they are," it 
would be more correct for whites to think 
"that's the way we've made them." 

Blacks have recognized their sickness 
after many years of denial and delusion. 
They are separating from the source of 
Sickness and attempting to cure themselves 
and to produce change in the pathological 
and pathogenic white-oriented social sys- 
tems in this country. Unfortunately, as is 
usual with paranoid processes, the sick 
cannot easily perceive their sickness. If 
enough influential whites are able to per- 
ceive the nature and severity of the illness to 
participate constructively in an alliance with 
the Black Power movement, the develop- 
ment of trust, positive bonds, and coopera- 
tion will make peer relationships between 
blacks and whites possible for the first 
time. 

In this age of dissent, black people, poor 
People, the  underrewarded and unre- 
Spected, the college students, and youth 
throughout the land have bombarded and 
loosened the forces that so inequitably 
discipline our society. Increases in crime, 
immorality, and riots reflect both the 
relaxed discipline and the disillusionment 
with existing values, policies, and practices. 
We have been brought to a point of national 
identity crisis, Will our national character 
undergo the maturation toward democracy 
of which it is capable if enough influential 
Persons insist upon change? Or will the 
Same primitive paranoid forces remain in 
the driver’s seat, buttressed and augmented 


by invocation and organization of greater 
power? 
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Reflections in the Rubble: 
Some Thoughts in the Aftermath of Civil Disorder 


BY GARRETT O'CONNOR, M.D. 


Current approaches to the problem of 
ensuring civil rights for all have failed to 
reach the root of the matter, this author 
suggests, because they do not take into 
consideration the real and imagined social 
and economic threats that are important 
factors in the maintenance of racial preju- 
dice. An, impasse is created in which 
stereotypes thrive and violence brews. 
Programs that will make desegregation 
profitable and attractive for the black and 
white communities alike are desperately 
needed. 


M Y IDENTIFICATION with the process un- 
derlying the contemporary civil un- 
Test in the United States started quite a 


Read at the 124th annual meeting of the 
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long time ago. As soon as I was born. 
Traces of oppression could still be sniffed in 
the Irish air like ozone at the seaside. My 
father and mother had lived through the tail 
end of “the troubles,” and one of my aunts 
spent years in Kilmainhan Gaol for selling 
rabble-rousing broadsheets. School was 
made tolerable by the history books which 
were steeped in the blood and tears of 
injustice, and gory one-sided accounts of 
murderous deeds made them good reading 
for an impressionable lad. The Fenian 
legends spoke of Ireland as a nation of 
heroes and kings, but for 800 years she was 
ruled by alien monarchs who treated her 
people like worthless peasants. Later, as 
students, we sang ballads in our cups that 
echoed the sad fates of many like ourselves, 
and younger, who had died for one or 
another of the multiple causes for which 
Ireland is famous. 

The ability of the individual to be 
thoughtful and rational in the face of 
menacing circumstances is influenced by his 
past experiences and previous group affilia- 
tions. In my own case, I must learn to live 
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with a national heritage of righteous resis- 
tance that lurks in the caves of my 
subconscious like a shadowy familiar, 
endlessly arguing the case for violent 
revolution. Courses of action born of 
frustration with the seemingly unchangeable 
present often seem preferable to those which 
would formulate constructive plans for the 
future. I suspect that I am not alone in my 
private leanings toward irrationality and 
excess. The roots of temperance are tearing 
loose ‘everywhere, and the climate is right 
for the emergence of primitive forces on a 
grand scale. Already there are many signs of 
their public presence. 

A widespread restlessness has been sim- 
mering for a long time. Suddenly it is 
coming to the boil all over the place. 
Simultaneously we are convulsed with 
creativity and disrupted by destruction. 
Knowledge has outgrown wisdom. In the 
broad society, causes for revolution are a 
dime a dozen, The race issue is only one of 
them, albeit the most urgent. 

Prejudice is rampant. Paradoxically, it 
infiltrates institutions and evokes within 
them the very responses they were founded 
to prevent. Every man has felt its savage 
thrust and in turn has used it as a weapon of 
defense. It is a vile, inhuman malady which 
threatens to do more damage than all the 
plagues in history. 

The major groups of black and white 
Continue to spawn myriads of dissenting 
Subgroups. Some are sincere in their efforts 
to seek change; others are not. But whatever 
their motivation, those who seek change are 
in the minority. Despite the injustices, dis- 
honesty, and immorality of the black man's 
plight in the United States, the majority of 
Citizens are not motivated toward chang- 
ing the conditions that are the underlying 
causes of the situation. 

_ Current institutional approaches to civi] 
rights matters fail to reach the root of the 


racial problem. Among other things, they do 


Several experiences 
during, and after the riots of April 1968, 
[112] 


REFLECTIONS IN THE RUBBLE 
A Lesson in Social Reality 


It was close to midnight on April 4, 1968, 
I was driving home from a meeting when I 
heard on the radio about the murder of Dr. 
King. Feeling suddenly sick, frightened, and 
full of despair for the future, I stopped at a 
neighborhood tavern for a beer. There were 
about 20 white people in the bar, which was 
à rough-and-tumble place with globs of 
spittle on the wooden floor and a wealth of 
fascist slogans on the walls of the toilet and 
around the telephone. George Foster, Whit- 
ney Young, and several other black leaders 
were being interviewed on television. I tried 
to listen, but the sad voices of the mourners 
were drowned by a chorus of triumphant 
racist cries from the patrons of the tavern. 

"Their King is dead," shouted one in a 
macabre mockery of wit. “Good riddance to 
the dirty nigger,” came the reply. “If Hitler 
could do it to the kikes in Germany, we can 
do it to the niggers here.” 

Such attitudes are familiar among this 
class of people, but I naively expected that 
the exultant litanies of hate would have been 
momentarily muted by the tragedy of that 
particular night. Far from it. Instead there 
Was a mood of celebration, a kind of 
perversely pathological hope that “the 
niggers would come at them,” because they 
were ready for them and they would give 
them what they deserved, “a belly full of 
lead.” The battle songs of Omaha Beach 
had become the rallying cries for a new 
offensive, this time against the blacks. 

Something snapped inside me and I let 
them have it. Like a washerwoman I hurled 
abuse in their faces, matching their vile 
profanity with my native version of scream- 
ing blasphemy. Their reaction was predict- 
able. After a brief exchange of insults and 
curses, I was surrounded and forced to 
Tetreat into a corner. There were mutterings 
about what to do with a “nigger lover.” A 
huge truck driver with a bulging beer belly 
and oil-stained khaki trousers held a beer 
bottle to my throat while the others crowded 
around. Their mood was ugly and murder- 
ous and, weakly raising my fists, I prepared 
to go down fighting. 

Just before the boots and bottles began to 
fly, I said in a voice that sounded more like 
a croak, "Twenty against one, Ts that what 
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makes America free?” For some extraordi- 
nary reason this seemed to appeal to 
whatever shreds of rationality they still 
possessed and, somewhat sheepishly, they 
returned to their drinks. I followed them. 

In the next hour we had a kind of group 
discussion during which I learned a few 
home truths about the position of the lower- 
income class of whites on black emancipa- 
tion. The classroom for my lesson was a 
filthy, roach-infested beer hall, and my 
teachers were the common people. 

The truth of the matter is that color and 
circumstances are the only points of separa- 
tion between this class of white and the 
average lower-income black. The white's 
anger and hatred of the black is based on 
the fears of his ascendancy over them. 
Opportunities for advancement beyond a 
certain level are no more available to them 
than they are to the blacks, and they feel 
that they must fight and fight hard to 
maintain what little they have. 

There is much evidence that certain 
factions of the white community are not 
only prepared for, but would welcome, a 
fight about racial issues. The recent rise in 
gun sales cannot be solely attributed to an 
increasing interest in deer hunting. An 
acquaintance of mine who lives in a lower- 
income white neighborhood has a sub- 
machine gun permanently mounted behind 
the lace curtains of his living room. The 
fierce passion of the pioneers is being 
tekindled and red-blooded Americans are 
Once again prepared to defend their hard- 
won property. During the days following the 
murder of Dr. King, there was criticism of 
the “lenient” attitude of the riot control 
authorities toward looters, and one even 
heard disappointment expressed about the 
low mortality rates among blacks during 
the disorders. 

It is therefore reasonable to assume that 
Significant numbers of white Americans, 
Perhaps 40 to 50 million, fail to understand 
efforts to elevate the black to equal status 
and instead interpret them as being directed 
against themselves. 1 

Quotations from a speech delivered in 
May 1968 at a Ku Klux Klan rally in 
Rising Sun, Md., are eloquent evidence of 
the economic threat which is one of the 
Paranoid underpinnings of white racism. 
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When the Communist Nigger King got 
bumped off they passed that lousy “Civil Riots” 
Bill. Now there are no more bills to pass except 
those that will cost everybody money . . . . 

As far as taking any more rights away from 
the white man, this last “Civil Riots” Bill just 
about cleaned us out. The Bill includes the 
crummy Forced Housing provision and also 
the nigger intimidation provision that makes 
sure the white people cannot even look a 
crummy ape sideways without getting a fine or 
a jail sentence... . 

Now that these laws are passed there is 
nothing to lose if more niggers and/or white 
trash are bumped off. 


The hooded gentleman also had a word to 
say about legislation: 


And we're sick and tired of being kicked 
around by rotten politicians who are only 
interested in making a buck and staying in 
office. These types of politicians have ruined 
this country and we're going to get rid of 
them. . . . 

He [the politician] tells you what to do and 
then he goes into Congress like the big 
hypocrite he is and, just because you can't 
afford to move into the same neighborhood he 
moved into, he votes for race mixing laws that 
apply to you, the common people of Ameri- 
ca(2). 


While it can be argued that these are the 
rantings of rabid extremists in a state of 
emotional arousal, I would point out that 
they are remarkably similar to what I heard 
in the cozy comfort of a neighborhood 
tavern on the night Martin Luther King was 
killed. 


The “New” Morality 


Most people naively believe that morality 
today is based solely on self-sacrifice and 
humanitarian principles. The truth of the 
matter is a mercenary fact. The gods of the 
white lower-income groups are instant 
gratification: and the hope of material gain. 
The “new” morality is a contemporary 
expression of what the old one really meant. 
And it has a wider subscription than most of 
us would care to admit. Its currency is 
backed by the color TV and the runabout 
boat, the flashy car and the transistor radio. 
It is no longer enough to keep up with the 
Joneses. To survive one must now keep 
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ahead of them. And every black man is 
called Jones. FT 

It is naive to blindly indict “white racism 
as the sole or even principal cause of the 
country's social ills. Such a judgment may 
have quite the opposite effect in that high 
levels of guilt and anger are evoked in 
groups that are already defensive, with 
subsequent strengthening of the stereotypi- 
cal misperceptions that are, in fact, the basis 
of the racial problem. As a result, well- 
motivated appeals to the better nature of the 
economically disadvantaged white might as 
well be made in Chinese for all the good 
they do. In fact, such appeals are more 
likely to infuriate them because, as they see 
it, the position of the white middle classes 
would, in many ways, be enhanced by 
desegregation while theirs would be dimin- 
ished. They simply do not see desegregation 
and all that goes with it as being profitable 
or worthwhile. For them it contains no 
tangible reward. And yet liberals confidently 
expect such people to be generous and to 
share and risk what little they have for the 
Social and economic betterment of their 
closest competitors. Under present circum- 
stances, it is naive to hope that native gen- 
erosity will triumph and that the Situation 
Will be resolved according to the rules of 
rational decency. 

Resolution of this impasse is the most 
urgent problem on the domestic Scene, 
Present social programming is directed 
toward disadvantaged blacks and very 
poor whites. The social “inbetweens,” who 
are the white lower social groups, have been 
left to fend for themselves. Programs which 
will make desegregation profitable and 
attractive for whites as well as blacks are 
desperately needed. 


The Principle of the Beads 


In this regard 
lesson to be | 
missionaries, 


» there is an important 
earned from the early 
The ideal of Jesus Christ 


no attraction whatever for 
the heathen of the world had it not been for 


the fact that the missionaries pepper: i 

parables with gifts of trinkets Sue 
demonstrated an extraordinary zeal in 
working among the People. The headhunters 
went for the beads and got Jesus Christ as a 
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bonus. But they quickly learned that 
Christianity was a useful way of keepin 
people in order, and after a while the beads 
were no longer necessary as instruments of 
conversion. 

The principle of the beads is not new. It 
probably determined the outcome of the 
apple business in the garden of Eden. In 
laboratories all over the world, pigeons and 
penguins, monkeys and marmosets depend 
on it for survival. An anecdote will illustrate 
that it applies equally to transactions 
between institutions and the ghetto and vice 
versa, 

During the first 24 hours of the Baltimore 
disturbance, I was frightened. I felt fear for 
myself and my family, for the city and its 
people—fear for society as a whole. This 
could only be the beginning. Where would it 
all end? Listening to the radio and television 
reports of the rioting downtown and else- 
where only made it worse. A party at a 
friend's house fell utterly flat. Home again, I 
restlessly paced from room to room, 
stopping occasionally to make useless phone 
calls. For me, action is the great antidote for 
fear. But what was there to do? How could I 
be of help? 

On Sunday afternoon, the second day of 
rioting, a friend and colleague, showing 
great courage, drove into the ghetto and 
discovered that two medical aid stations had 
sprung into existence. They were manned by 
black physicians and volunteers. He offered 
to help in whatever way they saw fit to use 
him. Obviously uncomfortable with his 
presence, they allowed him to apply a few 
bandaids. The riot was at its height. Some of 
the staff were at the door trying to clear the 
Streets of children. A couple were in a back 
Toom reading Mao and predicting victory 
for the revolution. Everywhere there was 
anger. He was afraid. And finally he was 
asked to leave because his safety could no 
longer be guaranteed. 

I joined him that evening at the hospital. 
The next day we returned to the aid station. 
Quite a number of patients had been treated, 
but supplies were running short. Monday 
Was a day of relative rest in the riots, and 
the attitude of the personnel in the station 
Was cordial but reserved. Several people 
whom I knew on a first-name basis 
somewhat stiffly addressed me as Doctor 
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O'Connor. We helped with organizing a car 
pool system to facilitate the transportation 
of seriously injured patients to the hospital. 
This worked well during the day, but after 
curfew several of the drivers (and a few of 
the patients) were arrested. 

Later that evening sirens screamed in the 
sleeping streets, and a hundred fires glowing 
softly in the darkness of the night gave the 
city a strangely festive look. Toward mid- 
night the air crackled with sniper fire and no 
end to the violence appeared in sight. 

Early on Tuesday morning, I called the 
aid station. They had run out of supplies. 
This was particularly worrisome. Tuesday 
was the day of Dr. King’s funeral and all of 
us, including the leaders of the black 
community, expected the mother and father 
of riots as soon as television coverage 
ended. We had to be ready. For a variety of 
reasons, people injured in the riots were 
going to the aid stations rather than to the 
hospital. So it became important to ensure 
that help would be available somewhere. 

The situation was reviewed with the 
president of the hospital and the chief 
administrator. Together they agreed to 
provide the aid station with whatever was 
needed to guarantee its continuing opera- 
tion. An hour later we delivered the supplies 
to the aid station in the hospital bus. 
Tetanus toxoid, antibiotics, incision and 
drainage kits, scalpels, bandages—enough 
to equip a small field hospital. 

The reaction was incredible. We had 
beads in the form of essential medical 
supplies. One fellow, a Black Muslim, asked 
me, “What action will the hospital take 
against you for all this?” He thought we had 
Stolen the stuff or at least taken it without 
Official permission. He simply could not 
believe that “the hospital" had given the 
Supplies without a contingency of some sort 

eing attached. 


The Failure of Current 
Social Programming 


The black community is hungry for 
Tesponsibility. There is serious doubt about 
Whether they will be allowed to assume it. 

uch of the present unrest in the ghettoes is 
due to frustration arising from the fact that 
M general the black man has not been per- 
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mitted to shake loose the albatross of depen- 
dency which has historically hung around his 
neck. Too often, approaches to the problem 
have been pacifying, perpetuating, and pater- 
nalistic in their conception. Welfare pro- 
grams are the prime example. Initiative and 
incentive are extinguished, while passivity 
and dependency are reinforced. 

There is a remarkable double standard 
which permeates programs for poor blacks. 
White people in the United States learn 
by a process of trial and error. Black 
ghetto dwellers are apparently different in 
this regard. Most of them have had little or 
no previous experience in the administration 
of funds or thé direction of programs, and 
yet once given the means to success they are 
expected to succeed immediately. In pro- 
gram terms, lack of success at the first 
attempt is perceived as unequivocal failure 
and funds are summarily withdrawn. Second 
chances are rare and people momentarily 
motivated by hope relapse into apathy and 
despair. Quickly the administrators return to 
the ghetto with a chorus of *I told you so's" 
tumbling from their suburban lips and the 
familiar balance of power is restored. 

The "fomentation" in the black com- 
munity is largely caused by militants who 
are forcing realization of these issues among 
the people. For many slum dwellers, an 
understanding of the dynamics of their 
plight is the only avenue out of apathy. But 
if the system, which up to now has been 
basically repressive, remains unchanged in 
the face of reasonable demands, then 
initiative will be replaced by frustration and 
violence will ensue. The likelihood of this 
occurring is enhanced by the bigoted and 
unsympathetic attitudes of large components 
of the white community toward the plight of 
the black. The black man's patience in 
waiting for change is rapidly becoming 
exhausted, and riots and other activities 
indicate that he has reached a point where 
he will do anything to make his voice heard, 
even if it means his own destruction. 

The eventuation of such violence can 
permanently interfere with the implementa- 
tion of solutions to the problems that 
plague the ghetto. So far, the reaction of the 
white establishment to ghetto violence has 
been less than understanding of the condi- 
tions which cause it. For example, the 
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unwillingness of the establishment to con- 
front the issues of desegregation between 
episodes of civil disorder and other forms of 
protest is a significant factor in the 
perpetuation of these forms of behavior. 

The slums and the problems they pose are 
ignored during the “long cold winters when 
discontent ferments.” As a result, the ghetto 
dweller rapidly learns that rioting pays off 
because in its aftermath he gets more 
attention from the establishment than at any 
other time. However, this attention tends to 
turn elsewhere when the pressure is off and 
the ghetto returns to its “normal” status of 
being tolerated and ignored. But peace is a 
fleeting interlude. The black man learns very 
quickly that the white community will listen 
to the message contained in a riot, whereas 
it is deaf to the pleas of civil disobedience 
and nonviolence. In short, he learns that law- 
less behavior pays off and that complacent 
passivity gets him nowhere. The potential 
for reactive violence among “law-abiding” 
whites must be taken into serious account. 

While talk of violence is loud in the 
ghettoes, the possibility of a massive black 
rebellion is remote, At the present time, the 
logistic capability necessary for such an 
enterprise does not exist, and in any case the 
majority of blacks are not committed to 
violence on the grand scale. More likely to 
occur with greater frequency are sporadic 
outbreaks of civil disorder and other forms 
of _ militant protest, with an increasing 
incidence of interracial violence, Episodes 
of civic sabotage, such as attacks on public 
communication systems and water supplies, 
are probable. Indeed, one of the surprising 
things about the current campaign of protest 
has been the absence of such activity. In the 
context of rebellion, it should not be for- 
gotten that the judicious use of sabotage 
by a relatively few people could bring the 
country to its knees in a matter of days. 


Conclusions 
This count 


precedented a 
in order to 


REFLECTIONS IN THE RUBBLE 


signal its demise as a free and democratic 
nation. 

I am convinced that violence of some sort 
is inevitable. However, I believe that it is 
possible to minimize it. Race war, in one 
form or another, can be avoided, but only if 
immediate and appropriate action is taken 
at all levels simultaneously. 

It seems to me that the only hope of 
success lies in the application of the 
principle of the “beads” to programs of 
social change. The point has already been 
made that efforts to upgrade the social and 
economic status of poor blacks evoke 
feelings of resentment among lower-income 
whites. The black community has repeatedly 
demonstrated its eagerness to cooperate. So 
far, the whites have not. Nor are they likely 
to, unless ways can be found to make these 
approaches appealing to them because they 
want a piece of the great society, too. 

Segments of the black community are 
incensed by the lack of white response to 
their legitimate pleas for equality, and in 
their frustration they resort to rioting, 
Segments of the white population, in turn, 
become outraged at the “lawlessness” of the 
“ungrateful” black. The stereotypes are up 
and the battle is on. 

In this climate, lower-income whites 
perceive help to poor blacks as being 
discriminatory, undeserved, and unfair. The 
wild generalizations which are characteristic 
of group stereotype formation are expressed 
in statements made by individuals: *Why 
rock the boat for people who don’t even 
want to help themselves? They're all 
criminals anyway." 

If they are to attain their objectives, 
legislation, social change programs, and 
Public decision-making must be framed in 
such a way as to minimize the constraints 
which effect their successful implementation. 
There is little doubt that psychological 
knowledge properly applied can enhance the 
success of social programming. Many ex- 
amples spring to mind. However, it is not 
within the scope of this paper to consider 
them in detail. 

Massive action at an administrative level 
will not, in itself, be sufficient. Personal 
Contacts between the races is equally 
essential. Combined activities between black 
and white families over time, leading to 
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desegregated dinner table conversations in 
each other’s homes, would go far to break 
down stereotyped misperceptions and bring 
about basic changes in attitudes. Better still 
would be opportunities for black and white 
families to work together at tasks of mutual 
interest and benefit to both. Sherif and 
associates(3), in their work with groups of 
boys whose hostile perceptions of each other 
had been deliberately raised to fever pitch 
by the experimental design, found that the 
stereotypes vanished, or at least were 
relegated to a position of secondary im- 
portance, when the groups collaborated to 
handle a situation which was equally 
threatening to both and therefore of mutual 
„interest and benefit. 

But how to provide opportunities for such 
collaboration on a large scale? A public 
health nurse on my staff had a dream in 
which she visualized a gigantic computer 
matching black and white families for 
similar interests and compatibility in much 
the same way as the Princeton students use 
the computer to select blind dates. In the 
cold light of daytime consciousness this 
idea may seem farfetched. But farfetched 
and harebrained schemes frequently work, 
and this one might just be worth a try. 

It is unfortunate that, with few excep- 
tions, behavioral scientists have been re- 
luctant to bring their social and psychologi- 
cal insights to bear on public issues. Like 
Squirrels preparing for winter, they prefer to 
hoard their knowledge in professional hiding 
places. Those few who have had the wisdom 
and courage to speak their minds in the 
Public forum have risked ridicule and 
Tejection at the hands of their conservative 
colleagues. The time has come when 
Psychiatrists who abhor violence and thrive 
on an intellectual diet of unrelenting 
compromise must abandon their comfort- 
able, middle-of-the-road position and connect 
themselves publicly, professionally, and 
Personally to the task of implementing the 
Principles they strongly espouse. 

Within the field of mental health, there is 
much housekeeping to be done. At the 
Present time incentives for psychiatrists 
abound outside the ghettoes. Kudos can be 
had in the research laboratory, and money is 
Most easily acquired in private practice. 
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Despite the comprehensive community 
health movement few institutions have 
established service to the poor as a priority. 
Yet this area of research is perhaps the most 
urgent medical problem facing the world 
today. 

Institutions must make commitments to 
the task of dealing with the problems of the 
poor and in so doing be prepared to back up 
these commitments with special incentives 
for staff—extra pay, official recognition, 
padded fringe benefits, increased opportuni- 
ties for promotion and advancement. In this 
way the reluctant and usually short-lived 
altruism of the ghetto worker would be 
replaced by a competitive and hopefully 
permanent interest. For professionals the 
ghetto would become a career opportunity 
rather than what it presently is—an oc- 
casional stepping stone to advancement 
elsewhere. 

In an article entitled “The Trouble 
with Black Power” Christopher Lasch(1) 
penned a cogent and sobering summary of 
the situation. Those concerned with white 
power should find echoes of meaning in his 
message to the radicals. 


Will events wait for analysis? Immediate crises 
confront us and there is no time, it seems, for 
long-range solutions. . In critical times 
militancy may appear to be the only authentic 
politics. But the very gravity of the crisis makes 
it all the more imperative that radicals try to 
formulate a provisional theory which will serve 
as a guide to tactics in the immediate future as 
well as to long-range questions of strategy. 
Without such a perspective militancy will carry 
the day by default. Then, quickly exhausting 
itself, it will give way to another cycle of 
exhaustion, cynicism, and hopelessness. 


The warning has been clearly stated in 
black and white. 
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LA VIOLENCIA IN COLOMBIA 


Unusual Patterns of Crime During La Violencia in Colombia 


BY CARLOS A. LEON, M.D. 


After describing the atrocious crimes char- 
acteristic of the period known as La 
Violencia in Colombia, the author presents 
a formulation about the psychological 
factors that may have contributed to their 
commission. The early background of the 
bandolero criminal type characteristically 
included an atmosphere of social, economic, 
religious, and familial repression. When a 
state of social and political unrest arose in 
the country, bringing about the collapse of 
the traditional repressive forces, a chain of 
psychological developments was begun that 
culminated in the unleashing of intense 
destructive rage, 


mæ SPECIFIC aim of this paper is to 
focus upon a particular problem includ- 
ed within the general context of the move- 
ment known as La Violencia (violence), 
which has affected Colombia for the last 
two decades. I shall attempt to present the 
subject of atrocious crimes committed during 
this period from the point of view of the 
possible psychological factors which may 
have contributed to their generation, How- 
ever, in order to present an adequate per- 


tic: and its many factors and implications, 


graphic, and demographic elements play an 
integral role in its shaping, so that the final 
product eludes a comprehensive definition, 
However, in operational terms and followin 

accepted norms(12) one may say that La 
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Violencia comprises a number of criminal 
activities exercised by groups or persons in a 
habitual manner, usually under the com- 
mand of a leader, and resulting in a 
professionalization of criminal behavior 
rather than in sporadic or occasional spells 
of delinquency. It is also characterized bya 
marked rejection of lawful authority and 
systematic use of aggressive means without 
provocation. A great variety of criminal 
activities fall within this concept, the most 
outstanding of which is murder and especial- 
ly mass murder or genocide, which at one 
time was rampant in extensive areas of the 
Colombian territory. 

Our subject matter, the atrocious crimes, 
could be regarded as a unique product of La 
Violencia; they reveal excessive cruelty in 
the execution of the criminal act and they 
have almost no precedents in the criminal 
history of the country. 

In order to portray these crimes from an 
adequate perspective, I shall refer briefly to 
the historical background, the accompany- 
ing circumstances, the characteristics of 
affected regions, and the intensity and size 
of La Violencia. A brief description of the 
characteristics, habits, and methods of the 
criminals and a summary report of the more 
typical forms of crime will be presented. 
Finally, this material will be analyzed in the 
light of what seem to be peculiar facts 
about the distribution of La Violencia and 
Certain paradoxical attitudes of the crimi- 
nals, in order to formulate a hypothesis 


about the possible psychological factors 
involved in the crimes. 


Historical Background 


There is a great deal of controversy as to 
the period of onset and the historical roots 
of La Violencia, but most observations 
Point to the fact that Colombia enjoyed a 
peaceful and orderly existence during the 
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first part of this century until the year 
1930(12, 14, 15, 18). In that year the 
liberal party achieved a popular landslide 
and took the power which. for several years 
had remained in the hands of the conserva- 
tives. This change produced a great deal of 
political agitation: there were administrative 
changes, removals from office, and many 
sorts of political reprisals. Violent means 
were exercised for people in power to assert 
themselves and for those in the opposition 
to regain lost privileges and fight against 
alleged grievances. However, this struggle 
never became organized as a systematic 
movement. 

In 1944, because of division in the liberal 
party, the conservatives regained control of 
the government and a situation similar to 
that of 1930 was played in reverse. A 
belligerent opposition was organized and 
acts of violence began. Things became 
hectic with the assassination of the liberal 
political leader, Jorge Eliecer Gaitán, on 
April 9, 1948. This was immediately 
followed by the massive riot called El 
Bogotazo. A gradual buildup of violence 
took place until 1949 when it was estab- 
lished in a systematic and clearly defined 
fashion through the organization of guerril- 
las, which in turn were fought by “peace 
guerrillas,” 

There seems to be a definite political 
origin for the first wave of violence, which 
lasted from 1949 to 1953. In 1953 the 
armed forces gained control of the govern- 
ment by military coup, and a move toward 
Pacification of the country was begun. A 
general amnesty was given to the guerril- 
leros and it was claimed that 6,500 fighting 
men surrendered their arms to the govern- 
ment. Only a few violent areas persisted in 
Southern Tolima. However, after the general 
amnesty, some individuals who surrendered 
began to complain that they were frequently 
harassed and provoked by the authorities. In 
one way or another they became motivated 
to return to the mountains and resume 
fighting. From Tolima, violence extended to 
Huila, Caldas, Valle, and some zones of 

arare, 

In 1958, with the advent of a democratic 
Tegime, a national commission was appoint- 
€d to investigate the causes of violence. In a 
Testless endeavor its seven members man- 
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aged to interview personally no less than 
20,000 persons and to negotiate 52 peace 
treaties. Later that year, a national bureau 
of rehabilitation was created. 

After reaching a bloody climax in 1958, 
La Violencia began to decrease gradually, 
although it showed sporadic outbursts, 
Later, the pattern of the movement changed 
in the sense that it became urban, and 
frequent acts of terrorism and kidnapping 
began. Since 1962, government measures to 
extinguish the violence have become increas- 
ingly effective, but even now eradication is 
not complete. 

The main orientation of La Violencia 
may be summarized as follows: In the 
beginning it seemed to be inspired politically 
by mutual antagonism between two tradi- 
tional Colombian parties, liberal and con- 
Servative. It then seemed to degenerate 
progressively into plain banditry, with the 
gangs performing their antisocial activities 
for profit. In later years it seems to be 
inspired and sustained by extremist ideas 
originating in the Cuban revolution. 


Geographical Areas 


La Violencia affected characteristically 
the Andean region of the country. It did not 
occur in Nariño, and the Atlantic coast was 
virtually free with the exception of isolated 
actions in a small area in Bolivar and 
toward the south of Cérdoba. 

The central zone formed by Tolima, 
Huila, and Cundinamarca suffered a great 
deal. Characteristic crimes of these regions 
were arson and atrocious murders. In the 
northwestern zone, violence originated in 
Antioquia and spread to neighboring de- 
partments. Atrocious sexual crimes were 
prominent there. It has been noted that 
violence did not flourish on the Atlantic 
coast because its inhabitants display an 
“open, friendly, and very tolerant charac- 
ter"(15). It has also been pointed out that 
Caldas, in the central region of the country, 
is a paradox, since its peasants apparently 
enjoyed the highest standard of living in 
Colombia and were traditionally religious 
and orderly. Finally it must be stated that 
the violent episodes occurring in small areas 
on the Atlantic coast consisted mainly of 
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isolated actions and never took the form of 
massive killings or atrocious crimes. 


Extent of Violence 


The true number of victims of La 
Violencia may never be known. There are 
wide discrepancies as to the figures, and a 
great deal of polemics has taken place 
around the subject. It has been stated that 
the number of persons killed in La Violencia 
during the period 1949 to 1958 was 
300,000, Although this figure is unanimous- 
ly regarded as inflated, there are reasons to 
believe that the approximate number was 
135,000(15). The same sources give an 
approximate figure of 200,000 for the total 
number of victims from 1949 to 1962. The 
Official figure for the total number of deaths 
produced by bandoleros during 1958-1964 
is given as 16,118(5). 

As an indirect indicator of the size of the 
problem, we may consider homicide rates as 
reported in national statistics. From 1948 to 
1949 the homicide rate almost doubled, 
going from 15.9 to 29,8 per 100,000 
population; it reached a peak of 51.5 per 
100,000 in 1958. The average rate for the 
previolence years, 12.11, almost tripled for 
the period from 1949 through 1958, 
reaching the figure of 35.9. Commencing in 
1959 there was a gradual decrease, and the 
average of 1955 through 1966 is 31.63. 
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In order to make these rates more 
meaningful, we may compare them with 
those from other countries. Table 1 indi- 
cates that, out of 27 selected countries, only 
Mexico and Colombia show homicide as one 
of the ten leading causes of death for the 
general population in the years from 1954 
to 1964. For the age group 15 through 44, 
there are eight countries out of 27 which 
show homicide among the ten leading causes 
of death. For this age group, in Mexico and 
Colombia, homicide was the first cause of 
death. 

In several departments of Colombia 
homicide was included among the ten 
leading causes of death for all ages (see 
table 2). Homicide was the first cause of 
death for the general population of Tolima 
in the years 1956 and 1958. The Colombian 
situation during the years of La Violencia 
practically amounts to a state of civil war. 
The rates seen in some of the departments 
of Colombia can hardly be seen anywhere 
other than during war time. 

Since, at least during its critical phase, La 
Violencia was a rural phenomenon, it 
probably contributed significantly toward 
the massive wave of migration from the 
rural to the urban areas. It is estimated that 
between 1938 and 1951, 68 percent of the 
population increase in urban areas was due 
to migration. Resettlement of a displaced 
rural population in urban areas is one of the 


TABLE 1 
Homicide and Operations of War as One of the Ten Leading Causes of Death in a Group of 
Selected Countries," Expressed in Rate per 100,000 Population 


COUNTRY RANK RANK 
1954-61 1954-56 1960 1961 1962-64 1962 1963 1964 
All ages 
Mexico 7 36.3 32 
; X 9 255 220 222 
Colombia 8 32.8 34 
Reus 364 8 364 36.5 28.9 
United States 6 76 79 
r . j 73 y 
Finland 10 31 32 31 : Ps di 27 
E ombia 1 56.2 56.5 63.1 1 61.3 564 51.5 
Costa Rica 6 95 38 55 6 63 6.0 63 
Rs : 180 167 187 7 239 194 189 
Meo l 62 2 1 470 39.6 40.7 
Trinidad-Tobago 8 94 * A s a x d 
* Countries selected: Mauritius, United Arab Republic, Chile. 


Japan, Canada, United States, Au 
Switzerland, England and Wales, 
Source: Epidemiological and Vi 


stria, Denmark, Finland, West 


Colombia, Costa Rica, Guatemala, Mexico, Panama, Trinidad-Tobago, 


Germany, Ireland, Ital 
North Ireland, Scotland, and New Zealand. d be he 


tal Statistics Report. Geneva: World Health Organization, 


Portugal, Sweden, 


1964 and 1967(7) 
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TABLE 2 
Rank of Homicide Among the Ten Leading Causes of Death in All Age Groups in Some Departments of Colomhia, 
1956-1965, Expressed in Rate per 100,000 Population 


YEAR CALDAS CAUCA HUILA N. SANTANDER TOLIMA VALLE 
1956: rank 6 3 6 1 6 
rate 69.0 98.0 47.3 170.0 57.8 
1957: rank 4 9 6 7 3 3 
rate 91.6 30.6 46.3 44.8 120.0 93.6 
1958: rank 4 8 5 5 1 3 
rate 117.6 424 64.8 55.7 139.0 104.7 
1959: rank 5 9 5 2 3 
rate 81.4 34.5 55.7 105.7 68.1 
1960: rank 9 9 6 6 6 
rate 43.8 30.7 68.7 66.7 56.5 
1961: rank 6 4 6 3 
rate 60.4 52.1 51.8 77.7 
1962: rank 7 9 5 5 3 
rate 53.3 40.0 42.6 69.7 79.2 
1963: rank 7 8 5 3 4 
rate 49.9 417 44.3 811 53.2 
1964: rank 7 5 6 6 
rate 42.3 48.5 454 37.6 
1965: rank 9 9 5 6 9 
rate 35.6 41.1 50.0 38.9 31.9 


Source: Criminalidad Colombiana. Bogota: Policia Nacional Departamento de Informacion y Estadistica Criminal, 1956-1965(5). 


most acute problems at present. The amount 
of social disruption shown by the migrant 
groups calls for a major endeavor in social 
research and planning. 


General Characteristics of the 
Bandoleros 


Although the crimes of La Violencia were 
Committed not only by bandits or gangs but 
also by the police, army, and other law 
enforcers, throughout this work I shall refer 
to the criminals as bandoleros (bandits), 
‘Since these represent the criminal prototype 
of this period. 

The leaders as well as the members of the 
gangs are predominantly of rural extraction. 
Very exceptionally there is a member from 
an urban area. There are a handful of 
Students, but not a single factory worker. 
Most of the men were either farm hands or 
‘Cattlemen before they joined the gangs, and 
they usually operate in rural areas different 
from those in which they grew up. Almost 
Without exception they belong to the 
Catholic religion. 

They have usually left their homes or 


_ Bone into exile because of persecution or 
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threats to their lives. They are 14 to 35 
years of age with very rare exceptions. Those 
who went to school almost never went 
farther than the third grade, and the great 
majority remain illiterate. A survey in 
Herrera (Tolima) revealed that only five 
percent of the bandoleros knew how to 
read(15). 

Most of them belong to the mestizo ethnic 
group, which represents 47.8 percent of the 
population. Among a group of 276 bando- 
leros identified by the police forces, only 
seven could be regarded as Negro, a 
proportion of 2.5 percent. Since the Negro 
population in Colombia is estimated at six 
percent this is a clear underrepresentation. 

The number of bandoleros was estimated 
at approximately 10,000 during the period 
1949-1958. In 1962 there were in operation 
161 gangs with 2,760 men. In 1965 there 
were 35 gangs left with less than 1,000 
men(5). 

They usually wear uniforms similar to 
those of the army (fatigue type). They are 
equipped with rifles, submachines, hand 
grenades, and all sorts of steel weapons, 
among which the machete is always present. 
The most frequent method of attack is to 
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fall by surprise on small and undefended 
villages, usually in groups of 20 to 30. The 
bandoleros usually engage the cooperation 
or complicity of the rural population in the 
areas where they live between attacks. 

Most of the bandoleros have nicknames, 
which are usually taken from names of 
animals, physical defects, region of origin, 
or outstanding characteristics of the bando- 
lero’s aggressive skill. 


Atrocious Crimes 


All of these crimes reveal an excess of 
aggression and cruelty and are qualified as 
such by a consensus of public opinion, 
which is shocked at them and identifies them 
as different from the “usual types of crime.” 
These aberrant criminal actions are per- 
formed either as part of the killing of the 
victims or after they are dead. Foremost 
among these crimes is quartering or dis- 
membering of victims and burning of the 
bodies. This may involve individual victims 
or groups of them. 

After killing a priest in Urabá, a 
bandolero burned the body and the house 
where the priest was staying. When the body 
was half burned, he chopped it in pieces, put 
them in a bag and threw them in a river, 
upon which he became psychotic and ran 
into the jungle(26). In a small village in 
Tolima, 60 persons were locked in a house, 
the walls soaked in kerosene and then set on 
fire. The whole house became a huge 
bonfire(15). 

A man was crucified on a lo; and then 
killed by hammering nails through his eyes. 
Another victim had all his teeth broken with 
pliers and then was forced to walk with his 
previously sliced feet on a floor covered with 
salt. He died of pain(26). Dismembering of 
children is performed in the presence of 
parents before they are actually killed. 
Dynamite is placed in the mouth of a victim 
and then exploded. A 

Recruits are forced to try themselves out 
with machetes on a prisoner or a dead body 
until some sort of exhilaration or climax is 
achieved after the body is cut up(15). 

Mutilation of noses, tongues, and ears js 
rather frequent. The leader of one gang 


to bring him “no 
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reports but ears" as tangible evidence of 
their crimes(15). 

Atrocious crimes of a sexual nature were 
both abundant in number and utterly 
shocking in design. These involved the 
extraction of fetuses(14) from pregnant 
women, the mutilation of breasts, and 
emasculation of live victims and corpses. 

Rape was frequent and sometimes carried 
out in indescribable circumstances. In one 
instance a paralytic girl of 18 was raped by 
15 bandoleros and burned alive afterwards. 
Women were raped in the presence of their 
husbands, parents, or children, who were 
previously immobilized and afterwards 
killed. 

Impaling was quite frequent, especially in 
Los Llanos. Vampirism was practiced by 
some bandoleros who, after decapitating 
their victims, drank their blood from the 
open blood vessels. 

The following “mottoes,” to be practiced 
on political enemies, were widespread in 
areas of violence(15): 

“Picar para tamal" (chop it for tamal) 
literally means to chop the body to small 
pieces such as those which are used to 
prepare the popular dish. 

“Bocachiquiar’’! Because the boca-chico 
is a very scaly fish, the fishermen have to 
make numerous incisions in order to eat it 
safely. The torture consists in wounding the 
body of the victim with many superficial 
wounds in order to bleed it to death slowly. 
In some places, children are in charge of this 
exercise. 

“No dejar ni la semilla"! (“Don’t even 
leave the seed alive"), which means total 
extermination of the family, including fe- 
tuses( 14). 

Several ways of beheading or wounding 
invented by the bandoleros were used as 
their trademark. A few of these are: 

"El corte de franela” (T-shirt cut). 
Especially practiced in Tolima, this consists 
of a deep wound along the line where the 
throat joins the chest. It is not done by 
striking but by sliding a very sharp machete 
Over the throat, usually with the help of 
another person to hold the head in place. 

“El corte de corbata" (necktie cut). This 
consists of an incision under the mandible, 
through which the tongue of the victim is 
pulled to hang like a tie. 
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“Corte de mica? (monkey cut). The 
victim is beheaded and the head placed on 
the chest. 

“Corte francés?” (French cut). It is 
practiced by incision of the scalp, which 
exposes the skull of the victim when he is 
still alive. Sometimes a hose is used to spray 
the skull and make it look neater. 


Participation of Children and Women 


There was active participation of children 
in the criminal activities of La Violencia. 
They were frequently used as mail-carriers, 
pointers, stoners, or burners throughout the 
country. They received thorough instruc- 
tions in the handling of weapons and in how 
to attack victims. 

After a massacre of 32 villagers in 
Tolima, a ten-year-old child amused himself 
by trying to solve the puzzle of which head 
belonged to what body(18). Children were 
forced to execute acts of cruelty on the dead 
bodies of victims. 

A ten-year-old child was forced to join a 
gang of bandoleros after he had witnessed 
the assassination of his father at the hands of 
the leader of the gang. One day he was 
ordered to kill a child of his own age with a 
revolver. The bandolero was standing be- 
hind him with a machete. Since the boy was 
unable to pull the trigger, he was struck on 
the head, after which he fired. When the 
victim fell, the bandit cut his head off in one 
stroke( 10). 

In another instance, an 11-year-old child 
was ordered by a bandolero to finish off with 
a knife an old woman whom he had just 
Shot. After the child performed the “corte de 
franela,” he was accepted as a member of 
the gang(25). Many children have learned 
to live insensibly amidst killing, mutilations, 
Tape, and all sorts of depravity. 

In Tolima groups of orphans under 12 
years of age lived together in gangs or packs 
and started to develop criminal activities. A 
group of these children attacked and killed 
an official and stabbed him 70 times in an 
Orgy of aggression, accompanied by laughter 
and horseplay(18). 

Women also participated notably in La 
Violencia, not only keeping house (cooking, 
Washing, mending, and taking care of the 
Sick for the bandits) but often acting as 
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informers or spies, for which they usually 
established love or sexual relations with the 
"enemy." 

In some instances they also participated 
actively as gang members in attacks and 
mass killings. A woman called “la Cucara- 
cha" achieved quite a reputation in Antioquia. 
as a dismemberer or quarterer(15). 

Many adolescent girls were abducted 
from their homes and kept in the gangs as 
concubines to the bandits. 


Personality Trends and Attitudes of the 
Bandoleros 


Through the study of biographical data 
taken from publications about notorious 
bandoleros(9, 11, 15, 19, 20, 21, 23, 24, 
27, 28) and also from a limited number of 
interviews and recorded transcripts of their 
confessions, it is possible to detect some 
common features besides those which have 
already been described. 

Most of the bandits seem to have 
witnessed, as children, acts of violence 
exercised on their relatives or neighbors or 
were forced to go into exile under the threat 
of imminent death. Although some had 
already become minor criminals prior to 
these events, the latter seem to represent a 
turning point in their lives, in the sense of 
bringing about a determination to follow a 
criminal career. In their social dealings, 
bandits usually appeared to be impulsive, 
unpredictable, intensely suspicious, boastful, 
and easily flattered, but quick to react to the 
slightest provocation. 

They not only liked to boast about their 
aggressive ability but also about their sexual 
power. The practice of sexual violence 
seems to have become connatural with 
them. Most of them have a reputation of 
being great lovers and they incessantly 
renew their supply of concubines. It is said 
that a trip to abduct a girl brought the 
infamous bandit “Chispas” (Sparks) to his 
death. “Desquite” (Revenge), who was 
accused of 125 murders, had at least an 
equal number of recorded love affairs and 
was said to have populated Tolima with a 
shower of bastard children. *Sangre Negra" 
(Black Blood) was accused of 370 murders 
and 300 rapes of women of a wide range of 
ages. 
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It seems indeed paradoxical that most of 
the bandoleros show religiosity, in some 
instances of an intense nature, together with 
their aggressive and promiscuous trends. 
When the notorious bandit Efrain Gonzalez, 
author of 117 murders, was killed in Bogotá 
after a great struggle with the army, it was 
found that he kept several religious images, 
a scapulary, and a request to call a priest in 
case of danger of death. 

“Desquite” kept in his wallet, together 
with formulas of witchcraft, the prayer “El 
Justo Juez" (the Fair Judge) and a long 
poem to his dead child Cielo, in which he 
expressed his longing to have been a kind 
and loving father to her, described himself 
as a very unhappy man, implored with tears 
her love, and stated his hope to join her 
Soon in the hereafter, 

"El Mosco," a ferocious bandit of the 
Caldas region, was said to be a very 
religious man. He prayed often and forced 
his men to pray with him. He was convinced 
that, due to divine protection, bullets would 
not enter his body. A detective posing as a 
bandit gained his confidence and was 
appointed as his bodyguard. After waiting 
for months for a suitable opportunity, he 
shot him in the back. Then he went into a 
panic when after five shots the body did not 
fall. Just as he was convinced that the bandit 
was bulletproof the body fell, and even after 
it lay on the ground the detective kept 
firing. 

A bandolero in Tolima had the skin of his 
chest opened, then placed a crucifix inside 
the wound, and had it sewn up. He wanted 
to. carry the crucifix under his skin as a 
protection against the bullets of his enemies. 
Some bandoleros in the same area used to 
Wrap a scapulary around the muzzle of their 
rifles in order to secure sharpest aiming and 
be fortunate in combat. The dreadful bandit 
"EI Turpial,” who used to poison his bullets 
with j cyanide, was reputedly a religious 
fanatic and kept with him a walletful of 
Prayers, among them one to the “Fair 


Judge” and another one to “St. 
nes Mark of the 


In some of the expressions that the 


bandits used traces of religiosi 

" Blosity can be 
detected; for Instance, they referred to their 
guns as their “guardian angels.” An edict of 
the guerrillas in Pavon, Antoquia, requests 
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its men to pay respect to religion and the 
saints. One of the groups of bandits in 


southern Tolima carried as an emblem on 


their right shoulder a Latin cross printed on 


a heart with the inscription “God and — 


Mother.” The emblem of another group was 
a cross on a dark background. 


On July 16, 1963, five gang leaders, — 


among whom were “Desquite” and the 
ferocious “Sangre Negra," signed a declara- 


tion in which they requested amnesty, citing — 


God as witness to the sincerity of their 
promises. At the end, they remarked that 


they did this on a holiday dedicated to the ^ 


Virgin of Carmen. 

The prayer to the “Fair Judge" is 
supposedly a very powerful prayer, It 
contains all sorts of requests, from good 
luck in gambling and cockfights to invisibil- 
ity in front of enemies. The frequent 
handling of crucifixes by bandoleros and the 
way in which they use them seem to indicate 
that these and other relics accomplish. the 
function of a magical fetish rather than that 
of a true religious object. 

On the other hand, there are reports 
about pacts with the devil and invocation of 
demons for the purpose of attaining fortune, 
invulnerability to bullets, and invisibility. 
There is a cave in Tolima where these 
ceremonies supposedly took place. 

Together with the above described mani- 
festations of religiosity, there are other signs 


which seem to indicate that bandoleros , 


conformed previously to social mores preva- 
lent in the community. In some of the 
threatening and insulting letters they send to 
their victims very often the coarse profanity 
and obscene insults of the body of the letter 
contrast sharply with the polite introduction 
and ending, which follow the prescribed 
social formulas, In a mocking paradox, after 
à cordial introduction in which well-being is 
wished for the addressee, a list of insults 
follows together with an imminent threat to 
his life. 

Perhaps the most paradoxical fact is the 
Occasional great prestige that some bandits 
enjoyed in the areas where they operated 
and even outside of them. After Efrain 
Gonzalez was killed by the army in Bogotá, 
the place where the action occurred was 
Converted into a shrine, with an abundance 
of sacred images, candles, and flowers. Men 
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and women of all social classes made a 
pilgrimage; busloads of people, as well as 
hundreds of automobiles, came from several 
regions of the country, especially from 
Santander and Boyacá. There was even a 
request to place a statue on the spot. 

Aside from the legends dealing with 
superhuman characteristics of the bando- 
leros, constant exposure to their names, 
photographs, and accounts of their deeds 
through newspapers, radio, and television 
must contribute to creating an impact on 
public opinion. In areas where there is a 
high criminal saturation, this constant 
drilling through all means of publicity 
probably tends to lower individual resistance 
and generate some amount of admiration 
and/or envy. Conceivably, this mechanism 
operates more effectively in the minds of 
young people who regard themselves and 
their lives as insignificant and aimless. In a 
certain Colombian city, the courtesy musical 
programs of the radio stations were loaded 
with requests from local girls and women to 
play certain records for well-known bando- 
leros. The police suspected that this was a 
secret code for transmitting information, but 
after an investigation it became clear that it 
was only a sentimental affair. Peasants in 
Boyacá are reported to light candles to 
photographs of Efrain Gonzalez and believe 
he can perform miracles. There was the 
legend that he had powers of divination and 
could thus discover possible informers. It 
was believed also that he could transform 
himself at will into a rock, animal, or tree 
When pursued by his enemies. 

Of special concern is the fact that 
children are continously exposed to all sorts 
Of spoken, written, or graphic material 
dealing with horrendous crimes, massacres, 
mutilations, and rape. There is practically 
no form of violence or cruelty they do not 
know about. 


Discussion and Conclusions 


A multitude of factors have been identi- 
fied as important elements in the etiology of 
La Violencia. They have been dealt with in 
Summary in- an authoritative publica- 
tion(16), and I shall not even attempt to 
discuss them. I would like instead to 
Concentrate upon the specific subject of 
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atrocious crimes and try to formulate a 
hypothesis which may offer the possibility of 
understanding some of the dynamic factors 
of a psychological nature which may play a 
role in the causation of these crimes. 

The upbringing of these criminals seems 
to show two important constants: 1) an 
environment in which a number of restric- 
tions of a social, economic, religious, and 
cultural nature weigh heavily on children 
and adolescents, preventing them from being 
able to channel their impulses and biological 
needs so as to achieve self-expression and 
self-realization; 2) within the family setting, 
the typical arrangement shows a father who 
exercises despotic authority on all family 
members, frequently using brutal punish- 
ment in order to assert his dominance. 

On the other hand, the actual size of the 
family does not promote individual attention 
and fulfilling of affectionate needs. Between 
a brutal tyrant father and a martyr mother, 
who is utterly unable to neutralize the 
paternal brutality, the male child grows up 
with severe difficulties in acquiring a healthy 
identification and a satisfactory self-image. 
The problem is usually aggravated by clear- 
cut inconsistencies between rigid moral 
demands coming from the father and his 
own practices. In fact, a child sees that his 
father often breaks the moral code he tries 
to enforce, and in the face of this duality, a 
true problem of "identity diffusion" takes 
place. Under these circumstances, individu- 
als grow up with strong rebellion against 
these restrictions and intense feelings of rage 
and protest which can never be expressed 
because they threaten their security and 
even their lives. 

The repressive load is heavy in the areas 
of aggression and sexuality, and this leads to 
a lack of self-assurance and ultimately to 
feelings of inadequacy, impotence, bitter- 
ness, helplessness, and worthlessness. In 
short, there is a constriction of the normal 
process of development and an ever-present 
feeling of resentment and hatred toward the 
external controls, which are seen as addi- 
tional barriers to achieving self-realization. 
Together with the chronic state of rebel- 
liousness, which can never be expressed, 
there are deep feelings of envy and hatred 
against persons in power. 
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Tf, under these conditions, a sudden state 
of social turmoil leading to disorder and 
chaos arises, a chain of psychological 
developments may be started. If authority is 
upset and figures of authority are destroyed 
as part of the alteration of social order, 
there is a collapse of the traditional 
repressive forces, which may include even 
the death or the disappearance of actual 
persons who represented authority. If they 
still happen to be present, they are, however, 
no longer able to play their usual disciplinar- 
ian role. Of course, the situation is more 
dramatic when all forms of authority are 
erased by a new power, personified by the 
“aggressors from outside." This may repre- 
sent a true abolition of controls operant 
until that moment. 

What happens then to the individual who 
felt oppressed, restricted, and who used to 
see himself as weak or worthless? In the first 
place, we should focus on his fear. This fear 
may be both realistic and irrational. It is 
realistic in the sense that his life is in danger 
and he may become a victim at any 
moment. In addition, there is an irrational 
fear arising from guilt which in turn is 
related to the destructive rage he harbored 
against authority figures. The intensity of 
this rage and the desire to destroy authority 
may be of such a degree that when authority 
is actually overturned the subject may 
regard this illusorily as a result of his own 
workings. If the death of a parent or 
assassination of relatives actually took 
place, the vehemence of the guilt feelings 
may be potentiated, 

It is through this Sense of guilt and also 
through his admiration and envy of the 
power to banish authority that the subject 
identifies himself with the aggressors, Irra- 
tional guilty fears may be expressed in terms 
of fear of retaliation or revenge coming from 
the destroyed figures of authority, for whose 
death and disappearance he feels guilty, The 
€ver-pressing feelings of inadequacy, weak- 
ness, and impotence may seemingly be 
relieved through the disappearance of obsta- 
cles to self-realization. In fact, however. 
they are actually increased by feelings of 


guilt and by realistic or irrational fears, 
Reparative Mechanisms 


In the struggle for survival, a number of 
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reparative mechanisms may take place, On 
the basis of unconscious identification. with 
the aggressor and conscious rejection of this 
identification, a mechanism of projection. 
may occur so that all evil characteristics are. 
projected on to the aggressors. Thus a 
Manichean distortion may actually take) 
place, according to which the world is. 
divided between two forces—right and 
wrong—the enemy being always evil and 
wrong. From the same basis a process of 
rationalization may also arise, by virtue of 
which whatever the subject does against the 
enemy is good and worthy. Subsequently, 
any act of aggression will be seen as a just 
practice against evil forces. Rationalization 
and justification of aggression may gradually 
lead to a buildup of rage which may 
eventually obliterate the initial fear. This 
increase of rage may actually become a 
nucleus around which a constellation of 
factors brings about, as an end result, the 
appearance of unusual criminal behavior, 
Among these factors, the following may play 
an important role: 

1. Becoming a criminal and killing may 
Tepresent a counterphobic way of dealing 
with the overwhelming fear of being killed. 

2. Some elements of unconscious identifi- 
cation with the aggressor, especially those 
dealing with the enviable qualities of 
destructive power, may not be projected but 
remain unmodified and contribute with their 
persistence to determine the cruel nature of 
the criminal acts. That is to say, the 
atrocious criminal act may be seen, at least 
partially, as an acting out of the incorpo- 
rated aggressive trend. 

3. Criminal behavior of a conventional 
type may not contribute in any way to 
modify the crippling feelings of inadequacy 
and worthlessness that the subject experi- 
ences. The continuance of these feelings 
may indeed generate pressures toward the. 
commission of atrocious acts as a form of 
self-assertion and achieving distinction, The 
criminal in this way gains notoriety and 
steps out of the limbo of mediocrity and 
anonymity in which he feels immersed. This 
amounts to achieving self-assertion through 
outdoing others in cruelty. 

4. A persistent sense of guilt may lead 
the criminal into ever more. atrocious 
crimes, according to a pattern through 
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which punishment is unconsciously sought’ 


and expected after each criminal act. Hence, 
the atrociousness of the crime will be 
proportionate to the intensity of guilt. 

5, Any remnant of fear or guilt is dealt 
with through magic formulas and maneuvers 
and through a brand of religiosity which 
amounts to religious magic, 

6. Finally, the perpetration of atrocious 
crimes, and especially those of a sexual- 
sadistic nature, may afford an opportunity 
for satisfying primitive impulses which have 
been deformed and intensified because of 
the previous strong repression. These crimes 
in a sense could be regarded as an acting out 
of primitive (*polymorphously perverse") 
impulses which have invaded consciousness 
through a collapse of repression. Of course, 
this bespeaks the failure of internal controls 
which in turn is the result of a faulty 
identification with primary authority figures. 
By acting out his primitive impulses, the 
individual not only wards off the onset of a 
psychosis but also gains status in his peer 
group, where an inverted sense of values 
puts a bonus on the most aberrant types of 
crime. " 

In summary, this formulation postulates 
that the most ferocious of these criminals 
are probably individuals overwhelmed by 
fear and guilt, who perceive themselves as 
weak and worthless and hate themselves and 
their environment for that. The rage and 
cruelty they display are miscarried repara- 
tive maneuvers to counteract crippling 
insecurity and fear. The more atrocious the 
crimes, the more fear-ridden the criminal. 

The elaborate mutilations, dismembering, 
and burning of dead bodies seem to betray 
the fear that unless this is done, the dead 
may come back and retaliate. Failure to 
attain certainty that this will not occur may 
mark the onset of overt psychosis, as in the 
case of the assassination of the priest. “The 
Vampire,” a notorious bandit in northern 
Valle, drank the blood of his victims 
immediately after beheading them—so that 
the ghost should not persecute him, he 
explained. 


Paradoxes 


Each of the attitudes and behavioral 
trends of the bandoleros could be analyzed 
and interpreted within the framework of the 
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above formulation, but this will certainly 
exceed the limits of the present paper. 
However, at least in passing, I shall refer to 
some of the paradoxes described earlier. 

The coexistence of religious norms with 
attitudes of rejection and antagonism to 
these norms can be detected through 
observation of current religious practices of 
bandoleros, in which the religious act 
contains implicitly the breaking of a moral 
norm. For example, when a bandit prays for 
good luck in killing, he implicitly breaks the 
command "thou shall not kill.” Prayers, 
religious images, crucifixes, and scapularies 
are used as magical instruments (amulets) 
to protect the selfish interests of the subject 
in the performance of criminal and cruel 
acts. 

In general, these religious practices seem 
to represent the partial fulfillment of the 
external aspects of the norm, together with 
the implicit violation of its essential moral 
content, This incongruity can be traced back 
to periods when the subject was forced into 
a deceitful practice of religion imposed by 
external pressures and accompanied by 
inner unexpressed rebellion, which becomes 
manifest as soon as the restraining forces 
cease to operate. 

A similar situation seems to exist in 
regard to social norms, There is a cruel 
irony in mixing the polite forms of social 
exchange in letters with dreadful threats and 
abuse. It is as though the previous super- 
ficial conformity to social conventions were 
mockingly stated, only to be immediately 
overruled by angry resentment as expressed 
in the threats. 

A system of censorship for behavior 
seems to be kept in operation as long as 
there is effective external vigilance and fear 
of punishment. If vigilance (authority) 
disappears, then all transgressions become 
possible. Yet fear of punishment will always 
be present unless the subject is sure that 
authority figures have really disappeared. 
This certainty may not always be achieved 
and the subject is then haunted by irrational 
fears of retaliation. The peculiar observance 
of religious norms and the practice of 
religious acts while engaging in criminal 
activities may be used as a means to deny 
the criminal nature of the transgression or as 
a magical way to obtain supernatural 
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powers to counteract punishment. In either 
case, there is a substratum of fear as the 
moving force. 

In general, the formulation outlined 
above follows the basic concepts of Rado’s 
adaptational psychodynamics(22). But it is 
also compatible with other psychoanalytic 
notions, such as those formulated by 
Freud(13), Aichhorn(2), Bergler(3), and 
Erikson(8). It is also in agreement with 
Durkheim’s concept of anomie(6). The 
work of Lorenz(17) and other ethologists 
points out the fact that species with poor 
means of attack are those who have less 
inhibition against aggression. This may also 
be true in human individuals, in the sense 
that a man who regards hiniself as an 
impotent weakling has not had the chance to 
develop effective inhibitions against his 
aggression. The elements in Abrahamsen’s 
formula of criminal behavior(1) are also 
present in my formulation, 


Characteristics of Violence-Free Areas 


It should be kept in mind that I have not 
attempted to explain all forms of violence. I 
have tried to focus exclusively on the 
atrocious crimes committed in the specific 
context of La Violencia in Colombia. In this 
regard I would like to go back to the fact 
that two extensive regions of Colombia were 
exempt from the problem. The curious 
additional fact is that one could not be more 
different from the other in geographic, 
Social, and psychological characteristics, 
Inhabitants of la Costa Alldntica are on the 
average outgoing, fun-lovin » friend! 
who display : : eee 
enjoying life in a 
ment where social 


and mestizo; they are general] 
Tetiring, and shy; 
lives, behave submissive 


manner, and pay great Tespect to religi 
nl f 2n 
and traditional forms of authority. y 


of our formulation may indicate that in 
> Y 
case (the Atlantic coa: 
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restrictions and inhibitions, together with a 
wealth of “welfare emotions,” allows the 
effective satisfaction of basic impulses and 
promotes self-expression and self-assertion, 
preventing at the same time the unhealthy 
thwarting of feelings and accumulation of 
tensions. Such individuals may withstand 
periods of social turmoil without necessarily 
undergoing a crisis in which the collapse of 
external controls precipitates the flow of 
repressed impulses. 

On the opposite extreme, a traditional 
society, where religious and moral restraints 
play such an important role and social 
controls are effectively and intensively used, 
may influence individuals in such a way that 
repression is always operative and success- 
ful, and only a state of utter social chaos 
may bring about a collapse of the repressive 
forces. By the same token, it could be 
predicted that if a wave of violence ever 
reaches this region, through a previous 
collapse of social and cultural restrictive 
forces, its manifestations may very well 
Surpass in severity those we have described 
for other regions in Colombia. 

Here is precisely where the danger may 
lie for areas or countries in our hemisphere 
Which are under circumstances similar to 
those of Narifio. There is a long tradition 
among inhabitants of this region of paying a 
superstitious respect to authority and reli- 
gion. The paradoxical fact that during 
independence wars this population was 
TOyalist reveals it clearly. This strong 
subordination to authority figures may 
Successfully prevent the eruption of re- 
Pressed impulses. But how long can the 
Situation remain in this precarious equilibri- 
um? Modern means of communication and 
propaganda are making people more and 
more aware of what is happening in other 
areas of the world. How much reinforce- 
ment would this restrictive mechanism need 
in order to continue being effective? The 
critical fact is that if a lessening of the 
Iestrictions is felt to be desirable, it will 
have to be very carefully timed and planned 
In order not to upset the equilibrium, since a 
lessening of the restrictions is tantamount to 
à weakening of the Tepressive apparatus, 
With all its dreadful consequences, 
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Need for Promoting “Welfare Emotions” 


The contamination caused by violent 
attitudes is quite real. The witnessing of 
violence and constant exposure to messages 
of violence may finally succeed in creating a 
violent atmosphere and leading people to 
criminal acts. Berkowitz(4) has produced 
experimental evidence that watching vio- 
lence generates violent reactions in people. 
Once the seed of violence is sown, it may 
continue growing if there is no effective way 
of preventing its development. It seems to 
me that the only effective barrier may be the 
promotion and development of welfare 
emotions such as those that exist on the 
Atlantic coast, which seem to have prevent- 
ed violence through preeminence of those 
emotions rather than through the strength of 
a restraining apparatus. 

In the regions of the country where 
violent crimes were rampant, a situation 
halfway between the extremes of Narifio and 
Costa Atlántica may have existed. Here 
individuals suffering from multiple depriva- 
tions and a paucity of welfare emotions and 
living under rather strong restrictions and 
inhibitions were suddenly confronted with a 
social crisis, which weakened the external 
controls to the point of collapse and brought 
out the display of aberrant criminal behav- 
ior. 

If the hypothesis presented here can 
withstand the test of empirical studies, then 
its general postulates may be helpful in 
planning rehabilitation programs for crimi- 
nals or devising preventive measures 
through adequate child rearing, recreation 
and education. 
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A LAND OF LOTUS-EATERS) 


A Land of Lotus-Eaters? 


BY GEORGE MORRISON CARSTAIRS, M.D., F.R.C.P.E., D.P.M. 


With the popularization of the psychotropic 
drugs, the author observes, a peculiar 
aberration has entered into public thinking: 
everyone nowadays expects to be happy. 
Pills have come to be regarded as a means 
to do away with the everyday anxieties and 
pain that have long served as Spurs to 
human progress by leading to constructive 
action. This new view of unhappiness as a 
wholly negative and unnecessary emotion, 
the author suggests, is in need of reevalua- 
tion. 


I: WAS quite early in his ten-year journey 

home from the siege of Troy that 
Odysseus and his warriors came to the land 
of lotus-eaters and were urged to eat this 
fruit, which had the Property of making 
those who partook of it forget their home, 


was too much of a realist and man of action 
to be hooked by this dreamy opiate, 
although it was not long before he became 
entranced by Circe's sensual charms, 

P The legendary land of lotus-eaters con- 
tinued to haunt the imagination of mankind 
for centuries. Invariably, it was conceived as 
somewhere far off in space or time: but in 
quite recent years the fantasy has Teap- 


peared and disquietingly threatens to in- 
vade our real world. 
Some 40 
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become completely domesticated, a wholly 
man-made environment of great technical 
sophistication. Practical efficiency, in terms 
of mastery over material things and the 
exploitation of useful information, had 
resulted in a robot civilization in which 
strong feelings, especially painful feelings, 
had no place. The inhabitants of his mock- 
science-fiction utopia lived in a state of mild 
euphoria. If their peace of mind were ever 
threatened—for example by the intrusion of 
an unplanned or unwanted incident or a 
disturbing thought—they were trained from 
an early age to restore their equanimity by 
swallowing a Soma pill, which quickly 
reestablished their conformity to the prevail- 
ing mood of optimism. 


The Contemporary Soma Pills 


It all seemed farfetched at the time: but 
look how the times have caught up with his 
fantasy! When the British National Health 
Service was inaugurated 20 years ago, the 
two commonest drugs in everyday use were 
analgesics (such as aspirin) and sedatives 
(such as the barbiturates). Aspirins are still 
big business, as any viewer of commercial 
television must know; and 20 years of free 
or nominally charged prescriptions have 
boosted the consumption of barbiturates to 
quite extraordinary levels. In 1966, for 
example, general practitioners in England 
and Wales issued 36,000,000 prescriptions 
for sedatives, hypnotics, and tranquilizers— 
and this takes no account of the numbers 


Prescribed by hospital doctors and psychia- 
trists. 


anxiety 
intellect, 


Amer. J. Psychiat. 125: 11, May 1969 


GEORGE MORRISON CARSTAIRS 


elevators, which interfere (in ways still 
imperfectly understood) with the interior 
chemistry of the brain so as to lift the 
clouds of melancholy and dispel feelings of 
emotional exhaustion. 

Early precursors of these latter drugs 
were amphetamine and its derivatives, 
substances which temporarily abolish feel- 
ings of hunger and sleepiness and induce a 
prolonged, if rather hectic and slapdash, 
willingness to “keep going.” Hitler’s soldiers 
kept going through days and nights of the 
1940 blitzkrieg, thanks to amphetamines; 
truck drivers have used them for years to 
stave off fatigue when exceeding the safe 
limit of hours of driving; and teen-agers soon 
learned that with their aid a weekend party 
could be prolonged without wasting hours in 
sleep. Unfortunately, the brain that is 
overstimulated by amphetamine is liable to 
react in peculiar ways: for example, by 
developing auditory and visual hallucina- 
tions and delusions of being persecuted. 

There are many other psychotropic drugs 
which have been discovered empirically to 
relieve some symptoms of mental illness, but 
which in larger doses or in different 
circumstances make the patient confused, 
delirious, excited, or deluded. As yet, little 
progress has been made in identifying the 
complex biochemical processes which are 
involved in normal and abnormal brain 
function. The fact that some tranquilizers 
and antidepressants really do what they 
claim has stimulated a great deal of 
pharmacological research in their mode of 
action. And the fact that some substances 
can evoke symptoms similar to those of 
mental illness has excited the hope that a 
closer study of their metabolism in the body 
may throw light on the metabolic processes 
underlying schizophrenia, mania, and de- 
pression. 

Scientifically speaking, research work in 
brain biochemistry is still largely a matter of 
groping in the dark, but drug firms and their 
Customers are notoriously impatient of the 
slow processes of scientific inquiry. What 
they want are “breakthroughs” and “wonder 
drugs"; and if they can't find them, they 
Invent them. 

Two rather unexpected by-products of the 
emergence of the new psychotropic drugs 
have been the uprush of public concern over 
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the worldwide increase in the abuse of drugs 
and the mounting frequency of attempted 
suicide by “taking an overdose.” 


The “Mind-Expanders” 


Public debate about LSD, hashish, and 
kindred drugs has been so vociferous in 
recent years that we easily forget that some 
of these drugs have been known for quite a 
long time. As long ago as 1845 a group of 
writers, poets, and painters used to meet in 
Paris to explore the psychedelic properties 
of hashish. They called themselves “le club 
des haschischins.” Members of this club 
used to take hashish and paint or compose 
under its influence. They were, of course, an 
intellectual ingroup, very much a minority, 
known to intellectual circles but not in touch 
with the mass of the population. 

Mescaline too is a drug of quite respect- 
able ancestry. It was investigated by a 
number of workers in different European 
countries at the end of the last century. A 
paper by Havelock Ellis describing his own 
experiences under the influence of mescaline 
was published in the Lancet as long ago as 
1897(1). The drug came under investiga- 
tion again in the 1930s when a group of 
workers at the Maudsley Hospital experi- 
mented with its use. Some of the research 
workers noted with relish the heightening of 
perception which they experienced under the 
influence of mescaline. 

Dr. Gibbens (now Professor Trevor 
Gibbens, the holder of the first chair of 
forensic psychiatry in Britain) has described 
to me how at the end of one day’s 
experimental work, while still under the 
influence of mescaline, he traveled down to 
London’s Tate Gallery and walked through 
its very familiar rooms. On this particular 
afternoon, he said, he viewed the paintings 
in a completely new light: the colors seemed 
to shout at him with the force of a platoon 
of trumpeters. He found it an exhilarating 
experience, but was not tempted to repeat 
it. 

The recent wave of interest in psychedel- 
ics, as they have come to be called, may be 
said to date from the publication of Aldous 
Huxley’s little book The Doors of Percep- 
tion(3). The movement has gathered force, 
particularly in America, thanks to the 
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proselytizing activities of individuals like Dr. 
Timothy Leary. He and his followers Tegard 
the use of drugs like LSD and psilocybin as 
being very definitely life-enhancing. They 
refer to these drugs as "mind-expanders" 
and in their propaganda assure their listen- 
` ers that, until one has tried these drugs, one 
Temains oblivious to one's own fullest 
mental potentialities. 

Nor do their claims stop here. Enthusiasts 
for the psychedelics ascribe all sorts of 
moral values to the psychedelic experience. 
They believe quite naively that, by taking a 
drug like LSD, anyone can experience a 
state of illumination akin to the experiences 
described by mystics as the reward of their 
prolonged exercises in meditation. This is, 
to say the least, open to question. All too 
often the "illumination" experienced under 
the influence of such drugs appears to be 
profound to the subject but quite trivial to 
the onlookers. 

Nevertheless, the whole social phenome- 
non of interest in psychedelic drugs is a 
fascinating one. All over the civilized world, 
but especially in the United States, young 
people in the 1960s have been turning to 
these drugs in the hope of gaining a new 
insight into their own personalities and of 
discovering, as never before, a deeper under- 
standing of the meaning of their existence. 

The older generation has viewed this 
phenomenon with unconcealed anger and 
dismay. The alarm aroused by experimenta- 
tion with LSD is probably excessive, 
although it cannot be denied that some 
young people have been Precipitated into 
Psychotic breakdowns as a result of taking 
LSD and some have committed rash actions 
which have cost their own lives, or even in 
one or two cases the lives of others, while in 
a state of delirium. Whenever this happens, 
it becomes a matter for headline news, in 
curious contrast to the indifference born of 
years of familiarity which attends the daily 
deaths on the road and deaths in the home 
attributable to alcoholism. 


Why, one Wonders, is the older generation 
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habit of overindulgence in alcohol and in. 
cigarette smoking. I suggest that the real 
cause for this exaggerated concern is 
recognition of the fact that young people are 
deliberately challenging, and in many cases 
repudiating, the values which their elders 
have lived by; and it is this which we of the 
older generation find so hard to tolerate. 
Even the rebels of 20 to 40 years ago are 
exasperated by these youngsters—hippies 
or Flower People—who opt out of the 
contemporary social scene, Some of my 
Communist friends are just as emphatic as 
any Conservative in condemning young 
people's “copping out.” They argue: if these 
kids are dissatisfied with the State of the 
world, why don’t they do something practi- 
cal about it instead of electing to escape 
from it all into a private, delectable dream? 
One answer, of course, is that young people 
in modern society feel powerless to do 
anything really effective in the political 
sphere. This does not apply to all of them. 
Witness the young Americans who have 
worked hard and exposed themselves to 
considerable dangers in promoting the cause 
of integration and the other young people, 
both in America and elsewhere, who have 
been so active in protests against the war in 
Viet Nam, in particular, and against nuclear 
armaments in general. But perhaps even 
more young people have become cynical 
about the efficacy of such political forms of 
activity. That this cynicism in turn is only 
reluctantly adopted can be seen from the 
quite remarkable Success of operations such 
as those of the Peace Corps and our own 
program for Voluntary Service Overseas, 


A New Epidemic 
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The fact that the very sharp increase in 
the number of hospital admissions for 
attempted suicide coincided with the begin- 
ning of our British National Health Service 
caused me and probably many other 
observers to believe that this was no mere 
coincidence. Analyzing all the attempted 
suicides treated in the hospital in Edinburgh 
in 1962, Professor Neil Kessel pointed out 
that 80 percent of these individuals had 
swallowed drugs which had been prescribed 
for them on a National Health Service 
prescription form. He, too, thought the 
ready availability of psychotropic drugs, 
either free or at nominal expense, was an 
important contributory factor to the increase 
in "taking an overdose"(4). But he was 
mistaken: in fact the curve of the increased 
number of cases of attempted suicide has 
been paralleled in other European countries 
and in the U.S.A., even in the absence of 
any National Health Service. 

This phenomenon, which has spread with 
the rapidity of an epidemic or perhaps I 
should say of a new fashion, must be seen as 
one response to the availability of these 
drugs throughout the world. In case I seem 
to exaggerate in referring to the increase in 
attempted suicides as an epidemic, perhaps I 
should point out that in England and Wales 
during 1966, of all the admissions to 
hospital wards treating acute medical emer- 
gencies, no less than one in ten was due to 
taking an overdose of drugs. 

I suggest that this remarkable new 
phenomenon of recourse to overdoses of 
sleeping tablets and tranquilizers is a by- 
product of the very expectations which have 
been aroused by the advent of the psycho- 
tropic drugs. A peculiar aberration has 
entered into public thinking. Everyone 
nowadays expects to be happy. What is 
more, if anyone feels unhappy, he immedi- 
ately thinks that something must be wrong 
either with him or with the state of the 
world, if not both. 

It might be argued that a refusal to 
tolerate preventable unhappiness has been 
one of the spurs for human progress. 
(Charles Kingsley indeed referred to it as 
“divine discontent.”) One can certainly 
agree that intolerance of unhappiness, if it 
leads to constructive action, is indeed a 
valuable human attribute, But in recent 
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years, we have seen another reaction to 
unhappiness: namely, the attempt, not to 
change the circumstances which have given 
rise to it, but instead to influence the 
biochemistry of the individual who is 
unhappy. 


Pills to Alleviate the Stress of Life 


Here the advertising literature of the drug 
firms has undoubtedly played a part. Again 
and again, as they introduce new tranquil- 
izers, they would have us believe that this is 
the pill which will do away with anxiety, 
worry, and depression. So far, none of these 
pills has maintained for long the promise 
they aroused when they were first intro- 
duced; and perhaps it is as well that this has 
been the case, because simply to tackle the 
subjective feelings of unhappiness or depres- 
sion without tackling the cause of these 
feelings is a very imperfect remedy and 
could even be dangerous. 

If one thinks for a moment of the 
consequences of prescribing analgesic medi- 
cines to relieve the pain of illnesses of all 
sorts, quite clearly this would not only be 
bad medicine but would lead to the 
unchecked progress of serious illnesses like 
cancer. It is not difficult to imagine that 
similar harm might result from the indis- 
criminate use of anxiety-relieving drugs. 

Some eight years ago, I heard a colleague 
deplore the fact that his general practitioner 
had not treated his elderly father for clear 
signs of depression. When I heard a little 
more about the old gentleman's depression, 
I found that it had been occasioned by the 
recent loss of his wife. He was, in fact, 
mourning for her death, and the spectacle of 
his mourning was so distressing to his son 
that the latter wanted it stopped at once by 
the administration of an antidepressant 
drug. It did not occur to him that mourning 
serves a positive purpose. 

When we analyze the social factors in the 
background of many hundreds of cases of 
attempted suicide, we find that some are 
provoked by depression, but many others 
are the product of moods of petulance on 
the part of individuals who have never been 
very good at getting on with other people, 
who have never made a great success of 
their own lives, and who are not good at 
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tolerating setbacks. Their taking of an 
overdose is seldom intended as a serious 
attempt at killing themselves; it is much 
more an expression of indignation, a cry of 
protest at the fact that they are having to 
suffer. One is reminded of the celebrated 
utterance of King Frederick the Great of 
Prussia. At the onset of one of his battles, 
observing that his rank and file were 
showing a certain reluctance to throw 
themselves into the thick of the battle, he 
drove them on with the indignant cry: “You 
dogs, would you live forever?” One might 
apostrophize the large numbers of attempted 
suicides today in slightly less abusive terms: 
"You misguided people, what makes you 
think that you must never be unhappy?” 


Suffering as a Spur To Action 


I do not mean to imply that I approve of 
unnecessary suffering, but rather that suffer- 
ing, like pain, is a part of human experience 
which is not entirely negative. Just as pain 
can serve the purpose of calling attention to 
an infection or a cancerous growth, or of 
compelling the immobilization of an injured 
limb, so may suffering compel us to take 
Stock of a bad social situation or an 
unrewarding relationship. There is, in fact, a 
contradiction between the Psychedelic gos- 
pel of widening our sensibilities and the 
tranquilizer user's wish to shut out unpleas- 
ant experiences from his awareness, The real 
danger we face from misuse of drugs is 
that the experimenter finds his drug a 
comforting means of escape from having to 
face up to painful realities. Drug depen- 
dency is the modern equivalent of lotus. 
land. And this is true not only of depen- 
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dency on hard drugs, such as heroin or 
cocaine, but on many others, which are 
more readily available, such the ampheta- 
mines, barbiturates, and tranquilizers. For 
some hundreds of years, our society has 
condoned the use of one particular sedative 
drug—alcohol—in order to drown our 
Sorrows and diminish our anxieties. This has 
been done at a considerable cost in lives 
clouded, ruined, or cut short by alcoholism. 
Today, the same individuals whose inability 
to face up to painful life situations made 
them overdependent on alcohol are having 
Tecourse also to other mildly stupefying 
drugs. 

In Aldous Huxley's prophetic story, the 
hero was a nonconformist, who refused to 
remain deaf and blind to the painful aspects 
of human existence. In his rebellion, he 
insisted that one attains a deeper and 
ultimately more satisfying self-fulfillment by 
being willing to experience everything that 
life has to offer, whether agreeable or 
disagreeable, good or bad. Perhaps this is 
too bitter a pill to be prescribed on the 
National Health Service, too bleak a 
philosophy to be acceptable at peak TV 
viewing time. But I suggest that the need for 
just such a repudiation of the tranquilizing 
anodyne is already present and is likely to 
grow more urgent in the next few years, 
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Social Change and Unrest: 
The Responsibility of the Psychiatrist 


Gr AFTER the conclusion of World War II, Dr. Will 
Menninger, reacting to his military experience, tried to define 
the role of psychiatry in the contemporary world. He wrote: 


During the war, we had frequent occasions to contrast the psychiatrist's 
job in civilian life with his job in combat. In civilian life he attempted to 
understand and treat the abnormal reactions of persons to normal 
situations. In military life he attempted to understand and treat the 
normal reactions to an abnormal situation. One might seriously question 
if our world condition does not now place many of us in a con- 
tinuously abnormal situation to which we are having normal. reactions, 
even though these by all previous standards are pathological. To 
such a turbulent world, one might legitimately ask, what is a normal 
reaction? 


The question seems more appropriate today than at any time in the 
intervening two decades. Somewhat later in the same article of 1947, 
Will Menninger asked and answered another question which strikes 
even closer to home. After cataloguing a "long list of our situations 
and attitudes and practices that are producing great stress for millions 
of Americans,” he wrote: “One might inquire, what have all these to 
do with psychiatry? As a group of scientific experts who are 
interested in and concerned with the way men think and feel and 
behave, it is only logical to assume that these social ills might be 
among our very special concerns"(1). 

Despite this assessment, in the years after World War I 
psychiatrists showed little concern with pressing social problems. By 
and large they returned to their usual professional interests, perhaps 
in the effort to forget the ravages of war. But this “return to 
normalcy" may have contained a large measure of denial of reality. 
Certainly, the “social ills" graphically outlined by Dr. Menninger 
were not to disappear through being ignored in favor of that 
psychiatric euphemism—"the average expectable environment." 

Social conflicts are not different, in one respect at least, from 
intrapsychic conflicts: if unattended, they produce severe distortions 


In this section the Editor samples varied opinions on topical problems. 
The opinions expressed herein are not necessarily those of the Editor, 
nor can they in any way be construed as marking the official policy of 
the Journal. 
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and suffering in the relations between groups and between persons 
within groups. As with personality problems, they also generate 
intense pressure for change—for the relief of frustration, pain, and 
suffering. After years of neglect, of lip service, of the half-hearted 
attentions evident in “community psychiatry,” the “war on poverty,” 
and other well-intentioned programs, it is not surprising that the 
buried social conflicts should burst forth with their spectacular end- 
products: civil disorder, individual and collective violence. 

What response should psychiatry make, now that the chickens have 
returned home to roost? What is our responsibility? How can we 
demonstrate our long-deferred “very special concerns"? 

The papers on “Unrest and Change” included in this issue are one 
sign that psychiatrists have begun to respond. By applying informed 
inquiry to the behavioral symptoms, the writers are taking some 
first steps toward discharging our collective responsibility, What is 
even more encouraging is that, in several of the papers, processes 
moving in the direction of health and resolution of conflict are 
distinguished from pathology. 

But is the traditional research response sufficient to satisfy current 
needs, or is it just another demonstration of good intentions? There 
can be no doubt that we need many studies of the connection between 
delayed social change and specific symptomatic outcomes—of the 
“normal” response to abnormal situations. But there also can be little 
doubt about the desirable directions of change itself. Is it not, then, 
the chief responsibility of psychiatrists to join others in the effort to 
bring about social justice as promptly as possible? In the military 
situation psychiatrists involved themselves, with considerable success, 
in the attempt to change official policies for the sake of improved 
morale and reduced stress, Can we afford to do less now, when faced 
with a national crisis in group relations? If not, then it is crucial that 
we work with unremitting effort, at federal, state, and local levels, in 
our hospitals, clinics, universities, and high schools, to join with 
youths, blacks, Puerto Ricans, Spanish-Americans, and other 
traditionally inferiorized groups in a national effort to redistribute 
power equally and justly in the light of our democratic ethos, 
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Our Most Crucial Domestic Issue 


REESE OF the special section on “Unrest and Change" in this 
issue of the Journal should address themselves to two 
emotionally charged issues. First, the responsibility for deteriorating 
race relations resides more with privileged whites than with the 
“ordinary man.” It is the privileged white, not the *ordinary man" or 
the disenfranchised black, who can change the processes of the 
institutions of this country. These processes must be changed to 
function so that more genuine equality and dignity are rendered to all 
participants. In this sense a chief of a psychiatry service has far 
greater influence on whether or not we undergo revolution than does 
a white taxi driver. 

Second, the reader must contemplate that a police state is a "state 
of mind" as well as a social phenomenon. Any black knows he is 
generally under much more suspicion and surveillance than a white. 
In ghettos, police are a background influence to even minute 
decisions such as whether one can stand on a street corner. Over a 
tenth of the population lives in a police state. Doctors realize you 
can't diagnose a touch of cancer or a touch of pregnancy. Can we 
^f have a touch of a police state? Can you have a police state without 
violence? 

As psychiatrists work in communities and offices with whites and 
blacks, they must understand the operation of the most common 
defense mechanism that whites use with blacks. This defense 
mechanism promotes and sustains white violence and black counter- 
violence. 

In nearly any negotiation with a black, the white will 
“deny-dilute-project.” Thus the negotiation at the outset will 
feature the white minimizing or disregarding the possibility that the 
black has any worthwhile input or serious considerations to offer. If 
there is begrudging acceptance of the fact that there might be a 
dialogue, the white is quick to dilute the importance of the subject 
matter, If the negotiation continues, almost inevitably the black will 
be told—usually explicitly—that he, the black, is having a problem 
seeing reality. This denial-dilution-projection defense is used in a 
condescending manner no matter how gracious the interchange. 
Hence the black leaves angered and belittled; the white may even go 
off thinking he has been liberal and flexible when he has been 
patronizing and disdaining. To dispense largess in this predictable 
fashion is a cruel and ruthless violence. To accept such a 
communication reinforces one’s insignificance in the society and 
augments ideas of white arrogance. Thus is born black counter- 
violence. 

Since the negotiation is based on the delusion of superiority by 
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means of skin color, it is a mental health problem. Since the potential 
participants in such distorted negotiations are everyone in the land, it 
is a public health problem. Therefore psychiatrists are involved 
squarely in the most crucial domestic issue of our times, which is 
clearly a mental health and public health problem of magnificent 
proportion. 


CHESTER M. Pierce, M.D. 


Ed. Note: Dr. Pierce is professor of psychiatry, University of Okla- 
homa School of Medicine. 


APPLICATIONS FOR PART I (WRITTEN) 
EXAMINATION, AMERICAN BOARD OF 
PSYCHIATRY AND NEUROLOGY 


Applications for Part I (written) of the examination to be given 
in the Spring of 1970 must be in the executive office of the 
American Board of Psychiatry and Neurology no later than 
October 13, 1969. This is an absolute deadline. Those who have 
completed the required 36 months of training and will complete 
the 24-month experience requirement by June 30, 1970, are in- 
vited to submit their formal applications now and request con- 
sideration for the Spring 1970 Part I examination. 

Credentials must clear the credentials committee in time for 
the Part I roster; last-minute applicants may jeopardize their 
chances of obtaining clearance before the deadline. 

Those who have successfully completed Part I will be scheduled 
for Part II (oral) in order of receipt of application without refer- 
ence to date or geographic location of the examination. Last-minute 
applicants may find themselves with a 15-month waiting period 
between Part I and Part II examinations because of the number of 
candidates scheduled before them. 

Part I is usually given on the first Monday in May, but this 
may change in order to avoid conflicting meeting dates of national 
medical organizations. Tests will be Corrected by computer, and 
official notification of results will be mailed to candidates as soon 
as they are received in the executive office, usually about June 15 

Application blanks are available from: David A. Boyd, Jr. M.D., 
Executive Secretary-Treasurer, American Board of Psychiatry and 
Neurology, P.O. Box 1157, Rochester, Minn. 55901. 
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BRIEF COMMUNICATIONS 


Psychotic Children and Behavior Modification 


BY DON W. CHURCHILL, M.D. 


The author describes the techniques of an 
operant conditioning treatment program for 
psychotic children that has both curative 
and palliative objectives. He outlines several 
major implications of the work for the 
understanding of these children. Of particu- 
lar interest was the surprisingly limited 
response capability of some of the children, 
even when motivation was high. 


que PURPOSE OF this paper is twofold: 
first, it describes some specialized tech- 
niques currently in use for treating psychotic 
children; second, it deals with some implica- 
tions for our understanding of these chil- 
dren, derived from the application of these 
techniques. 

Fifteen children (11 boys and four girls) 
between the ages of three and seven were 
diagnosed by the Clinical Research Center 
as either autistic or early childhood schizo- 
phrenic, according to the DeMyer classifica- 
tion(8). They are all characterized by 
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severe and irregular developmental lags 
manifest within the first two years of life. 

They have little or no language for 
communication and are either socially 
withdrawn or relate to others in very 
irregular ways. Their self-care skills are 
minimal. Their adaptation to their environ- 
ment, including such things as play with toys 
or appropriate use of other objects, is almost 
nonexistent except where it-may be charac- 
terized by perseverative or obsessive preoc- 
cupation with one object or class of objects, 
often in bizarre or idiosyncratic ways. They 
are noted for inconsistency of response and 
the difficulty with which they are controlled. 
As one father, near the end of his rope, put 
it: “There is not much that I can count on 
Teddy to do. And even worse, there is 
nothing—absolutely nothing—I can count 
on for sure that Teddy will not do.” 

The treatment techniques described here 
are limited almost exclusively to the appli- 
cation of principles derived from operant 
conditioning. However, our concern has 
been somewhat different from that which 
has traditionally occupied operant condi- 
tioners. While experimentalists have concen- 
trated on the environmental contingencies 
that strengthen or weaken a given response, 
we have been especially preoccupied with 
the conditions under which new responses 
are acquired in the first place and with in- 
depth sampling of the kinds of responses 
that can be shaped at all—hence, a kind of 
limit testing. 


This section includes articles which are usually, although not always, less lengthy than the 
preceding articles. Included are clinical notes (for whose validity the JOURNAL assumes no re- 
sponsibility), case reports, historical notes, and other material selected by the Editor. In general, 
articles submitted for this section should be no longer than eight double-spaced typed pages. 
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In using this approach we have assumed 
the attitude that any new therapy, to be 
preserved, must meet at least one criterion 
or—we hope—two. First, it must yield 

‘results at least as good as traditional 
methods. Second, it should increase our 
knowledge of the persons we are treating 
and the disorders we are studying. A new 
treatment, so long as it does not fail the first 
criterion, can claim its rightful place if it can 
demonstrate superiority on the second 
criterion alone. 

Operant conditioning was first utilized in 
the study and treatment of autistic children 
by Ferster and DeMyer(1), using an 
automated enivronment. This work has been 
continued by Hingtgen and others(3, 4). In 
the last several years a number of other 
workers have also reported in detail the 
basic technique and demonstrable results of 
modifying behavior of psychotic children 
through operant conditioning(2, 5, 635795 
Like others, we have moved away from the 
automated environment and are using so- 
called hand-shaping techniques, which are 
well described in the literature. Essentially 
what we are trying to do is to establish a 
basic repertoire of very simple but, for these 
children, new behaviors. Upon this basic 
repertoire we try to build increasingly 
complex chains of behavior and to induce 
these behaviors under increasingly more 
"natural" environmental conditions. 


Objectives of Treatment Program 


Our experience in trying to help psychotic 
children has been one of minor victories and 
major defeats. We thus conceive of second- 
order as well as first-order Objectives—in a 
sense hedging our bet. First, we still aspire 
to cure each child, assuming that each has 
the potential to proceed to normal and 
independent development if he can be 
helped over certain hurdles, At present we 
tend to view cure for these children less in 
terms of helping them make affective 
contact with the world or in resolving 
fundamental emotional or interpersonal 
conflicts, and more in terms of helping them 
overcome specific learning disabilities that 
interfere with their acquisition 
of precision skills, 
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As a second-order objective we try to 
ensure that, if we cannot cure, all is not lost. 
If the child cannot be helped in any very 
important sense at least we ought to make 
him as easy as possible to live with; this 
should minimize the morbidity within the 
family that harbors him. For this second 
portion of our program we begin by 
delineating very specific target behaviors, 
judged by the parents and by our staff as 
being: a) most desirable and b) least 
desirable. We rank each in hierarchical 
fashion according to its importance along 
several parameters, e.g., how it appears to 
foster or interfere with the child's develop- 
ment, how pleasant or unpleasant it makes 
the child to live with, and so forth. To a 
large degree the subsequent success in 
strengthening desirable behaviors and reduc- 
ing, modifying, or eliminating undesirable 
behaviors hinges on the specificity or 
narrowness with which we define the target 
behaviors, e.g., throwing food at the table, 
screaming when approached, and so forth. 
We then note carefully the events antecedent 
and consequent to these behaviors and make 
a very specific prescription as to what the 
new consequences of each behavior shall be. 
It is then possible to determine whether the 
behavioral prescription has had the pre- 
dicted effect. 


Specific Techniques 


The particular method we have used with 
ten children begins with isolating the child in 
a small, bare room. (The five others were 
treated with some form of Operant con- 
ditioning but were not treated with isola- 
tion.) He stays there 24 hours a day, seven 
days à week, usually for three weeks. Dur- 
ing this period he has no contact with any- 
body except two or three adults who are 
Working with him in shifts totaling approxi- 
mately six hours throughout the day, The 
room has a potty chair and at night there 
IS à mattress on the floor. Otherwise there 
is nothing except the materials used in in- 
dividual sessions with the child. 

By carcful attention to the child's physical 
condition, weight, intake, and output we can 
safely arrange that all food and drink is 
obtained, bite by bite and Sip by sip, at 
appropriate times from those adults who are 
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working with him. These primary reinforc- 
ers are paired with affectionate words, 
gestures, and physical contact, as described 
by Lovaas(5), in an attempt to establish 
such conventional social responses as condi- 
tioned reinforcers of desirable behavior. We 
have not found it necessary to use any 
dramatic punishment in order to train 
children in this way. However, the fact that 
we make the children sit facing us and do 
not let them escape by running away, 
ritualizing, turning their heads, or having a 
tantrum—and if necessary we use physical 
restraint—may readily be construed as a 
form of aversive stimulus. 

The new behaviors that are shaped have 
also been described in detail elsewhere(3). 
To begin with, we emphasize training in 
three general areas: general body imitation, 
use of objects, and imitative vocalization. 
Body imitation consists of such simple 
things as touching the nose, clapping hands, 
and putting hands up over the head after the 
adult has done these things. It is usually 
necessary at first to actually put the child 
through the motion, and then the prompt 
can be gradually faded out until the child 
responds upon seeing the adult do it. 
Eventually quite intricate adult models are 
imitated. When the child can imitate new 
models on first presentation he is considered 
to have established an imitative set. 

In the use of objects a similar stepwise 
procedure is used; it is possible in a 
relatively short time to shape such behaviors 
as cutting on a line with scissors, building 
with blocks, loading and shooting a dart gun 
at targets, and writing on the blackboard. 
The latter skill begins with copying hori- 
zontal and vertical lines, then circles and 
crosses, and eventually letters. 

In shaping imitative vocal responses it 
may be necessary at first to simply reinforce 
any spontaneous vocalization, then to differ- 
entially reinforce open- or closed-mouth 
sounds, and finally to shape sounds in 
imitation of the adult. While it may be 
necessary at first to position the child’s 
mouth or to use sounds that have clear 
visual components on the adult's face, it is 
eventually possible for the child to imitate 
virtually any sound simply upon auditory 
cue alone. 
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The amount of progress made during the 
initial three weeks of relative isolation varies 
from child to child. But by the end of this 
time, regardless of progress in the selected 
tasks the children invariably appear to be 
attentive, cooperative, and highly motivated 
to perform. The child then resumes living on 
the ward, where training sessions are 
continued under more natural circum- 
stances. His parents are brought in—first to 
observe, next to participate under supervi- 
sion, and finally to work with the child at 
home on weekends with a prescribed 
program and reporting procedure. 

When the child is ready, either before or 
after leaving isolation, his very rudimentary 
skills (particularly those having direct 
relevance to communication) are expanded 
as follows: Letters are built into printed 
words which are then attached to objects, 
and phonemes are built into vocalized words 
which are also attached to objects, We work 
to get associations across as many different 
modalities as possible, i.e., visual-vocal, 
visual-visual, auditory-visual, auditory-voc- 
al, etc., and also to achieve as much 
generalization as possible. It is in this 
particular area that we become aware of the 
relative ease or difficulty with which the 
child can acquire new behavior. 

Outside of these individual precision skill 
training sessions we employ operant tech- 
niques to develop self-care skills, game play, 
independent work, and social interaction. 


Results and Discussion 
Second-Order Objectives 


To take the second-order objectives first 
(i.e., the palliative effort), two things may be 
said concerning our results. It is almost 
always possible to effect some specific 
change in certain isolated behaviors of 
psychotic children which, while they may 
seem insignificant in terms of the over-all 
clinical problem, nevertheless may be 
viewed as of substantial benefit to the family 
and may facilitate the child’s finding a more 
comfortable and accepted place within the 
family. The children can be taught to dress 
and feed themselves and usually to take care 
of their own toileting. At the table they can 
not only learn not to throw food but can 
even attain a level of decorum that is 
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acceptable in public places. Thus a family 
may be permitted to eat in restaurants again, 
something that they may not have done in 
years. 

Families find that it is neither necessary 
nor desirable to be tyrannized by all of the 
child’s idiosyncracies. The children can be 
taught to perform simple and useful acts 
such as helping with the dishes, emptying 
trash, and helping set the table. These are 
things which can be measured in terms of 
newly acquired behavior and the reduction 
or elimination of undesirable behavior. 

More difficult to measure but of great 
importance is an apparent change in 
parental attitude toward a psychotic child 
handled in this way. Finding that they have 
both the ability and the right to control 
certain aspects of the child’s behavior, 
finding that their own range of pleasures is 
extended with a better controlled child, and 
having a carefully defined training program 
in which they themselves participate and can 
see the child making small but definite 
steps—all these things tend to counteract 
the familiar vicious cycle of parental 
hostility, rejection, and guilt and help to 
provide a new and unexpected acceptance 
for the child at home. 


First-Order Objectives 


As for the first-order objectives, efforts to 
train psychotic children in precision skills 
have led to several unexpected observations 
that have interesting implications for our 
concepts of psychotic children. 

The child, after passing through the initial 
negativism and uncooperativeness, the tan- 
trums and rituals, and after he has become 
hungry enough and appears to know that 
food is given contingent upon his responses, 
enters into a phase in which he is very highly 
motivated. His attention is riveted on the 
adult; the interfering behaviors drop away 
completely. Response latencies are extremely 
Short and, indeed, if the adult is not quick 
enough the child tries to prompt him to 
present the next cue. 

By now the child has been trained to give 
Several different responses upon presenta- 
tion of an adult model for that response— 
say, clapping hands and holding hands high 
over the head. If presented randomly with 
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simply these two models to "imitate," the 
child may never achieve more than a chance 
number of successes. That is, with every 
indication of the highest possible motivation 
the child may attentively watch the adult 
clap hands and then put his own hands over 
his head! He then looks for his reward and 
displays evidence of great frustration that it 
is not forthcoming. Similar examples could 
be presented in great number but the point is 
this: There is a situation of extremely high 
motivation and of astonishingly poor per- 
formance—astonishing, that is, in terms of 
our previous expectations. 

While judgments about what a child 
cannot do versus what he will not do have 
logical and heuristic shortcomings, such 
judgments are nevertheless implicit in much 
of our thinking about and planning for 
psychotic children. Within this context the 
described procedures distinguish rather 
sharply between what these children cannot 
do and what they will not do. Our 
experience suggests that these children are 
often given credit for many response 
capabilities that they simply do not have and 
that it is erroneous to argue that the bizarre, 
negativistic, and idiosyncratic behaviors 
represent some willful holding back of 
hidden potential. 

It appears more likely that. these children 
do not perform appropriately because they 
cannot, or because the environmental vari- 
ables, unless very specially arranged, are 
insufficient to support their performance. 

We have a second set of observations 
concerning the behaviors that are usually 
taken to represent the quintessence of such 
children’s “craziness.” Sometime during or 
after the initial three-week period, when a 
child has had enough experience working 
with an adult at designated tasks and at 
being regularly reinforced for successful 
performance of very low-level tasks, he 
begins to appear less and less psychotic. He 
is no longer withdrawn, the rituals are gone, 
and he can no longer be described as 
negativistic. The child is attentive to the 
task. One even imagines that he is enjoying 
it a bit, and there may be some spontaneous 
display of affection or of other interest in the 
adult. At this point the child is working at 


tasks previously mastered and is doing 
well. 
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If the level of difficulty is raised or 
changed in some way so that the child 
begins failing, a number of interesting things 
ensue. The rituals return, the child’s atten- 
tion wanders, and he begins to act in a 
teasing or negativistic way. Response laten- 
cies become very long, and indeed it might 
be said that the child has withdrawn 
altogether from “reality.” It is almost as if 
the signs of psychosis can be turned on and 
off during the hour simply by varying the 
success/failure ratio. One wonders to what 
degree the bizarre and autistic features 
manifested by psychotic children are really 
secondary phenomena—the results of un- 
relieved frustration and inevitable failure in 
an incomprehensible world. 

A third set of observations comes from 
our experience that while it seems possible 
to take any psychotic child and within a 
relatively short time teach him a variety of 
low-level skills, when it comes to building 
these skills into more complex behaviors we 
regularly encounter what appears to be a 
hard and fast block to further learning. This 
occurs at different places in different 
children, but some of our failures may be 
especially illuminating. We encounter what 
we call a cross-modal defect. 

What we see is this: We are working with 
a child on a blackboard, writing letters. We 
print either A, or O, or E. The child by now 
readily prints these letters after us—in fact, 
he will copy intricate designs in detail. Also 
confining ourselves to three long vowels we 
say d, or 6, or e and the child repeats each 
sound after us. He can also repeat any other 
sounds that we make for him. In short, he is 
a very good imitator of sounds that he hears 
and a very good copier of lines that he 
sees. 

What we try to do next is to get him to 
write A on the blackboard after we do and 
then to spontaneously say 4 when he sees 
that. Now he may say à but he may just as 
likely say 6 or ë. On the other side we say to 
him, a, and point to the blackboard. He may 
then write A but he is just as likely to write 
O or E. This chance performance continues 
after thousands and thousands of trials, even 
though the child’s motivation may be very 
dramatic. He can write what he sees. He 
can say what he hears. But he cannot say 
what he sees, and he cannot write what he 
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hears. When this is observed, neither per- 
sistence nor ingenuity has produced associa- 
tion of information across these two sensory 
modalities. 

Finally, this intrusive and coercive ap- 
proach, which focuses on the acquisition of 
selected behaviors and the learning of 
certain precision skills, preempts our con- 
cern for making affective contact or estab- 
lishing a relationship with the child. Yet in 
our experience these things do occur, al- 
though no special effort has been made ini- 
tially to develop a positive attachment and 
much of the early adult-child interaction 
might be considered detrimental to it. But 
the child does not become more mechanical 
or robot-like; he generally becomes more 
affectionate and attached to the adults work- 
ing with him. 

Indeed, it is common for visitors, includ- 
ing those who are well acquainted with 
autistic children, to remark that the children 
do not seem autistic. Perhaps these attach- 
ments to adults develop simply as a function 
of a certain duration of forced interaction. 
However, it is also possible that some 
minimum behavioral repertoire must be 
learned before a relationship with an adult is 
possible. 


Summary 


A program applying operant conditioning 
techniques to the treatment of psychotic 
children has been described. The problem is 
seen in terms of modifying specific be- 
haviors and teaching certain precision skills. 
Four implications of these studies are 
considered: 1) the surprisingly limited 
response capability, even when motivation is 
high; 2) the traditional behavioral signs of 
psychosis as a function of success/failure 
ratio in a given milieu; 3) the appearance of 
specific learning defects, most notably a 
“cross-modal defect,” which may put an 
absolute ceiling on ability to respond to 
certain stimulus combinations; and 4) the 
appearance of positive attachments to 
adults, possibly dependent on some mini- 
mum learned behavioral repertoire. 
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The Persistent Suicidal Patient 


BY CHARLES WATKINS, M.D., J. E. GILBERT, M.D., AND WILLIAM BASS, M.D. 


Stimulated by their observation of a patient 
who persistently attempted suicide, the 
authors conducted a survey to determine the 
incidence of similar behavior among other 
hospitalized psychiatric patients. Reports 
from 53 hospitals indicated that highly 
unusual methods are devised by patients 
Who are under greater supervision because 
of previous attempts. The authors conclude 
that these patients will require even more 
serious staff effort as trends in care tend to 
liberalize. 


TE STIMULUS FOR the study now being 
reported was a patient whose persistent 
self-destructive efforts are unique in our 
experience. This patient over a number of 
years has presented a serious management 
problem to the hospital because the atten- 
tion directed to his care has of necessity 
Iesulted in a reduction of the effort available 
for the care of other patients. 
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Case Report 


The patient is a 54-year-old divorced male, 
hospitalized since 1948 except for frequent 
trial visits away from the hospital during the 
period from June 1953 to August 1962, He has 
been continuously hospitalized since 1962. The 
diagnosis is schizophrenic reaction. 

The patient is the only child of his father's 
second marriage. As a child he had little 
contact with his half siblings and is described 
as having had a poor school and work history. 
His longest sustained employment was in 
military service from 1942 to 1946. Consump- 
tion of alcohol has been moderate to heavy; 
this continued during the period when he was 
out of hospitals on trial visits. His marriage 
was stormy, with his wife seeing other men. 

The patient has been withdrawn, has 
socialized poorly, is emotionally flattened, and 
exhibits ritualistic hand and face washing. He 
has shown mild paranoid ideation against 
people in his home community and against 
members of Alcoholics Anonymous with whom 
he has come in contact during repeated 
unsuccessful contacts with that group. He 
blames A.A. for his inability to hold a job. 

He is of average intelligence and shows no 
evidence of organic involvement. The only 
evidence of hallucinations is his repeated 
Statement that voices “told me to kill myself.” 
Table 1 gives details of his suicide attempts. 


Review of Literature 


Despite the fact that considerable litera- 
ture on suicide is rapidly accumulating, a 
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TABLE 1 
Suicide Attempts and Treatment Methods, One Patient 


TREATMENT METHODS 


SPECIAL 
VARIOUS ATTENDANTS 
TRANQUILIZERS (AUGUST 1964- 
DATE MODE OF ATTEMPT EST (FROM 1963) JUNE 1967) 
July 1960 Jumped from window, fractured dorsal vertebra 
January 1962 Jumped from window, minor injury X 
January 1962 Slashed throat X 
March 1964 Jumped from washbasin, fractured skull X 
August 1964 Rammed head against wall, fractured skull x X 
January 1966 Rammed head, minor head injuries X X 
September 1966 Jumped from washbasin, fractured skull X X 
January 1968 Rammed head against wall, fractured dorsal spine X 


relatively small proportion of it deals with 
suicides or suicidal attempts of patients 
hospitalized in psychiatric hospitals. The 
work of Farberow and associates(8), which 
provides information about the largest group 
of suicides who have been studied recently, 
deals with general hospital as well as 
psychiatric hospital patients. The fact that a 
high percentage of their patients were out of 
the hospital at the time of suicide shifts the 
emphasis toward the nonhospitalized indi- 
vidual and away from the hospitalized 
group. 

Beisser and Blanchette(2) give a brief 
but excellent review of the literature avail- 
able to them at the time of publication of 
their paper. They point out the lack of sys- 
tematic studies of the subject and speculate 
on its meaning. Wheat(16), in reviewing the 
records of the Phipps Clinic from 1946 to 
1958, found that nine patients had com- 
mitted suicide while in the hospital and 21 
within six months of discharge. The major 
theme of his paper was the interaction be- 
tween patient and therapist and its relation- 
ship to the suicidal effort. 

Kubies thought-provoking article(13) 
does not concern itself with hospital patients 
in particular but offers many points of 
significance. Chapman(6), dealing with a 
limited number of patients, presents some 
striking differences between patients. who 
commit suicide while in the hospital and 
those who do so while on pass. Kirven(12), 
in a paper dealing with patients in a mental 
hospital system, gives diagnoses of and meth- 
ods used by 19 patients. Achté and asso- 
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ciates(1) review the records of 57 patients 
who committed suicide in the hospitals of 
the mental health district of Helsinki 
between 1952 and 1963. They discuss 
diagnosis, methods, length of stay in 
hospital, previous attempts, and symptom- 
atology. Kayton and Freed(11) discuss 
the effects on patients and staff of a single 
suicide occurring on a psychiatric service. 
Bloom(5) devotes the major part of his 
paper dealing with 32 suicides to discussion 
of six of these patients and interviews with 
their therapist. His major theme, like 
Wheat’s, is the doctor-patient relationship. 
Only two of the 32 patients were in the 
hospital at the time of suicide. 

From the papers available to us, the 
diagnoses of 194 hospitalized patients who 
committed suicide are shown in table 2. 
Although information was not available as 
to the frequency of these diagnoses in the 
entire patient population of the hospitals 
reporting, it is clear that the schizophrenic 
group provides the actual, even if not the 
relatively greater, suicidal risk. 


Questionnaire Results 


In addition to the literature search, we 
made a direct inquiry to other institutions 
for unpublished data. An inquiry that 
included a brief description of our patient 
was sent to 292 hospitals along with a 
request for information about similar prob- 
lems. We received a total of 123 responses. 
Fifty-three hospitals reported a total of 91 
suicides while 11 other hospitals reported 
that they had few, occasional, or several. 
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TABLE 2 
Diagnoses of 194 Hospitalized Suicides 

DIAGNOSIS * ACHTE ODEGARD(15) KIRVEN LEVY(14) TOTAL 
Schizophrenic reaction 25 22 11 29 87 
Affective reaction 19 4 11 34 

(depressive psychosis) 

Paranoid psychosis 1 T 
Organic reaction 4 8 12 24 
Personality disorder 1 2 3 
Neurotic depressive 7 1 8 
Involutional 1 1 
Not mentally ill 3 3 
Other 1 33 
Total 57 19 56 194 


* Diagnostic categories used by different authors have been modified to conform with each other. 


The methods of suicide were reported for 
a total of 53 patients. Table 3 shows the 
methods used by these patients as well as 
comparable figures for the total U. S. suicide 
group, as well as a group of hospitalized 
psychotic patients collected from the litera- 
ture. 

The detailed case reports we received all 
showed the type of determination exhibited 
by our patient. The ingenuity of the 
determined suicidal patient can perhaps best 
be demonstrated by the patient who was 
able to succeed by aspirating kleenex and 
asphyxiating herself. Another patient with 
ankylosed joints regurgitated food and died 
of asphyxia. 


Discussion 


It becomes clear from this brief review of 
cases that there are striking differences in 
the methods of suicide used by patients who 
succeed on a first or early attempt in the 
hospital and those who succeed only after 
repeated and persistent efforts. 

The more common suicide has many 
more opportunities available to him. As we 
tend more and more toward a policy of 
minimal restraint in the hospital, a greater 
opportunity toward free choice of method is 
open to the average patient. It is generally 
agreed, however, that in spite of an apparent 
reduction in restraint the recognized actively 


TABLE 3 
Comparison of Methods of Suicide, Three Groups 
PERSISTENT 
PSYCHIATRIC SUICIDAL 
INPATIENTS PATIENTS 
"t M (SURVEY OF (AUTHORS? 
LITER 
METHODS N = 72,827 N EX Fer" 
! PERCENT OF TOTAL 
Firearms 46.7 1.6 
Hanging 18.3 57.5 43 
Ingestion of sedatives or other poisons 12.4 71 
Carbon monoxide or other gas 109 : 
Jumping i 
Drowning a as 2 
Cutting or mutilation 25 i i 
Other : : 
lumping under vehicles a is 
Head ramming aS 
Asphyxia by aspiration 13 
Burning 6 
6 
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suicidal patient should have a considerable 
amount of contact with and observation by 
the hospital staff. As greater attention is 
paid to the individual patient, this freedom 
of choice is reduced, and there is a need for 
greater ingenuity on the patient’s part to 
devise methods by which he can achieve his 
end. This involves either the utilization of 
supposedly innocuous objects or methods to 
evade the control of attendants. 

For the determined patient, the environ- 
ment is obviously filled with potential tools 
that cannot be removed from his reach. Of 
our total of 53 patients, almost one-third 
used methods from which we cannot isolate 
them—seven head ramming, two asphyxia 
by aspiration of paper, one asphyxia by 
food, and three by exsanguination by tearing 
their blood vessels with their fingers. These 
all are constantly available to the patient, 
and only careful attention can prevent their 
use. The seclusion room provides an ideal 
opportunity for the patient to avail himself 
of these methods at his leisure. 

Recourse to these methods lends support 
to the current trend away from suicidal 
wards and seclusion rooms. It is highly 
unlikely, however, that reducing overt 
control is effective without an accompanying 
increase in more subtle supervision. In any 
case the patient obviously remains in 
constant association with potentially lethal 
weapons. It is only by constant alertness on 
the part of the staff that the determined 
patient may be prevented from killing 
himself. 

Although attempted suicide by blunt force 
to the head is relatively rare, a number of 
cases have been reported. Eastwood (7) 
reviewed the literature to 1957 in his paper 
reporting a patient who fractured his skull 
with a knife or meat chopper. Griva(9) 
reports two cases, both of which took place 
in the suicides’ homes. He also mentions 
two earlier reports, one by Kure and the 
other by Gleister and Gleister, but did not 
give the reference. Benham(3), however, 
had reported two previous cases of patients 
who killed themselves by running against a 
tree or a wall. Benham also reports one 
patient who suffered a fractured: neck by 
diving to the floor. Guttmann(10) reports 
two patients who suffered head injury by 
jumping from a height but were not 
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successful in their suicidal attempt. The fact 
that we collected seven cases in this survey 
of patients who died as a result of fracture 
of skull or vertebra as a result of propelling 
themselves against the wall or floor would 
indicate that this manner of suicide is by no 
means a negligible risk in the determined 
individual. The implications for manage- 
ment of the suicidal patient are significant. 
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BRIEF COMMUNICATIONS. 


Management of the College Student with Homicidal Impulses— 
The **Whitman Syndrome” 


BY JOHN L. KUEHN, M.D., AND JOHN BURTON, M.D. 


The authors discuss the management of 
globally hostile students who have the 
means to carry out their threats through the 
use of firearms. Three such students and 
their treatment are described. Management 
of the patients emphasized recognition, 
consultation, hospitalization, and use of 
drugs and brief psychotherapy. 


T FBI and the Dodd Committee have 
documented widespread possession and 
homicidal use of firearms in the United 
States(1). In our work in college psychiatric 
counseling, we are becoming increasingly 
Concerned about management of globally 
hostile students who have the means to 
carry out their threats and fears through the 
use of firearms. The conscientious mental 
health worker sees murderously angry 
people every day. That many student 
patients harbor feelings of intense hatred 
projected against others (as well as 
introjected upon themselves) is a clinical 
truism which requires no further validation. 
One hopes that most people can learn to 
discharge potentially dangerous affect in a 
harmless or even constructive manner if 
given opportunity and direction. Indeed, 
teaching this is one of the essences of 
psychotherapy. 

Unfortunately, many students still harbor 
these feelings; the management of such 
potentially dangerous individuals is the 
subject of this paper. Our need to report the 
cases described below was Prompted by 
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attendance at a professional meeting of 
college health workers where discussion 
broke down and communication was 
paralyzed when a participant broached the 
subject of management of homicidal 
students. It is interesting that this subject 
(which seemed to mobilize mass anxiety in 
the group) was a reference to college student 
Charles Whitman who, in August, 1966, 
"meaninglessly" killed 15 people and 
wounded 31(5). 

We have now seen three cases of what we 
have come to call the “Whitman syndrome.” 
By this we simply mean college students 
with severe global hostility who have had 
the means (usually firearms) to act out their 
fears and wishes with deadly efficiency. 


Case Reports 


The following are situation vignettes of 
three people who diagnostically satisfied the 
means and action steps for the assessment 
of homicidal risk(7). The focus of our dis- 
cussion will be management of these homi- 
cidal students on the college campus rather 
than diagnosis, psychodynamics, etc, 


Case 1. A 24-year-old married senior stu- 
dent arrived in a state of panic, fearing loss 
of control of hostility directed toward "the 
World." The previous day he had observed 
Children torturing a cat and feared he would 
kill the children. He Bave a long history of 
chronic pan anxiety, gradual school failure, 
and increasing use of alcohol. He had been 
Seen several times by another psychiatrist and 
had been diagnosed as “possible schizophrenic 
reaction, paranoid type." 

As soon as we received this information 
from the patient, we entered into an active, 


1We have begun a homicidal college student 
Iegistry; since the submission of the first draft of 
this paper, two more individuals have been seen 
and treated. A future report will detail our 
experiences during follow-up studies, 
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detailed search of his present life situation. 
Particular attention was paid to resources 
presently available for him to carry out his 
threats. The means and actions investigation 
steps were emphatically satisfied by uncovering 
the fact that he was an expert marksman whose 
initial motivation to come to the university was 
to be on the rifle team! Guns had been a life- 
long hobby with him, and he slept with a 
loaded revolver under his pillow. 

He conveyed intense resentment of all 
authority figures. Once a boss had criticized 
him, and the next morning he had brought a 
loaded gun to work with the intention of 
murdering the boss if he "pushes me any 
more." He had frequently entertained fantasies 
of climbing to the top of the university's 
carillon and shooting people "just for the hell 
of it." 


Case 2. A 21-year-old single freshman was 
encouraged to come for psychiatric counseling 
by a friend because he had repeatedly said, "I 
can't stand people and am pissed off at the 
world." In particular, he was enraged at a 
professor and said that he had an almost 
uncontrollable urge to “smash him in the 
mouth." Shortly before coming to the clinic he 
had been arrested for a traffic violation and 
remembered feeling an intense desire to "get 
my gun and fill that cop's ass with bullets." 

He presented himself in a neat and quiet 
manner, and, dte to his severe tension state, 
with an intense need to overcontrol the 
interview. He finally mentioned that he had 
fantasies of being a “Texas sniper" and, in this 
way, "getting even with the world." Inquiry 
revealed that, prior to coming to college, he 
had been an excellent marksman during his 
three years in the Marine Corps. He had no 
guns in his possession at school, but there was 
a large collection at his parents’ home a few 
miles away. On further reflection he said that 
this was probably a good place for the 
guns—an idea we enthusiastically supported. 
Although he was extremely bitter and 
resentful, his reality testing was considered to 
be somewhat better than that in the first case 
report. Later in the course of brief 
psychotherapy he mentioned several somewhat 
more socially acceptable alternatives if he 
were to flunk out of school (a distinct 
possibility) —to become a lighthouse keeper, a 
“schizophrenic” (!), or a policeman—"I would 
enjoy giving out tickets and roughing up 
people." He mentioned that he knew a great 
deal about schizophrenia because he had been 
an avid devotee of the television program "The 
Eleventh Hour." 
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Case 3. A 24-year-old single part-time 
student came to the counseling service in a 
distraught state, fearful he would murder a 
professor who he felt was about to flunk him. 
Because of his huge size and the fear of the 
staff member assigned, he was initially seen in 
a conjoint interview. (The patient weighed 300 
pounds and was six feet tall; it was easy to see 
[and feel] how the mental health counselor 
had become frightened.) 

For a week the student had been having 
frightening dreams of choking the teacher, but 
this was only the latest incident in a long 
history of delusions of persecution and 
fantasies of murdering his many persecutors. It 
was of interest that the professor, a mild 
mannered gentleman who knew the student 
only casually, had recently been concerned 
about him and, rather than planning to flunk 
him, had decided to offer a make-up exam and 
referral for tutoring. 

The patient reported that he was obsessed 
with hate for all people, particularly those in 
authority (teachers, bosses). He stated that 
although he had not acted on his. impulses 
before, *I am big enough and strong enough to 
kill anybody if I wanted." He was familiar 
with, and had access to, firearms. He was 
on his way to the professor's office when he 
*happened" to pass the student health center, 
and remembering that he had read in the 
college newspaper that psychiatric counseling 
was available, he decided to come in and 
inform us of his plan. 


Management 


These individuals, all seen within a short 
period of time on one campus (full-time 
student population 16,000), reinforce our 
impression that there are numerous severely 
disturbed and potentially dangerous people 
in a large university setting. 

The three students: 1) were paranoid, 2) 
were globally hostile, 3) were “psychotic” 
in the sense that they were in the process of 
losing their controls, and 4) had the means 
to act on their impulses. 

It is not a purpose of this paper to discuss 
or speculate on the complex etiology and 
dynamics of these situations. That is better 
left to Dr. John Spiegel and his team of 
investigators at Brandeis University and to 
others. However, from a purely “medical” 
point of view, it is sufficient to point out that 
there are now some 19 million mentally ill 
Americans(3); 50 out of each 10,000 
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college students will exhibit grossly dis- 
turbed behavior(2); and there is a 
“population explosion” on campuses that 
indicates that the “cloistered halls of ivy” 
are no longer any more immune to these 
phenomena than are any other heteroge- 
neous and crowded communities drawing 
from all walks of life. 

The question of management in these 
cases raises many issues. Satisfactory 
resolution often involves considerable time 
and thought. For purposes of organizing our 
efforts, we have divided management into 
1) recognition, 2) consultation, 3) hospital- 
ization, and 4) other treatment (drugs and 
psychotherapy). 

1. Recognition. We feel that if one takes 
an adequate history there should be little 
problem in recognition. This, of course, 
Tequires somewhat more activity on the part 
of the interviewer than some college mental 
health professionals are accustomed to 
utilizing during the initial interview with a 
student. This means being “directive” and 
“intrusive” rather than “nondirective” and 
“unobtrusive,” In our experience this is not 
a small point, since some mental health 
workers, in an overconscientious effort to be 
“good listeners," fail to ask crucial 
questions during the time allotted in their 
busy schedules for one interview. One 
should push for a precise history with regard 
to the presence of: a) intense hostile 
thoughts, b) the capacity to carry out fears 
and threats, and c) presence of preliminary 
actions that would lead to the carrying out 
of such threats, 

In the three cases discussed, two of the 
individuals were excellent marksmen who 
had immediate access to guns and 
ammunition, and a third had overwhelming 
physical strength at his disposal and was 
familiar with guns, We feel that the presence 
of at least "capacity" 
idc let F de ae Psychiatric emergency 
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confronted with such a situation then has 
initial reponsibility to take whatever action 
is necessary to safeguard the patient and the 
environment. 

We feel that the next step should be 
immediate consultation and conjoint inter- 
view with a member of the college mental 
health clinic senior staff, the university 
physician, the dean of students, or, if 
necessary, even the president of the college. 
After giving initial strong unambiguous 
verbal reassurance to the student, it may be 
critical that the student be “helped” to walk 
to the office of the “consultant” or that the 
"consultant" interrupt his activities to come 
to the clinic's offices. Matters of protocol 
should be of little concern during such 
emergencies. 

Our experience has been that these 
students were immediately relieved, feeling 
that somebody really cared about them and 
was interested enough to do something 
about their fears. To avoid problems of 
confidentiality, necessary phone calls should 
be made with the student present. We would 
emphasize that “secrecy” here is antithera- 
peutic and often only increases the student's 
paranoid  fears—particularly fears that 
police will be called and he will be 
immediately incarcerated, or fears that he 
really is a terribly dangerous person who 
cannot control his murderous impulses. 
These transactions should of course be 
handled with calmness and unhurried 
equanimity. 

We feel the conjoint interview format has 
the therapeutic advantage of including the 
patient in deliberations as to how best to be 
helpful to him. This not only further 
increases his sense of having controls but 
also his sense of responsibility for his 
behavior, no matter how motivated. 

The important point is that responsibility 
for management of these patients should be 
shared. This alleviates both individual staff 
anxiety and the patient’s anxiety. Even 
though a physician is initially present (and 
may feel that he has the situation under 
control), we nevertheless feel that a third 
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party should be brought in. (We are also 
aware that some physicians and other 
workers mobilize unconscious counter- 
phobic mechanisms which may prove 
ultimately destructive.) 

3. Hospitalization. The next step in 
management that we feel is mandatory is 
some kind of hospitalization. There is often 
considerable resistance to this recommenda- 
tion on the patient's part because of his 
paranoid fears. Patients frequently verbalize 
the concern that we will ship them off to the 
nearest state hospital and lock them 
up—probably on a “back ward.” There 
is some truth in these statements; college 
students as a group are well aware that such 
things are possible and even probable in 
some settings. It has been our experience 
that at this point hospitalization in the 
general medical setting is to be preferred 
and is usually carried out easily The 
"typical" college health service with 
inpatient facilities is well suited for this 
because of the ease of admission proce- 
dures, informality and lack of red tape, and 
geographic proximity to the psychiatric 
counseling center. The responsible profes- 
sional in college mental health work usually 
does not have to “check” with someone or 
arrange further evaluation with a fourth 
party, as is often necessary in the larger 
hospital or university medical center or in 
state psychiatric facilities. 

As a corollary to the above, we feel 
strongly that every college (even if affiliated 
with a medical school in the same locality) 
should have assigned or available beds that 
can be utilized quickly without further need 
to justify their use to hospital authorities 
(departments of psychiatry, etc.) In 
particular, when one is working with 
homicidal people, time and timing are of 
critical importance. 

The three students described were in a 
severe state of crisis. They were extremely 
frightened, not only of what they might do to 
others, but of what might happen to them as 
a result of their divulging their fears to us. 
In all cases they were ambivalent about 
further treatment—particularly about hos- 
pitalization. In the initial interview this 
ambivalence was interpreted for them; 
strong reinforcement was given to the 
positive side of their ambivalence, allowing 
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for some discussion—but still with a 
movement in “all deliberate speed” to get 
them to bed. 

We try to increase the intellectualization 
defenses of these students at a time when 
their world is collapsing about them. An 
example of this would be explaining that 
hospitalization—on a voluntary basis and 
involving their cooperation and collabora- 
tion—is as necessary as if they had acute 
appendicitis. We also give a very strong 
suggestion that they will probably improve 
as quickly as they got “sick”—without the 
necessity of a hospital stay of more than a 
few days. During these initial contacts, we 
also begin discussion of the need for further 
individual outpatient psychotherapy. It is 
the therapists responsibility to maintain a 
firm and coherent structure for the patient 
at all times. He should indeed serve as an 
“auxiliary ego." 

Our students were relieved to find that 
their antisocial ideas would not lead to their 
being immediately placed in a state hospital 
closed ward. Of the students described, two 
agreed to hospitalization; however, one did 
not. This brings us to the highly charged 
issue of responsibility to a patient vis-à-vis 
the community. In this case we felt there 
was no basic conflict, since the needs of the 
community and the needs of the patient 
coincided. However, we did not feel it was a 
medical responsibility to require involuntary 
hospitalization when one of our patients 
refused hospitalization after a long conjoint 
interview (he did agree to take medicine, 
and one of the staff members immediately 
gave him an oral dose of 100 mg. of 
chlorpromazine). 

As a corollary to the above, we do not 
believe mental health professionals are in a 
position to predict, with far greater accuracy 
than others (parents, teachers, police, 
coroners, and juries), who will attack 
somebody in the future—at least not to the 
extent of recommending involuntary con- 
finement(4). It was of interest that in the 
situation cited above, the college dean’s first 
comment was: “Yep, I know him—he is 
going to kill somebody someday!” 

The procedure we follow, then, when 
such a patient refuses hospitalization, is to 
consult with the appropriate dean for 
student affairs. In addition, in our university 
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we have a “mental health advisory council” 
in which the deans participate. This seems 
to be an extremely useful task group for 
dealing with the administrative complexities 
of such issues. We have achieved agreement 
that in our setting involuntary hospitaliza- 
tion is not a medical responsibility. This 
does not, however, divest the mental health 
worker of the responsibility to advise 
university officials of the presence of a 
“possibly dangerous” situation and to 
convey information about human behavior 
that would further educate the authorities 
and facilitate problem solving for all 
involved. 

We have found (largely because of these 
prior discussions and developing comfort in 
communication) that no difficulty arose 
when the appropriate college administrator 
took charge. For the student who did not 
agree . to hospitalization, a temporary 
teferral order was obtained from the county 
coroner on a complaint by the college 
operating in loco parentis. 

In these situations every effort is made to 
contact parents or close relatives, However, 
in our experience in these three cases, this 
contact was not helpful. (Possibly this was 
part of the patients’ problems.) In the case 
cited above, the student was held for two 
days but was released when the parents were 
unwilling and unable to sign the regular 
referral order. Although we had a long 
telephone discussion 
promised to take 
psychiatrist we are 
Tealistically aware that this student has 
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severe problem in management, 


adequate. “Psychotherapy,” of course, has 


already started, but the student, while in the — 
hospital, is then seen at least once a day for ~ 


a 30-minute interview. Because of a lack of 


Provided — 
the follow-up treatment is consistent and © 


psychiatrists and other college physicians, E 


we do not feel that this aspect of the 


program need necessarily be in the hands of n 


a physician. (However, it should be the 
person who initially worked with the 


student.) 

In addition to hospitalization 
emergency psychotherapy, use of a major 
tranquilizer such as thioridazine, with or 
without  trifluoperazine, may be given 
immediately after admission. Because of 
frequent fear of needles (with their dynamic 
significance), we do not make an issue of 
the patients having to have a "shot," and 
medication is given by mouth. We 
recommend an initial dosage of 100 mg. of 
thioridazine and 5 mg. of trifluoperazine, 
repeated every eight to 12 hours. We have 
found that a daily dose of one to two mg. of 
benztropine mesylate is of prophylactic use 
for the drug-induced parkinsonism and 
dystonia that are frequent with trifluopera- 
zine at these doses in young adults attending 
college. Medication may also be given in the 
liquid concentrate form. 

It may be necessary for the therapist to sit 
with the patient until the medication takes 
effect; sometimes we have personally 
"helped" the patient into bed. Incidentally, 
our clinical experience is that a great deal of 
useful psychotherapeutic work is done 
during this hour when the patient is in bed 
and “safe.” Dephenhydramine hydrochlo- 
ride (Benadryl), 50 mg., may also be given 
if the patient is unable to Sleep at night. 

In our university, as in many, psychiatric 
counseling often takes a crisis-centered ap- 
proach in which the patient is seen frequently 
for the first several weeks, with sessions 
gradually tapering off, If long-term psycho- 
therapy is considered crucial and is available 
(it often isn't), the Patient is prepared to 
"bea Psychotherapy patient,” 
j Psychotherapy tactics include careful and 
Intense focusing on the "here-and-now"—the 
Past explored only as it has practical 
relevance to Problem solving in the present. 
After the initial relationship is established, 
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because of the dependency problem wean- 
ing is encouraged. A great deal of time 
is usually spent on discussion of alternatives 
to the student’s present college program and 
his vocational identity. 

After the first few days of hospitalization, 
the students described improved in terms of 
an increase in optimism, a decrease in 
anxiety, reinstitution of pre-psychotic de- 
fenses (or more useful ones than in the 
past), and development of an ability to 
consider alternatives to their present mode 
of existence. We continue to see the patients 
twice weekly after discharge from the 
hospital. 

Possibly our most important goal during 
these encounters is the development of a 
feeling in the patient that there is some place 
to go for help. If nothing else, in terms of 
future impulse control, it is important that 
the patient come away with the feeling that 
his “cry for help” has been heard. We spend 
considerable time directing “where to go 
and who to see” if their fears recur. As a 
matter of routine, we usually continue to see 
patients with “Whitman’s syndrome” for at 
least six weeks after the initial contact. 

If the student misses an appointment, an 
effort is made to contact him to find out 
what happened—by telephone if staff 
anxiety is high, and by a “we missed you" 
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note if he had been coming regularly and 
staff anxiety is minimal. Another goal of 
brief therapy is to prepare the students for 
group work. In our clinic, as in many college 
clinics, this is the one modality of 
psychotherapeutic learning experience that 
can be offered to the student over a 
considerable period of time. 


REFERENCES 


1. Committee on the Judiciary, United States 
Senate, Eighty-Eighth Congress: Part 15: 
Interstate Traffic in Mail-Order Firearms, 
Hearings before the Subcommittee to Investi- 
gate Juvenile Delinquency, 1964. 

2. Farnsworth, D. L.: Psychiatry, Education and 
the Young Adult. Springfield, Ill.: Charles C 
Thomas, 1966, p. 6. 

3. Joint Commission on Mental Illness and 
Health: Action for Mental Health. New York: 
Basic Books, 1961, pp. 86-192. 

4. Katz, J., Goldstein, J., and Dershkowitz, A.: 
Psychoanalysis, Psychiatry and Law. New 
York: The Free Press (Macmillan Co.), 1961, 
pp. 590-598. 

5. The Madman in the Tower, Time Magazine, 
August 12, 1966, pp. 14-19. 

6. Shepherd, J.: Why College Students Crack 
Up, Look Magazine, June 13, 1967, pp. 23- 
25. 

7. Solomon, P.: The Burden of Responsibility in 
Suicide and Homicide, J.A.M.A. 199:321-324, 
1967. 


[153] 


1600 


BRIEF COMMUNICATIONS 


Clinical Significance of Anticholinergic 
Effects of Imipramine-Like Drugs 


BY GEORGE E. VAILLANT, M.D. 


The author compared the antimuscarinic ef- 
fects on pigeon behavior of amitriptyline, imi- 
pramine, and desmethylimipramine (DMI), 
as well as several other drugs. The re- 
sults, which did not support the hypothesis 
that discrete cholinergic mechanisms play an 
important role in endogenous depression, 
suggest that DMI may be the antidepressant 
of choice when the physician wants to 
minimize atropine-like side effects, while 
amitriptyline may be chosen when a sedative 
effect is desired. 


Rinu SOME psychiatrists have won- 
dered if the atropine-like effects of imi- 
pramine contribute to its efficacy as an 
antidepressant. Conversely, in their exhaus- 
tive review of the imipramine-like drugs, 
Klerman and Cole have wondered “if atro- 
pine in a lower dose may not simulate both 
the side effects and the main effects of imi- 
pramine"(12, p. 118). 
The reasoning behind such speculation is 
based on two Sources of evidence, First, 
inhibition of brain acetylcholinesterase both 
potentiates the effects of endogenous acetyl- 
choline and sometimes produces symptoms 
of clinical depression(6, 17). Second, unlike 
many antidepressants, imipramine-like com- 
pounds do not inhibit monoamine oxidase 
but do block certain effects of 
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between central cholinergic mechanisms 
and the phenomenon of depression, 

Although one group dissents(11 ), there is 
considerable agreement in the clinical litera- 
ture that imipramine and desmethylimipra- 
mine (DMI)(5, 24) and imipramine and 
amitriptyline(18, 25) are not only roughly 
equipotent, but also equally effective as 
antidepressants. In altering the behavior of 
pigeons and mice, imipramine, amitriptyline, 
and DMI are also roughly equipotent, 
qualitatively similar to each other, and yet 
distinctly different from atropine(1, 3, 13, 
22). Thus, both in the clinic and the 
laboratory, these three tricyclic antidepres- 
sant drugs are equally potent in their 
principal effects upon behavior. 

In the laboratory, however, there is ample 
evidence that the atropine-like (antimus- 
carinic) potencies of the three antidepres- 
sants are dissimilar. The effects of imipra- 
mine-like drugs have been examined on the 
guinea pig ileum, on pupillary dilatation, on 
physostigmine-enhanced hippocampal theta 
thythm, on the antagonism of the effects of 
tremorine (a centrally acting muscarine-like 
compound), and on the antagonism of the 
effects of arecholine (another muscarine- 
like agent) on the EEG, on analgesia, and 
on tremor(2, 8, 9, 14, 16). In a wide 
variety of animal species imipramine 
showed effects that appeared clearly anti- 
muscarinic, amitriptyline was two to ten 
times more potent, and DMI was consistent- 
ly less potent than imipramine. 


Method 


In an effort to assess the central antimus- 
Carinic properties of amitriptyline, imipra- 
mine, and DMI, the writer administered 
each drug to Pigeons. They were trained on 
a fixed ratio and fixed interval schedule; the 
Teinforcer was food. The Pigeons were 
Pretreated with methylatropine and physo- 
Stigmine. The effect of pretreatment was to 
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TABLE 1 : 
Relation Between Clinical Sedative Potency and Experimental Central Anticholinergic Potency of Several Drugs 
(Effective Dose in Mg./Kg.) 


SEDATIVE EFFECT 


REVERSAL OF 
PHYSOSTIGMINE-INDUCED 
BEHAVIORAL EFFECTS 


DRUG (HUMANS) (PIGEONS) 
Atropine 0.03-0.1(15) 0.1-0.3(22) 
Scopolamine 0.003-0.01(15) 0.01-0.03(21) 
Diphenhydramine 1.00) 3.0(22) 
Amitriptyline « 3.002) 3.0-10.0(23) 
Imipramine 3.004) 10.0(22) 
Desmethylimipramine > 3.0(4) > 17.0(23) 


suppress the operant behavior of the pigeon 
by muscarinic effects of physostigmine. that 
were presumably central. Antimuscarinic 
agents like scopolamine effectively restored 
the physostigmine-suppressed behavior; this 
served as a means of assessing the compara- 
tive potency of antimuscarinic agents on the 
central nervous system(21, 22). (For 
experimental convenience, pigeons were 
used, but these same pharmacological 
relationships held true for monkeys. ) 


Results 


Amitriptyline (1-10 mg./kg.) was more 
potent than imipramine (3-17 mg./kg.) in 
restoring physostigmine-suppressed behavior 
and DMI (3-17 mg./kg.) was without 
significant effect(23). Since all three drugs 
suppress behavior at doses greater than ten 
mg./kg., it was not possible to continue the 
dose-effect curves to higher doses. 

Unlike imipramine, neither chlorproma- 
zine nor methamphetamine was effective in 
restoring behavior suppressed by physostig- 
mine(22). 


Discussion 


An interesting observation emerges from 
these studies. Anecdotal evidence suggests 
that amitriptyline is better in agitated 
depressions than imipramine and also sug- 
gests that the former drug exerts more 
sedative effects(12). Similarly, patients on 
DMI were noted to require significantly 
more nighttime sedation than patients on 
imipramine(5). A study of normal male 
volunteers indicated that imipramine not 
only exerted more atropine-like effects than 
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DMI but that it also exerted far more 
“sedative” effects(4). 

Thus, in man and in cats(2), amitriptyline 
appears to exert more sedative effects than 
imipramine which, in turn, exerts more 
sedative effects than DMI. In man the 
“sedative” dose of a wide variety of drugs 
with antimuscarinic properties parallels the 
dose that reverses physostigmine suppres- 
sion of behavior (i.e., the dose that exerts 
significant central anticholinergic effects) in 
pigeons pretreated with methylatropine (ta- 
ble 1). 

In other words, the sedative side effects of 
the drugs listed in the table may depend on 
their central antagonism of acetylcholine. 
While these findings require further confir- 
mation in other species, they are of more 
than passing clinical interest. 

It is quite possible, then, that DMI may be 
the antidepressant of choice in delusionally 
depressed and elderly patients when the 
physician wishes to minimize atropine-like 
side effects (e.g., visual hallucinations, con- 
fusion, and exacerbation of glaucoma and 
urinary retention), while amitriptyline may 
be the antidepressant of choice in agitated 
depression, where sedative effects have clini- 
cal utility. 

In summary, the findings do not support 
the hypothesis that discrete cholinergic 
mechanisms play an important role in 
endogenous depression. The anticholinergic 
potency of imipramine-like drugs appears to 
be disassociated from their antidepressant 
potency. Conversely, in reasonable doses 
atropine does not seem a Clinically useful 
antidepressant(10). Rather, the most prom- 
ising clues to the antidepressant action of 
imipramine appear to lie in effects that 
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imipramine does not share with either 
atropine or chloropromazine—namely, po- 
tentiation of the effects of endogenous 
norepinephrine at adrenergic receptor sites 
(19, 20). 
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More on the Diagnostic Nomenclature 


Sir: In his letter in the March issue, Dr. 
Larry Silver, when speaking of the Group for 
the Advancement of Psychiatry (GAP)’s 
Psychopathological Disorders in Childhood: 
Theoretical Considerations and a Proposed 
Classification(1), stated, “It is unfortunate that 
the APA Committee on Nomenclature and 
Statistics chose not to consider this proposed 
classification.” The committee did consider this 
proposed classification and considered it very 
carefully. 

This matter needs to be discussed against 
the historical background of the APA’s Diag- 
nostic and Statistical Manual, Mental Disorders 
(DSM-I), published in 1952. This manual made 
important advances, but its diagnostic cate- 
gories were accepted by no other national 
organization—not even the American Medical 
Association. All of its diagnoses had to be 
translated into the nearest equivalent in the 
International Classification of Diseases (ICD) 
and reported to the World Health Organiza- 
tion, and this presented a serious problem in 
communication. Influential members of the 
APA actively participated in the international 
conferences that led to agreement on the 
categories of the eighth revision of the ICD 
(ICD-8), Substantial concessions were made to 
American views in this revision, The APA 
Committee on Nomenclature and Statistics was 
requested by the APA Council to adhere as far 
as possible to these ICD-8 categories in DSM- 
IH. 

The category “Behavior disorders of 
childhood" is one of the categories of ICD-8. 
We accepted and subdivided this ICD-8 cate- 
gory into “Behavior disorders of childhood 
and adolescence” and into six symptomatic 
categories and an “other” category. Thus we 
worked within the framework of ICD-8. The 
GAP classification cannot be directly related to 
ICD-8. 

DSM-II makes it clear that when definite 
brain syndromes, psychoses, neuroses, Or 
personality disorders can be diagnosed in 


children, these diagnoses should be made. Such 
diagnoses are not adult diagnoses any more 
than they are childhood diagnoses. "Behavior 
disorders of childhood and adolescence" 
provides a grouping that is necessarily neither 
transient (as are the adjustment reactions) nor 
life long (as the personality disorders typically 
are). When we are dealing with an overactive 
child, if an organic brain syndrome can be 
diagnosed or if a definite neurosis accounting 
for the overactivity can be diagnosed, the 
diagnosis *Hyperkinetic reaction of childhood" 
should not be used. 

The uncomfortable fact is that it is a small 
minority of hyperkinetic children in whom a 
diagnosis of either the etiology or the location 
of organic brain damage can be made. This is 
in accord with the recent experimental work on 
monkeys for which Dr. William Windle 
received a Lasker Award. A brain syndrome is 
a serious diagnosis and should not be made 
unless it can be reasonably substantiated. 
Typically in hyperkinetic children “minimal 
brain damage” or “minimal cerebral dysfunc- 
tion” can be suspected. A cerebral stimulant 
may be given a therapeutic trial. 

Dr. Silver disparages description too far. We 
can still diagnostically recognize Hippocrates’ 
description of tertian and quartan fevers. 
Hippocrates’ etiological concepts of phleg- 
matic, sanguine, choleric, and melancholy 
humors survive, not in medicine, but only in 
literature. Formulations of psychodynamic 
etiology are to be encouraged, but in the 
present state of our knowledge they are much 
more useful in telling us about the psycho- 
dynamic orientation of the psychiatrist than 
in telling us anything about the patient. 


The reference is: 


1. Group for the Advancement of Psychiatry: 
Report #62—Psychopathological Disorders in 
Childhood: Theoretical Considerations and a 
Proposed Classification. New York: GAP, 
1966. 


RICHARD L. JENKINS, M.D. 
Iowa City, la. 


Letters to the Editor are welcomed and will be published, if found suitable, as space per- 
mits. Please submit two copies (typewritten, double spaced), the length, if possible, not to exceed 
500 words. Letters will be subject to the usual editing. 


Amer. J. Psychiat. 125: 11, May 1969 


[157] 


1604 


The Contribution of the Private 
Practitioner 


Sır: Dr. Vishers “Trends in Psychiatric 
Treatment: A Report of a Private Psychiatric 
Practice” (January issue of the Journal) refers 
to the need for more publications by doctors in 
private practice. I agree whole-heartedly that 
this wealth of experience is under-represented 
in the literature. Not being a writer, I “point 
the finger" at myself as well as at my 
colleagues. With the current emphasis on the 
importance of community mental health, the 
author rightly calls attention to the contribu- 
tion of private practice by virtue of the number 
of patients treated. 

I believe our contribution tends to be 
underestimated in another way also. Frequent- 
ly there are more or less open accusations that 
we withdraw into a restricted, cloistered, 
psychodynamic ivory tower with the implica- 
tion that we should move out into the 
mainstream of life. What is overlooked in this 
argument is that in our practices we treat a 
number of people with present or potential 
influence in the community. A successful 
treatment experience can secondarily benefit 
the lives of many others in the home, in 
business and administration, and in the 
practice of professions. In some cases there has 
been direct effect on the community mental 
health movement through motivating people to 
better understand and support the various 
endeavors in this field by personal effort or by 
philanthropy. For obvious reasons of confi- 
dentiality, most of the indirect effect of good 
private practice cannot be documented or 
measured, but it should not be ignored. 


Mary Bishop, M.D. 
St. Louis, Mo. 


Firearms and the Determination 
of Competency 


Sim: An article entitled “Who Should 
Have a Gun? Some Preliminary Psychiatric 
Thoughts” by Drs. Rotenberg and Sadoff 
appeared in the December issue of the Journal. 
The basic theme of the discourse was that 
psychiatrists and other behavioral Scientists 
must share in the responsibility for the 
Prediction and prevention of violence by 
providing criteria for the assessment of the 
Purto of an individual to possess 
|; Conclusions made under a section entitled 
Discussion of Criteria” are invalidated by 
current knowledge. A statement was made to 
the effect that, although hunters and sportsmen 
should not be deprived of their privilege to 
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possess weapons, “certain attachments such as 
telescopic sights . . . should be prohibited since 
these are not part of the arsenal of the 
legitimate sportsman, and their possession 
implies a presumed intention to use violence,” 
Obviously no reference is cited to support such 
a highly questionable, if not somewhat rash, 
conclusion. If such a statement were 
supportable, our own Olympic rifle team would 
require psychiatric assistance in view of their 
presumed violent intentions, a conclusion that 
is directly drawn from the knowledge that they 
possess telescopic sights and Drs. Rotenberg 
and Sadoff's assumption that such possession 
implies a presumed intention to violence. Such 
a ridiculous comment can only reflect the type 
of statements made possible by the authors' 
questionable conclusions. 

Because of such an error, the fiber of the 
entire article is questionable. While most would 
agree that the behavioral scientist has an 
obligation to prevent social violence, the exact 
nature of the role he must play is presently 
highly ambiguous. Drs. Rotenberg and Sadoff 
are to be complimented on their effort to 
remind us of the obligation and its associated 
problems, yet the controversial nature of the 
issues involved in gun control make it 
imperative that all relevant statements made by 
the scientific community be unquestionable 
prior to their publication. A single questionable 
Statement can rend asunder the fabric of an 
otherwise impervious argument. It is the first 
duty of the scientific community to obviate 
any such weaknesses in proposals, be they 
academic or social in nature. Only then will 
society feel it appropriate to accept the 
consultation of the psychiatrist as a decisive 
factor in the assessment of individual 
competency. 

JOHN G. VARNI 
Seattle, Wash. 


T. E. Lawrence: Charlatan or 
Tragic Hero? 

Sir: At the beginning of his discussion of 
my paper on T. E. Lawrence (February 
Journal) Professor William L, Langer seems to 
accept my formulations regarding Lawrence’s 
conflicts and motives while challenging my 
rendering of the historical facts upon which 
these judgments are based. My conception of 
Lawrence’s Personality, his importance in 
history, and the relationship between psycho- 
logical forces and historical events in this 
instance are derived from my view of the facts 
of Lawrence's life and actions. If, as Professor 
Langer implies, I have been willing to accept as 
true an account that is markedly distorted and 
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am therefore greatly in error regarding the 
historical matters in question, then Lawrence 
would, for me, become a different sort of 
personality. My thesis could then not be 
sustained, for Lawrence would become a kind 
of charlatan instead of the far more complex, 
compelling, and tragic figure I believe him to 
be. 

In order to learn as much about the facts as 
I could, I have spent several years studying 
published and unpublished documents and have 
interviewed as many individuals as possible 
who knew Lawrence personally or were 
familiar with his life. I have not, as Professor 
Langer states, accepted “the Lawrence story as 
it appears in the works of friends which he 
supported.” 

Since it is principally the military aspects of 
Lawrence’s narrative that Professor Langer 
challenges, I will address my comments chiefly 
to these points. My view of Lawrence’s 
importance as a historical figure derives not 
from the military significance of the Arab 
Revolt in World War I (although Allenby 
himself credits its importance for his 
campaign) but from the modern techniques of 
guerilla warfare Lawrence developed, from his 
efforts on behalf of an alien people, and from 
the precedents he established in the ethical- 
ideological spheres. However, if Lawrence's 
falseness could be demonstrated in his accounts 
of his military activity, then the remainder of 
his claim to historical worth or importance 
would also probably be invalid. 

Professor Langer challenges the basic facts 
of Lawrence's account of the Arab Revolt in 
Seven Pillars of Wisdom and his role in it. 
Lawrence distributed for corrections complete 
copies of Seven Pillars of Wisdom to ten 
officers principally responsible for the military 
and political backing given to the Arab 
campaign. Afterwards, several of these men 
wrote their own reminiscences in book form. 
Not one ever questioned the veracity of 
Lawrence's account. In addition, various 
unpublished accounts by Peake, Joyce. and 
others also substantiate his story. Far from 
"refusing to come forth" with his narrative out 
of fear of "being attacked for the fraudulent 
account of his achievements,” Lawrence 
permitted in 1927 the publication of an 
abridgment of Seven Pillars called Revolt in the 
Desert, which contained practically the entire 
historical narrative, .omitting the personal 
matter. Furthermore, comparison of this 
narrative with contemporary reports in the 
Arab Bulletin (reports sent during the 
campaign by officers in the field, including 
many by Lawrence, to British headquarters in 
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Cairo) or with statements of  Lawrence's 
associates do not reveal the major discrepancies 
that Professor Langer alleges(2). Lawrence’s 
unwillingness to publish a general edition of 
Seven Pillars of Wisdom in his lifetime is a 
complicated matter, related to the highly 
personal nature of the book and to the intense 
conflicts he had over its traumatic content. It is 
not the result of shame over factual distortions 
as Professor Langer suggests. 

For his “evidence of the Arabs” Professor 
Langer has evidently relied principally upon 
the recent book by Suleiman Mousa, T. E. 
Lawrence: An Arab View, a work inspired by 
Arab nationalism and probably pro-Turk 
sentiment(5). Mousa had no direct personal 
knowledge of the events of the Arab Revolt or 
contact with the principal figures involved. Of 
Arab accounts it may be said in general that 
nationalistic pride will often not permit credit 
to be given fairly to foreigners. However, the 
most able of the Arab commanders in the 
revolt, Nuri es Said, personally vouched for the 
veracity of  Lawrence's account in an 
introduction he wrote for an Arabic translation 
of Revolt in the Desert. This was also 
published in English in the Baghdad Times(6). 
In this article Nuri wrote, "Lawrence is 
thoroughly candid in his book, which is 
throughout accurate. If the book is lacking in 
any way, it is in information to which the 
author had no opportunity of access." Nuri, 
who later became one of Iraq’s most 
distinguished leaders, also wrote in the same 
article that “Without exception I remember 
Lawrence whenever we now encounter any 
difficulty, and ask myself whether we shall be 
again so fortunate as to have another friend of 
Lawrence's type.” George Antonius, who wrote 
from personal firsthand knowledge, asserted: 
“On more than one occasion in the years that 
followed the War, have I heard the late King 
Feisal declare that, with the exception of 
Lawrence whose genius entitled him to a place 
of his own, the claims of Colonel S. F. 
Newcombe or of Major P. C. Joyce to Arab 
gratitude were not less strong than those of any 
other Englishman"(1). Feisal was speaking of 
what Lawrence did, not of what he wrote. 

Bedouin tribesmen who recall Lawrence, 
particularly those who worked and fought 
closely with him, retain the deepest respect and 
affection for him and confirm his accounts of 
the maneuverings and battles in the desert. 
James Lunt, an English brigadier who has 
traveled and lived extensively among the 
Bedouin of Jordan, has provided firsthand 
accounts of their admiration for Lawrence's 
courage, leadership, and exploits(3, 4). My 
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own interviews among surviving Howeitat 
tribesman in southern Jordan confirm Lunt's 
impressions. 

Professor Langer has questioned in particu- 
lar Lawrence's accounts of the attack on 
Aqaba, the Damascus campaign, and the 
episode at Deraa. Lawrence's superior officers 
have agreed that he was responsible for the 
strategy and execution of the  Aqaba 
campaign. Lawrence was uniquely familiar 
with the approaches to Aqaba by land because 
of a journey he made through the region early 
in 1914 while doing a survey for the Palestine 
Exploration Fund. The Bedouin in the region, 
whose chieftain was Auda Abu Tayi, had not 
yet joined the revolt when the attack was 
planned and thus could not have taken a major 
part in formulating the strategy. The 
commander of the French forces, Bremond, one 
of Lawrence’s severest critics, confirms his role 
in the Aqaba campaign. Jean Beraud Villars, a 
recent biographer of Lawrence, in order to be 
certain on this matter interviewed Colonel S. 
F. Newcombe, Lawrence's commanding officer 
at the time of the attack on Aqaba, shortly 
before Newcombe's death in 1954. “Colonel 
Newcombe,” wrote Villars, “has confirmed that 
the Aqaba exploit was entirely conceived by 
Lawrence who was its real leader and 
animating spirit, although for reasons of 
diplomacy that are understandable the official 
command was left in the hands of the Arab 
Chieftains” (8). 

Concerning the Damascus Campaign, it is 
not clear what there is to question, since there 
are no significant inconsistencies between 
Lawrence’s account and the recollections of 
other eye witnesses (for example, Lt. Col. 
W, F. Stirling[7]). 

It is of course difficult to obtain outside 
evidence regarding the Deraa episode. Other 
officers have described Lawrence’s condition 
following this episode, including his injuries, 
but this does not provide proof as to what 
actually happened. The minor inconsistencies 
between Lawrence’s versions of the episode in 
Seven Pillars and in his letters to Mrs. Shaw 
are entirely consistent with what occurs when 
one describes an experience that is so intensely 
traumatic. It is difficult to imagine what motive 
could have made Lawrence fabricate an 
experience so utterly devastating. Furthermore, 
Lawrence’s reaction to this traumatic experi- 
ence, including the part it played in the 
see | a eanees from Which he suffered 
hae is entirely consistent with his 
à Ü especially his fastidiousness regard- 
ing all direct sexuality, The burden of proof is 
on the individual who would doubt the 
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truthfulness of the account. For Professor 
Langer to condemn the story as false on no 
other ground than that it "seems most 
implausible" or "has been rejected by many 
writers" (which ones?) seems inconsistent with 
an objective outlook. 

In summary, Professor Langer has not 
supported his accusations that Lawrence's 
account of the Arab Revolt in Seven Pillars of 
Wisdom “is full of exaggeration, distortion and 
even downright fabrication." On the contrary, 
the available evidence has supported in large 
part Lawrence's account. 

Because Professor Langer and I have 
different views of the historical facts, our 
interpretations of Lawrence's personality and 
the interplay of psychological and historical 
realities in his case will be at variance. His 
interpretations of Lawrence's psychology and 
motives derive from his contention that 
Lawrence "wanted to misrepresent not only his 
own role but the entire historical episode." He 
is therefore interpreting the psychology of a 
charlatan, of a fraud. My interpretation is of a 
different sort of man, one who, despite the 
actual accomplishment of extraordinary deeds, 
simultaneously viewed himself as without value 
and could not uplift through genuine 
accomplishment this debased self-regard. 

Despite the negative connotations of 
“imposter,” there are resemblances between 
Lawrence's psychology and the problems of 
this type of personality. There are major 
differences between the inner struggles of the 
imposter and the charlatan. The imposter 
suflers from a profoundly damaged self-esteem, 
so that, no matter how great the actual public 
accomplishments through which he aims to 
elevate this lowly opinion of himself, he 
believes he is acting falsely since he still retains 
a private opinion that constantly reminds him 
he is worthless. This was the case with 
Lawrence, who seems to have convinced one 
Portion of his followers of his falseness, while 
another group has seen only the accomplish- 
ments. The charlatan, on the other hand, 
pretends to knowledge he does not have, 
abilities he does not possess, and accomplish- 


ments he has not achieved. Critics and 
detractors of Lawrence have tended to 
overlook this distinction. The origins of 


Lawrence’s conflicts over his value as a person 
are suggested in my paper (February Journal) 
and will be amplified later in a fuller 
account. 

Lawrence has had more than his share of 
detractors. Perhaps there is something in his 
Psychology that invites denigration, More than 
most historical figures, he seems to inspire 
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strongly partisan responses. My only request of 
Professor Langer and other historians who 
write about Lawrence would be that they 
examine the relevant historical source material 
with the same care they naturally apply to 
other figures or events. If Professor Langer’s 
opinion of the man were correct, Lawrence 
would be pathetic and rather contemptible. In 
my view Lawrence is a heroic and tragic 
figure. 


The references are: 

1. Antonius, G.: The Arab Awakening. Philadel- 
phia: T. B. Lippincott Co., 1939, p. 217. 

2. Kilgour Collection: Notes on the Seven Pillars 
of Wisdom (1927). Cambridge, Mass.: 
Houghton Library, Harvard University. 

3. Lunt, J. D.: An Unsolicited Tribute, Black- 
wood's Magazine 277:289-296, 1955. 

4. Lunt, J. D.: "Letter," Royal United Service 
Institution Journal 109:78, 1964. 

5. Mousa, S.: T. E. Lawrence: An Arab View. 
London: Oxford University Press, 1966. 

6. Nuri es Said, Baghdad Times, March 24, 
1927. 

7. Stirling, W. F.: Safety Last. London: Hollis 
and Carter, 1953. 

8. Villars, J. B.: T. E. Lawrence or the Search 
for the Absolute, New York: Duell, Sloan and 


Pearce, 1959. 
Jonn E. Mack, M.D. 


Boston, Mass. 


The Lawrence Enigma 


Sin: I share Professor Langer's appreciation 
of John Mack’s treatment of T. E. Lawrence. 
Indeed, I would add that no future historian 
can afford to ignore his contribution to the 
study of this complex and seemingly enigmatic 
personality. But Professor Langer’s comments 
raise questions that were not dealt with in Dr. 
Mack’s presentation, although they may have 
been implicit in it. From the point of view of 
an investigation into Lawrence’s personality, it 
is certainly legitimate to wonder about the 
contradictions, silences, and alleged withdrawal 
that were features of T. E. L. Professor Langer 
suggests that these characteristics, which he 
applies to Lawrence’s political dealings, can be 
explained as the necessary acts of a man fated 
to search for a role his personality could not 
tolerate. The conclusion Professor Langer 
reaches is that Lawrence accomplished little, 
exaggerated a great deal, and generally 
participated in a movement that was of 
extremely limited consequence. 

This summary of a summary may not do 
justice to Professor Langer’s considered 
opinion on the question. As it stands, it is 
difficult to understand why anyone, least of all 
sober minded historians who are not attracted 
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to Lawrence’s defects, should have paid so 
much attention to Lawrence’s activities. Those 
who have attacked him as a fraud have done so 
because they felt his claims were too great, or 
too ambitious, to ignore. Others, like Suleiman 
Mousa (the first Arab historian to undertake a 
study of Lawrence), have been motivated by 
the desire to redress a far greater injustice, the 
making of their history by a non-Arab; and 
specifically, by the account of the leadership of 
the Arab Revolt, which Mousa, unlike Langer, 
considered important. Professor Langer dis- 
misses Lawrence’s performance .at Aqaba, the 
Damascus episode, and the traumas of Deraa. 
But the question remains: did Lawrence play 
any political role of consequence in Britain's 
Middle Eastern policy, and did he have any 
ideas which proved influential? 

Mousa’s position is that Lawrence was a 
diabolical agent of the imperialist powers. He 
was no friend of the Arabs, and he exerted an 
undue influence on King Feisal on whom he 
attempted to foist his own Zionist leanings. 
The secretive nature of Lawrence’s activity, the 
enormous freedom of movement that he 
appeared to have, his habit of establishing 
elaborate relations with a number of well- 
placed men—all of this attests to the personal 
manner in which Lawrence worked. I am more 
prepared to agree with Mousa that Lawrence 
was a man of England, than with Professor 
Langer who would have us relegate him to the 
well-populated files of merely dishonest men. 

Lawrence's activities before the war, his 
presence at the Paris Peace Conference, his 
interference on England's behalf for Feisal, his 
solicitous concern for Feisal in France—to the 
point of excess—his consistent expressions of 
concern with British policy in the Middle East 
after the Peace Conference, and his cautious 
statements concerning the prospects of Arab 
unity and the desirability of having Britain's 
Arab client states join the Commonwealth, 
suggest—to this writer—that Lawrence was 
not devoid of political ideas, nor of a political 
role, and that it is inadequate to dismiss him as 
a charlatan, be he neurotic or normal. The case 
does not rest with the statement that Lawrence 
misrepresented his role and an “entire 
historical episode.” Professor Langer’s com- 
ments convince me that he has passed beyond 
indifference in his own estimate of Lawrence. 

The truth, if it is permissible to use such a 
word in this context, has yet to be written. 
That is to say, we need not only a sober 
evaluation of Lawrence from Western sources, 
including Dr. Mack’s psychoanalytic portrait, 
but a study of Lawrence written from the Arab 
side. Mousa’s book, disappointing as it is 
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because of its unrestrained passion in 
transferring the evils attributed to Great Britain 
to the slender and not-too-straight shoulders of 
T. E. Lawrence, is, nevertheless, the first step 
in this direction. Lawrence may have served 
the West politically, but he certainly paid the 
‘price for being born into an irregular and 
excessively Victorian family. What he hoped to 
find in the East, from a personal point of view, 
may be as abhorrent to Mousa and other Arab 
historians as what he found and/or created 
politically. 

Far from disappearing into the anonymity of 
automated libraries, I would venture to guess 
that Dr. Mack’s study will free historians who 
have been reluctant and unprepared to tread on 
political ground to cope with the purely 
political aspects of the Lawrence phenomenon, 
It will be interesting to observe how a man who 
was both fallible and generous will emerge. 


IRENE L. GENDZIER 
Boston, Mass. 


Ed. Note: Miss Gendzier is assistant professor 
of history, Boston University, and honorary 
research associate, Center for Middle Eastern 
Studies, Harvard University. 


Professor Langer Replies 


Sır: Although over the past 30 years I have 
followed the development of the Lawrence 
problem with continuing interest, I cannot 
claim to have subjected it to intensive research, 
as has Dr. Mack; neither can I pretend to 
anything like his competence in the field of 
psychological analysis. If I have ventured, as 
an invited commentator, to criticize his 
scholarly, thoughtful paper, it was because as 
an historian I disagreed with his evaluation of 
part of the evidence, and because I believed 
another interpretation of Lawrence's personal- 
ity to be possible and defensible. 

. The Lawrence problem continues to stir 
interest and provoke controversy because, as 
Dr. Mack observes, Lawrence seems to have 
convinced some of his associates of his 
falseness, while others have seen only his 
pane et I tend to stand with the 
ormer, while Dr. M. i i 

with the latter, s NE D id pud 

l agree with Dr. Mack that his study of 
Lawrence hinges on the validity of the record 
of Lawrence's life and activities. Dr. Mack has 
made great efforts to unearth new evidence in 

i account of his 
volt, an account 
y from Lawrence 
a book such as 
nt T. E. Lawrence: An 
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Arab View, which tends to derogate Law- 
rence's achievement, is highly inconvenient. Dr. 
Mack discounts it on the plea that it is 
"inspired by Arab nationalism," and hence 
unable to give due credit to foreigners. The 
author, he argues further, had no direct 
personal knowledge of the Arab revolt nor 
contact with the principal figures involved in 
it. 

But do not these objections apply also to Dr. 
Mack's sources? The writers of British 
accounts are no less nationalist than the Arab 
and are quite possibly influenced by considera- 
tions of policy such as those that underlay the 
Balfour Declaration. Lawrence's own books 
and those of his friends naturally tend to 
magnify his role and extol his contribution. As 
for Dr. Mack, he has had no more personal 
knowledge of the revolt than had Mousa, and 
the testimony of his Arab interviewees, 40 or 
50 years after the event, has little if any 
historical value. (This I know from my 
experience in interviewing American leaders 
only a few years after the close of World War 
IL. There was hardly one in ten whose 
recollections would stand the test of reference 
to contemporary documents. ) 

In his Seven Pillars of Wisdom Lawrence 
remarked that at times he felt that his 
reputation was based on fraud. Even Dr. Mack 
concedes that at times Lawrence "greatly 
exaggerates his personal responsibility for the 
whole operation." According to his Bedouin 
informants, Lawrence did not lead the opera- 
tions directly but worked with and through 
the Arab leaders. 

What remains, then? Certainly something 
more than a mere fable or a mere classic of the 
narrative art. Lawrence, like a number of other 
British and French liaison officers, provided the 
Arabs encouragement, funds, instruction, and 
modern weapons. Dr. Mack appears to credit 
him with the development of guerilla tactics of 
a novel kind, but I cannot see that the Arab 
Operations were basically different from the 
traditional tactics of harassment and intercep- 
tion, to which the long-drawn, isolated Hejaz 
railway was peculiarly vulnerable. 

The memoirs of Turkish and German 
commanders in the Palestine campaign have 
nothing to say about Lawrence, and there is 
little in the Arab sources, according to Mousa. 
This does not mean that his achievement was 
negligible, but it does suggest that there is room 
for honest difference of opinion as to the 
nature and extent of his contribution. Dr. 
Mack draws a distinction (new to me) between 
the terms imposter and charlatan. He will not 
have Lawrence stamped a charlatan, though 
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the man himself ‘confessed to, at times, feeling 
like one. Brushing aside the doubts as to 
Lawrence’s veracity that have troubled various 
writers, Dr. Mack sees him as basically a 
heroic figure. To me, on the other hand, he 
appears pathetic rather than heroic. I do not, 
however, recall having characterized him as 
“rather contemptible,” and I do not do so 
now. 

Because of space limitations, I am unable to 
comment on Professor Gendzier’s reflections. 
She advances thoughts of some interest, but 
they do not, as I see it, require a specific 
response on my part. 

WILLIAM L. LANGER 
Cambridge, Mass. 


Orientational Perception 


Sir: Daniel Cappon’s valuable paper 
"Orientational Perception: III. Orientational 
Percept Distortions in Depersonalization” 
(February issue of the Journal) postulates all 
such distortion as based on pathological 
processes. The sense of unreality, of "deperson- 
alization” or “derealization,” however, not un- 
commonly occurs in the course of psychother- 
apy as a manifestation of progress toward 
health. 

One patient, for example, who drove the 
same suburban parkway route twice weekly for 
over two years came for a session feeling 
disturbed because a substantial stretch of the 
road and its surroundings had seemed weirdly 
unfamiliar that morning. She had made a 
breakthrough in her marital relationship after a 
long struggle for insight. Over the weekend she 
had been able to assert independence without 
rancor and had had a qualitatively new and 
enjoyable feeling about life with her husband. 
She had made no connection between the 
weekend experience (which she described as 
the session proceeded) and her experience 
while driving. (Her disorientation perception 
corresponded most closely to Dr. Cappon's 
Question 10 of Questionnaire 1, in which ". . . 
OBJECTS or PEOPLE around me were 
STRANGE or UNREAL.") 

The disorientation phenomenon itself often 
makes the psychotherapist (including psycho- 
analyst) somewhat leery, causing him to relax 
the very therapuetic efforts that have helped his 
patient reach a higher level of personality 
integration. He has some fear that the 
therapeutic process is precipitating the patient 
toward more serious pathology. Both therapist 
and patient suffer from this clinical misevalua- 
tion. 7 

This situation is discussed more fully in a 
chapter “Evidence of Evolving Health in 
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Dreams,” from my book The Clinical Use of 
Dreams(1). 


There are very definite and identifiable 
differences between schizophrenic panic and 
the feelings of unreality during healthy 
change. The schizophrenic, as he panics, 
loses his orientation to the world, no longer 
knows who he is, why he is doing what he 
does, what has gone before or what is ahead. 
The patient who has feelings of unreality in 
the course of healthy change has become 
more related, better integrated with reality 
—his feelings, practices and thinking have 
rather suddenly become more rational. What 
appears to be a feeling of unreality is a 
subjective sensation of his own personality 
being unfamiliar(1). 


Dr. Cappon commences his paper with the 
statement "The heuristic theory upon which 
this work was originally based holds, in 
essence, that disturbances in orientational 
perception (OP) are important determinants of 
psychological illness and, subsequently, of 
pathological behavior." My communication in 
no way challenges the theory or the soundness 
and value of his work. I wish only to call 
attention to the neglected phenomenon of a 
connection between disturbances of orientation- 
al perception and salutary processes and be- 
havior. ; 


The reference is: 


1. Bonime, W.: The Clinical Use of Dreams. 
New York: Basic Books, 1962. 
WALTER BONIME, M.D. 
New York, N. Y. 


More on Cerletti and Electric Fish 


Sır: The correspondence in the February 
Journal, concerning Cerletti and his awareness 
of uses of electric shock earlier than his own, 
aroused some memories in me that can answer 
the question, at best within limits. It is very 
unlikely that Cerletti knew of earlier uses in 
1938. In 1949 I became acquainted with 
Cerletti and he gave me a manuscript, “Old 
and New Information About Electric Shock,” 
requesting that I edit it and seek its publication 
in the United States for him. The manuscript 
was submitted to the Journal in edited form but 
was rejected as too long, after which it was cut, 
resubmitted, and published under the title 
above (volume 107, pp. 87-94, 1950). The 
original manuscript contained a long prologue 
on the uses of the medical library and Cerletti’s 
self-criticism that he had earlier been unaware 
of the uses of the electric animals in treatment 
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before his time. The published manuscript 
preserved references to Largo, Aristotle, Pliny, 
and Galen. Dioscorides is not mentioned, 
which probably means that Cerletti had not 
found this reference. Cerletti gives credit for 
the references to Dr. Debenedetti, a medical 
historian who brought them to his attention. 
Unfortunately, my old file contains only the 
paper as published, not the original that 
Cerletti gave me. I wish the original were still 
at hand because Cerletti’s admonitions on the 
necessity of library work, in their unedited 
form, had a delightful, honest simplicity that 
was most engaging. 
PauL V. LEMKAU, M.D. 
Baltimore, Md. 


Recovery, Inc. 


Str: Because of a chronic shortage of 
psychiatrists and the high cost of treatment, 
many patients never see a psychiatrist until 
they enter a mental hospital. For these and 
other reasons it is necessary to devise ancillary 
facilities on a community level. Several psy- 
chiatric hospitals and mental health organiza- 
tions have developed programs of self-help, 

This communication invites serious consid- 
eration of one of the oldest and best known of 
such programs, Recovery, Inc., founded in 
1937 by a psychiatrist, the late Dr. Abraham A. 
Low of Chicago. The Present author was the 
first of several other psychiatrists to extend his 
program(2). It aims to minimize relapses in 
former mental hospital patients and chronicity 
in other nervous patients by getting groups of 
Such patients and their relatives together for 
weekly debate-interviews among themselves, a 
practice which invites comparison with 
Alcoholics Anonymous. 

This self-help program does not diagnose, 
treat, or supplant the Psychiatrist but is 
designed rather to supplement the psychiatrist's 
time deficit. Each member is at all times 
expected to follow the authority of his own 
physician. Nevertheless, if the need arises, 
Recovery will accept members who, for 
economic or other reasons, are not currently 
under psychiatric care, Does that pose a threat 
to private practice? Not at 


cross-referrals as well as therapeutic Progress, 
enhanced prestige, and personal satisfaction, ‘ 

In order to Provide a uniform basis for 
communication and Procedure, Participants are 
expected to use as their guide Dr. Low’s 
textbook, Mental Health Through Will Train- 
ing(1), which stresses such concepts as 
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“muscle control,” “will power,” “sabotage,” 
“spotting nervous symptoms,” etc. To some 
psychiatrists that might seem rather naive and 
archaic, if not downright heretical. However, 
such simple homilies have proved effective in a 
lay setting, and I have never found them to 
interfere with our more recondite pontifica- 
tions. 

Each session is concerned primarily with a 
topic selected in advance from Dr. Low’s book 
or from a prerecorded comment by Dr. Low 
on the topic. A panel discussion follows for 
approximately one hour, then a nominal 
freewill offering is collected. Next comes a 
mutual aid and discussion period that is usually 
accompanied by simple refreshments. During 
this half hour group members have an 
Opportunity to become better acquainted and 
to discuss Recovery techniques informally. 

The emotional climate of the group, its 
contagiousness, actual demonstration of bene- 
ficial results in others, the Opportunity to share 
with and even help others, the inclusion of the 
family group—all these are constructive and 
Positive forces of great value. 

Today there are over 725 Recovery groups 
in the United States and 15 in Canada, with a 
corresponding number of specially trained 
leaders. Approximately 12,000 patients attend 
meetings each week, 

For further information 
check his local 
contact: 

National Headquarters, Recovery, Inc. 

116 South Michigan Ave, 

Chicago, Ill. 60603 


The references are: 


1. Low, A. A.: Mental Health Through Will 
Training; A System of Self-help in Psycho- 
therapy as Practiced by Recovery, Incorporat- 
ed, 4th ed. Boston: Christopher Publishing 


the reader may 
telephone directory or 


House, 1952, 
2. 10 A. A.: personal communication, June 1, 


STANLEY R. DEAN, M.D. 
Miami, Fla. 


A Correction 


In the February issue the article titled “The 
Enduring Effect of the Jewish Tradition Upon 
Freud” by Lary R. Berkower, M.D., contains 
an error. A line was dropped at the end of the 
third paragraph on page 1067. The last 
sentence should read “It is true that Bakan 
Sometimes refers to less mystical Jewish 
Writings, such as the Pentateuch, Talmud, and 
Important commentaries, but often these too 
are utilized to support the mystical thesis." 

The staff and the Printer regret this error. 
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HANDBOOK OF PSYCHIATRIC CONSULTATION. By 
John J. Schwab, M.D. New York: Apple- 
ton-Century-Crofts (Meredith Corp.), 1968, 
293 pp., $8.50. 


This volume is not only a handbook but an 
in-depth study of the consultation process as 
well. Initially conceived as a manual for 
psychiatric residents, the book has been 
enlarged in scope to be a supplementary 
textbook also. Dr. Schwab has drawn richly 
upon his experiences as an NIMH Career 
Teacher and upon conferences at various 
consultation-liaison programs in the United 
States and Canada. 

In the section on diagnosis and management 
there is a detailed presentation of the clinical 
syndromes, symptoms, and diseases encoun- 
tered in a general hospital that are brought to 
the attention of the consulting psychiatrist. 
Here the psychiatric resident, the medical 
student, and the physician in other medical 
specialties will find readily available the 
information that they need to diagnose and 
treat psychiatric emergencies such as delirium; 
suicide threats; acute excitements due to 
alcohol, drugs, and psychosis; acute, over- 
whelming anxiety; conversion reactions; and 
dissociative reactions. 

The organic brain reactions, depressive 
reactions, and personality disorders are 
described in detail. In addition there are four 
appendices: “Differential Diagnosis of Acute 
Psychiatric Disorders,” “Possible Medical 
Sources of Emotional Symptoms,” “Psychiatric 
Symptoms Accompanying Medical Illnesses,” 
and a useful presentation of medications. 

The book’s major emphasis is on the 
development of a concept of psychiatric 
consultation in depth utilizing the comprehen- 
sive-ecologic concept of illness. The dehuman- 
izing process in medicine may be deplored, but 
it advances. The author quotes Dr. Brosin: 


The automated assembly lines are often 
effective and efficient but lack that emotional 
communication input so necessary to sustain 
the doctor as an altruistic professional 
worker. The psychiatric consultation has the 
potential of giving him an overall view of the 
patient and his family in a psychological 
dynamic setting, and can also help revive his 
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more humanistic impulses and resist the 
dehumanizing process. 


Dr. Schwab recognizes that the hospitalized 
patient is a “displaced person.” Uninformed, 
uninitiated, and anxious, a public relations 
convert to the philosophy that he is the 
beneficiary of “the best medicine in the world,” 
the patient is nevertheless in a state verging on 
sensory deprivation. The psychiatric consultant 
can do much to minimize the antitherapeutic 
atmosphere unknowingly created by a disease- 
oriented staff; he can change the view of the 
medical staff from disease orientation to person 
orientation. When the staff reinterprets the 
patient’s illness and behavior in the light of 
increased understanding, management then be- 
comes therapeutic. 

The psychiatric consultation is more than a 
diagnostic and therapeutic tool in general 
hospitals. It is also an educational device for 
teaching psychiatry to medical students and 
house staff. It provides a community service to 
social work agencies, schools, criminal courts, 
and mental health clinics. A chapter on 
community consultation by the psychiatrist, 
written by Dr. Rufus M. Vaughn, could well 
be expanded in a second edition of this 
handbook. In many areas of the country the 
psychiatrist’s specialized training is being 
utilized in community consultation, and more 
effective techniques are being developed. 

I found the section on “The Pediatric 
Consultation” by Dr. Paul L. Adams 
interesting and replete with practical sugges- 
tions. The consultant not only establishes a 
doctor-patient relationship but also a doctor- 
doctor relationship in working with and 
through the pediatrician-consultee. 

The concluding chapter on a consultation- 
liaison program in the teaching of residents is 
well organized. Dr. Schwab expresses fears that 
his highly structured program with its defined 
content might be an obstacle to the goal of 
making the consultant a specialist in 
comprehensive medicine. Teaching methods 
differ enormously. Whether one is structured 
too tightly or too loosely does not seem as 
important as the question of whether there is a 
potential for evolutionary changes. 


C. F. Von SarzeN, M.D. 
Hartford, Conn. 
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Man, Minn & Mepicine: Tue Docron's Epuca- 
Tion. By Oliver Cope, M.D. Philadelphia: 
J. B. Lippincott Co., 1968, 138 pp. $4.25 
(cloth), $1.95 (paper). 


The meeting held in Swampscott, Mass., in 
late 1966, for which about 40 individuals of 
diverse disciplines and specialties gathered to 
discuss the place of the behavioral sciences in 
medicine, must have been a fascinating one. 
This book is an outgrowth of that meeting, but 
the foreword makes it clear that it is not simply 
a report. It is a study, or if you will, one man's 
view of a study. The man? The distinguished 
Dr. Oliver Cope, professor of surgery at 
Harvard Medical School—a spirited advocate 
of the place of the behavioral sciences in 
medicine and a great, good, and understanding 
friend of psychiatry, 

As with most conferences, nothing much 
was solved, but ideas abounded; many were 
concerned with the need for reform of medical 
education. The participants were bothered by 
the fact that doctors will become narrow in 
scope if they focus entirely on disease. All of 
life is not disease, and doctors must keep needs 
in mind: the breadth of the normal and the 
effect of everyday social and Psychological 
forces impinging upon people—upon patients. 

In a telling introduction Dr. Cope discusses a 
young lady who might have lost her uterus and 
her thyroid by Surgery and mayhaps her life by 
suicide, but who was helped by the calm 
philosophy and enlightened medical skill of the 
author, Few doctors keep their patient's 
emotional problems in mind, the conferees 
noted, and fewer still feel responsibility for the 
family. The participants fault medical educa- 
tion for this, for failing to give doctors the 
insight and confidence they need to handle 
Over-all situations. 

It is well known that most students come to 
medical school with open minds, but something 
happens to many of them On their medical 


Dr. C 
Says, these problems may be divided into fie 
Parts: 1) the common Problems of patients, 


psychiatrist; 
munity health, 

Dr. Cope notes that there is 
of Psychiatrists, 
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Some of the criticism is informed, but much of 
it is not. Dr. Cope agrees only with criticisms 
related to fees and jargon. He feels that there is 
really too much criticism of psychiatrists for 
this day and age and thinks Psychiatrists are 
poorly understood by their medical colleagues, 
He gives an excellent apologia for psychiatry 
(p. 66). 

All participants agreed on the importance of 
behavioral sciences in medicine, and all agreed 
that the exact sciences are medicine’s 
underpinning. The changes in medical students 
and interns are due, they thought, to the 
protective carapace they put around themselves 
to keep from being overwhelmed by what they 
see. The development of balance takes time 
and experience; the first step often results in an 
overshoot in the direction of toughness and 
cynicism. The second obstacle lies in the 


special material involved. These two attitudes 


together bode no good for psychiatry. 

The efforts of an enlightened few on a 
medical faculty can be undercut by a resistent 
majority. It is too much to expect an 
established faculty to change its corporate 
point of view. The reasons for and against 
Starting a department of behavioral sciences 
are set forth clearly, humorously, and 
pungently. It is too much to discuss here. One 
good reason against it is that departments tend 
to become fiefdoms, the personal property of 
the professor to be guarded: against inroads. 
Also, the location of the department would 
create problems. 

The conferees knew they had left many 
things still to be discussed: women in medicine, 
group practice, and new persons in medicine, 
viz., systems engineers. However, they had 
Taised some fine questions, and Dr. Cope 
Suggests that the only way to wrap up all these 
good ideas is to set up new experimental 
Schools of three years' duration. They think it 
could be done immediately at minimal expense. 
Fm not sure about this, but I am sure the 
Conference must have been most stimulating 
and should have an encore. In addition, it 
sounds like it was fun. 


F. J. B. 


Tue Dawn or AUSTRALIAN Psycuratry. By 
John Bostock. Sydney, Australia: Austral- 
asian Medical Publishing Co., 1968, 219 pp., 
no price listed. 


The author, already an elder statesman, who 
described the new entity “Neophobia” in his 
Presidential address to the Australasian 
Psychiatric Association (since 1965 known as 
the Australian and New Zealand College of 
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Psychiatrists), has now qualified as an able 
historian in the highest scientific sense. In this 
carefully documented volume (241 references 
in the major chapter) Dr. Bostock has 
straddled the “bald statement of facts . . . 
which quickly tires the reader" and “the 
dramatic [approach] to increase the emotional 
appeal" This book, completed in 1951, 
endeavors "to make the distinction between 
fact and opinion by italicizing his running 
comments." 

The subtitle contains this message: An 
Account of Measures Taken for the Care of 
Mental Invalides from the Time of the First 
Fleet, 1788, to the Year 1850, Including a 
Survey of the Overseas Background, and the 
Case Notes of Dr. F. Campbell. 

The record shows Australian pioneer 
enterprise that has lived up to its promise in a 
few modern examples: the first open hospital, 
1930, in Tasmania; the first half-way house, 
1943, near Melbourne; total family in-service 
therapy, 1965, in Sydney; division of 
Melbourne into four self-contained catchment 
areas; six psychiatrists in a group medical 
practice of 15, in Brisbane; state and 
repatriation (veterans) hospitals sharing the 
same grounds and staff. 

Dr. Bostock’s preface is a . masterly 
philosophical essay on bureaucratic administra- 
tion that could apply to any country’s public 
services. “Bureaucracy is at its worst when it 
gives no adequate direction and leaves its 
officers naked to withstand public criticism”; 
and “A potential bureaucrat is in charge of 
every hospital.” 

Content is built around the careers of three 
superintendents in New South Wales, where 
detailed records were available, These are true 
case studies of institutions, and they include 
major developments—from gaol incarceration 
to three hospitals that were staffed largely by 
convicts (not hardened criminals). There are 
detailed accounts of problems of admission, 
certification, laws, traps and pitfalls besetting 
patients and staff, the first murder, classifica- 
tion, and conflicts between lay and medical 
control and between systems of restraint and 
nonrestraint. It is noted that in 1850 “total 
non-restraint with the best of effort is still not 
possible." ica 

The psychiatric administrator and historian 
will be interested in “Instructions to Superin- 
tendents" by Governor Macquarrie (1814) and 
Dr. Campbell’s “Regulations” (1848). Com- 
pare these with the “Instructions” left by Dr. 
Thomas S. Kirkbride of Pennsylvania Hospital 
at the same time on another continent. The 
author comments, “It is unquestionable that the 
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best administrators make the fewest rules.” 

Campbell’s “Case Reports” (1847-1850) 
give the flavor of the times; they are eminently 
worth reading by young students and seasoned 
practitioners. 

Other states are treated with less detail, 
although they are a part of the important 
steps in progress, such as the first hospitals, in 
Tasmania, 1827, Victoria, 1848, Western 
Australia, 1857, Queensland, 1864, and South 
Australia, 1866. It is of interest that in Western 
Australia the only recorded case of a mental 
patient before 1857 was a doctor who in 1830 
was kept in the wreck of the “Marquis of 
Anglesey.” The first housing of mental patients 
on our West Coast was in the rotten, grounded, 
rat-infested, ex-prison-ship in San Francisco 
Bay, 1849. 


DANIEL BLAIN, M.D. 
Philadelphia, Pa. 


Tue Dynamics or Dissent. Science and Psy- 
choanalysis, vol. XIII. Edited by Jules H. 
Masserman, M.D. New York: Grune & 
Stratton, 1968, 170 pp., $8. 


This is yet another of a recent spate of books 
that purport to give a representative overview 
of the sociopsychological forces that are 
expressed in dissent. The interest in this 
phenomenon is no longer—if it ever was— 
merely. academic. The political relevance of 
dissent is witnessed on a worldwide screen. 

Of this particular exposition Jules Masser- 
man writes in an editorial preface: “This 
[collection of essays] is a heuristic excursion 
into semantics. . . .” It is that and more. The 
etymological derivation of dissent is from the 
concept of “feeling apart.” This book is an 
illustrative potpourri of the semiotics. Each of 
the nine presentations and the individual 
discussions that accompany them is literally a 
gloss—an adumbration on a special facet of 
the polymorphous meanings of dissent. 

Pinderhughes presents a psychoanalytic 
formulation gleaned from a study of 20 
patients. He infers from the clinical data 
elicited “vigorous libidinized conflictful rela- 
tionships.” Coser adduces evidence that he 
suggests compels a sociological overview of the 
function of dissent. In effect, he says that the 
primary function of dissent is the conservation 
of group boundaries. Seidler gives a biographi- 
cal précis of Norman Thomas' dedication to 
humanistic protest in behalf of social justice. 
Iago Galdston's discussion of “Psychiatry and 
the Maverick" is a historico-philosophical gloss 
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on the metaphorical transformations of “the 
madness of the maverick.” 

Keniston’s contribution follows in the tradi- 
tion he has initiated in his studies of the 
alienation of young radicals. West and Allen 
report on their personal foray into Haight- 
Ashbury among the rebellious "Red, Black and 
"Green"; their synesthetic metaphors symbol- 
ize political-radicalism, the racist-activism, 
and the pharmacological-mysticism as they are 
exemplified among the hippies. Spiegel's and 
Darrow and Lowinger's contributions in essence 
are illustrations through the looking glass of 
Case history that show the Steps taken by 
dissent that eventually lead to militancy and 
finally violence. 

Dissent is possible only if one predicates as 
fundamental to the phenomenon some kind of 
a consensus in an organized social unit. By 
definition, dissent is then the negative of social 
affiliation. It describes the vis a fronte by which 
the microculture gives form and substance to 
the socialization process. 

As the current scene so vividly portrays— 
depending on whose ox is being gored—dissent 
is seen to be a necessary social goad or looked 
upon as a social wound of devastating propor- 
tions. 

These Papers constitute an illuminating 
footnote to the rapidly expanding and vital field 
of social psychiatry. 


Howanp P. Rome, M.D. 
Rochester, Minn, 


THe TRAUMATIC Neurosis, By Lester Keiser, 
M.D, Philadelphia: J, B, Lippincott Co., 
1968, 221 pp., $9. 


employers, its value to the Psychiatrist should 
not be underestimated, Dr. Keiser's goal is 
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Society's belief that loss should be rewarded 
contributes to the problem, as does the hostility 
triggered in the patient by a defensive 
insurance adjuster or employer. Also working 


against the best health interests of the patient 
are the rigid hiring practices of some employers h 
and union rules that make it necessary for him 
to go back to his original job or not work at- 
case examples are — 


all. Dozens of illustrative 
offered in support of the arguments. 

After a statement of the problem in 
historical perspective and a nontechnical, 
analytically oriented introduction to person- 
ality functioning, Dr. Keiser discusses the 
etiology of traumatic neurosis and in capsule 
form discusses psychiatric reactions to which it 
may be related. Secondary gain, malingering, 
and the special effect of injuries to head, back, 
and neck are singled out for individual 
chapters. Separate sections follow on the role 
of the physician, the attorney, the employer, 


the insurance company, society, the family, 
and the psychiatrist. An excellent chapter on 
the physician and litigation illustrates the 


quandary of the doctor as an interpreter for the 
jury. Finally, four detailed cases are presented: 
an unrecognized case of traumatic neurosis, the 
chronic hypochondriac, a patient with a 
conversion reaction, and a patient with a 
classic traumatic neurosis. 

The four-page epilogue is more optimistic 
than the main body of the text, Again, an 
excellent case description illustrates the way 
brief Psychiatric intervention can alter the 
course of a traumatic neurosis. The author 
concludes with a plea for compassionate 
Consideration of the patient being whirled in a 
maelstrom of conflict. “Traumatic neurosis 
feeds on our resources and creates much 
unnecessary suffering. Yet to a great degree, we 
have the knowledge to alleviate this problem 
markedly. If only this knowledge were utilized 
by those in contact with this condition!” Dr. 

eiser provides an excellent summary of much 
of that knowledge. 

. If this volume can be faulted, it would be for 
Its generally nondiscriminatory acceptance of 
the many referenced sources. The rather 


Satisfactory, it does standard 
Psychiatric texts, trauma including head in- 
Juries, whiplash, and injuries to the back, and 


legal aspects as well as the traumatic neuroses 
themselves, 


ALAN A, McLean, M.D. 
Armonk, N. Y. 
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PsycuraATRY FOR Lawyers. By Andrew S. Wat- 
son, M.D. New York: International Uni- 
versities Press, 1968, 320 pp., $10. 


Law and mental health meet on so many 
fronts that a subspecialty, forensic psychiatry, 
has been developed. Most books on the subject 
are written by and for psychologists and 
psychiatrists. Attorneys like to use these texts, 
hoping thus to get an inside view of psychiatry. 
The lawyer is often disappointed because he 
finds himself reading about malpractice, torts, 
criminal responsibility, and testamentary ca- 
pacity—all of which he can find in his law 
books and case reports. The lawyer knows 
M'Naghten's case and the criteria of testa- 
mentary capacity. He doesn't need a psychia- 
trist or psychologist to tell him these things. 
But what he wants is an understanding of 
human behavior. 

This is where we professionals seem to fail 
him. He can, of course, read textbooks of 
psychopathology if he doesn't mind wending 
through a jungle of jargon. At this point he can 
rescue himself by calling, “Quick, Watson, the 
needle!" And here it is: Watson's Psychiatry 
for Lawyers. 

There are certain things this book will not 
tell the lawyer. He will find no listing in the 
index for “manic,” even though, as an attorney, 
he may be puzzled by the trouble a manic gets 
into. Why does a person set fires? Well, there's 
no listing under “pyromania,” or under 
"obsessive" or "compulsive" either. It takes a 
little while to grasp the fact that this is not a 
text about /aw, but about behavior. It is not a 
text for psychologists or psychiatrists, but for 
lawyers. Watson leads the attorney through the 
development and structure of the personality 
Írom infancy to old age. The approach is the 
conventional analytic one. What makes this 
book unique is that each stage is illustrated by 
case reports focused on an attorney's interests. 

The reader is further challenged by practical 
questions on what you would say and do under 
specified conditions. It seems strange, at first, 
to find a discussion of the anal personality or 
the unresolved oedipus complex illustrated by a 
practical case report of medicolegal interest. 
What comes out is something unusual—a 
chance for the lawyer to understand why a 
man might defraud the government on an 
income tax return, why a peeping tom does his 
peeping, or why Willie Sutton robbed banks. 
(Sutton said that he robbed banks because 
that's where the money was; but, as Watson 
indicates, the emphasis is not on banks but on 
robbed, and this isn't answered that simply.) 

What Watson gives the lawyer is a stagger- 
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ing sense of the dimensions of personality, the 
irrepressible movement of unconscious forces, 
and the veritable march of the human libido. 
The book as a whole is a triumphant synthesis 
of sound psychodynamic reasoning illustrated 
by live problems in the area of behavior sci- 
ence. And the author makes the gracious as- 
sumption that attorneys are, indeed, interested 
in human beings, and that they, like clergymen, 
psychiatrists, social workers, and psychologists, 
are genuinely members of a helping profession. 


Henry A. Davipson, M.D. 
East Orange, N. J. 


Tue New Gume ro Harry RETIREMENT. By 
George W. Ware. New York: Crown Pub- 
lishers, 1968, 341 pp., $6.50. 


The chief merit, and the principal flaw, of 
George Ware’s book is its unwavering realism. 
As agricultural expert, connoisseur of fine 
porcelain, federal employee, internationalist, 
successful author, and experienced retiree, is 
there another card-carrying member of the 
Establishment who has graduated at the age of 
66 with higher marks in "Acculturation— 
American—1902 et seq.”? The Guide is a 
faultless model of that peculiar genre, the how- 
to-do-it book. The publisher’s dust jacket lists 
“Eighteen Ways (Count Them—18!) The New 
Guide to Happy Retirement Can Help You.” 
Page by page, all 18 ways are covered 
informatively, concisely, and—to use that word 
again—realistically. 

In the introduction Clark Tibbitts writes of 
the author’s “relentless search for information 
to pass on to the millions who are anticipating, 
or entering or living in retirement."! It is an 
accurate observation. If you happen to be an 
American and “are anticipating . . .,” you 
could do no better than to exchange six dollar 
bills and two quarters for Mr. Ware's book. 

The book will help you enter the Golden 
Years without making an unseemly spectacle 
of yourself. You will get an accurate preview 
of the pasture that society has set aside for 
your enjoyment and will be led with genuine 
consideration along the boundary fences. You 
will be shown the rare spots where you may be 
able to jump the reservation, provided you are 
an experienced athlete and haven't lost the 
knack of winding your own spring. You will be 
wisely advised to dress neatly, exercise 
regularly, avoid  repetitiousness in your 


1 Quotations are reprinted with permission from 
Crown Publishers, Inc. © 1968 by George W. 
Ware. 
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conversation, and above all, retain control of 
your bank account, if any, so that you can 
provide suitable incentives to Junior and the 
grandchildren to make regular visits. 

Your attention, please: 


If you want a job, you will probably have to 
work to find one. . . . Figure out exactly what 
your qualifications and what your limitations 
are. . . . Ask your friends, your relatives, 
your clergyman to keep you in mind in case 
they hear of an opening. Apply to your State 
Employment Service. . . . Check the “Help 
Wanted" section of your newspapers. In 
reading other sections of the paper, be on 
the watch for news items telling of industries 
Or businesses about to open or expand in 
your locality. 


And now comes the beauty part: 


When you have arranged for an interview for 
a job, be on time. . . . Dress conservatively, 
neither too drably nor too flashily . . . stress 
the ways in which you can be a valuable 
employee. Be specific about your abilities . . . 
and how they qualify you for the specific job 
for which you are applying . . . don't try to 
play on the sympathies of the employer by 
mentioning how badly you need the job.... 
What you can do for him, not what he can 
do for you, will be the determining factor. . . . 
When the interviewer seems to consider the 


interview at an end, thank him and leave 
promptly. 


Long accustomed to being quizzed by 
slouching youngsters on the number of paid 
holidays, the duration of vacations, and the 
frequency of promotions, personnel officers 
may need a whiff of smelling salts after their 
first employment interview with Gramps. 

George Ware has «written a saddening 
book—sad because it needed to be written; 
because our idolatry of youth has disfranchised 
s segregated 19 million men and women; 

ecause we neither understand nor a ith 
Winston Churchill, who believed the alts us 
civilization could be measured by the concern 
shown for its elders; because, with us, to be 65 
is to have no role and few options. , 
As he leaves, Ware calls back 


scarcely hope, 

his next guide. 
Yay don’t we senior citizens determine to 
earn more about ourselves and our 
potentials and band together to present a 
clearer picture of our 


picty needs, our problems 
and aspirations, . . . Certainly we are now 
[170] 
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numerous enough to make an impact u 
the political and social trends in this 

nation to which we have for so many 
contributed our brains and our brawn, 


PAUL HAUN, M.D. 
Trenton, N.J 


Recent ADVANCES IN BIOLOGICAL PSYCHIATRY. 
vor. X. Edited by Joseph Wortis, M.D. Ni 
York: Plenum Press, 1968, 322 pp., $19.50, 


This book contains the papers presented at^ 
the 22nd annual convention of the Society of | 
Biological Psychiatry. The striking feature of 
this and previous meetings is that the biology 
papers dominate over psychiatry. Ai} 

In his presidential address Ralph Gerard 4 
begins with a statement of the basic problems; — 
"The main question with regard to mental © 
illness is whether some great basic understand- 
ing is still lacking or whether only some 
particular further application of existing — 
knowledge will suffice. My own answer is that 
the latter is the case.” i 

The organizers of the program attempt to | 
Support the second hypothesis. They have 
accepted 37 papers that are essentially brief 
preliminary reports. The main subjects dis- 
cussed were  psychopharmacology, neuro- 
pharmacology, psychopharmacology of learn- 
ing and memory (two section, EEG and 
neurophysiology, neurochemistry, and behavior 
and conditioning. 

Many of the leading psychiatric research 
laboratories in America are represented by 
short reports of progress or speculations about 
future research. “Molecular Pharmacology of 
Hallucinogens” by Johnston and Bradley 
presents evidence that anti-hallucinogenic sub- 
stances that may be found in animal experi- 
ments may be used in the future in treating 
patients. J. Z. Young sets up a model that he 
Suggests will answer the question: Is there an 
addressed memory in the nervous system? 
Garcia and Ervin report progress in their 
studies on “Appetites, Aversions, and Addic- 
tions.” They have employed many ingenious 
techniques and present sufficient data to 
Support a model for visceral memory. 

There are several Papers on memory, 
conditioning, and evoked potentials that are of 
special interest. 

The few papers on the chemistry and physi- 
ology of schizophrenia suffer from failure to 
describe patients so that work can be repeated. 
For example, in their paper “EEG in Schizo- 
Phrenia,” Rodin, Grisell, and Gottlieb state in 
summary that statistically significant differ- 
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ences between schizophrenic patients and 
normal individuals could be demonstrated. 
This is followed by details and then the 
statement: “When all schizophrenics are 
treated as one group differences between 
patients and normals became negligible . . . . 
there may be other differences. . . .” Finally, “it 
should be emphasized however that all results 
represent a group of patients and cannot be 
used at present for reliably differentiating 
individuals.” 

Again, Shagass in “Evoked Potentials” 
concluded, in part: “Many measures discrimi- 
nate between patients but these were mainly R2 
measures. . . . There was little evidence of 
diagnostic specificity. . . he 

The Galesburg group, in contrast, has the 
advantage of having available long-term 
schizophrenic patients whose condition has 
been repeatedly evaluated, They were led to 
investigate the amount of indole amines in 
patients because an exacerbation of symptoms 
occurred after administration of tryptophan or 
methionine. However, they found only low- 
normal amounts of N, N-dimethylated indole 
amines in the urine of chronic schizophrenic 
patients. 

This volume of Recent Advances in Biologi- 
cal Psychiatry concludes with an eloquent and 
stirring memorial to D. Ewen Cameron by 
Hudson Hoagland. 


Epwin F., GILDEA, M.D. 
St. Louis, Mo. 


Wiii1am McDovcatt: EXPLORER OF THE 
Minp. Compiled and edited by Raymond 
Van Over and Laura Oteri. New York: 
Garrett Publications (Taplinger Publishing 
Co.), 1968, 311 pp. $8.50. 


This volume is à useful collection of 
reprinted essays, lectures, and chapters written 
by William McDougall (1871-1938), who was 
successively reader in mental philosophy at 
Oxford University, professor of psychology at 
Harvard University, and professor of psycholo- 
gy at Duke University. McDougall’s fame in 
his own lifetime rested largely on his work in 
social psychology, of which he was the real 
founder, Much of his work in this field has 
received the tribute of becoming commonplace, 
and his contributions have often been forgotten 
through assimilation. i 

It is possible, however, that McDougall will 
be better remembered in the future for his 
contributions to psychopathology and parapsy- 
chology. The present volume provides in one 
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place many of his major contributions to these 
subjects. 

In psychopathology McDougall became and 
remained an independent on the side of 
psychological factors in the etiology of mental 
disorders. (I do not mean that he ignored 
organic factors, but he did not think them 
important in the psychoneuroses and those 
major psychoses in which their role was not 
established by available evidence.) 

Because he never committed himself to any 
school of psychopathology, he was free to 
observe and interpret data that those 
committed to a particular school had to reject 
or handle according to their theories. For 
example, because he had never subscribed to 
either Freud’s libido theory or his theory of 
dreams, he was able to observe the war 
neuroses of World War I without concern over 
whether battle dreams were really sexual or 
why they woke the sleeper up instead of. 
facilitating his sleep. 

Apart from this McDougall, working as à 
psychiatric medical officer in the hospitals 
behind the lines in France, was in a much 
better position to make useful observations on 
the war neuroses than were psychiatrists who 
remained in their consulting rooms in London 
or Vienna. His studies of the war neuroses 
included applications of hypnosis to their 
treatment and important observations on the 
processes of recovery through the recall of 
related traumatic events. This volume unfortu- 
nately does not contain much about his work 
on the war neuroses, but it does give excellent 
samples of McDougall's investigations of 
multiple personality, the theory of hypnosis 
and suggestion, and hallucinations. 

Early in his life McDougall became 
interested in psychical research or “parapsy- 
chology,” as this subject is now more generally 
called, He was at different times president of 
the Society for Psychical Research (London) 
and of the American Society for Psychical 
Research, He never lost an opportunity of 
pleading with his colleagues to pay attention to 
the phenomena studied by parapsychologists 
and of defending their right and need to do so 
in university environments. (One of the 
chapters is entitled “Psychical Research as a 
University Study.”) Repeatedly he drew 
attention to the weaknesses of behaviorism, 
which was considered to be an embracing 
theory of human personality. 

His Outline of Abnormal Psychology(1) is 
the only text of psychopathology I know of 
that seriously grapples with the phenomena of 
trance mediumship and other experiences in 
which extrasensory perceptions sometimes 
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seem to manifest. McDougall warned his 
Colleagues that they could ignore experiences 
suggestive of extrasensory perception only at 
the risk of reducing the explanatory value of 
their theories. In all this McDougall was 
unpopular with many of his colleagues, and he 
was often pained and sometimes surprised that 
his writings containing these heresies were not 
better received. But he never flinched; he 
continued unrepentant to his death. 

When McDougall was appointed to the chair 
of psychology at Duke University he used his 
administrative authority and the Openness of 


gy and only later 
department. 


A slight defect of the book is that various 
cross references Suitable for the Original 
material, e.g., chapters in the Encyclopedia 


Britannica, are Inappropriate and Confusing, in 


Evans provides a 


McDougall as’ Scientist, 


his views on 


of hypnotism, and Parapsychologists, 
The reference is: 
1. McDougall W.: Outline ; 
, es Of Ab; 
Psychology. New York: Scribner’s, i926 


Tan STEVENSON, M.D. 
Charlottesville, Va. 
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CHILDREN with READING PnoBLEMs, Edited by 
Gladys Natchez. New York: Basic Books, 
1968, 434 pp., $8.95. 


collected papers from Some specific meeting 
where the editor had a voice in choosing the 
speakers. In this book the editor had a free 
Choice of all the literature except for books. In 
is valuable and 


The editor has refrained from giving degree 
identification after the names of the contribu- 
tors, which seems to be a trend in the writings 
of psychologists. At àny rate, it is surmised 
that the editor is Dr. Natchez, with a Ph.D. 
degree in Psychology. She is well known as the 
Co-author of the excellent book Reading 
Disability(3). She has had wide experience in 
the field as associate Professor of education at 
the City College of the City University of New 
York and in Private practice in remedial 
reading. 

Dr. Natchez admits that she had great 
difficulty in culling from the extensive litera- 
ture the articles chosen for inclusion in this 
volume. She acknowledges that she had helpful 
advice from colleagues but 
there will be criticism of her choices for 


been published On the subject of dyslexia or 
reading disability[1] ). 

It is obvious that the editor recognizes the 
multidisciplinary aspects of reading disabilities, 
and she has been eclectic in her choice of 


ders,” “Diagnostic Considerations,” and “Treat- 
ment.” Each Part is preceded by an introduc- 
Natchez highlights the 
interprets some of the 
These introductions 
should be read even if the reader chooses to 
skip some of the articles, 
_ Thirty-three of the 41 articles were published 
in the 1960s and five in the 1950s, leaving only 
three for all the years Prior to 1950, This is in 
€eping with the word "contemporary" used in 
the subtitle, and it is somewhat indicative of 
€ tempo of Production, However, some 
Classic Contributions appeared just before and 
during the first half of the 20th century. Also, 
€Xcept in two instances, the articles come from 


Amer. J, Psychiat. 125; 11, May 1969 


———— À 


BOOK REVIEWS 


American journals. Many important contribu- 
tions have come from England, Spain, Den- 
mark, France, Germany, and other countries, 
indicating that reading disability is not a 
monopoly of the United States. 

Since the editor expected criticism, attention 
is called to the absence of articles by 
Macdonald Critchley, Lauretta Bender, Leon 
Eisenberg, Anna Gillingham, Sally Childs, and 
Marion Monroe. However, to have included 
material by these authors would have extended 
the contents far beyond 434 pages and perhaps 
into another volume. On the other hand, this 
reviewer would not propose the deletion of any 
of the included papers. Someday another book 

n “readings” in reading disability will appear, 
and it is hoped that the original article by Dr. 
W. Pringle Morgan entitled “A Case of 
Congenital Word-Blindness," which appeared 
in 1896 in the British Medical Journal, will be 
reproduced for all to read(2). 

It is interesting that chronologically the 
earliest article chosen is one written by Samuel 
T. Orton in 1928. To choose from the 20 
papers related to reading disability that Orton 
wrote between 1925 and 1946 must have been 
difficult, but the choice was a wise one because 
this short article gives the essence of his 
concept of the neurophysiological basis for 
reading, spelling, writing, and speech disorders 
in children. The editor states that this concept 
"is still in dispute today," and it is, but it is 
obvious that many of the "disputants" have not 
diligently read Orton's works. 

It is beyond the scope of this review to 
mention or criticize the content of the 
numerous other republished papers, although 
there is a temptation to do so. Except for a few 
articles, there is no delineation of the fact that 
there is a specific syndrome known as 
developmental dyslexia that is the core problem 
in reading disability. Many of the writers talk 
about emotional and environmental factors, 
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while others emphasize brain damage in 
discussing causation. Except in a few instances 
the possibility or probability of an innate 
constitutional developmental lag is overlooked. 

It is gratifying, at least to the reviewer, to 
find the editor using terms such as "reading 
problems" and "reading disability" in the title 
and subtitle of her book. Difficulty with 
reading is usually the presenting symptom and 
the most troublesome one in the children about 
whom we are talking. Labels such as “brain- 
damaged child" or "minimal brain dysfunc- 
tion" are to be decried because in the ma- 
jority of cases the cause lies not in brain 
damage but in a constitutional developmental 
lag. It is recognized that emotional and 
environmental factors may cause reading 
retardation along with general backwardness, 
but such factors do not pick out and produce 
the special symptoms characteristic of dyslexia, 
As Freud said, there must be "somatic com- 
pliance." 

The editor is to be congratulated on bringing 
out this eclectic presentation of "readings" in 
the field of reading disability. In this era of 
edited multi-author symposia, her contribution 
has been unique. Psychiatrists and other 
physicians, particularly those working with 
children and in preventive psychiatry, will find 
in this book an excellent overview of reading 
disability. Psychiatrists should be more knowl- 
edgeable in this field. 


The references are: 


1, Ellingson, C. C.: Dyslexia—Respectability at 
Last (editorial), Journal of Learning Disabili- 
ties 1:198-200, 1968. 

2. Morgan, W. P.: A Case of Congenital Word- 
Blindness, Brit. Med. J. 2:1378, 1896. 

3. Roswell, F. G., and Natchez, G.: Reading 
Disability. New York: Basic Books, 1964. 


Lrovp J. THoMPsoN, M.D. 
Chapel Hill, N. C. 
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Briefer Notice 


Briefer notice does not imply a judgment; 
it simply means that the reviewers have eval- 
uated the books in fewer words than in the 
previous section. 


IrtusrmATED MANvAL or Lasoratory Diac- 
nosis. By R. Douglas Collins, M.D. Phila- 
delphia: J. B. Lippincott Co., 1968, 290 PP» 
$22.50. 


B 


This is an unusual book, attractive and 
beautifully illustrated. It is designed to explain 
the clinical significance of deviations from the 
normal range in a whole gamut of tests 
performed in a well-equipped clinical labora- 
tory. 

The method of presentation is ingenious, 
Vivid, and easy to follow. On each page, 
superimposed over a shadow of the human 
body, are sketches of the organs whose 
functions are reflected in the particular test 
referred to. The blood and urine values are 
included in a simple graph, and the underlying 
pathophysiology responsible for the distur- 
bance is described in a few sentences. The book 
is remarkably complete and painlessly informa- 
tive; one would have to look at it to appreciate 
its simple and informative pictorial quality, 
Disorders of bone, kidney, intestinal tract, 
parathyroid, thyroid, and nutrition, for exam- 
ple, are brought together in a series of 12 pages 
that illustrate the mechanisms underlying 
disturbances in calcium concentration. By 
flipping through the Pages, the reader can get a 
good deal of help in differential diagnosis, 

, The book will be an attractive, handy, and 
time-saving item for the desk of the practicing 
physician or for the hospital ward. 


STEWART WOLF, M.D. 
Oklahoma City, Okla. 


Tur Discrimination Process Anp DrvrLop- 

MENT. By Brian J. Fellows. Long island 
City, N. Y.: Pergamon Press, 1968 207 
Pp., $10. F 


Discrimination may be defined as the 
process used by an organism to respond to 
differences between stimuli. Because of the 
critical importance of this basic process in all 
behavior, it is not surprising that the literature 
about. it i and technical, 


iss 3 
full appreciation, hea 
Traditionally, research has emanated from 
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one of two camps: basic learning theory 
studies, which for the most part use animals as 
subjects, and applied clinical studies of reading 
and other discrimination problems in young 
children. Comparatively recent activity in the 
areas of experimental child Psychology and 
programmed learning have encouraged a fusion 
of the applied and theoretical learning 
approaches to discrimination. 

Mr. Fellows attempts the awesome task of 
summarizing some of the distinct features and 
findings of both approaches, and he proposes a 
"cybernetic" model to help differentiate 
perceptual and cognitive mechanisms in visual 
discrimination, The synthesis he achieves is not 
likely to make many readers enthusiastic. The 
presentations of learning theory results are too 
tersely written and too abrupt for the casual 
reader; and the integration eflort will be viewed 
às schematic and entirely too brief by 
specialists. 1 

The extent and seriousness of discrimination 
problems in normally developing children is a 
contested issue, with reports, for example, of 
less than 12 percent up to 60 percent of six- 
year-olds making errors characterized by 
reversal of letters. The role of maturation in 
effecting a change point in development where 
a child switches from trial-and-error learning 
to concept (mediational) mechanisms is also in 
dispute. Increasing interest by psychiatrists, 
psychologists, and parent associations in 
perceptual learning problems will lead to 
increased pressure to reconcile the many 
conflicting attitudes toward diagnosis, mecha- 
nism, and treatment. 

This book is significant in presenting an 
overview-outline-bibliography to document the 
complexity of the discrimination process as it is 
presently understood; as such, it should serve 
as an excellent text in courses devoted to 
perception and learning related to child 
development. 


CHARLES F. STROEBEL, Ph.D. 
Hartford, Conn. 


TRENDS AND VARIATIONS IN FERTILITY IN THE 
Unrtep Srares, By Clyde V. Kiser, Wil- 
son H. Grabill, and Arthur A. Campbell. 
Cambridge, Mass.: Harvard University 
Press, 1968, 330 PP., $6.95. 


. The child Psychiatrist, psychiatrist-sociolo- 
gist, and community mental health planner can 
learn much from this book about the rapidly 
Changing composition of the American families 
in Which the upcoming generation of 
Psychiatric patients is being reared. 
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Despite the central position of sexuality in 
psychoanalytic theory, many studies of the 
facts of life go unnoted in psychiatric 
literature. 

This book brings together in a competent, 
readable form information on fertility in the 
United States that is available from U. S. 
census data and certain special studies. The 
information on illegitimate pregnancies and 
conception control in family planning will be 
of particular interest to psychiatrists. 

Illegitimate births are almost twice as 
common in delivery rooms today as they were 
25 years ago (7.7 percent in 1965 compared to 
3.8 percent in 1945). White women have 
actually doubled their proportion of illegiti- 
mate births (from about two percent to four 
percent), while the rate in the nonwhite 
population has risen only about 50 percent 
from its high proportion in 1945, when 17 
percent of all births were illegitimate. 

During this period the legitimate birth rate 
in the United States has begun to decline, but 
the illegitimate birth rate continues to climb. 
Almost all the difference between white and 
nonwhite fertility in the United States is ac- 
countable to the illegitimate babies in the non- 
white population. After some discussion of 
these and other interesting related data, the 
authors candidly conclude, “In view of what 
has happened to age at marriage . . . the rise in 
illegitimacy is baffling.” Better reporting of 
illegitimacy and reduced sterility due to 
venereal diseases are each given some credit 
but are found insufficient to account for the 
phenomenon. 

The chapter on control of fertility 
summarizes key findings of the earlier 1955 
and 1960 studies on family planning in the 
United States based on national interview 
sampling. In couples where the wife is older, 
the prevalence of sterility because of surgical 
procedures is about ten percent. In less educat- 
ed couples, about 17 percent of last pregnancies 
were reported as unwanted! 


Ernest M. GRUENBERG, M.D. 
New York, N. Y. 
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Tue UnpersTANDING Or Dreams. By Raymond 
de Becker, trans. by Michael Heron. New 
York: Hawthorn Books, 1968, 432 pp., 
$7.95. 


The subtitle of the book, And Their Influ- 
ence on the History of Man, should really be 
the title (or part of the title). The author, who 
is identified on the dust jacket as a French 
journalist “and television personality specializ- 
ing in psychology and psychiatry," was a pupil 
of Jung and holds a graduate degree in 
psychology. 

If the reader peruses this book as a source of 
reference, it may not be the "most complete 
one of its kind" (as stated on the dust jacket), 
but it will certainly be of great value to the 
researcher. The author is a researcher as well 
as a journalist, and his knowledge of the 
literature is vast. If the reader were to consider 
the merit of this book just on the basis of its 
discussion of the relevance of references in 
dreams to such fields as religion, politics, 
culture, art, and literature, he would be richly 
rewarded. On the other hand, chapters dealing 
with physiological approaches to dreams and 
the old controversy of Freud versus Jung (why 
not Freud and Jung?) have been dealt with 
elsewhere, even since publication of this 
book(1). 

The first part of the book is probably the 
best for the reader who wishes to learn about 
dreams as interpreted and used in various 
cultures and in various nonscientific fields such 
as religion, art, and literature. 

The translation from the French seems to be 
adequate; the translator has made every effort 
to adhere to the original text as closely as 
possible. 


The reference is: 


1. Grinstein, A.: On Sigmund Freud's Dreams. 
Detroit: Wayne State University Press, 1968. 


HANS A. ILLING, PH.D. 
Los Angeles, Calif. 
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Books Received 


The following books have been received; 
the courtesy of the sender is acknowledged by 
this listing. Books of particular interest to the 
readers of this journal will be reviewed as 
space permits. 


Tue GENERAL PRACTITIONERS ROLE IN THE 
TREATMENT OF EMOTIONAL ILLNESS. Edited 
by Alvin Becker, M.D. Springfield, Ill.: 
Charles C Thomas, 1968, 93 pp., $5.75. 


Jews AND InTERMARRIAGE. By Louis A. Ber- 
man, Ph.D. New York: Thomas Yoseloff, 
1968, 683 pp., $12. 


GENERAL System Turony. By Ludwig von 
Bertalanffy. New York: George Braziller, 
1969, 277 pp., $8.95. 


Tue CHILDREN or THE. Dream. By Bruno 
Bettelheim: New York: Macmillan Co., 
1969, 345 pp., $6.95. 


Tue PnuvsrcraN's Concise HANDBOOK or Psy- 
curATRY. By James A. Brussel, M.D. New 
York: Brunner/Mazel, 1969, 226 pp., 
$5.95. 


Up rrom Depression. By Leonard Cammer, 
M.D. New York: Simon & Schuster, 1969, 
248 pp., $5.95. 


Your Crip Is Asteer: EARLY INFANTILE 
Autism. By Austin M. DesLauriers, Ph.D., 
and Carole F. Carlson, Ph.D. Homewood, 
Ill.: Dorsey Press, 1969, 391 pp., $10.60. 


Tur Roots or Inpivipvaniry: Norma PAT- 
TERNS OF DEVELOPMENT IN INFANCY. By 
Sibylle K. Escalona, Ph.D. Chicago: Aldine 
Publishing Co., 1969, 541 pp., $14.75. 


STUDIES IN PSYCHOTHERAPY AND BEHAVIORAL 
CHANGE, vou. l: RESEARCH IN INDIVIDUAL 
Psycuoraerary. Edited by Marvin J. Feld- 
man. Buffalo, N. Y.: State University of 
New York, 1968, 193 pp., $1.75 (paper). 


Tur WILL ro MEANING: FOUNDATIONS AND ÅP- 
PLICATIONS oF LocoTHERAPY. By Viktor E. 
Frankl. Cleveland: World Publishing Co., 
1969, 167 pp. $4.95. 


Tue Cry ron Love: UNDERSTANDING AND 
Overcommnc Human Depression. By Lucy 
Freeman. New York: Macmillan Co., 1969, 
236 pp., $5.95. 
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Sweet Mapress: A Stupy or Humor (1963). 
By William F. Fry, Jr. Palo Alto, Calif.: 
Pacific Books, 1968, 178 pp., $1.95 
(paper). 


PARTIAL HOSPITALIZATION FOR THE MENTALLY 
ILL: A STUDY or PROGRAMS AND PROBLEMS. 
By Raymond M. Glasscote, M.A., Alan M. 
Kraft, M.D., Sidney M. Glassman, Ph.D., 
and William W. Jepson, M.D. Washing- 
ton, D. C.: The Joint Information Service 
of the American Psychiatric Association 
and the National Association for Mental 
Health, 1969, 187 pp., $6. 


Tur Community MENTAL HEALTH CENTER: 
AN INTERIM APPRAISAL. By Raymond M. 
Glasscote, M.A., James N. Sussex, M.D., 
Elaine Cumming, Ph.D., and Lauren H. 
Smith, M.D. Washington, D. C.: The Joint 
Information Service of the American Psy- 
chiatric Association and the National Asso- 
ciation for Mental Health, 1969, 156 pp., 
$6. 4 i 


On Sicmunp FnEup's Dreams. By Alexander 
Grinstein, M.D. Detroit: Wayne State Uni- 
versity Press, 1968, 460 pp., $17.50. 


Les TROUBLES MENTAUX: ETUDE CRIMINOLO- 
cigue. By Georges Heuyer. Paris: Presses 
Universitaires de France, 1968; 466 pp., 
no price listed. i 


PSYCHOLOGIE DE LA CIRCULATION RourIERE. By 
Carl G. Hoyos. Paris: Presses Universi- 
taires de France, 1968, 276 pp, 14 F 


(paper). 


Hrwosr AND Succestipmiry (1933). By 
Clark L. Hull. New York:. Appleton-Cen- 
tury-Crofts (Meredith Corp.), 1968, 405 
pp., $3.95 (vinyl). > 


Tue EARLY GROWTH OF Locic IN THE CHILD 
(1959). By Bärbel Inhelder and Jean Piaget. 
"New York: The Norton Library (W. W. 
Norton & Co.), 1969, 295 pp., $2.65 
(paper). 


Die EPILEPSIEN: SPEZIELLE PATHOLOGIE UND 
Tuerapie. By Dieter Janz. Stuttgart: Georg 
Thieme Verlag, 1969, 523 pp., DM 118. 


You anp Your RETARDED CuiLp, 2nd ed. By 
Samuel A. Kirk, Ph.D., Merle B. Karnes, 
Ed.D., and Winifred D. Kirk, M.S. Palo 
Alto, Calif.: Pacific Books, 1968, 156 pp., 
$1.50 (paper). 
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N^ Comrurers AND ELECTRONIC Devices IN Psy- . 


cHrATRY, Edited by Nathan S. Kline and 
-— Eugene Laska. New York: Grune & Strat- 
ton, 1968,335 pp., $13.75. : 


Werte up TaTsAcHEN. By Wolfgang Köhler: 


Berlin: Springer-Verlag, 


1968, 294 pp. 
$14.50. . 


m 

, Herepiry AND ENVIRONMENT IN THE Func- 

TIONAL Psycuoses: Case Histories; HERED- 

ITY AND ENVIRONMENT IN THE FUNCTIONAL 

 Psycuoses: AN E»rbEMIOLOGICAL-CLNICAL 

Twin Sroby. By Einar Kringlen, M.D. 

. Boston: Universitetsforlaget (U. S. distribu- 
tor), 1968; 277 pp., 198-pp.; $8 each. 


Poemy. THrnAPY. Edited by Jack J. Leedy, 
M.D. Philadelphia: J. B. Lippincott Co., 
1969, 280 pp., $7. Bex 


A 
You Tod Can Work Wonvens ... Tnnovcu: 
Your Inner Powers! By Harry and Joan 
“Mier. Beverly Hills, Calif.: Merit Publish- 
ers, 1968, 230 pp., $4.50. 


d LI 
.. PaTHOLOGY or THE Nervous System, vol. 1, 
T Edited by Jeff Minckler, M.D., Ph.D. New 
York: The Blakiston Division (McGraw- 
Hill), 1968, 1204 pp., $55. à A 


Pain. By the National Institute of General 
Medical Sciences, National Institutes of . 
. Health. Bethesda, 1968, 16 pp., 15e (pa- 
REL) AMEN à 

. MoprRN TnENps rv MENTAL HEALTH AND SUB- 
,  NORMALITY, 1. Edited by G. O'Gorman, 
DPM. New York: Appleton-Century- 
Crofts. (Meredith Publishing Co,), 1968, 

_ 9296 pp., $13.50. 


PATH TO PERMANENT Peace, vol. 1. By E. J. 
_ Pawlowski, M.D. New. York: Vantage Press, 
. 1969, 233 PP., $4.95. 
i " 


f MiGRAINE. By John Pearce, 
HL: Charles C Thomas, 
$7.50. 


M.D. Springfield, 
1969, 101 pp., 


A "PsvcuoLoorr or Sonts..By Stanley D. Por. 
. teus, Palo Alto, Calif,: Pacific B 1980. 
325 pp., $7.50. Ec 


" 
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PsYCHIATRY AND THE Dear. Edited by John 
D. Rainer, M.D., and Kenneth Z. Alt- 
shuler, M.D. Washington, D. C.: Social 
and Rehabilitation Service, 1968, 153 PP., 

* no price listed. + 


MENTAL HEALTH EDUCATION: PRINCIPLES IN 
THE Errective Use or Marertats. By 
Nina Ridenour, Ph.D. New York: Mental 

. Health Materials Center, 1969, 116 pp., $5. 


Tue TRANSMISSION OF SCHIZOPHRENIA. Edited 
by David Rosenthal, Ph.D., and Seymour 
S. Kety, M.D. Long Island City, N. Y.: 
Pergamon Press, 1969, 427 pp., $15. 


"Tur Ancry Book. By Theodore Isaac Rubin, 


M.D. New York: Macmillan Co., 1969, 
179 pp., $4.95. 


BEHAVIORAL THERAPY. By Halmuth H. Schae- 
fer, Ph.D., and Patrick L. Martin, Ph.D. 
New York: The Blakistgn Division (Mc- 
"Graw-Hill Book Co.), 1969, 225 pp. 
$5.95. P 


Dear Docron Hre Pocmarks By Eugene 
Schoenfeld, M.D. New York: Grove Press, 
1969, 108 pp., $5. 


SoctaL Tuoucut 1N THE Sover Union. Edited 


by Alex Simirenko. Chicago: Quadrangle 
Books, 1969, 425 pp., $14.95. 


Procress iw NEUROLOGY AND PSYCHIATRY, 
vol. 23. Edited by E. A. Spiegel, M.D. 
New York: Grune & Stratton, 1968, 604 ` 
pp., $26.50. d 


MoprnN PsvcuoANALYsIS oF THE SCHIZO- 
PHRENIC Patient. By Hyman Spotnitz, 
M.D., Med.Sc.D. New York: Grune & 
Stratton, 1969, 221 pp., $7.75. 


Tue Tracic ENGAGEMENT: A STUDY OF 
SHAKESPEARE'S CLASSICAL Tracepies. By 
Judah Stampfer, Ph.D. New York: Funk 
& Wagnalls, 1969, 336 Pp., $6.95. 
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Entering College with a Psychiatric History 


4 


BY CLIFFORD B. REIFLER, M.D., M.P.H., AND MYRON B. LIPTZIN, M.D. 
1 2 


A one-year follow-up of academic and medi- 
cal records was accomplished for 362 stu- 
‘dents who, over a three-year period, enrolled. 
in college with a,history of prior psychiatric 
treatment. While students with such history 
who had not interrupted their previous edu- 
cation did as well or better than the class as 
a whole, those whose education had been 
interrupted had a significantly higher rate of 
subsequent *Wifficulty. The authors conclude 
that psychiatric screening for entering stu- 
dents is justified only when prior psychiatric 
illness has, interrupted education and that 
efforts now engaged in routine screening 
might be better directed toward other areas 


of prevention and treatment. 
ed 


CREENING APPLICANTS for a history of 
S psychiatric treatment is a common 
practice in many colleges and universities, 
throughout the federal government, and in 
many other publicyand private organiza- 

tions. While questions relating to general 
;.health are usually phrased in terms of the 
'present (“Are you in good health?”), the 
psychiatric question usually covers the all- 
inclusive past (“Have you ever. . . ?"). In 
addition, this question is quite often put in 
terms of "treatment" rather than illness, 
almost as if it were the therapy that was of 


Read at the 124th annual meeting of the 
American Psychiatric Association, Boston, Mass., 
May 13-17, 1968. 

The authors are with the department of 
psychiatry, University of North Carolina School of 
Medicine, Chapel Hill, N. C. 27514, where Dr. 
Reifler is assistant professor and senior psychiatrist 
for the Student Health Service, and Dr. Liptzin is 
assistant professor and psychiatrist for the Student 
Health Service. 
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concern rather than the illness or disability. 
Presumably- the rationale behind these 
procedures is that people who have been 
sick enough to seek psychiatric treatment 
are potentially poor risks, especially if they - 


_ admit it. “x 


The number of students applying to and 
enrolled in colleges has been increasing 


-annually.' As a consequence, admission 


committees have been able to be more 
selective in extending acceptances and 
generally are accepting only those students 
who, as far as their records indicate, should 
succeed academically. What is the relation- 
ship between prior psychiatric history and 
such success? What role should psychiatric 


* screening have in such predictions? 


Farnsworth speaks for many in raising 


questions about the appropriateness on 


philosophical and moral grounds of this 
screening practice for college students(4). 
He also points out the increasing frequency 
of psychiatric consultation by a better 
informed group of parents for their adoles- 
cent children who are experiencing problems 
of growth and development, rather than 
severe psychopathology. Statements such as 
these result from years of clinical experience 
but are largely impressionistic and extrapo- 
lations from other data(7). Our study is an 
attempt to obtain quantitative. data to define 
and evaluate the risk that’a prior psychiatric 
history has for academic success. - 


Method 


The University of North Carolina at 
Chapel Hill (UNC) requires that each 
student, after being accepted for admission 
to the university, fill out and submit to the 
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health service a medical history and physical 
examination form. The health service must 
then give clearance for registration to all 
students. Included in the medical form are 
three questions relating to psychiatric his- 
tory: 

1. Has applicant ever had any psychiatric 
or psychological treatment? 

2. Has applicant ever been hospitalized 
for mental or emotional illness? 

3. Has applicant ever interrupted school 
or work either because of mental or 
emotional illness or after psychiatric consul- 
tation? d : 

When students answer any of the three 
questions in the affirmative, the psychiatrists 
are asked to judge whether any psychiatric 
condition. exists that would contraindicate 
matriculation. 

All students who required psychiatric 
clearance for the three academic years 
1964-1967 were identified. No attempt was 
made to identify either those individuals in 
the general university population who had 
Prior psychiatric illness and received no 
treatment or those who had psychiatric 
treatment and did not acknowledge it on the 
medical history form.! Over the years there 
has been considerable variability in the 
specific procedures and the Sources of 
information upon which a judgment regard- 
ing clearance was made; they have variously 
included correspondence with the applicant 
about the nature of his condition and what 
his more recent history has been, letters 
from the therapist (which often fall into the 
category of “paid testimonials"), interviews, 
questionnaires, and psychological tests, 

While a great deal of information is 
available about these students, for the 
Purpose of this study we have divided them 
into two groups. The first group includes 
those students whose education had been 
previously interrupted by either hospitaliza- 
tion or withdrawal from School, and the 
Second group those whose education has 
been continued without interruption, All 
students acknowledging a Prior psychiatric 


1309 PRS é 

quss therapeutic reasons 
Students a year who failed to ackno i 

nts a wled; 
Psychiatric treatment. How many others there ae 
Ero RR additional Psychiatric attention 
obtain i i 

ed m other sources is completely 
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history were thus classified as either "inter- 
rupted” or “continued.” Again, this referred 
to their previous educational experience, 

Students were classified as “successful” if 
they had not dropped out of been withdrawn 
and if they were either enrolled for the third 
semester Or had satisfactorily fulfilled the 
requirements for their degree. This is, then, 
a one-year follow-up study, and students 
who did not complete the year or did not 
return to continue their education were 
classified as “unsuccessful.” 

The chi-square technique was used to 
assess statistical significance between pro- 
portions; a probability value of less than .05 
was accepted as significant. 


Results 


The number of students acknowledging 
prior psychiatric history is increasing each 
year (table 1), but so is the number of 
Students at the university. No data are 
available as to the total number of students 


» cleared for registration each year, but 


estimates were made of the total number of 
"new" students requiring clearance. From 
these figures the percentage of students 
Tequiring psychiatric clearance was calcu- 
lated and included in table 1. 

While the figures upon which these 
percentages are based are gross estimates, it 
appears that there is a trend for an 
increasing proportion of students to acknowl- 
edge prior psychiatric treatment. If this 
is a true increase, it is of course impossible 
to ascertain whether'it is an increase in 
illness, in treatment, or in honesty. In most 
instances, however, the number of students 
Screened represents a fairly small proportion 
of entering students. 


Denial of Clearance 


Not all students seen for clearance receive 
it, and not all students who are cleared 
Subsequently enroll (table 2). Clearance 
may be denied for Several reasons, the most 
common of which is current evidence of 


ful" Students were satisfactorily continuing their 
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TABLE 1 
UNC Students Acknowledging Prior Psychiatric History by Year and Class 
1964 1965 1966 TOTAL 

CLASS NUMBER PERCENT * NUMBER PERCENT* | NUMBER PERCENT* NUMBER PERCENT * 
Freshmen 18 0.9 31 13 42 18 91 14 

Other undergraduates 42 3.0 68 3.5 70 40 180 3.5 

Graduate/ Professional 28 22 56 3.9 72 4.6 156 3.6 
Total “88 5155) 184 427 2.67 


* Percent of estimated number of entering students requiring general medical clearance who also required psychiatric clearance, 
These figures were calculated indirectly because no direct tabulations are available; as such, they should be considered gross 


estimates. 
_ TABLE 2 
Disposition of Students Evaluated for Psychiatric Clearance 
1964 1965 1966 TOTAL 
DISPOSITION NUMBER PERCENT NUMBER PERCENT NUMBER PERCENT NUMBER PERCENT 
Denied * 5 5.7 13 84 13 71 31 7.3 
Cleared 
Enrolled ** 76 86.3 121 78.1 165 89.6 362 84.7 
Not enrolled 7 8.0 21 13.5 6 3.3 34 8.0 
Total 88 X 100.0 155, 100.0 184 100.0 427 1000 


* x? (2 d. f) = 0.448; p> 0.50. (NS). 
** y? (2 d. f.) = 3.592; p» 0.10 (NS). 


psychosis? or a recent (less than six 
months) history of an acute psychotic 
episode requiring hospitalization. One stu- 
dent was denied clearance when he arrived 
for registration 24 hours post-ECT in a state 
of moderately severe confusion. 

No information is available about the 34 
individuals who were cleared but failed to 
enroll The 362 students who did enroll 
comprise the subjects of this paper. 


“Continued” and 


Comparisons Between 
“Interrupted” Groups 


The “continued” group consisted of 188 
students entering UNC for the first time. 
The five percent or more of UNC students 
who received psychiatric attention each 
year(3) without interruption of their educa- 
tion did not, of course, require any 
additional clearance from us, and as such, 
they are not included. The success rate after 
one year for the “continued” group is 86.7 


3 Some individuals with evidence of a chronic 
psychotic process have been cleared if there was 
evidence that the process had stabilized and did 
not preclude satisfactory academic progress. We 
have been gratified to see a small number of these 
individuals over the years who have managed to 
continue their education and receive their degrees. 
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percent. This is significantly higher (p < 
.01) than the 66.1 percent success rate for 
the “interrupted” group (figure 1). 

` The “interrupted” group represents both 
students who transferred from other institu- 
tions (N — 33) and former UNC students 
(N—141) who were usually, but not 
necessarily, known to us at the time of their 
prior illness. Table 3 details the compari- 
sons of these two subgroups of students. The 
lack of statistical significance in the compar- 
isons with respect to the proportion denied 
clearance or the proportion enrolled is 
against selective bias in clearance proce- 
dure. Although there is a suggestion that the 
transfer students have a higher success rate 
(p > .08), this is not statistically significant, 
and the subgroups were combined for 
further analysis. There were no significant 


FIGURE 1 
Academic Success: One-Year Follow-Up Comparison of 
the Two Groups of Students Obtaining Psychiatric 
Clearance 


PREVIOUS NUMBER 
EDUCATION 5 


PERCENT SUCCESSFUL 
10 20 30 40 


50 60 70 80 90 100 


Continued 188 


Interrupted 174 


Total 362 p 0l 
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TABLE 3 
Interrupted Group Comparisons j 


E 


GIVEN PERCENT 

CLEARANCE SUCCESS OF 
DENIED DID NOT ENROLLED — 

SUBGROUP CLEARANCE ENROLL ENROLLED STUDENTS _ 
Transfer students 3 3 33 78708 

UNC students 23 15 14 63.1 

x* (I d. f) 0.853 0.698 2883 — 
p 2.50 > 50 > 08 - 


‘differences in performance between academ- 
ic classes (table 4)* although in each class 
the “continued” students had a higher pro- 
Portion of success than did the “interrupted.” 


Comparisons with Unselected Populations 


Ideally the appropriate comparisons to 
make in order to define the relative risk of 
Our two study groups would involve identi- 

- fying the students of the same class entering 
in the same period who did not acknowledge 
prior psychiatric history. Then, using the 
identical criteria for success, we could 
compare proportions. Unfortunately, it was 
not possible to obtain these data from 
university records, While numbers of stu- 
dents in various categories are tabulated 
each semester, it is not possible to identify 
the individuals who are withdrawals and 


pue icto 

4In discussing class it should be pointed out 
that while the continued group represents first 
entrance for freshmen (as it does in the other 
groups), the interrupted 


i I students, 
accounting for the disproportionate number of 


those who are transfers and/or readmis- 
sions. 

In 1966, however, a comprehensive study 
of the graduating class of 1964 identified 
not only those students who originally 
entered this class but also those entering in 
Successive years to become members of that 
class. Each individual was followed to 
ascertain his subsequent progress, and it is 
from this study that the figures for attrition 
of freshmen and other undergraduates, one 
year after matriculation, are obtained (fig- 
ure 2). 

Two problems arise in using these data. 
The data are taken from a comparison 
group selected several years previously, and 
thus there is the question of how much 
change there has been over this period of 
time. Also, the population attrition rates 
include both individuals with prior psychi- 
atric history and those without, Neverthe- 
less, these are the best available data for 
Comparison in that they at least represent 
relatively recent data from the same institu- 
tion. No such data are available for graduate 
students. 

The comparison entering freshman class 
had a one-year attrition rate of almost 25 
Percent (figure 2). The attrition rate of 36.7 
Percent for the interrupted freshmen group 


TABLE 4 
Proportion of Success by Class and Group 
OTHER GRADUATE/ 
FRESHMEN UNDERGRADUATES T 
GROUP NUMBER PERCENT NUMBER PERCENT hien PU e D. F.) 5 
Continued 47 87.2 47 
i 93. 
Interrupted 30 633 96 6s E e TOES E 
Total RN 143 Ta / ds. 5 
x? (l d. f) 6.08 13.13 "Ens 
p <05 <o <.06 
[42] 
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FIGURE 2 
Academic Success: One-Year Follow-Up Comparison of 
Students Obtaining Psychiatric Clearance with 
Unselected Populations 
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SE 0 o e 
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is not significantly different (p >.10) from 
that figure. The attrition rate of the 
continued freshmen group is 12.8 percent, a 
figure that approaches significance (p < 
.06) in the direction of better performance. 
Other undergraduates of the continued 
group had an attrition rate of only 6.4 
percent, a figure significantly lower (p < 
.03) than that of the transfer student 
comparison group, estimated at 19 percent. 
Interrupted undergraduates, with an attri- 
tion rate of 34.4 percent, did significantly 
poorer (p «.001) as a group than this 
comparison figure. 

No comparable figures could be obtained 
with which to compare the attrition rates of 
our graduate and professional student “in- 
terrupted” and “continued” groups, 31.2 
percent and 17.0 percent respectively. It is 
important to point out, however, that a 
comparison of these two rates (table 4) 
does not quite reach statistical significance 
(p <.06), so that unless the one-year 
attrition rate for graduate students were less 
than 17 percent, the figure for the interrupt- 
ed group would not be significantly different. 


Hospitalization and Withdrawal 


An additional attempt was made to 
determine the nature and extent of the risk 
that students with prior psychiatric history 
demonstrate. All students who were dis- 
turbed enough to warrant psychiatric hospi- 
talization® or medical withdrawal from 


5 This does not include hospitalization in the 
student infirmary. 
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school for psychiatric reasons during the 
three years of this study were identified. It 
was determined whether they had been 
previously cleared by our service, and if so, 
whether they fell into our interrupted or 
continued group (table 5). 

Of the 158 students requiring hospitaliza- 
tion or withdrawal over the three-year 
period of this report, fewer than 14 percent 
had received clearance from us, and of 
these, almost two-thirds had had a prior 
academic interruption. Only seven contin- 
ued students (3.7 percent) of the 188 
cleared over the three-year period required 
hospitalization or withdrawal because of 
psychiatric illness. Of the unscreened stu- 
dents who were hospitalized and/or with- 
drawn, it is interesting to note that there 
were almost that many (five) who had had 
prior psychiatric attention and had not 
acknowledged it on their medical history 
form. 


Discussion 


Students with prior psychiatric history, 
especially if they have not interrupted their 
education, do not seem to be a worse 
academic risk than an unscreened popula- 
tion. In fact, there is some suggestion that in 
terms of a one-year follow-up, the continued 
group may even do better. Some of them 
may again need psychiatric attention or may 
require hospitalization or medical withdraw- 
al, but so do unscreened students—the latter 
in much greater absolute numbers. 

The numbers of screened students who 
have severe difficulties after entering school 
are small in terms of percentage, absolute 
numbers, and by comparison with the 
unscreened group. For the freshmen this is 
less than two percent. By comparison, four 
independent studies have estimated the 
prevalence of emotional disturbance in 
college freshmen at between 12 percent and 
16 percent(6, 8, 12, 13). Therefore, even if 
all the individuals who needed clearance 
were still disturbed, this would account for 
only a small proportion of the disturbed 
students accepted. 

Why then have we continued to screen? 
First, regarding the interrupted group, the 
vast majority of these students have been 
medically withdrawn or hospitalized while 
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TABLE 5 h 
Hospitalization and Medical Withdrawal, 1964-1967 


PERCENT OF INTER- —— 
TOTAL RUPTED (N = 174) AND 
OTHER GRADU- HOSPITALIZED CONTINUED (N = 188) — 
UNDER- ATE/PRO- OR WITHORAWN GROUPS HOSPITALIZED — 
GROUP FRESHMEN GRADUATES FESSIONAL NUMBER PERCENT OR WITHDRAWN * 
Unscreened 32 81 23 136 86.1 
Screened 3 
Continued 0 5 2 7 44 2 
Interrupted 2 3 E d$ _ 95 | 
Total 34 95 29 158 100 


* Of total screened (N — 362) 6.1 percent were hospitalized or withdrawn. 
** Continued vs. interrupted, percent hospitalized or withdrawn: 


enrolled at UNC. There is little disagreement 
regarding the necessity of a screening 
psychiatric evaluation for these students 
prior to their return to school. It is outside 
the scope of this paper to discuss medical 
withdrawal policies. Arnstein's recent paper 
reviewed the experience, philosophy, and 
practice at Yale (as well as at many other 
colleges, including UNC) in regard to 
hospitalization and medical withdrawal of 
emotionally ill students( 1 ). 

In regard to our evaluation, we feel that 
before we can clear such a student for return 
to school, we need some behavioral evidence 
that the condition that necessitated his 
withdrawal is under better control. Such 
evidence would be his demonstrated ability 
to function effectively over a period of time 
in a goal-oriented, productive manner, such 
as steady employment or part-time academic 
Work either by correspondence or at a 
School near home. Such academic work 
Serves. not only as a test of ability to 
Teassure both the student and ourselves that 
he is ready to return, but it also serves as a 
means by which academic skills, study 
habits, and the like can be maintained in 
order to lessen the transition upon return. 
Psychiatric treatment is rarely made a 
condition of return, although it is pointed 
out that it may help the student gain a better 
understanding of the difficulties he was 
experiencing and also aid in achieving the 
evidence of behavioral stability necessary in 
order for him to return. 

. We feel that six months is the minimum 
lime necessary not only to accumulate the 
behavioral evidence of stability but also to 
Integrate any modifications of feelings or 


144] 


x* (1 d. f.) = 3.655; p< .06, 


behavior into his personality. Of course, in 
these times many students either enlist in the 
military service or are drafted; after satis- 
factory performance on active duty, they are 
usually cleared for reinstatement. 

We might note here that denial of clear- 
ance usually means postponement of clear- 
ance rather than refusal. Of the 31 students 
denied clearance (representing approximate- 
ly seven percent of all such applications), 
14 reapplied and were subsequently cleared 
for readmission during the time period 
comprising this study; as such, they are 
included in the follow-up statistics. Students 
who are denied clearance (and their par- 
ents) are understandably often disappointed 
and angry (especially when the therapist has 
recommended that it would “be good for 
them to return to school,” as was the 
situation with the post-ECT patient men- 
tioned earlier). 

While we have no knowledge of “false 
negatives," that is, how often our denial of 
Clearance was inappropriate, our clinical 
impressions and anecdotal reports of “de- 
nied" students who subsequently returned 
Support our contention that a six-month 
wait after a major disruptive psychiatric 
illness is usually the minimum time required 
for the student's reintegration to a sufficient 
level to perform adequately in a college 
setting. Our feeling here is that a semester or 
two loss of time, if we are overcautious, is 
less hazardous to the individual (and to the 
college) than the chance of a recurrence of 
illness if the return is premature(9). 

Considering the remainder of the students 
—those in the continued group—the ques- 
tion again is asked, why do we continue to 
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screen? An appropriate reason might be that 
it is an attempt to identify those students 
who are emotionally disturbed or who we 
think may become emotionally disturbed, to 
inform them of the availability of the 
existing facilities, and perhaps to refer them 
at the time for psychotherapy. This type of 
screening, occurring after the student has 
enrolled, is a standard practice at many 
colleges(2, 11). It is advocated on theoreti- 
cal grounds, but there seem to be few 
statistical studies to evaluate the effective- 
ness of these procedures. In one such study, 
Beahan reports that a sample of a group 
indicating emotional distress by an affirma- 
tive response to specific questions on the 
medical history form was called in for a 15- 
to 20-minute interview. This procedure 
seemed to cut the one-year dropout rate by 
more than half without increasing the 
incidence of students seeking treatment(3). 

Contrary to this philosophy, some col- 
leges apparently feel that putting the student 
to the test of academic work is the most 
reliable screening device. In support of this 
attitude we would cite a study at University 
College, London, where an attempt was 
made to measure psychological distress and 
neuroticism and to correlate this with 
academic success. The trend that emerged 
was in the opposite direction, namely, that 
people who are prone to distress seem to do 
slightly better than students who are not. 
The authors of the study made the addition- 
al point that the psychological tests admin- 
istered were descriptive of the state of the 
student at the time of the test and were in no 
way predictive of his behavior throughout 
his university career(5). ) 

It is highly probable that any student Sick 
enough to be denied clearance to register 
will soon be called to our attention, and, if 
necessary, he can be withdrawn at that time. 
There is serious question, then, whether the 
expenditure of so considerable an amount of 
professional time and effort to screen 
students whose education has not been 
interrupted might not be better directed in 
other areas of prevention and treatment. 
Perhaps a reason for screening, which is at 
times overlooked and should not be under- 
estimated, is for the purpose of reassuring 
the university administration that somehow 
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the screening procedures indicate that some- 
one cares about the emotional stability of 
the students on campus, and the university 
can thus make judgments about students 
solely on the basis of their performance and 
behavior. In practice, however, we find that 
when a student's inappropriate behavior 
(e.g., repeated flagrant violations of regula- 
tions) brings him to the attention of the 
administration, we are usually asked to see 
the student in consultation anyway. 


Summary 


We have attempted to define in the 
broadest terms the chance of success, for 
one year, of students with prior psychiatric 
history. We hope in a future report to 
examine the quality of that success over a 
longer period of time. It is always difficult to 
tell whether our experience can be general- 
ized to other institutions. We would expect 
reasonably so, but in any case, our figures 
are here for admissions offices to use. There 
is sufficient cause to reiterate the frequent 
admonition that the student is better judged 
by his prior academic record, his behavior, 
and recommendations, which will usually 
note interruptions and other factors that 
may relate to high risk. 

In summary, we do not feel that the 
expenditure of time and energy involved in 
screening students who have not had to 
interrupt their education or who have not 
required hospitalization is justified. Our data 
clearly indicate that this group does not 
represent a high risk. Indeed, the trend is in 
the opposite direction. It may also be 
significant to note that of the 24 freshmen in 
the continued group who entered UNC 
during the last year of our study, all were 
cleared for admission, and all successfully 
completed that year. This may be a 
reflection at an earlier age of something that 
we have observed in our college student 
population and have reported previously: 
More and more adolescents are seeking 
psychiatric consultation for less serious 
problems—problems of adjustment or of 
growth and development(10). If this is 
indeed the case, it would further support 
abolition of routine screening for the 
nonhospitalized entering student. 
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Long-Term Follow-Up of Former Inpatients at the 
Children’s Hospital of the Menninger Clinic 


BY EDWIN Z. LEVY, M.D. 


A follow-up study of 100 children and 
adolescents treated in a residential setting 
revealed that about two-thirds had made 
ordinary or marginal adjustment and about 
one-half had clearly been helped. Low IQ 
carried a grim prognostic significance, 
particularly when coupled with psychosis 
and violence. The author was struck with 
the relative ease with which a clinical 
institution can learn something about its 
therapeutic effects. 


AS PART of a research project into the 
nature of residential psychiatric treat- 
ment for children and adolescents, I have 
tried to learn about the former inpatients of 
our Children’s Hospital (formerly named 
Southard School), A total of 113 patients 
were discharged between 1945 and 1960. 
This paper is a preliminary report based on 
data obtained from the 100 patients (88.5 
percent) that we have been able to 
contact. 

Follow-up studies can be fascinating and 
educational. Park, writing in the late 19th 
century in reference to adults, found a 
surprisingly favorable adjustment in those 
who had obtained “Moral Treatment”(3). 
Gidro-Frank and his co-workers at Colum- 
bia University are more sober in their 
conclusion(6): “Few patients were im- 
pressed with the more formal aspects of 
their treatment . . . a sense of acceptance, 


Read at the 124th annual meeting of the 
American Psychiatric Association, Boston, Mass., 
May 13-17, 1968. j ae 

Dr. Levy is staff psychiatrist, the children’s 
division and the department of research, the 
Menninger Foundation, Topeka, Kans. 66601. 

This work was supported by Public Health 
Service award MH-16297 (a research career 
development award) from the National Institute of 


Mental Health. 
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and of developing mutuality in the 
interaction between patient and patient and 
patient and staff appeared to be the most 
highly prized experience of patients who 
benefited from their stay at Psychiatric 
Institute.” 

Studies on the inpatient treatment of 
children promise additional enlightenment 
because our judgment of effect, or outcome, 
is easily clouded—clouded by privacy, 
individuality, tradition, and hope, as well as 
by the child’s growth and development. This 
study, then, considers the Children’s 
Hospital and its traditions as well as its 
former patients. Did residential treatment in 
our setting seem useful? What can we say 
about how and why it was useful or of how 
and why it was not? What have the lives of 
our former patients been like? Although this 
report is of a somewhat different type, it 
does draw on the tradition of and call for 
follow-up research in child psychiatry(1, 2, 
4,5,7). 


Background 


Our institution has always been psycho- 
analytically oriented, with a high staff- 
patient ratio and a full range of care, 
school, and treatment resources, including 
intensive psychotherapy. It is much more a 
residential treatment center than a hospital. 
It has changed with time because of 
personnel and patient turnover and the 
evolution of clinical practice. The average 
census was 20 during the period of this 
report; it is three times larger now. 

Of the total 113 patients, there were 83 
boys and 30 girls; at admission their ages 
ranged from five to 15 years. Most of them 
were in the more severe range of childhood 
disturbances. The families usually consid- 
ered the situation extreme. We felt 
placement was required for treatment or 
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that at least an attempt was warranted. 
However, there was some variation in clarity 
of indications for admission. For example, 
the hospital was sometimes more convinced 
of the need for help than was the family, or 
the family was using the hospital to get itself 
through some kind of crisis. 

Admission and discharge diagnoses have 
not served well as referents for the judgment 
of outcome for several reasons, For 
instance, halfway through the period of this 
report the APA nomenclature was adopted, 
which itself provided difficulties. Also, when 
children are worked with intensively, 
diagnostic impressions are difficult to 
establish and change with improvement, 
growth, and even staff feelings. 

Nevertheless, let us consider the diag- 
noses of the 113 patients discharged during 
the time of this study. Twelve patients 
received the diagnosis of chronic brain 
syndrome. with . (usually psychotic 
reaction); 27, diagnoses in the psychotic 
Tange (usually schizophrenic reaction); 21, 
diagnoses within the neurotic range (usually 
"severe"); 13, Personality disorders; 24, 
neurotic behavior disorder (usually *se- 
vere”); and 16, emotional maladjustment, 
ae two categories were not used after 

Seventeen children were in the institution 
less than six months: 79. i 


the purposes of this report 
less than six months is considered too short 
for à real inpatient. treatment experience, 
Sicker and younger children tended to stay 
longer. Although the younger children 
tended ‘to be Sicker, this does not fully 
explain the tendency for them to Stay longer, 
The presence “interesting,” or 


t process also 


T to keep. The 
“he-needs-more” 
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homes and continued in psychotherapy 
about one-fourth were transferred to other 
settings for continued treatment or care; ai 
two left on their own. 
With some oversimplification, there wen 
four reasons for discharge. The staff felt th 
slightly less than one-third (including qu 
a few of the foster care home group) h 
completed treatment. The hospital decidi 
to stop treating about one-third (includ 
several patients with highly limiting organi 
factors, some we could not handle, son 
who *'did not fit the setting," and some wl lo. 
"outgrew" us). The families of about one- 
third of the patients interrupted treatment; 
some families changed their minds; some 
were dissatisfied, discouraged, and angry; 
Some could not sustain private psychiatric 
care; and perhaps some “needed the child ag 1 
he was" Three patients insisted on © 
leaving. 


Procedure 


Before making our initial follow-up 
contact we reviewed the charts and obtained 
data from current and former staff. We had 
been kept informed in friendliness or 
gratitude (rarely in anger) about some of 
the patients, but we had heard nothing from 
over half of them. ; 

Personal letters were then written to the _ 
Parents or guardians, since the original — 
Contract was with them, or to the former | 
Patients if there was no one else. We " 
expressed our wish to study our clinical - 
Work and asked for information and 
Permission to contact the former patients 
and other relevant Sources. All contact was 
by telephone or letter. This method has 


weaknesses, but it has provided rich 
material. 
Findings 

Forty families responded to the initial 


letter, and 20 more 

Information about the rest 
sleuthing to find "lost" 
Persistence because of Parents’ or patients’ 
failures to respond. Regarding the 13 that 
we did Not learn about, four were lost to us, 
and nine have not responded thus far. None 
of the factors considered in the study seem 


to the second. 
required diligent 
people or special 
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to separate the 13 from the 100 patients 
contacted. 

We obtained more than 150 responses 
concerning 100 patients: About 80 came 
from the families, 40 from former patients, 
and 30 from professional sources. Although 
quite a few families were willing to give us 
information, they refused or evaded us 
regarding permission to contact their 
children, even when it was clear we had 
been of help, because it might “rock the 
boat,” awaken old pain, or upset matters. 

Some responses were emphatic declara- 
tions, some were questions, a very few were 
pleas for help, but most people stated a 
desire to participate in the study. Those who 
responded more spontaneously often had 
more positive feelings about the treatment. 
Those who required persistence were more 
often negative. Those reluctant to respond 
had not necessarily had the poorest results 
from treatment. The sense of immediacy, of 
continuing importance for the patient or 
family of the time in the hospital, of picking 
up right where one left off, of reestablish- 
ment of the transference to the institution 
with the investigator, were often striking. 
Also impressive were the depth of the 
interview and the sense of validity attainable 
in a telephone contact. These calls were 
rarely shorter than 30 minutes and were 
sometimes as long as two hours. 

We found that patient respondents, if 
discharged at an early age, might remember 
little about their hospitalization: They might 
have memories of a favorite person, an 
exciting event, or a painful experience that 
seemed to carry a “screen” quality. Others 
remembered very much. Some concealed the 
fact that they had been here. This 
concealment itself sometimes carried a sense 
of guilt and shame: “You and I understand, 
Doctor, but... .” In a rare instance a spouse 
might not know of the hospitalization. Some 
were devoted alumni. A few had hated the 
experience. Such hate was surprisingly often 
focused on the manner of separation from 
the family at admission. Complaints about 
this or other unfortunate events of ten or 20 
years ago sounded so alive and often proved 
to be the truth—an alleged cruelty by a staff 
Person, blame put on a child for an 
unpleasant experience, etc. These recollec- 
tions seemed, again, to have a screen quality 
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and reflected important personality features 
regardless of the facts. 

The respondents esteemed highly individ- 
ual staff members for their qualities of 
warmth, kindliness, and patience; human 
contact seemed vital to family and child. No 
one retained friendships with fellow ex- 
patients. (This is not true now.) Comments 
about the hospitalization and its effects 
included: “Just getting away from home,” 
“A chance to think things out for myself,” 
"The whole atmosphere of the place," 
“Everybody tried to help," “Seeing that 
there were other kids worse off than me,” 
“Oh, I don't know, I guess I just grew up,” 
"Being with all these terribly sick kids was 
bad for me," *Dr. So-and-So was a great 
help to me," *It changed my whole life," 
and “Best [and worst] thing my parents 
ever did." Families had such comments as: 
“We have always been so grateful,” “It 
really didn’t change him," “They taught her 
to smoke," “It was wonderful what 
happened to him,” “It gave him his life 
back,” and “Oh, I don’t know.” 

A woman over 30, a patient more than 20 
years ago whom staff discharged with a hint 
of angry despair as unchanged, reported the 
most genuinely interested devotion to the 
good we had done her. She commented, 
“You have a wonderful place for wayward 
girls’ and explained what she meant 
convincingly. One of our prized results said, 
“You all are really out only for money. You 
did little for me. I did it all myself." He did 
intimate that the "little" was important 
when he said that if he had not been 
hospitalized he would have probably been 
“Jost on the back ward of an institution.” A 
mother dwelled on why we spent $60 on a 
winter coat for her child in 1949! The style 
and content of such a memory seem to say 
so much. Patients who were neurotic more 
often praised the permissive atmosphere that 
had then characterized the hospital, while 
those with personality disturbances and 
some who were psychotic often felt they 
would have been helped by more control. 

There seemed to be little relationship 
between the patient's outcome and his 
esteem for the hospital until we took into 
account such factors as the dignity of 
contacts with the family, how useful staff 
had been to the family as a whole, and in 
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what ways the hospital or a staff member 
was still used in a positive or negative 
transference sense. Considered along these 
lines, the respondents’ attitudes toward the 
hospital, the follow-up project, and me 
made more sense. For example, a patient’s 
or his family’s conviction that staff had done 
the best it could allows positive, useful mem- 
ory even in a tragic case, unless externalizing 
defenses are prominent. 


Subjects’ Life Patterns 


What has happened to the 100 former 
patients? What I report on are basically my 
judgments from the compelling data 
patients, their families, and their doctors 
have provided. Their ages currently range 
from 17 to 41 years, and they were 
discharged from eight to 23 years ago. 
Thirty-four lead lives that appear ordinary 
(descriptive factors include: “married well,” 
“regularly employed,” "completed profes- 
sional training,” “responsible citizen,” and 
“subjectively content”). Twenty-four seem 
to have made a more marginal adjustment. 
They are less regularly employed, have high- 
er rates of divorce and school failure, and 
tend to be lonely and subjectively discontent. 
Seven former patients, while independent, 
appear more actively peculiar. Six were still 
seriously ill following their discharge but 
later made a change for the better. Eleven 
are clearly chronically ill, fairly dependent, 
and have required further inpatient treat- 
ment, but they are presently out of the 
hospital. Ten are in psychiatric institutions 
(three of these because of “uncomplicated” 
retardation), Three are confined in penal 
institutions (one for exhibitionism, one for 
Statutory rape, and one for addiction). Five 
are deceased. There was one death from 
leukemia, one from infection, 


n : one from 
drowning during an epileptic se’ 


izure, one 


surgical death (intestinal by-pass for 
obesity), and one from an auto accident 
(without 


known suicidal implications), Five 
others had made suicidal gestures or at- 
tempts, 

Regarding the group’s educational attain- 
ment, there are two Ph.D. degrees, three 
M.D. degrees, nine M.S. degrees, and 19 
bachelor degrees. About eight are still in 
150] 
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college, and about 20 others attende 
college (all adding up to 61). 

Regarding marital status, 25 appare 
are stably married, seven are unstably 
unhappily married, 12 are divorced, 
married twice (with several pleased by 
second choice), five married three or more 
times, and 45 have never married. T 

Regarding careers, there are 16 prol 
sionals, 11 white-collar workers, and 
housewives; a few each are in fam 
businesses, trades, military, or are s 
employed. About 60, then, can be calle 
self-supporting. Eight have poor wor 
histories, and eight have never reall 
worked, in addition to those still in school, 
in institutions, or deceased. 

Sixteen patients had IQs below 90. Only 
four of these achieved ordinary or marginal 
adjustment. Nine of the institutionalized | 
patients are in this group. The IQs of most 
of the chronically ill patients were low also. 
Those with very high IQs tended not to be 
"ordinary." : 

Ten patients were adopted. Although: 
their outcome does not appear to be 
different from the whole group, they tend to 
be more distant from their families. j 


Psychological Outcome 


There is little to report regarding outcome 
versus original diagnosis; this will require 
“blind rediagnosis” in up-to-date terms. In 
general, outcome seems to follow the — 
prognostic implications of the original 
diagnostic statements. However, the term 
“in general” blurs the exceptions, which are j 
of maximum interest and deserve a detailed. 
future presentation. Patients originally 
diagnosed as suffering schizophrenic reac- 
tion or psychosis of childhood, especially 
those with low IQ, have tended not to do 
well. The exceptions include those who did - 
not seem so seriously ill when young, in 
addition to a few heroic cases. i 

Those who improved seemed to average 
about 300 hours of psychotherapy, with a 
“normal distribution” curve. For those who - 
did not improve in the hospital, there was no 
“peak amount” of psychotherapy. Thera- = 
Pists highly esteemed by their colleagues did | 
not always have the “best” results, but often: 
they worked with the more difficult patients. 
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There tended to be a kind of patient who did 
well with about two to three years in the 
hospital, often continuing psychotherapy in 
a boarding home. Although further study 
will be necessary to specify exact character- 
istics, it appears that attractiveness and 
likability (at least to someone), intelligence, 
verbal facility, an absence of overt 
aggressiveness, and other well known “good 
patient” features are highly relevant—an 
observation distressingly banal. 

Twenty-eight patients completed treat- 
ment. Of this group, 85 percent are in the 
ordinary or marginal outcome groups. The 
treatment of 30 was terminated because of 
institutional reasons. Of this group, only 33 
percent are in the ordinary or marginal 
categories. Families terminated the treat- 
ment of 24. Of this group, 58 percent are in 
the ordinary or marginal categories. Patients 
who were taken out by relatively well 
adjusted families did much better than those 
whose families were highly disturbed or 
disrupted. The foster care home (completed 
treatment) group seemed most predictable, 
most homogeneous, and most likely to have 
the best outcome. Ultimate adjustment for 
the 17 short-term patients was about the 
same as for the long-term ones. This seems 
to reflect that some of these did not need it, 
some did not fit, and that just a brief 
separation was useful in some instances. 

When further inpatient treatment was 
required (37 cases) there was a good 
outcome in less than 20 percent of the cases. 
A later new “breakdown” occurred in only 
two of the 100; rehospitalization usually 
was due to continuation or exacerbation of 
familiar problems. Only two of the foster 
home group ever required further inpatient 
treatment, About 90 percent of the 63 who 
obtained later outpatient treatment or who 
obtained no treatment are in the ordinary 
and marginal adjustment groups. A period 
of turmoil that seemed to be a kind of 
working through often followed discharge. 

At the time of discharge we claimed to 
have helped 55 patients. From the follow-up 
data it appeared that we had helped 50 (50 
percent). Several of those we originally 
claimed to have helped did not in retrospect 
appear to have altered their life pattern. On 
the other hand, several of those for whom 
we felt we did nothing seem to and/or claim 
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to have gotten significant help here. These 
people reported delayed impact; they gave 
such comments as: “Remembering what 
you had said about such-and-such" or 
“Several years later I finally got the idea.” 

About half the patients we helped seemed 
to benefit primarily by being removed from 
a destructive situation to a more benign one. 
The other half seemed to derive primary 
benefit from the special qualities of the 
hospital—milieu, structure, etc. From what I 
could judge, psychotherapy seemed of more 
use to the group who needed the structured 
qualities of the hospital least; that is, the less 
ill. However, for a few in the more ill group 
there was an exceptional psychotherapy 
achievement. Incidentally, relatively few 
patients singled out their psychotherapy as 
the one thing that they felt particularly 
helped. Of the 50 helped, 60 percent are in 
the ordinary, and 25 percent in the marginal 
adjustment groups. 

Regarding the 50 patients not helped, 30 
percent were in the hospital less than six 
months (“too short a time"), 30 percent 
were discharged for institutional reasons 
(“we couldn’t help” or “too sick”), ten 
percent were discharged when the severity of 
organic factors became clear; and the 
treatment of 30 percent was interrupted by 


' the family. Twelve percent of this group are 


in the ordinary and 22 percent in the 
marginal adjustment categories. 


Summary 


More than one-fourth of the patients 
completed treatment; about two-thirds made 
ordinary or marginal adjustment, and about 
one-half were clearly helped. Low IQ 
carried a grim prognostic significance, 
particularly when coupled with psychosis 
and violence. Our curiosity is aroused by a 
number of findings: Only slightly more than 
half have married; it was the "good 
patients" who did the best; so many are self- 
supporting; so many families feared that 
our contact with their child would "rock 
the boat"; and so few are in institutions. 

A different class of findings seems 
additionally significant. First, by letter, but 
more especially by telephone, one can 
gather compelling data on a high percentage 
of former patients (many from long ago) 
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with relative ease, thereby providing anyone 
who studies these data with a kind of 
longitudinal experience. Second, it is 
relatively easy for a clinical institution to 
learn at least something of its therapeutic 
effects, We plan now to have ongoing 
follow-up as a part of our clinical practice. 
This will permit more refined inquiry. Third, 
long-term follow-up data comprise a 
marvelous tool for teaching—i.e., presenting 
a case from the beginning examination 
through the treatment and its termination, 
only then studying the life patterns that 
follow—demonstrating with stark clarity 
what the examination did and did not 
unearth, how the treatment was and was not 
relevant, and how the treatment seemed to 
influence the life of the individual. 
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DISCUSSION 


ELEANOR PAVENSTEDT, M.D. (Cambri 
; M.D. rid, 
Mass.) —Dr. Levy has brought us the Se 
of an important follow-up study of residentially 
treated children and adolescents. Such a stud 
is of great value in and of itself i 


engaged in. No one will question the need for 
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such research, since our long-term expei 
in the residential treatment of young peoj 
so limited. 

I would like to discuss the findings for th 
light they throw on residential treatment, / 
private hospital dedicated to the psychiatt 
care of children and adolescents, with suffi 
funds and an intellectual setting to a 
outstanding staff and with forward-loo| 
administrative direction supporting a dyni 


—all of this adds up to an opti 
therapeutic experience for its inmates. Fui 
more, 79 patients remained there from 
months to three years and 17 other patient: 
even longer (i.e., this is 96 of the total 113 
presumably the majority of these responded to 
the follow-up inquiries). On the other hand, 
we must bear in mind the serious nature of 
their disorders—about one-third of the patient 
suffered from chronic brain syndrome 
psychosis. We learned that the  lattei 
particularly when they did poorly on 
psychological tests, were among the unsuccess-— 
fully treated patients. 1 
The statement that "exceptions include those ^ 
who did not seem so seriously ill when young, 
in addition to a few heroic cases" (italics. 
added) makes us yearn for more information. 
about just these cases. This is where we need 
explicit, detailed information. What age is 
“young,” and what constitutes "seriously ill"? 1.— 
realize that Dr. Levy was obliged to pack a 
great deal of information into a short” 
presentation, and my remarks are in the nature — 
of exhortation for further reports. m 
I hope that Dr. Levy will not limit himself to 
correlating admission and discharge diagnoses - 
with outcome findings since he has found these 
noncontributory, bound as they are to current. 
ways of thinking, which are subsequently. 
abandoned. I am troubled by his statement: 
"When children are worked with intensively, 
diagnostic impressions are difficult to estab- 
lish.” There must have been an initial . 
evaluative study based on the anamnesis and 
early observations of the patient. Even though 
important—and sometimes crucial—data are 
uncovered in later work with parents, and even 
though some of the initial behavior of the 
patient may prove to have been superim 
as a result of his separation and strangef ~ 
Anxiety, I believe that a great deal could be 
learned from a careful analysis of these initial 
data in correlating them with the outcome. f 
If this does not prove to be useful, I think 
Dr. Levy and his colleagues would make 4 
major contribution to the field if they were tô — 
determine just what kind of information should 
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become part of every diagnostic study of 
residential cases: What would have helped him 
to draw more meaningful conclusions between 
the developmental history of the patient, the 
evidence of his disturbance, and the long-range 
outcome? 

Possibly the material obtained from the 
patient in therapy provided more important 
clues in terms of the nature of the conflicts, 
their pervasiveness, the breakdown of certain 
defense mechanisms such as repression, and 
the persistence of omnipotence and magical 
thinking, to name but a few. Would a final 
breakdown of the case along the lines of Anna 
Freud’s Diagnostic Profile provide us with at 
least some indications as to what contributes to 
a hopeful prognosis? 

Dr. Levy was impressed by “the depth of the 
interview and the sense of validity attainable in 
a telephone contact.” I wonder what he means 
by that. Some of the comments quoted sound 
like rationalized generalizations to avoid the 
memory of more meaningful encounters. On 
the other hand—if this is indeed unbiased 
information—the  neurotics' preference for 
permissiveness versus the desire for greater 
control by “those with personality disturbances 
and some who were psychotic” are worthy of 
our serious consideration in setting up 
programs of management. 

Perhaps the most thought-provoking finding 
is that “the foster care home (completed 
treatment) group seemed most predictable, 
most homogeneous, and most likely to have the 
best outcome.” We need a further breakdown 
to learn what criteria entered into the selection 
for continuation of treatment in foster homes. 
In many areas we seem to be reaching the 
conclusion that we cannot abruptly cease our 
intervention, whether it is treatment, cognitive 
enrichment, or general developmental support 
and repair. We are learning that when children 
have been damaged, and particularly when this 
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has occurred early in life, we have to ease them 
back into the mainstream of family and school 
life slowly, via a progressively less shielded 
existence. 

The 34 percent figures for good outcome 
troubles us because it is such a common 
finding of follow-up studies. This discourage- 
ment is relieved by the figure of 85 percent of 
the 28 patients who completed treatment. The 
85 percent figure, however, includes a 
“marginal outcome" group; and “marginal” as 
described—lonely, with high school failure and 
divorce rate, etc.—does not sound particularly 
favorable. I wonder whether Dr. Levy has 
broken down this group into those who made 
an ordinary adjustment and those who made a 
marginal adjustment. 

The fact that "relatively few patients singled 
out their psychotherapy as the one thing that 
they felt particularly helped" is not surprising to 
those who have had in analysis adult men and 
women who had been in analysis as children. 
The initial stance is almost invariably that the 
child analysis was of no help, that they weren't 
ready for it, that it was confusing—if not 
painful or distasteful—and that they learned 
nothing. Only after several years of adult 
analysis is there a gradual recognition that the 
insights gained were valid and helpful. The 
frustrations that are a necessary part of any 
analytic experience apparently overshadow the 
feeling of relief at being understood, and the 
unpleasant confrontations responded to as 
criticisms outweigh the comfort of acceptance. 
The separation from and loss of the analyst no 
doubt contribute to this shift of emphasis. 

Dr. Levy is right to point out the value of 
follow-up data for teaching. It gives the student 
and young psychiatrist a long-term perspective 
that helps him to hold in check the narcissistic 
element involved in the need for a therapeutic 
success so that he brings less pressure to bear 
on his patients. Some of us veterans have 
learned the same lesson over time. 


Men's weaknesses are often necessary to the purposes of life. 
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Treatment of the Acute Alcohol Withdrawal State: 
A Comparison of Four Drugs 


BY S. C. KAIM, M.D., C. J. KLETT, PH.D., 
AND BENJAMIN ROTHFELD, M.D. 


A double-blind study of 537 patients evalu- 
ated the relative efficacy of four drugs— 
chlordiazepoxide, chlorpromazine, hydroxy- 
zine, and thiamine—commonly used in 
treating alcohol withdrawal symptoms, spe- 
cifically to prevent delirium tremens and con- 
vulsions. Of the 55 patients who developed 
these symptoms, two percent were in the 
chlordiazepoxide group; the incidence ranged 
from ten to 16 percent in the other treatment 
groups. The authors conclude that chlor- 
diazepoxide appears to be the drug of choice 
among those tested. 


N THEIR CLASSICAL STUDY Isbell and 

associates(8) conducted an experiment 
in which ten former morphine addicts 
consumed large amounts of alcohol for 
prolonged periods, following which alcohol 
was abruptly withdrawn. Four of the 
subjects withdrew from the study before 
abstinence symptoms appeared. The six 
volunteers who consumed alcohol for 48 
days or more éxhibited significant symptoms 
on withdrawal: tremor, weakness, perspira- 
tion, nausea, vomiting, diarrhea, hyperre- 
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flexia, fever, elevated blood pressure, and 
insomnia. Seizures occurred in two of 


and hallucinations without impairment 
sensorium in two (one of whom 4 
suffered convulsions). 

Because these subjects consumed 2 
excellent diet liberally supplemented v 
vitamins, it did not seem likely that 
symptoms were due to a nutritional deficien- 
cy. The report by Isbell and associat 
strongly supported the thesis that withdrawa 
of alcohol is responsible for this syndrome. 

In a more naturalistic setting Victor a 
Adams(18) studied 266 patients who e 
consecutively hospitalized for alcoholism. 
After the intake of alcohol was stopped, 34 
(12 percent) of the patients suffre 
seizures, 14 (five percent) had deliriun 
tremens, and 47 (18 percent) exhibi! 
atypical hallucinatory states. These auth 
also considered the syndromes related t0- 
cessation of drinking. " 

Fraser(5) produced an abstinence syn- 
drome in chronically intoxicated dogs 
(tremulousness, seizures, and a “canine - 
delirium”) when alcohol was abruptly” 
withdrawn from them. The Lexington group 
(Isbell and associates) stated that complete 
cessation of drinking was not necessary tO 
provoke abstinence symptoms, for they 
found that a 25 percent reduction in the 
average daily alcohol intake could result in à 
fall of blood alcohol values to zero. 4 

Fraser(5) likens alcohol withdrawal to” 
withdrawal from barbiturates, and he ad- 
vises (in both cases) substitution of @ 
drug with equivalent effects in order to avert 
delirium, seizures, or both, Isbell and 
associates(8) advise against alcohol for this 
Purpose because its calories lack proteins, 
vitamins, and minerals, and it is difficult to 
adjust dosage to avoid intoxication. They. 
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cite the traditional use of paraldehyde and 
the lesser use of barbiturates and chloral 
hydrate in the treatment of delirium 
tremens. Although sedation had been 
regarded as symptomatic treatment, the 
Lexington group postulates that it may 
represent specific treatment in the sense that 
the sedatives used may be adequate pharma- 
cologic substitutes for alcohol. 

Since the advent of the newer psycho- 
pharmacologic agents—reserpine, the phe- 
nothiazines, meprobamate, the benzodiaze- 
pines, etc.—many of these drugs have been 
employed in the treatment of the acute 
alcohol withdrawal state. The early reports 
on the use of these agents tended to be 
optimistic. Postel and Cossa(13) cited a 
decrease in delirium tremens mortality from 
65 percent in 1952 to 25 percent in 1955 
following treatment with 25 percent alcohol, 
chlorpromazine, and vitamin B complex 
intravenously. Figurelli(4) reported a de- 
crease in delirium tremens mortality from 
ten percent to 0.6 percent after changing 
treatment from paraldehyde to promazine. 

More recent studies have been reported in 
a more sober vein. In a study comparing 
promazine and paraldehyde, Thomas and 
Freedman(15) found that in the milder 
alcohol withdrawal states more patients 
were symptom, free after two days of 
treatment with promazine than were those 
treated with paraldehyde. However, if 
patients treated with promazine did not 
respond in two days the symptoms tended to 
become more severe, with a prolonged 
course ensuing. In four such patients (of a 
total of 34) severe delirium developed, one 
terminating fatally. All of the 33 patients 
treated with paraldehyde were free of 
symptoms by the fourth day. Of 39 other 
patients admitted in delirium tremens, 17 
were treated with promazine and 22 with 
paraldehyde. There were six deaths in the 
promazine group (35 percent) but only one 
in the paraldehyde group (4.5 percent). 

In another recent study Golbert and 
associates(6) treated 49 patients for alcohol 
withdrawal syndromes (agitated and tremu- 
lous states, including two patients with acute 
hallucinosis) with either promazine, chlor- 
diazepoxide, alcohol, or a combination of 
paraldehyde and chloral hydrate. In the 
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alcohol group (12 patients), five developed 
delirium tremens, and one of them also had 
convulsions. In the promazine group (13 
patients), seven developed delirium, one 
with convulsions; the only deaths (two) 
occurred in this group. In the chlordiazepox- 
ide group of 12 patients, six developed 
delirium. In the paraldehyde-chloral group 
(12 patients), only one developed delirium. 

Golbert and associates(6) treated 23 
patients in delirium tremens with either 
promazine or the paraldehyde-chloral com- 
bination. In the promazine group of 12 
patients, one developed convulsions and two 
died, There were no convulsions or deaths in 
the paraldehyde-chloral group. Thus in both 
promazine-treated groups there was a 
mortality rate of 16 percent, compared to no 
deaths in the other groups. 

The literature is replete with reports on 

the clinical use of other psychoactive agents. 
Laties and associates(12) found promazine 
and chlorpromazine “essentially indistin- 
guishable in performance” in the treatment 
of delirium tremens. Kaim and Rosenstein 
(11) reported that: 
In the alcoholic with frank or impending 
delirium tremens and associated convulsive 
seizures, Librium [chlordiazepoxide], in higher 
dosage of 200 to 300 mg. daily, brings prompt 
and gratifying control of both the psychotic 
and the convulsive phenomena without the 
toxicity experienced with the use of phenothia- 
zines, reserpine, or even the barbiturates. 

Weiner(19) advocates the routine use of 
hydroxyzine parenterally as “the recom- 
mended drug” for treatment of the acute 
alcoholic states, with sodium amytal 
intravenously for “the few that do not 
respond.” He advises against paraldehyde 
(danger of sudden death) and phenothia- 
zines (hypotensive risk). Victor( 17) stresses 
that the newer psychoactive drugs "have 
proved of value only in the milder forms of 
the withdrawal syndrome. However, there 
are no adequate data to show that any of 
them is effective in preventing delirium tre- 
mens." 

In spite of the high incidence of 
alcoholism, there have indeed been very few 
large-scale studies evaluating the relative 
effectiveness of different drugs used in the 
treatment of the alcoholic during the acute 
withdrawal period. 


[55] 


1642 


Treatment Program 


Because of the serious nature of this 
condition and its widespread occurrence in 
the 166 Veterans Administration hospitals, 
a large-scale cooperative study was initiated 
to evaluate the relative efficacy and safety of 
four drugs commonly used in treating the 
withdrawal symptoms of the alcoholic. 
Chlordiazepoxide, chlorpromazine, hydrox- 
yzine, and thiamine were evaluated against a 
matching placebo control in 23 VA hos- 
pitals using a common protocol. 

All newly admitted patients who had been 
drinking heavily for a period of at least two 
weeks immediately preceding hospitalization 
were considered for the study, as well as 
patients who were originally admitted for 
relatively minor medical or surgical condi- 
tions and who developed alcohol withdrawal 
symptoms during the early part of hospital- 
ization. 

Patients selected for the study had to 
show at least four of the following eight 
Symptoms of withdrawal: gastrointestinal 
distress (anorexia, nausea, or vomiting), 
Sweatiness or flushing, insomnia, tremulous- 
Ness, irritability, apprehension, depression, 
and clouded sensorium or confusion. 

Patients were excluded from the study for 
any of the following reasons: over 55 years 
Of age, frank Schizophrenia or obvious 
chronic | brain Syndrome, complications 
requiring primarily medical or surgical 
attention, delirium tremens at the time of 


hospitalization, and known epilepsy ` or 
diabetes, 


Procedure 


Successive Patients who fulfilled the 
Selection criteria Were assigned by random 
Code to one of the five treatment groups. On 


or placebo. 


On the second through tenth days a 
dosage schedule was employed 
within decreasing limits. During the last four 
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first day. During the first day patients on 
intramuscular medication also Teceived 
placebo capsules; patients on oral medica. 
tion also received intramuscular placebo 
injections. 

During the ten days of the study no other 
psychoactive drugs, conventional sedatives, 
or hormone or vitamin preparations could 
be prescribed. Fluids were prescribed orally 
or intravenously as needed in accordance 
with good medical care. Other supportive 
treatment (counseling, Psychotherapy) was 
also provided as seemed indicated. 

The principal investigator at each 
participating hospital was responsible for 
the coordination of the research team and 
for the collection of the laboratory and scale 
data. The research team consisted of an 
evaluation group (nurse and nursing 
assistant) from each shift and the treatment 
Physician. The ward evaluation team was 
responsible for completing the following 
items: Nurses’ Alcohol Symptom Scale (at 
the end of each eight-hour shift), medication 
record (during each shift), Lorr and Mc- 
Nair Mood Scale (once daily), and alcadd 
test (during the sixth treatment day). The 
treatment physician was responsible for 
completing the Symptom Check List daily 
and the Global Rating on the first, sixth, and 
tenth days. 

Patients could be dropped from the study 
because of refusal to take oral medication, 
inadequate control of symptomatology, 
development of delirium tremens or other 
Serious complications, or intercurrent ill- 
ness. In such cases the patient was promptly 
rated and the reasons given for the termina- 
tion on the Early Terminator Record. 

When a patient completed or was 
dropped from the Study, all his forms were 
forwarded for Processing to the Central 
Neuropsychiatric Research Laboratory, VA 
Hospital, Perry Point, Md. 


Results 


Significant results are found in the group 
Patients who had to be terminated early, 
ich numbered 106 of the 537 patient 
population Studied. As seen in table 1, 39 
Patients were lost from the study because 
they left the hospital against medical advice 
9r without leave or were allowed to leave 


of 
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TABLE 1 
Reasons for Early Termination from the Study 
DRUG GROUP 
CHLORDIAZEPOXIDE HYDROXYZINE CHLORPROMAZINE THIAMINE PLACEBO TOTAL 
REASON (N = 103) (N = 103) (N = 98) (N = 103) (N = 130) (N = 537) 
Left hospital against medical 
advice or without leave 10 2 9 9 ü 37 
Delirium tremens 1 2 4 4 7 18 
Convulsions 3 6 2 5 16 
Delirium tremens 
and convulsions 2 3 1 6 
Behavioral worsening 1 3 2 6 15 
Vomiting, intractable 1 1 2 
Hypertension 1 1 
Pneumonia 1 1 1 3 
Tuberculosis 1 1 
Severe cold 1 1 
Skin eruption 1 T 
Requested discharge 1 1 2 
Requested change of 
medication 1 1 
Died * 1 1 
Inadequate therapy 1 1 
Total Te SYA 25 24 26 106 


‘Another patient, dropped from the chlorpromazine group because of delirium tremens and convulsions, subsequently died. 


before the tenth day of treatment. The early 
terminators were fairly evenly distributed 
among the five groups, with the exception of 
the hydroxyzine group, which lost only two 
patients compared with eight to 11 lost in 
each of the other groups. It is difficult to 
account for this one significant difference, as 
these patients discharged themselves from 
the hospital for a variety of reasons. One 
may speculate that alcoholics feel more 
comfortable with hydroxyzine than with the 
other drugs studied. 

Fifteen patients were terminated because 
of behavioral worsening, ranging from one 
in the chlordiazepoxide group to six in the 
thiamine group. This was the only signifi- 
cant difference. 

Twelve patients were dropped from the 
Study because of nine miscellaneous 
reasons, No more than one patient in a 
treatment group was terminated for any one 
of these causes. 

The clinically important findings concern 
those patients who developed delirium 
tremens or seizures (or both). The 
incidence of delirium for the entire 
Population of 537 was 24, or 4.5 percent. 
The incidence by drug group follows: 
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Chlordiazepoxide 1 (1 percent) 
Chlorpromazine 7 (7 percent) 
Hydroxyzine 4 (4 percent) 
Placebo 8 (6 percent) 
Thiamine 4 (4 percent) 


Chlordiazepoxide thus is seen to have 
resulted in a significantly lower incidence 
of delirium than either chlorpromazine or 
placebo. 

Several patients who suffered isolated 
seizures were not dropped from the study. 
Adding these to the cases terminated 
because of convulsions, the over-all 
incidence of seizures among the 537 patients 
was 37, or seven percent. The seizure 
incidence according to drug group follows: 


Chlordiazepoxide 1 (1 percent) 


Chlorpromazine 12 (12 percent) 
Hydroxyzine 8 (8 percent) 
Placebo 9 (7 percent) 
Thiamine 7 (7 percent) 


It is apparent that chlordiazepoxide was 
significantly better than any of the other 
treatments. An important additional factor 
should be mentioned here. Only one of the 
patients receiving thiamine, one receiving 
hydroxyzine, and three receiving the placebo 
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. TABLE 2 
Incidence of Delirium Tremens and Convulsions 
DRUG GROUP 

CHLORDIA- CHLORPRO- 

ZEPOXIDE MAZINE HYDROXYZINE THIAMINE PLACEBO TOTAL 
DISTURBANCE (N = 103) (N = 98) (N = 103) (N = 103) (N = 130) (N = 537) 
Delirium tremens 1 4 2 4 7 18 
Convulsions 1 9 6 7 8 31 
Delirium tremens 

and convulsions 0 3 2 0 1 R 6 
Total (percent in 
parentheses) 2 (2) 16 (16) 10 (10) 11 (11) 16 (12) 55 (10) 


suffered convulsions after the first day of 
treatment. In eight of the 12 chlorpromazine 
patients who had seizures, the seizures 
occurred after the first day and as late as the 
sixth day of treatment. 

The total incidence of delirium tremens 
and convulsions in the patient population is 
shown in table 2, which includes those 
patients with convulsions who were not 
terminated early. 

What about the approximately 400 
patients who stayed the course? In general, 
the scales employed indicated that all five 
treatment groups improved rapidly, the 
larger changes occurring in the first two 
days. Individual symptoms appeared to 
respond more readily to one or another of the 
treatments, but no treatment method had an 
over-all consistent superiority. In fact, the 
placebo group appeared to fare (sympto- 
matically) as well as any of the others. 


Discussion 


The state resulting from acute withdrawal 
from prolonged use of excessive amounts of 
alcohol is attended by an appreciable risk of 
Serious symptoms, the development of 
delirium tremens, and a moderately high 
mortality rate. The world literature abounds 
with conflicting reports on the effectiveness 
of numerous treatment regimens. The 
advent of the phenothiazines led to their 
extensive use in this condition, Early reports 
were extremely favorable, as is usual in the 
Case of new agents, More recent reports, 
reis pU quite guarded as to both 

efficacy an thiazin 
Eran as safety of the phenoi es 

The opinion has recently been expressed 
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that no adequate data have yet been 
reported to prove that any of the newer 
psychoactive agents is effective in preventing 
the development of delirium tremens during 
the withdrawal state. 

With these issues in mind the VA 
embarked on a double-blind comparative 
evaluation of four of the commonly 
employed treatments of the alcohol with- 
drawal syndrome. As in other studies of this 
state, most patients in all five treatment 
groups (including placebo) improved 
rapidly, the rate of change appearing 
greatest in the first two days of treatment. 
The success or failure rates in this study 
must be keyed to the rates of occurrence of 
the two most common and serious 
developments in this syndrome: convulsions 
and delirium tremens. Chlordiazepoxide was 
associated with the best outcome in both 
these disturbances; chlorpromazine, with the 
worst. 

With respect to seizures, our finding 
confirms the early report of Kaim and 
Rosenstein(10) of the anticonvulsant action 
of chlordiazepoxide. The finding that 
patients receiving chlorpromazine incurred 
the most seizures confirms the reports of 
Bonafede(2), Fabisch(3), Sainz(14), Bar- 
Tett( 1), and Ticktin and Schultz(16). 

Chlordiazepoxide also appeared to offer 
substantial protection against the develop- 
ment of delirium tremens during alcohol 
Withdrawal. In a recent study Greenberg and 
Pearlman(7) reported that dreaming was 
Suppressed during periods of increasing 
blood levels of alcohol. Withdrawal led to 
an Increase in stage 1 rapid eye movement 
sleep, with 100 percent stage 1 found just 
before the development of delirium tremens. 
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Barbiturates and some of the newer 
psychoactive agents also suppress dreaming. 
The authors postulate that with chlordiaze- 
poxide, which does not suppress dreaming 
during its short-term use, the dream deficit 
can be made up during sleep rather than 
delirium. The findings in the present study 
lend support to this speculation. 

Jaffe(9) has aptly cited the very low 
degree of cross-dependence with alcohol 
shown by the phenothiazines, contrasted 
with the high degree of cross-dependence 
with alcohol shown by chlordiazepoxide. 
From the results of this study we would 
agree with him that “since the development 
of delirium tremens always carries with it a 

. risk of a fatal outcome, it seems 
appropriate to treat all but the mildest cases 
of alcoholic withdrawal with agents that 
show cross-dependence with alcohol.” 


Conclusion 


A double-blind controlled comparison 
was made in 23 Veterans Administration 
hospitals of chlordiazepoxide, chlorproma- 
zine, hydroxyzine, thiamine, and a placebo 
in 537 patients suffering acute alcohol 
withdrawal symptoms. Treatments were 
compared with regard to symptom change 
and the development of delirium tremens 
and seizures. 

Symptomatic improvement occurred in 
the great majority of patients in all five 
treatment groups, the greater changes 
occurring during the first two days of 
treatment. Individual symptoms appeared to 
respond more readily to one or another of the 
treatments (including placebo), but there 
was no consistent over-all superiority of any 
one treatment. 

Convulsions developed in one percent of 
the patients who received chlordiazepoxide, 
in 12 percent of the chlorpromazine group, 
eight percent of the hydroxyzine group, 
seven percent of the placebo group, and 
seven percent of the thiamine group. 
Delirium tremens developed in one percent 
of the chlordiazepoxide group, seven percent 
of the chlorpromazine group, four percent of 
the hydroxyzine group, six percent of the 
placebo group, and four percent of the 
thiamine group. 
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It is concluded that chlordiazepoxide 
appears to be the drug of choice (among 
those tested) in the prevention of delirium 
tremens and convulsions during the acute 
alcohol withdrawal state. Chlorpromazine 
was associated with the highest incidence of 
both delirium and seizures. The differences 
between these two drugs were highly 
significant in the development of both 
delirium tremens and convulsions. 
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The Future of the Public Mental Hospital 


BY LUCY D. OZARIN, M.D., AND ALAN I. LEVENSON, M.D. 


What will be the future of public mental 
hospitals as community mental health center 
programs expand? The authors suggest that 
their emerging role lies in joining the 
community's network of human services by 
adapting present organizational structures to 
permit flexibility and change. Mental 
hospital staffs can provide leadership and 
support to local, regional, and state mental 
health programs if they incorporate current 
scientific, technological, and social changes 
in their operations. 


HE MENTAL HOSPITAL is a controversial 

subject these days, but controversy is 
not new to them. Their early days in the 
United States were rooted in controversy, 
and the efforts of a militant Dorothea Lynde 
Dix were needed to stir the public and 
legislative consciences so that money was 
appropriated for their founding. 

Now controversy arises again. What will 
be the future of the mental hospital in the 
face of the expanding community mental 
health centers program? The title of this 
paper should be “The Futures of the Public 
Mental Hospital." There is no one future for 
mental hospitals. Each must find its own 
future in the light of its geographic location, 
resources of staff and funds, availability of 
other resources, state and local politics, 
Social customs, and medical and legal 
practices. 

Until recently the care of the mentally ill 
was synonymous with the history of mental 
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hospitals. Public attitudes toward the 
mentally ill and professional limitations in 
treating them have led to repeated 
unreasonable and repressive measures. 
From time to time, leaders have emerged to 
inveigh against these pernicious practices, 
often with significant and sometimes with 
lasting salutary effects. 

The era of moral treatment during the 
first half of the 19th century was the 
background for heated controversy about 
the use of restraint. Later, the size of mental 
hospitals was debated(5). Despite Dr. 
Kirkbride's strong recommendation that 
mental hospitals be no larger than 250 beds 
and the dire predictions of the Association 
of Medical Superintendents of American In- 
stitutions for the Insane (the forerunner 
of the American Psychiatric Association) 
that patient care would deteriorate, the first 
large mental hospital was built in Willard, 
N. Y., in 1866—a hospital of 1,500 beds to 
accommodate chronic patients. Other large 
hospitals followed. 

For more than a hundred years public 
mental hospitals have undergone repeated 
exposés(5). Mrs. E. P. Packard claimed her 
confinement in an Illinois state hospital in 
1860 was plotted by her husband. Her 
efforts, after her release, resulted directly in 
the enactment of new commitment laws in 
three states and indirectly influenced lunacy 
legislation in other states, particularly in 
relation to jury trial. 

Clifford Beers’ exposé of his confinement 
in a Connecticut state hospital, published in 
1908 in his book, 4 Mind That Found 
Itself(1), led to the founding of the 
organization that later became the National 
Association for Mental Health. After World 
War II, mental hospitals came into the news 
as the shocking conditions under which 
patients lived were brought to public view. 
Who can forget the cover of Life magazine 
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with the picture of a naked patient in a bare 
ward in a state mental hospital? 

We believe that the inflexibility of the 
single model over a century of time has been 
a crucial factor in producing nontherapeutic 
conditions in mental hospitals. Large mental 
hospitals have been singularly alike despite 
their diversity of location, size, population 
served, and resources. Every now and then 
bright and creative ideas have emerged, as, 
for example, the itinerant outpatient clinics 
in the early 1900s or the replacement of 
huge Kirkbride buildings with smaller, more 
homelike cottages. But the organizational 
and administrative pattern of large mental 
hospitals has shown little change until 
recently, 


Background for Change 


Mental hospital practices began to change 
after World War II following the studies of 
mental hospital organization by social 
scientists(2, 7, 9, 13). Changes were first 
related to staff attitudes, patient environment, 
structured activities, and psychotherapeutic 
programs. The advent of psychopharmaco- 
logical drugs spurred new developments in 
relation to patient responsibility, decision 
making, and opening the doors of previously 
locked wards. The concept of the therapeu- 
tic community was born. 

The Veterans Administration, concerned 
with building new mental hospitals, carried 
out studies which showed that a high degree 
of therapeutic effectiveness is unlikely in the 
very large hospital and that 750 beds is the 
maximum beyond which the Chances of 
effectiveness are greatly reduced(10). Other 
studies relating to group organization and 
interaction in institutions also produced 
evidence that group structure and size have 
relevance to patient behavior(3, 4, 8). 
These findings led to a plan to divide the 
mental hospital into autonomous units, The 
Proponents of the plan thought that 
changing the organizational Structure might 


result in improved and individualized patient 
care. i 


Some mental hospitals have adopted the 
unit plan but many 


lan still retain the traditional 
organizational structure, which usually 
includes a small admission unit, a large 
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chronic service, and a geriatric-medical 
service. Hospitals that have adopted the unit 
system follow a variety of patterns. Some 
have chosen to divide on a geographic basis 
by placing together all patients whose homes 
are located in one geographic area. Other 
hospitals group patients by functional 
capacity and therapeutic need, such as 
geriatric patients, patients with acute 
illnesses, chronic patients, children, and 
alcoholics. A third type of unit plan simply 
divides the hospital into organizational units 
and new admissions are assigned in turn to 
each. 


Some Current Problems 


Public mental hospitals are often alienat- 
ed from the community. When they were 
founded many of them had boards of 
visitors. These still continue in some 
hospitals although the board rarely repre- 
sents the consumer public. In actuality many 
hospitals have little contact with their users, 
including agencies, professionals, and the 
public. Part of the difficulty is due to the 
widespread geographic area and large 
population served by the hospital. Also, the 
State hospitals at present are serving 
primarily the lower socioeconomic groups. 
Traditionally, these groups have had neither 
channels nor organization to voice their 
needs or desires. 

Alienation from the local medical 
profession is also frequent. Community 
physicians rarely use public mental hospital 
facilities for their private patients. Physi- 
cians who send patients to these hospitals 
usually terminate their treatment responsi- 
bility by their own choice or because the 
hospital has a closed staff. Some hospitals 
utilize the part-time Services of community 
Physicians as consultants or staff. These 
Physicians do not act as private practition- 
ers, although their presence in the hospital 
helps to break down barriers between the 
hospital and the community. 

It is questionable to what extent mental 
hospitals will change unless they find ways to 
relate more closely to the people and 
communities they serve. In these days of 
rapid transportation, distance should be less 
of a problem than was true in the past. 
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Experience has shown that it is difficult to 
make many changes in a large hospital 
unless the population decreases so that 
higher patient-staff ratios are possible and 
more room is available to provide an 
improved standard of care. Some public 
mental hospitals have shown that it is 
possible to reduce populations(11). The 
Saskatchewan Hospital in Weyburn, Cana- 
da, reduced its census from 2,600 patients 
in 1946 to 1,300 in 1963 and to 450 in 
January 1967. The Rochester (Minn.) State 
Hospital population decreased over a period 
of ten years from 1,700 patients to 800. 

In Iowa the 6,600 patients in four state 
hospitals in 1946 had decreased to 1,700 
patients by 1966. These reductions were 
possible for two reasons: potential admis- 
sions were screened and alternatives to 
hospitalization were encouraged. A vigorous 
campaign was conducted to move patients 
out of the hospital when they could live 
more profitably in the community. These 
tasks were not easy to accomplish since 
reorientation was necessary for patients, 
hospital staffs, community agency staffs and 
professionals, and the public at large. In 
addition, citizens were willing to tax 
themselves to make possible community 
alternatives to hospitalization. 


The Public Mandate 


Recent legislative developments are 
leading to significant changes in providing 
health care services based on federal-state- 
local partnership. A growing public attitude 
that comprehensive health services of high 
quality are a right of each individual is 
reflected in recent laws passed by the 
Congress, including the Community Mental 
Health Centers Act, Medicare and Medi- 
caid, and the Public Health Service 
Amendments of 1966 (Comprehensive 
Health Planning, PL 89-749). The legisla- 
tion is an impetus to existing systems that 
deliver mental health services to examine 
their capability and potential to achieve the 
public mandate. 

Federal legislation beginning in 1963 has 
supported the development of comprehen- 
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sive community mental health centers. 
These centers are a new organizational form 
to provide a range of preventive and 
therapeutic mental health services to a 
defined population(12). The center pro- 
grams are evolving rapidly; By December 
1968 over 350 centers had qualified for 
federal assistance. The goal is 500 centers 
by 1970 and 2,000 by 1980. 

The major characteristic of a center 
program is flexibility in use of staff and 
facilities to meet the needs of the 
community it serves. Designed to fill gaps in 
services rather than to duplicate them, the 
center organizational structure seeks to 
create community networks of institutions 
and agencies which together provide 
comprehensive mental health and related 
services. While the center program as 
presently interpreted must ensure that five 
basic services are available to a defined 
population (inpatient, outpatient, partial 
hospitalization, and emergency services plus 
consultation and education), there is no 
prescribed pattern or model for organization 
and administration. These are fitted to local 
situations and conditions. 

In a statement to a congressional subcom- 
mittee, Dr. Albert Glass, director of the 
Department of Mental Health in Oklahoma, 
outlined the relationship of state hospitals 
and center programs. He said: 


. it has become clearly and widely evident 
that comprehensive mental health care requires 
the integration of services between community 
centers and state mental hospitals. . . . state 
mental hospitals can and should provide 
community mental health services either alone 
or in concert with local community agencies 
for citizens residing in its environs. This more 
flexible use of state mental hospitals is of 
particular pertinence in view of the shortages 
of the mental health professional manpower 
which are even more scarce in rural areas 
where many state mental hospitals are 


located(6). 


1PL 88-164, Title IL, the Community Mental 
Health Centers Act of 1963, provides financial as- 
sistance for construction of facilities. PL 89-105, 
Amendments to PL 88-164, passed in 1965, sup- 

rts the staffing of new services in community 
mental health center programs. PL 90-31, the 
Mental Health Amendments of 1967, extends 
authorization for the two previous acts for an 


additional three years. 
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Changing Patterns 


A comprehensive mental health program 
requires a range of community-based and 
mstitution-based services. Experience has 
shown that they may be provided in a 
variety of organizational and administrative 
patterns, depending on the linkages worked 
out between resources in a given commu- 
nity. However, flexibility in use of staff and 
physical facilities is essential. For this 
reason, the concept of a single organization- 
al or administrative model is impractical. 

The Arkansas state hospital system has 
undergone radical organizational changes 
during recent years. The Little Rock 
Hospital reduced its size from 1,832 beds in 
1960 to 777 beds in 1966, of which 432 
serve the northern half of the state. A 
portion of a modern building, which 
replaced the old Kirkbride buildings, serves 
as the mental health center for the greater 
Little Rock area. The medical school, which 
adjoins the state hospital, has affiliated with 
the hospital for the mental health center 
program and will provide services for 
emotionally disturbed children. 

The Benton State Hospital, 30 miles away, 
which originally housed chronic patients, 
has become an autonomous hospital serving 
the southern half of the state. The bed 
capacity of over 3,000 was reduced to 
1,844. This hospital provides a backup 
inpatient unit and some staff to the Pine 
Bluff Mental Health Center 47 miles away. 
The Little Rock Hospital also provides 
some psychiatric staff for this center, 

A training program has been instituted at 
the Little Rock Hospital to provide staff for 
the community mental health center in 
Jonesboro. This center will soon be under 


construction and will serve five rural 
counties in northeast Arkansas. The 
hospitals also provide inpatient and 


specialized services to the South Ark 
Mental Health Center in E] Dorado. Fue 
plans for expansion include three additional 
mental health centers to serve the remainder 
of the state. These will be Sponsored by the 
state hospital authority in affiliation with 
local resources, 
The Bronx State Hospital in New York 
located in a densely populated urban area, 
has affiliated with each of three community- 
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based psychiatric facilities within its 
catchment area. Clusters of wards at the 
state hospital have been functionally 
designated as “services,” and each of the 
three services relates to its counterpart 
community facility in a unique way, 
reflecting the special circumstances which 
pertain to the facility or to the area 
served. 

The “Lincoln Service" has made avail- 
able two 40-bed wards to the Lincoln 
Hospital Mental Health Services, which 
does not yet have its own inpatient service. 
The Lincoln Hospital staff is responsible for 
admission and short-term treatment for 
patients from their catchment area hospital-, 
ized on these two wards. Patients who 
require intermediate or longer term treat- 
ment are transferred from these wards to 
one of the other six wards of the "Lincoln 
Service" at Bronx State Hospital. 

The “Soundview Service” of the state 
hospital and the staff of the Soundview- 
Throgs Neck Community Mental Health 
Center are experimenting with shared staff 
arrangements. Although the principal as- 
signments of each remain in their own 
institutional settings, they follow increasing 
numbers of patients into the alternative 
setting. If the community mental health 
center beds are inadequate, a ward or part 
of a ward of the state hospital becomes a 
temporary annex to the inpatient service of 
the community mental health center. 
Provision is also made for the use of the 
centers inpatient service as a temporary 
annex of the state hospital if the longer term 
treatment beds are filled for patients from 
this catchment area. 

The "Jacobi Service" has approximately 
400 patients in active outpatient aftercare 
treatment; the “Lincoln Service," in 
contrast, has fewer than 30 active 
outpatients. The outpatient service of the 
Jacobi Hospital department of psychiatry 
Serves as the training center for intensive 
Psychotherapy for the entire complex of 
institutions and centers affiliated with the 
Albert Einstein department of psychiatry. 
Service to the catchment area population is 
consequently a secondary consideration to 
the staff of the Jacobi Clinic, and it has been 
in the interests of the state hospital staff of 
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the Jacobi Service to provide their own 
aftercare programs. 

Another example is furnished by the Utah 
State Hospital in Provo, which has 
administratively released a building and its 
staff to the Central Utah Community Mental 
Health Center, which is under joint state 
and county auspices. The hospital provides 
emergency, inpatient, and partial hospital- 
ization services and the tri-county clinic, 
several blocks away, provides outpatient, 
follow-up, consultation, education, and 
rehabilitation services. Research and train- 
ing services are jointly staffed by the center 
and hospital personnel utilizing both 
facilities. 

Voluntary hospitals with center-type 
programs have also joined with mental 
hospitals. St. Joseph’s, a general hospital in 
Houston, provides comprehensive mental 
health services to an inner city catchment 
area in addition to providing inpatient care 
for private psychiatric patients. A relation- 
ship has been worked out with the Austin 
State Hospital, 160 miles away, which will 
set aside a separate unit for longer stay 
patients from the catchment area. Staff from 
the center and state hospitals have arranged 
systems of communication concerning the 
flow of patients, and they also visit each 
other at intervals. The general hospital has 
stationed several workers in the county 
hospital receiving unit to intercept catch- 
ment area patients who might otherwise be 
transferred directly to the state hospital. The 
general hospital also provides complete 
aftercare services, including home visits to 
state hospital patients returning to the 
catchment area. 


Comment 


The future of the public mental hospital 
lies in the multiple opportunities for 
participation in the expanding network of 
community services. Although mental health 
agencies have traditionally functioned 
independently and in isolation from each 
other, the way of the future requires planned 
coordination of agency activities and 
programs. The emphasis on coordination is 
prompted by the rapid growth of new 
approaches to the problems of mental illness 
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as well as by growing public concern for the 
efficient use of limited health resources, 

Mental health center programs emphasize 
short-term community-based care for acute 
and recurrent mental illness. Mental 
hospitals that perform this function for their 
surrounding communities share this empha- 
sis. Long-term inpatient care is not a 
feasible undertaking for the typical commu- 
nity mental health center. The public mental 
hospital seems an appropriate resource for 
providing centralized and specialized, long- 
term inpatient service for one or more 
community centers. 

The establishment of a network of 
comprehensive mental health services that 
includes both community-based and institu- 
tionally based programs must, however, 
ensure a two-way flow with patients passing 
freely between the mental hospital and the 
community center. The public mental 
hospital should not be viewed as a resource 
for untreatable patients. The mistake is 
compounded when “long-term care” is used 
as a euphemism for custodial care, 

The mental health services network 
requires also specialized services for 
children, the aged, alcoholics, and other 
groups of people with special needs. While 
every community mental health program 
must have access to such special services, 
each may not be able to provide them 
independently. Mental hospitals may be in a 
position to develop these specialized 
programs; many public hospitals have 
already done so. 

In becoming part of a community 
network, the hospital can better fulfill its 
own mission. Community programs provide 
the hospital with greater and easier access to 
the community it serves, as, for instance, in 
admission and discharge procedures. Com- 
munity programs also enable the hospital to 
maintain contact with the full spectrum of 
professional and nonprofessional care givers 
who make up the community’s system of 
total human services. In addition, a new 
public image of the mental hospital will 
result. 

Easy access to service is a fundamental 
principle of current mental health practice. 
The public mental hospital is making itself 
more accessible by its involvement with 
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community programs and by modification of 
existing admission procedures. In the past, 
admission to mental hospitals has involved 
complex judicial commitment proceedings. 
These procedures are undergoing review in 
many states with the aim of simplifying 
routes of admission to public mental 
hospitals, 

The future will also bring significant 
changes in the patterns of financing public 
mental hospital services. Traditionally, such 
services have been supported almost entirely 
by direct earmarked state appropriations. 
Fee collections from patients and their 
families have supplied only a small part of 
the mental hospital budget. The pattern is 
now shifting as payments for services are 
made either by patients themselves or by 
public and voluntary third parties acting in 
their behalf. Voluntary health insurance 
programs are expanding their coverage for 
mental disorders, and insurance payments 
are being made to public hospitals just as 
they are made to private institutions. 

The Medicare program offers a new 
source of funding for eligible mental 
hospitals which may be particularly useful in 
supporting development of services. Basic 
Medicare coverage includes mental hospital 
services for the geriatric population. Some 
public mental hospitals have also begun to 
establish their eligibility as extended care 
facilities under the Medicare provisions. 
Medicaid funds are also available for the 
purchase of services for patients over 65 
years of age in participating states. Such 
new sources of funding fit well with the role 
of the public mental hospital as a high- 
quality specialized treatment resource. 


Summary 


E 
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National policy, as stated by the Congress 
and supported by the public, directs that 
adequate comprehensive mental health 
services be available to all people. The total 
mental health resources of the country must 
be mobilized to meet this objective. Working 
together with other agencies and facilities, 
the public mental hospital can become a 
part of the network of human services for 
the community. The staff of the mental 
hospital can provide leadership, creativity, 
and solid support to local, regional, and 
state mental health programs. 
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Although Benjamin Rush disclaimed any 
tendency toward superstitious belief in 
dreams, he seems in fact often to have 
fallen under the spell of his own dreams 
and to have been quite affected by them. 
A common theme in Rush's dreams was 
the attempt to reconcile a conflict he was 
then experiencing: the struggle between his 
humanitarian sentiments and his need to 
earn a living, for example, and the frequent 
incompatibility of his personal political am- 
bitions with his role as a doctor. 


hoa 400 years ago Montaigne wrote, 
“Dreams are the true interpreters of 
our inclinations; but there is art required 
to sort and understand them." I am sure 
that many of you are far more adept at this 
art than I am. It depends, among other 
things, upon a certain inner freedom, a 
willingness or ability to indulge in a kind 
of primitive thinking that most of us, who 
look upon ourselves as scientists, have spent 
years in schooling ourselves against. We 
are devotees not of the primary process 
but of many secondary elaborations. 

It was of some interest to me, therefore, 
to study a man who was a prolific and 
gifted dreamer and one, moreover, who had 
an almost compulsive need to record what 
transpired in his life. Benjamin Rush has 
left us not only an account of many dreams 
but also of his fantasies, ideals, and as- 
pirations. For the sake of this dissertation, 
I shall lump them all together as dreams, 


Read as the Benjamin Rush Lecture on Psy- 
chiatric History at the 124th annual meeting of 
the American Psychiatric Association, Boston, 
Mass, May 13-17, 1968. The lecture was made 
possible through the support of Roche Labora- 
tories. 

Dr. Binger is honorary psychiatric consultant, 
Harvard University Health Services. His address 
is 21 Lowell St., Cambridge, Mass. 02138. 
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The Dreams of Benjamin Rush 


BY CARL A. L. BINGER, M.D. 


whether they occurred in the daytime while 
awake or at night in sleep. 

If, as Herodotus thought, dreams are 
made up mainly of matters that have been 
in the dreamer's thoughts during the day, 
then a consideration of Rush's dreams may 
give us additional information about what 
was going on in the mind of this gifted, 
cantankerous man so full of contradictions. 
Whatever one said about him, the opposite 
would also be true. 


Premonitory Dreams 


The first dream that Rush recounted in 
his autobiography was not his own but that 
of a traveling companion on board the 
Friendship, which was bound for Liverpool 
from Philadelphia in September 1766. Rush 
was with his friend Jonathan Potts, aiming 
at study in Edinburgh. The two shared a 
cabin with one James Cummins, a young 
Scottish merchant whose fortune and health 
had been impaired in the West Indies and 
who was on his way home to visit his 
parents in the north of Scotland. The pas- 
sage was stormy and dangerous throughout. 
Off the coast of Ireland and again the next 
day at Hollyhead in Wales, the Friendship 
was nearly lost. Rush wrote in his Travels 
Through Life: 


Two nights before we arrived in Liverpoole, 
Mr. Cummins awoke the Captain, Mr. Potts 
and myself with a cry of great distress, The 
Captain asked him what was the matter. To 
this he answered for a while only in groans 
and finally said he had been terrified by a 
dream, but refused to tell what it was. In the 
morning after I had retired from the break- 
fast table on the deck, he told the Captain and 
Mr. Potts that he did not chuse to tell his 
dream in the night least I should hear it, but 
that he imagined we had arrived in Liverpoole, 
that two days afterwards I had fallen from a 
horse, and was killed by a fracture of my 
skull, that I appeared to him after my death, 
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and bid him prepare to follow me, for that 
he was to die in a few days. On the [21st] of 
October 1766 we arrived safely in Liverpoole, 
and were kindly entertained by several families 
to whom we had letters of introduction. Two 
days after our arrival we visited a large glass 
house. In coming out of it Mr. Cummins 
complained of being indisposed, and left us. 
In the evening when we returned to our 
lodgings, we found him abed and asleep. We 
all lay in one room, but in different beds. At 
12 o'clock he awoke us with a voice like a 
person in convulsions. We called for candles, 
and flew to his relief. By opening a vein we 
checked his fits, and apparently restored him 
to his reason, but in spite of all that was done 
to recover him not only by ourselves but by 
one of the oldest physicians in the town whom 
we called to our assistance, he died the next 
evening. This was to us both a most afflicting 
event, for he became very dear to us by our 
fellowship in dangers. We shewed our respect 
for him by burying him at our own expense in a 
graveyard belonging to an Episcopal Church 
in the town. This expense was afterwards 
honoroubly reimbursed by his father(2, pp. 
40-41). 


Rush made no further comment on this 
dream, but elsewhere, in his Commonplace 
Book, he cited several other examples of 
premonitory dreams, so that one can guess 
that he gave them some credence. For ex- 
ample, 


Mrs. Murray (wife of the Revd. Mr. Mur- 
Tay) informed me that her first husband died 
in the West Indies, and that she dreamed 
She saw him easy and happy at the very 
moment on which the accounts of his death 
said that he died, on March 8th, 11 o'clock at 
night. Mr. Chew had a similar dream respect- 
ing his father, and Mr. Nicklin respecting his 
sister(2, p. 187). 


Rush cited several examples of such coin- 
cidental but heralded deaths. Joseph Clay- 
pool heard a voice calling him three times, 
“Da! O Da,” in Lancaster in a dream; at 
that instant one of his children died in Phila- 
delphia. Mr. Thos. Firmin, a pious merchant 
and celebrated for his charities during the 
great plague in 1665 and the great fire in 
1666 in London, lost his wife at Ipswich 
while he was in Cambridge. What was Te- 
markable, he dreamed that she died at the 
very instant she breathed her last. One can 
guess from the haphazard entries in his Com- 
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monplace Book that Rush was attentive to 
the dreams of his contemporaries, as he was 
to those of his patients. He was also inter- 
ested in his own dreams. To understand them 
one must have some notion of his life situa- 
tion. 


The Dream as an Attempt to 
Reconcile Conflict 


In the autumn of 1780 Dr. Rush, then 
35 years old, was attacked by the prevailing 
epidemic known and described by the name 
breakbone fever, which he says “yielded 
in a few days to an emetic and the Bark"(2, 
p. 85). Since this is a self-limiting disease, 
almost never fatal, it would probably have 
yielded without these medicines. But per- 
haps they made him feel more comfortable. 

Rush was the first to describe this disease 
clinically and to call it by its popular name. 
Tt was known also, as I am sure you are 
aware, as dengue fever. The origin of this 
name is not without interest. It came from 
a West Indies corruption of the word “dan- 
dy," which was thought to describe the 
stilted, high-stepping, dandified gait of its 
victims, whose leg pains caused them to 
walk in this fashion. 

Rush’s description of this disease ap- 
peared in 1789, and it remains a medical 
classic. Although ignorant of the cause and 
means of transmission of the fever, Rush 


made some pretty shrewd observations about 
both. He said: 


All ages and both sexes were affected by 
this fever. Seven of the practitioners of physic 
were confined by it nearly at the same time... . 
The pains which accompanied this fever were 
exquisitely severe in the head, back and limbs. 
The pains in the head were sometimes in the 
back Parts of it, and at other times they oc- 
cupied only the eyeballs, In some people, the 
pains were so acute in their backs and hips, 
that they could not lie in bed(1, p. 150). 


He spoke of the flesh being sore to the 
touch and of the resemblance of the disease 
to rheumatism, but, he said, “its more gen- 
eral name among all classes of people was 
the Break-bone fever.” 

There Were other incidental clinical de- 
Scriptions of its manifestations—important 
When one considers that a physician of 
that day had to differentiate between ty- 
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phoid, typhus, various kinds of malaria, 
cholera, dysentery, yellow fever, and dengue, 
all by means of symptoms and signs without 
benefit of any information about causative 
agents. 

When he recovered from this bout of 
fever but was still confined to his room, 
Rush had a curious dream which made a 
deep and lasting impression on him. He 
said of the dream that it increased his dis- 
position to attend the poor and, when he 
could not serve them, never to treat them 
in an uncivil manner. This is the dream 
as he reported it. 


I dreamed that a poor woman came to me 
just as I was getting into my chair [ie., his 
chaise] in Penn Street, and begged me to visit 
her husband, I told her hastily, that I was 
worn out in attending poor people and re- 
quested her to apply to another Doctor. “O! 
Sir (said she, lifting up her hands) you don’t 
know how much you owe to your poor pa- 
tients. It was decreed that you should die by 
the fever which lately attacked you, but the 
prayers of your poor patients ascended to 
heaven in your behalf, and your life is pro- 
longed only upon their account!” (1, p. 152; 2, 
pp. 85-86). 

This answer affected him so much that 
he awoke in tears. He assures us that he 
had been little disposed to superstition and 
had, indeed, often exposed the folly of 
being influenced by dreams, explaining their 
cause by obvious physical principles. 

It is tempting to try to analyze a dream 
to which the dreamer himself attaches so 
much importance. But while we lack some 
essential data for such an analysis, namely, 
the dreamer's own associations, Rush does 
furnish some of them. It is possible, there- 
fore, to venture a few reasonable guesses. 

Dr. Rush was still confined to his room 
after his illness, but he dreamed that he 
was up and about doing business as usual, 
actually going out and driving in his chaise 
on Penn Street. Knowing his restless dis- 
position and his constant need to be busy, 
One can be pretty sure that he wished he 
were back at work and. that this perhaps 
was the immediate instigation of the dream. 
Although he stated that he had often ex- 
plained the cause of dreams by obvious 
physical principles, we know that such prin- 
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ciples alone do not disclose the content of 
dreams and their meaning. 

As for his being little disposed to super- 
stition, much of Rush's religiosity sounds 
a good deal like superstition to us, and, 
furthermore, many men who have been 
critically ill easily return to a more primitive 
kind of thinking, of which superstition is 
an example. Two years earlier his life had 
been despaired of while he was ill with 
typhoid fever, but, according to him, in the 
extremity of his danger it had pleased God 
on the eleventh day to break the violence 
of his disease. His present illness was not 
only painful and prostrating, but highly in- 
convenient. He had just reestablished him- 
self in practice in Philadelphia after the 
British occupation and had had to face the 
opposition of many citizens, including the 
well-to-do Tories. 

Just before recounting this dream, Rush 
gave us a clue as to its significance. He 
said, “My business from this time was ex- 
tensive, but less profitable than it should 
have been, from being obliged to receive 
the payment of my bills in paper money 
which frequently depreciated 200 and 300 
per cent below their value at the time they 
were delivered to my patients"(2, p. 85). 
There seems little doubt that Dr. Rush was 
hard pressed financially. He was greatly 
concerned over the depreciation of the cur- 
rency, and his personal expenses had in- 
creased materially. He had three children 
by then, and his family was about to move 
into a spacious three-story house. 

Before his military service Rush had 
practiced chiefly among the poor, whom 
he frequently visited on foot, prescribing 
sometimes for as many as 16 patients on 
a morning's walk but charging only one of 
them. He had a natural sympathy with 
distress of every kind. His revered teachers, 
Dr. Cullen in Edinburgh and Dr. Fothergill 
in London, had also established themselves 
in their professions by practicing among 
the poor. Even the great Dr. Boerhaave in 
Leyden had said that the poor were his 
best patients because God was their pay- 
master. But Rush was tired from his ex- 
ertions during the war and from attending 
altercations in which he had been embroiled. 
He was, moreover, worn out from attending 
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poor people and had just recovered from 
a painful and prostrating illness. He longed 
to be taken care of himself or at least have 
some well-to-do patients who might help 
support him. This was the setting of the 
dream. | 

When the poor woman approached him, 
he waved her aside and got into his carriage; 
he was no longer on foot. But he could 
not deny his tender, altruistic nature and 
his idealistic concern for the poor, and so 
the woman told him that it was their prayers 
that saved him. Thus the dream was an 
attempt to reconcile a conflict. He awoke 
in tears—tears of guilt—because the dream 
tevealed to him, even as it tried to conceal 
from him, the struggle he was experiencing 
between his self-interest and his high-minded 
dedication to the poor. And so, in order 
to deny what he would regard as his baser 
nature, he resolved more than ever to attend 
the sick poor. 

But there is more to the dream than 
this. As all dreams do, this one, too, has a 
base in childhood. It is not too remote a 
conjecture to think that the poor woman 
in the dream represents the dreamer's 
mother. She was then a widow of 63 (Rush 
was half her age), either living with her 
son or about to do so. As one might guess, 
he was kindness itself to her. Later, when 
she protested that she was being too trouble- 
Some and should quit his home to relieve 
his wife and him from the care of nursing 
her, Rush said to her: “N ++. my dear 
madam, should you continue to lie on this 
bed till you are an hundred years old, you 
will never tire my family. I shall cheerfully 


because of his love for his mot 
guilt at denying her, 


Dreams of Political Ambitions 


In lecturing his Students, R; 
: » Rush told 
that even their dreams "should not b im 
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mitted to sport themselves idly"(4, p. 355) 
in their brains, because if they acquired 
habits of observation, useful inferences 
could be deduced from them. As has been 
said, he was obviously interested in his own 
dreams and he seems to have had no hes- 
itancy in recounting them to his friend John 
Adams, who held a special place in his 
trust and affection. In 1805 he described 
to Adams a dream that he had about 15 
years earlier. This was at the time that 
Adams became Vice President of the United 
States and that Rush, after having devoted 
16 years to his country, could see nothing 
but labor and self-denial in the practice 
of his profession. 

He was a man of so much restless energy, 
intelligence, and ambition that it was diffi- 
cult for him to be confined within the limits 
of his profession. Perhaps this is what drove 
him into his varied activities and made a 
social reformer of him. So it was that he 
addressed himself to all approaches to hu- 
man betterment, from the position of women 
in society to the education of the young, 
the abolition of slavery, and the humane 
treatment of the insane. These are just a 
few of the things that challenged his re- 
former's zeal. Other medical men have had 
similar feelings. Perhaps this is why so 
many of them turn to other pursuits as 
they grow older. 

Rush protested that he envied no man 
and blamed no man, but his dream tells 
a different Story. He dreamed that a great 
many people were assembled near Christ 
Church, where they were gazing at a man 
Seated on a ball just below the vane of the 
steeple. Upon asking what was going on, 
Rush was told that this man had discovered 
a method of regulating the weather. In- 
cidentally, this was the year that Franklin, 
whom Rush greatly venerated, had died. 
The man could Produce rain and sunshine 
and cause the wind to blow from any 
quarter. He had a trident in his hand which 
he would wave in the air, commanding the 
wind to blow from the northwest instead 
of the northeast. But this time the weather 
vane refused to move, The man called for 
Tain, but none fell, 

en, becoming agitated and dejected, 
he complained bitterly of the refractory 
elements. At this point Rush said to a 
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friend, “The man is certainly mad.” Then 
a figure dressed like a flying Mercury de- 
scended rapidly from the steeple, holding 
a streamer bearing the inscription De te 
fabula narratur (“About you a story is 
being told”). And Rush then said, “The 
impression of these words was so forcible 
upon my mind that I instantly awoke, and 
from that time I determined never again to 
influence the opinions and passions of my 
fellow citizens upon political subjects" (3, 
II, pp. 893-894). 

In another dimension the figure of Mer- 
cury is an archetype sent to earth from on 
high (the church steeple) to bring Rush 
a message, the gist of which was for Rush 
to stop deceiving himself and to become 
aware of his own limitations. 

Knowing what we do about Rush, this 
dream is not too difficult to interpret. He 
had, indeed, retired from political life, part- 
ly because he was not tough enough for 
it and had been hurt by it, and partly be- 
cause, as a doctor of medicine, his chief 
concern was with the individual rather than 
with masses of people. He was both the 
dreamer and the man on the steeple—that 
is, in the highest position, playing the part 
of God, who commands the elements; but 
the elements did not obey him. He recog- 
nized his impotence, but was consoled by 
the prophetic device on the streamer, and 
then awoke with the resolution never again 
to play the political game. 

The dream was an attempt to resolve 
this conflict between his burning political 
ambitions and his realization that this ca- 
reer was now closed to him. It is natural 
that he wanted to tell this dream to John 
Adams, his “first preceptor in the science 
of government,” who taught him to despise 
public opinion when set in competition with 
the dictates of judgment and conscience(3, 
I, pp. 530-531). Yet Adams had been 
pricking his friend’s conscience. He had 
just chided him that it was the duty of 
every man who loves his country to step 
forth in defense of its institutions. 

In the next dream reported to Adams, 
Rush was no longer God, sitting on the 
steeple of Christ Church, nor was he Jupiter 
Pluvius, commanding the elements. He was 
President of the United’ States, as Adams 
himself had recently been. Dr. Rush had 
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just lost a patient from the fatal effects of 
alcohol. While ruminating about this case 
and the incalculable evils spreading through 
the country from the use of strong drink, 
he fell asleep. He dreamed that he had been 
elected President. At first he modestly ob- 
jected to accepting so exalted and honorable 
a station. But then he recollected that it 
would give him the opportunity to put a 
final stop to the abuse of what were called 
“ardent spirits’ in the country; and with 
this thought in mind he accepted the office 
and entered upon its duties with enthusiasm 
and zeal. 

Up to this point these two dreams are 
similar. Rush had been elevated to a position 
of power where he could work magic. This 
represents his wish. In the dream he even 
made an announcement to his secretaries, 
who brought him many letters to sign, 
that he would do no more work until he 
got Congress to pass a law prohibiting the 
importation, distilling, and consumption of 
hard liquor in the United States, Such a 
law was then passed. It recommended mo- 
lasses and water and small beer in place of 
ardent spirits. This part of the dream cor- 
responds closely with Rush’s conscious views 
on intoxicating liquors and their prohibition. 
But the law, wise and humane and patriotic 
as he thought it, nevertheless met with great 
opposition. 

Then, as in the first dream, the ugly face 
of reality conflicted with the dreamer’s wish. 
What follows may not actually have been 
the dream, but he believed he dreamed it 
and it therefore may be treated as his as- 
sociations. Petitions came in from all quar- 
ters urging Congress to repeal the law. Then 
one day while Rush was sitting alone in 
his council chamber, a venerable but plain- 
looking man was introduced to him by a 
servant. This old man had come to protest 
about the law, pointing out its injustice 
and all the things that would follow its en- 
forcement. Rush heard him out, but pro- 
tested that his visitor did not know the 
people of the United States as well as he, 
adding that they will always “submit to 
the empire of Reason.” But the old man 
contradicted him, saying there is an empire 
of another kind, more powerful than Reason, 
namely the empire of Habit. To this people 
yield a willing and involuntary submission. 
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“You might as well,” he said, “arrest the 
orbs of heaven in their course as suddenly 
change the habits of a whole people... . 
Indeed, Mr. President," he continued, *. . . 
you are no more of a philosopher than 
you are of a politician, or you never would 
have blundered upon your spirit law. Let me 
advise you to retire from your present sta- 
tion and go back to your professor's chair 
and amuse your boys with your idle and 
impracticable speculations, or go among 
your patients and dose them with calomel 
and jalop . . . .” Rush was outraged. He 
shouted, “Stop, stop, sir. ... What do you 
mean by thus insulting the first magistrate 
of your Country?" At that point he called 
for his servant, John, and told him to “turn 
this man out of doors.” Then the noise 
and vexation awoke him, and he was re- 
lieved when he realized that the whole Scene 
was nothing but a dream(3, II, pp. 978- 
979). 

Again in this dream, as in the previous one 
about Mercury, Rush was confronted with 
his powerlessness or impotence in the face 
of his determination to put a stop to the 
evils of drink. He was forced to realize 
that a professor's chair is not a seat of 
power. The dream exposed his own thwarted 
ambition and intimates a feeling of rivalry, 
if not jealousy, of Adams, whom he loved 
and admired, but who, unlike Rush, had 
won the political acclaim that Rush un- 
doubtedly but unconsciously coveted. It is 
perhaps no accident that the servant in the 
dream was called John. 

There is another element in this pair of 
dreams that should not be overlooked. Rush 
was beginning to be aware of his age and 
perhaps of his waning powers, He was 62 
at the time. Adams was ten years his senior 


but still rather Vigorous. The two men were 
in constant and inti 


A Prophetic Dream Ab. 
and Jefferson Sheets cons 


There is yet another of Rush’ 
[72] 


S dreams 


DREAMS OF BENJAMIN RUSH 


on record in his voluminous correspondence 
with Adams that has a singularly prophetic 
aspect. Rush dreamed that his son Richard, 
while reading a history of the United States, 
called his father’s attention to the following 
passage: “1809. Among the most extra- 
ordinary events of this year was the renewal 
of friendship and intercourse between Mr, 
John Adams and Mr. Jefferson, the two 
ex-Presidents of the United States.” 

When Adams, then living in retirement 
in Quincy, heard of this dream from Rush, 
he wrote him, saying: “A Dream again! 
I wish you would dream all day and all 
Night, for one of your Dreams puts me in 
spirits for a Month. I have no other ob- 
jection to your Dream, but that it is not 
History. It may be Prophecy"(3, II, pp. 
1021-1023). f 

Two years later Rush sent a passage of a 
letter from Adams to Jefferson with this 
comment: 


When I consider your early attachment to 
Mr. Adams, and his to you; when I consider 
how much the liberties and independence of 
the United States owe to the concert of your 
principles and labors; and when I reflect upon 
the sameness of your opinions at present up- 
on most of the subjects of government and 
all the subjects of legislation, I have ardently 
wished a friendly and epistolatory intercourse 
might be revived between you before you 
take a final leave of the common object of 
your affections. Such an intercourse will be 
honorable to your talents and patriotism and 
highly useful to the course of republicanism 
not only in the United States but all over the 
world. Posterity will revere the friendship of 
two ex-Presidents that were once opposed to 
each other. Human nature will be a gainer 
by it(3, II, p. 1075). 


The olive branch which Rush had prof- 
fered was accepted by both men. Few acts 
of his life gave him more satisfaction than 
his share in rekindling the friendship be- 
tween Adams and Jefferson. It led to the 
long and well-known exchange of letters 
between Quincy and Monticello; between 
what Rush called "The North and South 
Poles of the American Revolution." It can 
perhaps be attributed to historical inevita- 
bility that both of these great patriots and 
founding fathers died in 1826 and on the 
Same day, the fourth of July, more than a 
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dozen years after their great and common 
friend Benjamin Rush drew his last breath. 


Two Journeys to Byberry 


Not long before this event, Dr. Rush had 
traveled nine miles from town to visit a 
patient. He took along with him, to do the 
driving, not his Negro servant but his young- 
est son, William, then a boy of 11. After 
visiting his patient, Rush realized that they 
were within three or four miles of the 
farm on which he had been born and where 
his ancestors for several generations had 
lived and died. The farm was in a settle- 
ment known as Byberry, about 12 miles 
up the Delaware River from Philadelphia. 

As they approached the place, Rush 
found himself peculiarly agitated. Every- 
thing seemed exactly as it had been 60 
years before when, at the age of six, he had 
lost his father, and his mother had moved 
away. He went to see the graveyard in 
which four successive generations of Rushes 
were buried, all descended from Captain 
John Rush, who had commanded a troop 
of horse under Cromwell and whose sword 
and watch Benjamin had inherited. 

While standing near his grandfather's 
grave, Rush’s thoughts became confused. 
He saw his forebears risen from their graves 
and surrounding him, dressed in their home- 
spun and working clothes. They said, “What 
means that gentleman by thus intruding up- 
on us?” And then, in his imagination, Rush 
soliloquized and spoke to them: 


Dear and venerable friends! Be not offended 
at me. I inherit your blood, and I bear the 
name of most of you. I come to claim affinity 
with you and do homage to your Christian 
and rural virtues. It is true my dress indicates 
that I move in a different sphere from that 
in which you passed through life, but I have 
acquired and received nothing from the world 
which I prize so highly as the religious prin- 
ciples I inherited from you, and I possess 
nothing that I value so much as the innocence 
and purity of your characters(3, II, p. 1152). 


A century and a half after Rush had had 
this daydream, I took occasion to repeat 
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Dr. Rush’s pilgrimage. I was accompanied 
not by an 11-year-old son but by a young 
and much admired colleague and friend, 
Dr. Eugene Bliss of Salt Lake City, who 
drove me, not in a horsedrawn buggy but 
in a rented car, to Byberry and Rush’s 
birthplace, reached after miles of ugly urban 
sprawl. The old house was at once recog- 
nizable by its stone exterior and the square 
columns that support the roof over the 
porch, But it was all in great disrepair, 
lacking paint, impoverished, and shabby. 
And the garden, which Rush recalled nos- 
talgically, had been converted into that 
worst of all blights—a car dump. Dr. Bliss 
and I simultaneously had the idea that our 
Association should acquire this house and 
restore it to the dignity that our patron 
merits. This was our dream. 

Benjamin Rush’s life was made up of 
dreams. Dreams of universal education, 
dreams of emancipation of women, dreams 
of the liberation of slaves and the fair treat- 
ment of Negroes, dreams of reform in the 
management of hospitals, dreams of the 
humane treatment of the insane, dreams of 
equal opportunities for all. As a child of 
the Enlightenment, he believed with his 
great contemporaries in ideals of liberty and 
equality. America still cherishes these dreams 
and has indeed realized many of them. But 
Rush knew and we know that dreaming 
is not enough. 
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Mourning in Japan 


BY JOE YAMAMOTO, M.D., KEIGO OKONOGI, M.D., TETSUYA IWASAKI, M.D., 
AND SABURO YOSHIMURA, M.D. 


The authors examine the process of mourn- 
ing in a culture whose religions sanction the 
implied presence of the deceased through 
ancestor worship, as compared to a culture 
where this is not acceptable or encouraged. 
Most of 20 Japanese widows interviewed 
during the acute grief phase of mourning 
adhered to the cultural beliefs and were less 
depressed and anxious and had less difficul- 
ty accepting the loss than those who did not. 
The authors suggest that the almost univer- 
sal Japanese custom of ancestor worship 
serves an important adaptive function in the 
work of mourning. 


T JAPAN, religions permit the mourner to 
maintain contact with the deceased, who 
become ancestors. This is true both of 
Shintoism and Buddhism, which include 
ancestor worship as a part of the respective 
religious beliefs. Erich Lindemann has 
stated that the main adaptive purpose in 
grief work is “to fill the empty space” in the 
psyche; the religious custom of ancestor 
worship appears to fulfill this purpose(6). 
We therefore decided to study the process of 
mourning in Japan. There, the lost object is 
not lost. The mourner can cling to the 
deceased, who has become an ancestor to be 
worshipped and fed, and with whom the 


mourner can share experiences and discuss 
eventful happenings. 
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Since Sigmund Freud's “Mourning and 
Melancholia” was published in 1917, there 
have been studies of the process of 
mourning among those bereaving in the 
community(4). Because it was our belief 
that one aspect of the experience of object 
loss is the religious and cultural context in 
which the loss occurs, this study is a report 
of grief where the cultural institution of 
ancestor worship may greatly alter the 
process. 

According to Oguchi: 


The nearest thing to a universal element in all 
Japanese religions is the deep-seated regard for 
ancestors commonly called ancestor worship, 
which transcends sectarian lines. In other than 
Christian circles, the dead are normally 
teferred to as KAMI or HOTOKE, Shinto and 
Buddhist terms respectively, which are used 
also to designate divine beings. According to 
traditional beliefs, the spirits of the departed 
can be called back to this world—usually by 
shamanistic rites similar to those widespread 
throughout Asia(8). 


The ability to call back the spirits of the 
departed is a part of the religious beliefs, 
and it may permit the Japanese mourner to 
hold on to the deceased, in contrast to the 
British who have no such beliefs(5). 

There are data concerning bereavement in 
British widows(7, 9). To compare our data 
with the studies of Marris and Parkes, we 
decided to study widows in Tokyo. We 
wrote to the widows of men killed in 
automobile accidents, with the hope of 
interviewing 20 widows between the ages of 
20 and 60. We set the upper age limit of 60 
because Previous studies had suggested that 
at may be attenuated in widows over 

In our letters to the widows we requested 
an interview in their homes, suggesting three 
alternative times, and asked them to return a 
Postal card indicating their first and second 
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choices. The following tabulation describes 
the returns: 


Letters to widows 55 
Replies: Yes 23 
No F 
No reply 18 
Address unknown Ji 
Widows actually interviewed 20 


Three widows who agreed to the inter- 
views were not seen; two were ill and 
therefore indisposed, and one was not home 
at the appointed time. 

We wanted to see the widows ten to 50 
days after their loss. The average actual 
interval of time between the loss and the 
interview was 42 days, with a range of 12 to 
76 days. The age of the widows averaged 
38 years and varied from 24 to 52. They 
had been married for 14 years on the 
average, with a range of one year to 26 
years. Only one widow had no children; the 
average widow had two children. One 
woman had five children, two had three 
children, and the remaining had either one 
or two children. 

Each widow was seen within the confines 
of her home. Most often this was a small 
apartment with a tatami floor. When we 
were invited in, we would bow low on our 
hands and knees and present the official gift 
of a package of incense imprinted with the 
sign and seal of the chief medical examiner 
of Tokyo. With the permission of the 
widow we ritualistically paid our respects to 
the deceased. Then we asked to tape-record 
the interview, and all but one widow 
consented, Without exception, tea was 
served, and if the widow could afford it she 
also served cookies or candy. 

The religious affiliations of the 20 
widows are shown in table 1. There was 
one Shintoist, 13 Buddhists, and six who 
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had no affiliation. The Shintoist and Bud- 
dhists each had a family altar, a kamidana or 
butsudan respectively. In addition, four of 
the six widows who had denied religious 
affiliations also had such altars. Thus, only 
two had no altar, and even one of these said 
she planned to get one soon. It is apparent 
that the widows are conforming with the 
cultural custom of family altars even when 
they disavow religious affiliation. Only one 
widow totally ignored this custom. 


Reaction to Loss 


After explaining the purpose of the 
interview, we asked about the automobile 
accident and the widow's reaction to it. 
Table 2 shows the results. Depression or 
anxiety was experienced by 85 percent, 
apathy by 55 percent, and insomnia by 70 
percent. None of the widows reported 
cultivation of the idea of the presence of the 
deceased, but 90 percent reported sensing 
the presence of the deceased. One widow. 
said that at night she would “wake up and 
feel he was there." Attempts to escape 
reminders of the deceased were reported by 
55 percent; one widow moved the television 
out of the living room because she was 
painfully reminded of how they had watched 
television together. Sixty percent reported 
difficulty in accepting the loss, which was 
typically expressed as an incredulity that the 
husband was dead. One widow said that at 
six o'clock she felt he would walk through 
the door. In addition, all the widows with 
altars could feel the deceased was there. 
None blamed herself for the accident, and 
60 percent blamed the other drivers. 

Although the sample is too small for 


TABLE 2 ` 
Reactions to Loss of 20 Tokyo Widows 


REACTION TO LOSS PERCENT 
TABLE 1 : = 
Religious Choice of 20 Japanese Widows Depression or anxiety 85 
Apathy §5 
BUTSUDAN Insomnia 70 
RELIGION NUMBER (FAMILY ALTAR) Cultivation of idea of presence 0 
Shinto 1 1 Sense of presence of the deceased 90 
Buddhist 13 13 Attempts to escape reminders 55 
Christian 0 0 Difficulty in accepting the loss 60 
None 6 4 Blames self 0 
Total 20 18 Blames others 60 
[75] 
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TABLE 3 ) 
Comparison of 14 Religious with Six Nonreligious Widows 
in Tokyo 


MOURNING IN JAPAN . 


TABLE 4 
Nonreligious Widows 
Comparison of Those With Altars to Those Without Altars 


RELIGIOUS NONRELIGIOUS 


REACTION TO LOSS (PERCENT) ^ (PERCENT) 
Depression or anxiety 93 83 
Apathy 58 67 
Insomnia ab 50 
Cultivation of idea of presence 0 0 
Sense of presence of deceased 93 83 
Attempts to escape reminders 64 33 
Difficulty in accepting the loss — 50 83 
Blames self 0 0 
Blames others 57 67 


probability inferences, table 3 compares the 
religious and nonreligious widows. The 
religious widows seemed to be as depressed 
and apathetic as the nonreligious widows, 
had more difficulty sleeping, and more often 
sensed the presence of the deceased. At the 
same time, they more often attempted to 
escape reminders of the deceased. However, 
the fact that they more often sensed the 
Presence of the husband may be a positive 
sign in helping them adapt to the loss, 

Moreover, the religious widows had less 
difficulty than the nonreligious widows in 
accepting the loss. They also less frequently 
blamed others, Perhaps this trend suggests 
that active religious belief with the rituals 
and institutionalized belief in ancestors 
makes the loss less stressful. This and other 
related issues will be discussed later. 

Four widows who said they had no 
religious preference nevertheless had a 
butsudan at which they made Offerings of 
water, food, incense, prayers, and “goodies” 
and where related activities occurred. These 
widows then behaved like the Teligious 
widows in following the Prescribed rituals 
while the remaining two widows without the 
altars did not. 

Table 4 deals with the widows without 
» comparing the four 


yo are compared 


With those in London in table 5, it can be 
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WITH ALTARS WITHOUT ALTARS 


(N = 4) (N = 2) 
REACTION TO Loss (PERCENT) (PERCENT) 
Depression and anxiety 75 100 
Apathy 50 100 
Insomnia 50 50 
Cultivation of idea of presence 0 0 
Sense of presence of deceased 100 50 
Attempts to escape reminders 0 100 
Difficulty in accepting the loss 75 100 
Blames self 0 0 
Blames others 50 100 
TABLE 5 
Comparison of Marris’ London Widows with 20 Tokyo 
Widows 
TOKYO GROUP MARRIS GROUP * 
(N = 20) (N = 72) 
REACTION TO Loss (PERCENT) (PERCENT) 
Depression or anxiety 85 100 
Apathy 55 61 
Insomnia 70 79 
Cultivation of idea of presence 0 21 
Sense ot presence of deceased 90 50 
Attempts to escape reminders 55 18 
Difficulty in accepting the loss 60 23 
Blames self 0 11 
Blames others 60 15 


ž Reprinted by permission from Parkes, C. M.: Bereavement 
and Mental Illness, Brit. J. Med. Psychol, 38:1-26, 1965. 


Seen that there are variations in the 
response. In Tokyo 85 percent of the 
widows were depressed or anxious, while in 
London 100 percent were. In contrasting 
the two groups, 55 percent and 61 percent 
respectively were apathetic, 70 percent and 
79 percent complained of insomnia, and 


none and 21 percent cultivated the idea of, 


the sense of presence of the deceased. 

Marris reports, *A few seemed to culti- 
vate this sense of their husbands’ presence. 
They talked to his photograph and imagined 
that he advised them... .” Ninety percent 
of the widows in Tokyo and 50 percent of 
those in London sensed their husbands’ 
Presence. A British widow whose husband 
died of pneumonia said, “In the night, I’ve 
heard him cough—he used to give a little 
Cough, and he’d get up. One night I even 
called out to him, ‘Tommy, you’re coming 
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to bed" " Fifty-five percent of the Tokyo 
group and 18 percent of the London group 
attempted to escape reminders. “Some 
widows told me the house had become so 
unbearably charged with memories, that 
they had spent hours in public parks, or 
wandering in the street to escape from 
them.” Sixty percent of the Tokyo widows 
and 23 percent of the London widows had 
difficulty in accepting the loss. One-half 
“had illusions of seeing their husbands, or 
more often hearing his voice or his footsteps 
after his death.” None of the Tokyo widows 
and 11 percent of the London widows 
blamed themselves, and 60 percent and 15 
percent respectively blamed others. 


Discussion 


The differences in the pattern of response 
between the Tokyo and the London widows 
may be due to the acuteness of the Japanese 
women’s loss, since all were deprived of 
their husbands due to automobile accidents, 
an artifact of the experimental design. All of 
the Tokyo widows were seen during the 
acute grief phase, that is to say, within 72 
days of the death; and thus their data are 
different from the data of Marris, who saw 
the London widows from ten to 46 months 
after bereavement, with an average of two 
years and two months. 

There is an important difference in the 
two interviewing methods, because we had a 
schedule on which the responses were listed. 
Marris listed the widows who had difficulty 
accepting the loss even though he did not 
ask each of the 72 widows the same 
questions, “Altogether, seventeen mentioned 
this difficulty in grasping the reality of their 
husbands’ death, and fifteen that they 
continued to behave involuntarily as if he 
were still alive. The experiences are proba- 
bly commoner than these figures suggest, 
since I recorded them only when they were 
spontaneously mentioned” (7). 

There are many other variables, such as 
the presence of members of the extended 
family in the Japanese household. We are 
aware that the presence of relatives or in- 
laws may be a source of great comfort and 
may contrariwise be a source of great 
friction and unhappiness. The so-frequent 
presence of others in the Japanese house- 
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hold is another cultural variable that 
complicates the picture by presenting a 
different life situation and life style. One- 
half of the widows were living with 
relatives, either in their own home or in the 
relative’s. The distribution of relatives was 
of possible importance in that eight of the 14 
religious widows had relatives as compared 
with only two of the nonreligious widows. 
Of the latter, one widow had a butsudan; the 
other had no altar. ; 

Since both the nonreligious widows with- 
out family altars attempted to escape 
reminders of their husbands, had difficulty 
in accepting the loss, and blamed others, it 
might be speculated that they were socially 
withdrawn and rejecting of help even from 
the deity. Lindemann has pointed out the 
tendency of some to withdraw at a time 
when others would try to be attentive and to 
comfort the bereaved (6). 

The main point of our research was to 
observe the natural process of mourning in a 
culture where the religious beliefs and 
institutions permit the “cultivation of the 
idea of the presence of the deceased” as 
ancestors. If you would for a moment give 
up your Judeo-Christian beliefs and atti- 
tudes about one’s destiny after death and 
pretend to be a Japanese, you might be able 
to feel how you are in direct daily 
communication with your ancestors. The 
family altar would be your “hot line.” As 
such, you could immediately ring the bell, 
light incense, and talk over the current crisis 
with one whom you have loved and 
cherished. When you were happy, you could 
smile and share your good feelings with him. 
When you were sad your tears would be in 
his presence. With all those who share the 
grief he can be cherished, fed, berated, and 
idealized, and the relationship would be 
continuous from the live object to the 
revered ancestor, 


The Work of Mourning 


Sigmund Freud’s view of the work of 
mourning was the individual’s ability to test 
reality and to be aware of the absence of the 
object(4). This painful change of reality 
may at the same time exist with fantasy- 
making. Pollock has suggested that “fanta- 
sies and even day dreams concerning the 
deceased object can interfere with the 
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mourning work, and in instances where the 
death of the object is not realistically 
appreciated, the object may continue to exist 
as an unassimilated introject with whom 
internal conversations can be carried out” 
(10). There may then be a problem, 
Pollock believes, due to the lack of 
completeness of identification and ego 
integration of the introject. 

Bowlby also expresses the idea that in 
healthy mourning there is a withdrawal of 
emotional concern from the lost object and 
that this prepares the way for new relation- 
ships(1, 2). In comparing mourning with 
the separation of the child from his mother, 
he describes three phases of mourning: the 
urge to recover the lost object, disorganiza- 
tion with despair and depression, and the 
phase of reorganization. 

In Tokyo the process of mourning is 
different due to the cultural beliefs. Ninety 
percent of the widows worked to maintain 
ties with the deceased, who becomes an 
ancestor. This of course is the counterpart 
of the 21 percent of the British widows who 
worked to cultivate the idea of the sense of 
Presence of the deceased. The important 
theoretical difference is that in Tokyo this is 
acceptable and encouraged by the culture 
and religious rituals. The London widows 
would cultivate the idea of the presence of 
the deceased “by imagining him speaking to 
them, or in one case by lying on the bed of 
her dead child and playing with his 
toys"(9). The Tokyo widows did something 
like this at least once a day when they 
offered incense at the family altar. The 
photograph of the deceased, the urn of 
ashes, the flowers, water, rice, and other 
offerings were all for the ancestor, As one 
widow said, “When I look at his smiling 
face, I feel he is alive, but then I look at the 
urn and know he is dead.” 

A number of widows executed actions 
Previously directed toward the dead persons, 
For example, one widow would. go to the 
Streetcar stop at the hour when the husband 
Previously came home. Another kept his 
clothes in case he needed them. Still another 
widow thought it was her husband returning 
when she heard a motorbike, and she went 
M ae oe we neglected to include 

interview schedule, we do 
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not have the number who executed acts 
associated with the deceased. 

Ninety percent of the Japanese widows 
sensed the presence of the deceased; often 
this occurred not only in sensing the 
physical presence of the deceased, but in 
sensing the presence of the ancestor as well. 
With this “transitional object,” most gained 
comfort in the rituals around the butsudan. 
The widows often said they had difficulty in 
accepting the loss, but this was in the sense 
of feeling that perhaps the husband was 
merely teasing and would return, for 
example, at suppertime. One widow was 
angry at the husband and said that when he 
returned she would scold him. A large 
number were hostile toward the people who 
drove the lethal car or truck. 

The Tokyo widows more often wished to 
escape reminders of their husbands. We will 
have to allow for the variables of the abrupt 
death due to the accident and the acute 
phase during which the women were 
interviewed. In addition, there were exam- 
ples of gory reminders that seemed to be 
related to witnessing the accident scene. One 
widow described how she walked by the 
place of the accident and was reminded of 
the accident scene, and so she escaped this 
by avoiding that particular street. 

Because the widows were victims of 
automobile accidents, they had no need to 
blame themselves. The closest any widow 
came to self-blame was to state that she had 
suggested that her husband take the street- 
car instead of the motor bicycle, and she 
wished that she had insisted he do so. 
Another widow explained that she had 
wanted her husband to wear a helmet when 
riding the motor bicycle and that he had 
refused to do so; she thought that she should 
have suggested it again. 

Freud said that the mourner has “to 
detach the survivor's memories and hopes 
from the dead"(3). Perhaps there will be a 
problem ultimately for the Tokyo widows. 
We do not have data on them six months 
later, although an attempt at follow-up was 
made. When letters were mailed to eight 
widows who had been seen six months 
previously, only two consented to the second 
interview. We were able to see just one 
Widow, however; the other one was sick. 
Five did not reply to the letter, and one had 
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moved. The only widow we saw six months 
after bereavement was not so depressed or 
disorganized, and the only residual signs of 
the loss were mild depression and insomnia. 
She no longer spoke of sensing the presence 
of the deceased or of other behavior 
associated with the deceased. This widow 
had become a devout Buddhist and felt that 
the religious beliefs helped. 

Our data on the Tokyo widows suggest 
that at times of death, religious beliefs and 
customs are a source of comfort and that 
even when the loss is abrupt and the widow 
is seen during the acute grief phase, the idea 
of ancestors substitutes for the “cultivation 
of the idea of the presence of the deceased.” 
These widows were less accepting of the 
idea of the loss, which may be evidence of 
greater difficulty in adapting or may be a 
function of the abrupt loss due to the 
accident and the acute grief phase during 
which they were interviewed. The widow 
who was seen six months later was no longer 
having difficulty accepting the loss. 


Summary 


Because there are quite strong urges to 
regain the deceased one, it seemed reason- 
able to assume that religious concepts and 
practices may have a bearing on the process 
of mourning. In Japan the deceased become 
ancestors who are fed, watered, given gifts, 
and talked to, and so the tie between the 
widow and the dead husband remains 
through the concrete medium of the hus- 
band’s photograph on the family altar. The 
family altar is almost universal and is a 
cultural “cultivation of the idea of the 
presence of the deceased.” The rituals 
appeared to aid the widows, and although 
they were acutely grieving, they seemed to 
be adapting to the loss. They certainly 
required no special fantasy-making since 
they could “look at the picture and feel he is 
alive and look at the urn of ashes and realize 
he is dead." 
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We have added data on how individuals 
grieve, specifically those who are not 
patients but who are experiencing the acute 
phase of the process of mourning. There is 
evidence from these data that the feelings of 
grief are considerable and that when the loss 
is acute there frequently may be difficulty in 
accepting it. It appears that mourning 
requires a major adaptation and that we 
who help the bereaved need to know what. 
can be expected as a part of the adaptive 
process and need to understand that re- 
ligion may play an important role here. 
Those bereaved without religious support 
may have greater difficulty in coping with 
the loss. None of the Tokyo widows worried 
about their sanity because they felt their 
husband's presence. Religion aided in this 
aspect of the grieving, for in the religious . 
beliefs the husband was present as an 
ancestor. 
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This Month’s Special Section 
Some Contemporary Urban Problems 


Community Mental Health and Comprehensive Health Service 
Programs for the Poor 


BY DONALD J. SCHERL, M.D., AND JOSEPH T. ENGLISH, M.D. 


The Neighborhood Health Center is de- 
scribed as a program delivering family- 
oriented comprehensive health care of high 
quality to large groups of poor people. 
Because of the way services are conceived 
and organized, the center offers an oppor- 
tunity to explore the impact of an approach 
to mental health and illness that focuses si- 
multaneously on the neighborhood, the 
family, and the individual. 


d s OFFICE of Economic Opportunity's 

Comprehensive Health Center program 
is designed to provide to neighborhoods of 
Poor persons a full range of ambulatory 
health services. It is our purpose here to 
explore and consider some of the implica- 
tions for mental health of programs of this 
type. This report is based on our experience 
covering the funding of 44 health centers, of 
which 23 are currently operational. 

The exploration of new approaches to the 
problem of mental illness among poor 
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persons presupposes a formulation of the 
strengths and hazards implicit in the fact of 
poverty and the prescription of an 
intervention germane to the diagnosis. An 
intervention of this type need not be limited 
to the direct provision of social and 
psychological services(12, 14, 15). The 
long-term goals of such an intervention are 
easily stated, although less easily achieved: 
to reduce the incidence and prevalence of 
mental illness and social deviancy and to 
improve the Opportunity of the poor to 
emerge from poverty. 

The fact of low income is the single best 
definition of poverty. Yet the barriers that 
confine poor persons to the lowest economic 
stratum are as much social and personal as 
they are economic and educational. The 
Overriding social concomitant of poverty is 
the absence of power. By powerlessness, we 
tefer specifically to the inability to control 
or alter significantly one’s life situation and 
the forces impinging upon it. The personal 
Concomitants of poverty include an inner 
Sense of helplessness, hopelessness, and 
worthlessness. 

The physical realities of poverty serve to 
reinforce these social and psychological 
features. Life is often drab, dingy, and 
without dignity. With Tespect to one aspect 
of poverty, Clark has observed that “housing 
is no abstract social and political problem 
but an extension of a man's personality" 
(4). He referred to the phenomena by 
Which individuals identify with their 
physical Surroundings and incorporate this 
identification as a Part of their view of 
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themselves. Thus it would seem important 
that a strategy of mental health among the 
poor address itself to the outer as well as the 
inner reality. Any strategy of this type will 
also need to recognize the priorities of the 
poor as they see them and accept the fact 
that mental health is less valued than 
money, food, housing, jobs, and general 
health services. 

The life style of the urban poor represents 
in part a response to those realities and 
priorities as well as a response to the 
condition of powerlessness and dependency. 
For some, although certainly not all, it may 
be without cohesion, warmth, or an organiz- 
ing nidus. In this respect, the poor and the 
institutions that serve them often seem to 
mirror one another. Welfare offices and hos- 
pital clinics may be as shabby and drab as 
a slum apartment. Personnel are often curt, 
services are inconveniently organized, and 
the prevailing tone may be one of hostility 
and rejection. 

Health care for the urban poor 
traditionally has been the responsibility of 
public health and municipal hospitals, 
programs, and clinics. The resulting pattern 
of services has required children and their 
parents to attend separate facilities at 
different hours under differing standards of 
eligibility. The fragmentation of these 
services has reflected and supported the 
fragmentation of family life already present 
among the poor. Social services are 
frequently set apart from preventive and 
therapeutic medical services, and both are 
separate from the psychiatric clinic. Mental 
health, like tuberculosis control, is pigeon- 
holed and categorized. Efficiency may 
become more important than dignity for the 
patient, and a "relationship" with the clinic 
may be substituted for the doctor-patient 
relationship. 

The area of health provides but one ex- 
ample of the paucity of institutions and agen- 
cies specifically focused upon the absence 
of organization and unity in the lives of the 
poor. It has become a commonplace obser- 
vation that our welfare legislation effectively 
ensures that families will be disrupted and 
disunited. The slum areas of our cities are 
often without play areas, libraries, decent 
community facilities, or other family-centered 
institutions and activities. The slum family 


Amer. J. Psychiat. 125: 12, June 1969 


1667 


can many times do little for the child that 
he cannot do for himself, and often the 
family's living quarters provide no more than 
a way station for youths passing from street 
to street. Thus, those institutions culturally 
designed in part for purposes of support to 
the poor often function disruptively instead. 

It is not possible to define with precision 
the implications of such a life situation for 
character development. Yet in general the 
personality development, values, and atti- 
tudes of low-income persons may well be 
affected. as much by powerlessness and 
social isolation as they are by limited 
medical services, inadequate diet, and 
polluted air and water. It is not surprising 
that a code of conduct is often evolved that 
stresses street loyalty over other allegiances, 
quick gain, ends but not means, and the 
deliberate denial of responsibility(2, 9, 17). 
One poverty worker has said of his 
neighborhood: 


If there's going to be growth here, it'll be the 
result of people knowing that they don't have 
power and doing things at the risk of being 
laughed at and ineffectual—being vulnerable 
but willing to take on the whole environment. 
. . . Until people come to that kind of awareness 
of their scene, there'll be no solutions(16). 


The behavioral and psychological con- 
comitants of urban poverty include high 
rates both of definable mental illness and of 
apparent social deviancy. The urban poor 
frequently present personal traits, values, 
attitudes, and characteristics that, although 
promoting survival within the context of the 
“culture of poverty,” serve effectively to bar 
entry into (and prevent success within) the 
surrounding society(9). The emotional 
correlates of poverty often include one or 
more of the following responses: a sense of 
low self-esteem and self-worth, a sense of 
isolation from the larger society but of total 
dependence upon it, feelings of helplessness 
and powerlessness, and orientation toward 
gratification and the present rather than 
achievement and the past or future(4, 8, 
9). 

pu attitudes and feelings need not of 
course be neurotic or psychotic in origin. 
The behavioral correlates of these internal 
responses include vastly increased rates of 
physical and mental illness and increased 
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rates of disrupted families, illegitimacy, 
delinquency, job turnover, school dropout, 
etc.(4, 9, 13). P 

To help in altering life patterns so malig- 
nant, one recent approach has advanced 
the concept of programs comprehensive in 
design and integrated in approach, to the 
end that they become as relevant and 
responsive to the needs of those served as 
possible(1). It is our purpose here to 
explore the mental health dimensions of a 
health program that incorporates these aims 
and attempts to address itself in some 
measure to the range. of personal and social 
issues we have described. 


The Neighborhood Health Center 


The Neighborhood Health Center of the 
Office of Economic Opportunity represents 
a concept of medical care designed to 
provide ambulatory health services to 
communities of poor persons numbering as 
many as 20,000-30,000 individuals. Opera- 
tion of the centers is delegated on a grant 
basis to nonprofit . providers of health 
services including medical Schools, group 
practices, medical societies, voluntary 
hospitals, and health departments(1). 

The model center attempts to offer 
comprehensive and continuing ambulatory 
health services to children and adults 
integrating preventive, diagnostic, therapeu- 
tic, and rehabilitative approaches. Often, 
closely associated Programs including re- 
medial education, day care, and legal aid are 
offered within the same or a telated facility. 
Complex medical procedures and hospital- 
ization are provided at backup facilities 
linked to the center, Eligibility Tequirements 
are simple and easily understood. The 
prevailing tone is designed to be one of 
understanding and acceptance so that it is 
Possible for a person to seek health services 
without embarrassment or humiliation, 

The physical Organization of the center 
can find a variety of expressions: in urban 
areas, the center is most often a single 
facility; in rural areas, it may be organized 
in Very different ways including complex 
links among multiple facilities. 

Despite great diversity in physica] ar. 
Tangements and in Specific details of 
Organization, there are three core features 
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which characterize the centers. First, 
services are of high quality and are family- 
oriented. A primary health team consisting 
of internist, pediatrician, (or general 
practitioner), nurse, social worker, and 
appropriate aides and technicians cares for 
the entire family and approaches the family 
with a view to the total spectrum of need. 

Second, the center is designed to secure 
and integrate funds available through all the 
categorical funding channels—federal, state, 
and municipal. Thus, for example, Chil- 
dren's Bureau funds for maternal, infant, 
and youth care can be supplemented with 
OEO funds to provide comprehensive care 
for the entire family. 

Third, services are organized and 
delivered with respect and regard for the 
recipient. The services are made more 
appropriate, responsive, and effective by 
virtue of their being designed around the 
needs of people and by virtue of the 
participation of persons in the neighbor- 
hood. This participation is ensured through 
employment of resident nonprofessionals 
and policy making by neighborhood health 
councils(1). Thus, there is participation of 
the consumer both in the delivery of services 
and in the making of policy. 


Mental Health Program 


The mental health implications of the 
health center begin with the funding process 
and the internal organization of health 
Services. In most instances, neighborhood 
residents participate in the planning of the 
Project. Once federal support has been 
obtained, each center organizes a formal 
Neighborhood Health Council composed of 
local citizens representing (and selected by) 
the persons served by the center. Their role 
Is a real one both with respect to center 
policy and the hiring of personnel. They 
have full access to nonclinical information, 
as would the lay board of a private hospital. 
It is their Tesponsibility to ensure that the 
center is responsive to the people served and 
that there is full and complete liaison 
between the professionals and the neighbor- 
hood. 

Some Preliminary conclusions can be 
drawn from the Preoperational experience of 
Planning and then establishing these centers 
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in cooperation with neighborhood residents. 
First to emerge has been the pervasive sense 
of dissatisfaction many of these individuals 
feel with the health care they have received 
in the past. They seem fully aware of the 
potential value of a comprehensive neigh- 
borhood health program and of health care 
of high quality. Yet repeatedly we have been 
told that no center of this type is desired or 
will be tolerated if the neighborhood does 
not have a significant role in its operation. 

Second to emerge has been the insistence 
of community members that the center view 
health in the broadest terms. Poor housing, 
lack of jobs, and poor education would 
appear to have a clear impact on health and 
mental health in these neighborhoods. Thus 
the center has a stake in the solution of 
these problems, in the interest and with the 
participation of the neighborhood, if rates of 
illness are to decline(4, 5, 15). Problems of 
garbage removal, rat control, and housing 
code enforcement are examples of health- 
related neighborhood issues around which 
local people may organize themselves using 
the center as a base for community 
action. 

The potential direct impact of the estab- 
lishment of the center on individual neigh- 
borhood residents has been the third early 
impression to emerge. Here is how one 
Health Council member describes it: 


This is the first thing that’s being done with us 
and that belongs to us. That includes the 
schools—they’re factories and don’t ever listen 
to us. . . . Pm living, for the first time, Pm 
living to see a better day. . . . Right now the 
center is just a couple of pipes in the ground, 
with a few new ones every day, but it's 
growing—it’s growing out there and it's 
growing inside each of us. . . - Maybe there'll be 
jobs for us and our kids—not just janitors but 
X-ray technicians and librarians and secretaries. 
. .. I’ve gotten nosy now because now I want 
to know—I want to know everything that's 
going on and I want to know so that I can 
prepare for it. Let us know because we've 
gotten real nosy. 

While the impact is variable, it seems 
generally to be im the direction of a shift 
from a sense of despondency to a sense of 
pride and worthwhileness, as reflected in 
these comments by two neighborhood 
persons: 


Amer. J. Psychiat. 125: 12, June 1969 


1669 


When the Neighborhood Health Center came 
into the area, I felt for the first time that I 
could play an important role in our 
community. (New York City) 


In our area we couldn’t get a doctor at night. 
This program was a dream come true for us. 
We'll fight to the bitter end for this. . . . Just 
because you're poor doesn't mean that you 
don't want the same things out of life that 
anyone else does. (Chicago) 


The step from angry suspicion and 
negativism to helpful participation and 
responsibility is not easy. For neighborhood 
residents to become truly cooperative 
partners in the development of the center 
seems to require a period of alternating 
conflict and accommodation often lasting 
many months and perhaps never completely 
resolved. Out of this uneasy mutual testing 
between the neighborhood and the health 
professionals emerges, if there has been 
reasonable honesty on both sides, a 
beginning sense of mutual trust and 
cohesion not previously apparent between 
the “establishment” and the “disenfran- 
chised.” 

The evidence at present that this process 
is useful and helpful is slim but not totally 
absent. For example, in some instances 
council members responding to their new 
responsibilities have decided to educate 
themselves in business and administrative 
practices in order to participate more fully 
in supervising the center. Others have 
decided to gomplete their high school 
education. Community factions previously 
at war have sometimes been able to discuss 
the health center as neutral “turf” in which 
the entire neighborhood has a stake. 
Individuals estranged by bitter ideologic 
conflict have been able to work together 
cooperatively at council meetings The 
center can come to represent a community 
of interest around which meaningful 
communication, otherwise impossible, might 
take place. It is much too early to know 
how widespread within a poverty-dominated 
neighborhood these processes may become. 

Within the center, the provision of 
services is focused upon the family as a unit 
in order to foster cohesion and organization. 
The center trains neighborhood persons to 
work with families experiencing external or 
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internal difficulties, It is our hypothesis that 
education and counseling with respect to 
child rearing, alcoholism, narcotic addiction, 
unpaid bills, and job seeking can provide 
significant support to families already 
disorganized by the stresses of their daily 
lives and the circumstances in which they 
live. 

This role can be conceptualized as a com- 


bined preventive-educational and coun- 
seling-therapeutic one. It incorporates 
current thinking with respect to the 


relationship of reality problems and their 
solution to the development or prevention of 
psychiatric symptoms(3, 4, 6). Because of 
the orientation of care to the entire family, it 
is possible for the center health team to view 
mental illness in the context of family life as 
well as in the context of individual 
personality and psychopathology. The 
utilization of family therapy and of family 
educational techniques with regard to a wide 
range of problems can be logically 
implemented and perhaps facilitated under 
this system. 


Case Illustration 1 


A 20-year-old Negro mother of two came to 
the center with a chief complaint that she 
feared she was Pregnant. A general physical 
examination revealed a run-down but otherwise 
healthy and nongravid woman. A short 
discussion with the doctor brought to light that 
considering marriage and 
; make her ineligible for the 
housing Project in which she lived. The patient 
was invited to bring her children to the center 
and left pleased with the knowledge that she 
Was not pregnant, The Physician prescribed a 
home visit by the Social service Worker, which 
took place and 


Most health ce 
Work in thi 
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community life. With respect to mental 
illness, the center provides a Psychiatric 
facility that is conveniently located, 
accessible in terms of eligibility, and that is 
integrated into a system of comprehensive 
general health care. Barriers of language 
may be overcome through the use of mental 
health aides. Barriers of fear are of course 
more difficult to eliminate but can be 
overcome, at least in part, if the center ig 
viewed as belonging to those who live in the 
neighborhood. Informal testimonials spread 
by word of mouth are helpful in establishing 
the center as trustworthy, The Neighbor- 
hood Health Center tries to include those 
who have been previously unreached by 
Psychiatry and who have traditionally been 
considered *unreachable"( 10). 

Ambulatory care for the mentally ill is the 
responsibility of the usual professionals 
concerned with mental illness. The psychia- 
trist, social worker, psychologist, and nurse 
are joined by others (referred to earlier) 
who have their roots in the community being 
Served and have been specifically trained 
for this task. They are joined as well by the 
entire health care team. Therapy can be 
tailored to individual and family need; it 
can include group, crisis-oriented, and short- 
and long-term techniques as well as behav- 
ioral and somatic therapies. 

For those in need of longer courses of 
treatment, one model provides for the 
establishment of relationships with backup. 
facilities at community mental health 
Centers. Alternatively, a community mental 
health center might station one team at each 
of several OEO Neighborhood Health 
Centers located within the mental health 

catchment area.” As is true in the case of 

Physical illness, continuity of services is 
Provided. The patient referred to another 
facility, whether for ambulatory or in- 
hospital services, continues to be followed 
by the center, including the use of a variety 
of home visiting techniques, 


Case Illustration 2 


A 62-year-old woman lived alone in a 
housing Project in a metropolitan ghetto area. 


Amer. J. Psychiat, 125: 12. n.» 1040 


DONALD J. SCHERL AND JOSEPH T. ENGLISH 


increasingly close to her apartment and would 
seldom go out. The family living next door 
brought to the attention of the health team the 
fact that they seldom saw her any more and 
that she seemed suspicious of them. The home 
health nurse visited the patient and later re- 
viewed her symptoms with the staff psychiatrist 
and other members of the health team. The 
psychiatrist made a home visit in company 
with the nurse and prescribed small doses of 
medication. Since it seemed unlikely that the 
patient would take the medication on her own, 
the home health nurse stopped off to visit her 
in the morning and evening, at the same time 
delivering her medication and making sure it 
was taken. Over a period of time the symptoms 
gradually diminished, the home health nurse 
reduced her role, and her place was taken by 
a mental health technician. 


In this setting, the psychiatrist most often 
stands behind the basic care team. To the 
maximum extent feasible they become the 
front line in discovering, diagnosing, and 
treating problems of mental illness and of 
family stress. The psychiatrist supports these 
activities, intervenes clinically in those situa- 
tions where he feels this is necessary, and 
repeatedly reviews with the health team 
each of the families for whom they are 
responsible in the hope of discovering and 
treating problems early in their course. The 
skills of the health care team are thereby 
enhanced and their capacity to recognize 
and deal with increasingly complex emo- 
tional problems is expanded. 

It is necessary for the psychiatrist to be 
available not only as a technical resource 
but also to support the inevitable anxiety 
experienced by the health care team in 
dealing with problems of this sort. The 
psychiatrist is also available to run group 
and family meetings including group therapy 
and to supervise others in this role. Finally, 
he is available to other agencies and 
institutions serving the neighborhood. In this 
situation, he may function as consultant, 
inaugurate training seminars and workshops 
on issues related to mental health, or 
function in a liaison role. Because the area 
served is reasonably compact, it becomes 
feasible to initiate total planning with 
respect to families including cooperation of 
welfare, educational, family, and rehabilita- 
tive programs not part of the center or 
responsible to it. 
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Family-oriented neighborhood-based health 
care is not a revolutionary idea. But the 
coupling of a center providing medical care 
of the type described with full participation 
of those being served permits the explora- 
tion of a new form of integrated multilevel 
intervention for mental health. If the medium 
is in fact the message(11), then the context 
may well be as important as the content. 
While it is possible for descriptive and ana- 
lytic purposes to review separately each level 
of intervention, the possible effectiveness of 
each level may depend upon its inclusion 
fully within the sphere of the next encircling 
level. 


Direct Services for the Mentally IIl 


The Neighborhood Health Center offers 
the same therapeutic measures for the ill 
patient as do other facilities. It does so, 
however, as an integral part of a system 
designed to deliver general health care. This 
may mean in practice that continuity of care 
can be more easily ensured and that early 
case finding can be augmented. The 
psychiatrist may come to feel less helpless 
when faced by the low-income patient who 
presents a complex combination of severe 
social and emotional pathology. The center 
provides a possible mechanism for unifying 
welfare, educational, vocational, and psy- 
chological services into a realistic plan for 
helping the patient. The patient, the family, 
and the, neighborhood can all be enlisted in 
an integrated therapeutic process. 


Direct Services in the Interest of 
Prevention 


Family health workers, home health 

nurses, and community organizers all form 
art of the direct case-finding network 

available to the psychiatrist and the health 
team. Less direct case finding can be 
coordinated with teachers, police, welfare 
workers, and others who deal daily with the 
neighborhood and its residents. This 
function can be reinforced through consulta- 
tion to these workers by the center. 

We have discussed earlier some of the 
problems of reality and of character that 
stigmatize the poor. While the health center 
provides no immediate answers to these 
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problems, its design is such that it may help 
Strengthen the fabric of individual and 
family life for those who use its services. In 
this connection, family and crisis-oriented 
counseling may come to prove particularly 
useful. For example, mothers of children 
beginning school, of children first going to 
camp, or of pre-adolescent youngsters could 
be offered a series of brief group meetings 
designed to help them deal with the 
inevitable developmental tasks their children 
are encountering(7). 

If there is benefit to such a process, it is a 
benefit that should accrue to successive 
children and to the mothers who gain in self- 
esteem through their enhanced knowledge 
and capacity to cope, Family crises 
including divorce, moving, and job loss 
could also be occasions for interventions of 
a similar kind. Through the use of neighbor- 
hood workers, residents may gain an added 
sense of immediate empathic understanding 
and may be better able to visualize a future 
as successful and capable people in the same 
way the worker has become successful and 
capable. 

Similar programs, including activity groups, 
could be made available for children and 
adolescents in coordination with the school. 
The emotional problems confronting the 
youth of the urban poor, like those confront- 
ing their parents, do not seem soluble through 
the use of direct services alone. Addiction 
and out-of-wedlock pregnancies, for exam- 
ple, are as much social issues as they are 
individual ones. The center Provides a par- 
ticularly good Opportunity to discover wheth- 
er group work at the time of crisis is truly an 
effective way to promote mental health and 
prevent maladaptive behavior patterns. The 
center may provide enough of a window so 
that these periods of crisis will come to light 
and thus become available for intervention, 
The primary care team will need to focus its 
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hood Health Center is designed to support 
family and neighborhood organization 
through focusing services upon the family 
and the neighborhood. If the principle 
described by Clark(4) quoted earlier is to 
have functional usefulness, clean streets and 
a decent dwelling will need to become a 
mental health concern of the center, just as 
schizophrenia and depression are. 

For purposes of mental health, it is 
possible to conceptualize the center in part 
as a nidus around which people might be 
able to relate with warmth and thus 
enhanced dignity and self-esteem. The 
center demonstrates in bricks and jobs that 
the neighborhood and those who live there 
are important. Thus the center is designed as 
a programmatic intervention with respect to 
problems of alienation and powerlessness. It 
would quite literally be impossible to design 
and implement a Neighborhood Health 
Center without the active participation and 
collaboration of the low-income persons the 
center serves. Under the best of circum- 
stances, the focus for this involvement 
becomes the programmatic issue of health 
tather than the abstract one of power. In 
thus making “participation” meaningful, the 
center may serve to promote community 
cohesion and to diminish polarization and 
its concomitant—destructive conflict. 


Resident Participation as Mental Health 
Intervention 


We have described earlier selected aspects 
of the so-called “culture of poverty"(9) 
reflected in the behavior and attitudes of 
individual poor persons, Institutional ar- 
Tangements such as those provided by the 
Neighborhood Health Center can confront 
these attitudes and behaviors. Involvement 
in meaningful decision making on issues 
intimately affecting one's own life seems to 
provide one response to a reality-based 
sense of hopelessness, helplessness, and 
anger. Through a Neighborhood Health 
Center, the poor can gain a measure of 
mobility of action and independence and 
add a measure of power to their voices; they 
must also give thought to both present and 
cen to accomplishment and responsibil- 
ity. 

The Neighborhood Health Center does 
Not offer a panacea for poverty. But it is 
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conceptualized in such a way that its effect 
may cover a wider area than the usual one 
to which health programs are limited. The 
centers have the opportunity to play some 
part in helping to alter outer (e.g., deficient 
education, jobs) and inner (e.g., attitudes) 


factors that impede the poor from rising out. 


of poverty. Meaningful participation may 
turn out to be as important as providing 
treatment for the mentally ill and counseling 
for the family undergoing acute stress. For 
those who are poor, it is not clear that 
attitudes and values born out of the fact of 
poverty need be entirely resistant to change. 
It is possible that these will begin to alter 
when poor persons encounter institutions, 
such as the Neighborhood Health Center, 
which challenge the often pervasive and ac- 
curate sense of defeat and anger of those they 
serve and in doing so create a situation which 
may permit and promote change in the di- 
rection of health(3). 

The data we will look for in the years 
ahead as we attempt to measure this effect 
include not only the usual health parameters 
but also delinquency and school dropout 
rates, suicide and hospitalization rates, and 
employment and out-of-wedlock pregnancy 
rates. 

This model for mental health services is 
in no sense a definitive one. Certainly there 
remains a tendency to do no more than 
group otherwise fragmented services under 
one roof. The range of alternative relation- 
ships between a comprehensive health pro- 
gram and a mental health center needs a 
good deal more exploration, as does the 
internal organization of mental health ser- 
vices within the comprehensive program. 
We invite our colleagues around the country 
to utilize the opportunity provided by these 
centers to discover what some of these new 
models may be. 


Summary 


We have described the Office of Economic 
Opportunity Neighborhood Health Center as 
a neighborhood-based program delivering 
family-oriented comprehensive health care 
of high quality to subcommunities of the poor 
numbering as many as 20,000-30,000 per- 
sons. Because of the way services are con- 
ceived and organized, the center offers the 


Amer. J. Psychiat. 125: 12, June 1969 


1673 


opportunity to explore the impact of a multi- 
level approach to mental health and illness. 
This approach includes a simultaneous focus 
on neighborhood, family, and individual in 
the following ways: 

1. Therapeutic services for the mentally 
ill are offered in a context that makes them 
easily available, accessible, and approach- 
able, and that is viewed as relevant and 
trustworthy. 

2. Preventive services including family 
counseling, health and nutrition education, 
crisis intervention, and guidance before and 
during acute moments of stress and distress 
are made possible by the employment of 
neighborhood residents backed by compe- 
tent professionals in a setting that views 
outreach and contact as relevant to the 
health role. 

3. Structure and function are designed to 
help alter attitudes of hopelessness, helpless- 
ness, and mistrust, which themselves reduce 
opportunity and help to perpetuate poverty, 
through resident participation in planning, 
delivering, and deciding about services. 
There is also the opportunity to develop 
cohesion and communication around real 
issues of program instead of polarization 
and conflict around abstract issues of 


power. 
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in the Psychiatric Treatment of 


Spanish-Americans 


BY 


The Spanish-American's perception of the 
"Anglo" as cold, exploitive, and insincere 
leads both to underutilization of available 
psychiatric services among this group and to 
special problems in the treatment of those 
who do seek help. The author presents 
several case illustrations of these obstacles 
to therapy and suggests ways in which the 
negative attitudes of the Spanish-American 


community about “Anglo” Dsychiatry can 
be overcome. 


N PROBLEMS became evident during 
my efforts to treat the psychiatric dis- 
orders of urban Spanish-American patients in 
Colorado. These patients have been found to 
utilize psychiatric services at a frequency 
considerably lower than that of their Anglo- 
American neighbors(15). If we are to 
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encourage their use of psychiatric services, 
how can such services be made more 
acceptable? Should therapists. focus upon 
the discrimination and deprivation that 
members of this group experience rather 
than upon some seemingly maladaptive 
internal or interpersonal dynamic? If so, are 
Social reformers more needed than thera- 
pists? Or are modern psychiatry’s treatment 
methods simply too foreign to this group’s 
traditions? 

From this therapists viewpoint, the 
common thread through both the problem of 
underutilization and the problem of 
treatment for those who do come is the 
more general matter of Anglo-Spanish 
Personal relationships. Simmons found in 
one community that Spanish-surnamed 
persons expect the Anglo-American to be 
“cold, unkind, mercenary,  exploitive, 
phlegmatic, conceited, braggart, inconsis- 
tent, distant and insincere"(27). How can 
Psychiatrists overcome the expectations of 
Spanish-American patients that are present 
because the doctor is an Anglo-American? 

Spanish-Americans, descendants of the 
early Spanish, Mexican, and Indian settlers 
of southern Colorado and northern New 
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Mexico, constitute part of the large Spanish- 
surnamed minority group of the southwest- 
ern States. Spanish-surnamed persons gen- 
erally have low incomes and are restricted, 
because of this and social and cultural 
reasons, to isolated rural areas or urban 
barrios (the Latin neighborhood of Ameri- 
can cities). They are not accustomed to 
using ordinary medical, not to mention 
modern psychiatric, services(26). 

One might well assume that specially 
trained personnel, using special techniques, 
would be needed if Spanish-surnamed 
patients were to be able to utilize psychiatric 
treatment. Because of such considerations, 
the Office of Economic Opportunity has 
funded a clinic in Denver, Colo., which is 
located in the center of a neighborhood 
almost one-third Spanish. The mental health 
section, like the other divisions, practices an 
aggressive — case-finding approach, The 
director, though he is an "Anglo," speaks 
fluent Spanish. There are three local, 
Spanish-speaking Latin community aides. A 
survey done before the clinic opened 
revealed that an almost identical percentage 
of respondents among the Spanish and 
Negro groups admitted to having "nervous 
troubles." Yet, at this clinic too, Spanish- 
Americans are found to be underrepresent- 
ed, somewhat as compared with Negroes, 
more so compared with Anglo-Americans 
(8). 

Working at this community clinic and at 
the University of Colorado Psychiatric 
Hospital and Clinic in Denver, this author 
has had a number of experiences with 
Spanish-American patients and personnel. 
Some of them are described in this paper. I 
have not attempted to present a definitive 
study of the efficacy of psychiatric treatment 
among patients of this group but rather an 
illustration of some Spanish-American 
attitudes about emotional illness and 
psychiatric treatment; I have also attempted 
to suggest possible answers to the questions 
raised in treatment efforts. 


Etiology of Psychiatric Disorders 
Among Spanish-Americans 


Case 1. Mrs. C. is a 30-year-old Spanish- 
American. Her parents were born in a small 
village in the San Luis Valley in southern 
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Colorado. She has two older sisters and a 
younger brother and sister. Like many of my 
patients, this patient’s original language was 
Spanish. She learned English in school in a 
poor, but then largely white neighborhood in 
Denver to which the family moved when the 
patient was five. The patient and her siblings 
finished high school. The patient married a 
Spanish-American construction worker five 
years before seeking therapy. The C.s have 
two children, a girl four and a boy three, and 
live in a single home. 

Mrs. C. had never seen a psychiatrist before. 
She came to the clinic because of "loneliness" 
of two months duration and difficulty in 
swallowing of one month's duration. She 
related the onset of her loneliness to an 
incident at a family gathering. Her brother 
accused her of insulting his second wife, and 
her father agreed. The patient's husband 
defended her, eventually knocking her father 
down. Although they all made up two days 
later, the patient began to feel lonely and 
worried. She became sensitive to her husband's 
change in job hours, which kept him away 
from home more than usual, and especially 
sensitive to her husband's usual habit of 
staying out "with the boys.” One Sunday 
afternoon a month before she saw me, her 
husband was late and the family had to rush to 
church. Her husband drove in an aggressive 
way, frightening her, and once there the 
children were noisy. That evening the patient 
had the fear she would not be able to swallow, 
and in fact could not. 

Before her appointment to begin outpatient 
treatment, on her mother's advice the patient 
had gone in search of a traditional Spanish 
healer. For reasons that were not clear, she 
could not find one. When asked if she had had 
some reluctance to come to the clinic, she 
replied, “Let people think what they will. 1 
know not only crazy people come here." 

Before her second visit, she called to say that 
she felt worse and asked if I would hypnotize 
her. By the time of the session she had recalled 
what preceded this exacerbation. Her husband 
had come home late again. She wondered if he 
purposefully wanted to upset her. As she said 
this, she fingered her crucifix. She sadly told of 
her loneliness as a child because of greater 
attention. given to the older and younger 
siblings. 

She then changed the subject and talked 
about an Anglo teacher who had slapped her 
unfairl when she was ten. There had been 
only two or three other Spanish children in the 
school, and they were also abused. The patient 
was “too dumb to tell” her mother of the 
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abuse. At this point she sounded angry; 
however, she returned to the subject of the 
numerous unpleasant experiences in her own 
family due to “unfair” treatment at the hands 
of her parents and siblings. She spoke of how 
lonely she had been because of her husband’s 
long hours away from home. When I asked her 
if she was angry about this, she gulped, drooled 
saliva, and said “no.” 

In the next hour, she spoke again about her 
experiences with Anglos. She described her 
bravery in telling one Anglo boy to shut up 
when she was still a girl. She said that she had 
“stood up” to a rude police chief on whom she 
had waited in a restaurant where she worked. 
He later apologized, and she accepted this; 
however, he died shortly afterward of a heart 
attack, She had visible difficulty swallowing at 
this point and attempted to change the subject, 
Was she afraid of her anger? She admitted that 
she had feared her anger might have caused his 
death. She then described another incident, of 
police brutality involving her brother, and how 
she had come to his assistance. The police had 
been so impressed by her stand that an officer 
was sent to apologize. He stated that his 
offending colleague had mistakenly “thought 
you were just another dumb Mexican.” Soon 
after that, she had been involved in a traffic 
accident. Though she wondered if she was 
being punished for her anger, she was also 
happy since she said, “I learned to open my 
mouth.” 

She soon reported improvement in her 
swallowing. She made her husband change his 
hours and had warned him: “If you go back to 
your old routine, I'll get worse." Her children 
were also better behaved. She began to speak 
of the possible background for her particular 
symptom. Eating had always presented a 
special problem for her. Her father used meal 
times to criticize. Her mother would hide 
information from him to keep him from getting 
angry at the table. The patient would avoid her 
father, she told me as she gulped. 

She said she had tended to deny being a: 
since childhood; her mother had is ae 
against her father for being such a 
disagreeable, angry Person, Her mother had 
trouble swallowing during the 

her own marriage. At the 
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husband had started a business partnership 
with her father and brother, of which she did 
not approve. When she recognized her anger, 
she said to herself, “Don’t get upset," and she 
had not developed trouble in swallowing. 
Instead, she had made her opinion clear to her 
husband. She thus felt that she had 
accomplished what she had set out to do in 
therapy and felt ready to terminate. 


Latin-American cultures, in common with 
all cultures, have within them possible 
sources for the development of emotional 
stress. Diaz-Guerrero, for example, felt that 
the strict definition of masculinity and 
femininity he found prevalent among 
persons interviewed in Mexico City pro- 
duced for women frustration of aggressive 
and libidinous drives and for men guilt over 
the lack of such frustration, sufficient in 
each case to cause neurosis, though even 
more so in the case of the women(7). 

Fernandez-Marina and associates con- 
firmed the existence of such role definitions 
in Puerto Rico(10). However, in a later 
Study his group challenged the notion that 
these characteristics could produce neuro- 
sis(21). In his study a control and a 
neurotic patient group were surveyed. The 
controls were chosen because they had 
denied any neurotic symptoms. However, 
the controls were more likely to voice 
Support of traditional values than were the 
patients. He hypothesized that the patients 
were in the midst of cultural change and that 
this was significant in their illnesses. A well- 
known epidemiological study has suggested 
that this was also true among villagers 
undergoing social change in Nigeria(18). 
However, Fabrega recently found that 
neurotic Mexican men were not likely to 
admit to the usual neurotic symptoms since 
this is not considered to be masculine(9). 
Fernandez’ controls may therefore have 
been as neurotic as the patients. 

Brody has recently questioned in another 
context—that of the Negro-American—why 
all persons sharing certain hypothesized 
Pathogenic cultural experiences did not 
develop mental illness(3). However, Lewis 
found that there is a great deal of variation 
in the degree to which alleged cultural traits 
are present in the individual case(20). In 
the Mexican village of Tepoztlan he found 
masculine domination neutralized to varying 
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degrees by feminine passive or open 
aggressiveness, including the practice of 
withholding information used by Mrs. Cs 
mother. Derbyshire also described such 
variations in role behavior among Los 
Angeles Mexican-Americans(6). 

The role of Latin American family 
structures or of acculturation in producing 
neurosis, therefore, remains incompletely 
defined, although it is a problem of great 
relevance to the general issue of etiology in 
psychiatry. In my patient’s case, feelings 
about several situations, including her 
husband’s staying out late, her father’s and 
brother’s taunts, her husband’s fight with her 
father, and chronic dissatisfactions with her 
marriage, preceded the appearance of her 
symptom. The patient seems to have 
developed a degree of anger she could not 
tolerate because of fears of the consequences 
of expressing it. 

For personal and perhaps cultural 
reasons, Mrs. C. identified anger with her 
father and masculinity. If she were to satisfy 
her own angry impulses, she would become 
like her father, subject to estrangement from 
her husband and children, just as her father 
had become estranged from his wife and 
children. After all, as a child she had 
experienced a deprivation of dependency 
relationships, which she perceived as 
loneliness. If anger then resulted in 
loneliness, how lonely might she become 
now? She also seems to have seen eat- 
ing as the occasion for the expression of 
anger, perhaps because this was the time she 
and her father faced their families. Each 
meal time seems to have presented a crisis 
to the patient wherein she had to repress her 
anger. Her symptoms of not being able to 
swallow (not eating) signaled this repres- 
sion and, by arousing the sympathy of her 
family, solved her problem of loneliness, but 
at a price she did not totally enjoy paying. 

Why did this patient come to the clinic? 
Did she not have ample reasons for 
distrusting Anglos? That the Spanish and 
Mexican-Americans suffer discrimination 
and deprivation has been well documented, 
even in the psychiatric literature(6, 14, 26). 
Considerable investigation of the role of 
discrimination in the psychiatric problems of 
patients has been done in the case of the 
Negro-American. McLean felt that the 
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Negroes’ constant rejection by the white 
majority leads to considerable unexpressed 
hostility often expressed as chronic anxiety 
(23). However, it has been pointed out that 
the white therapist, besides being an actual 
member of the dominant group, can also 
represent a parental figure in the transfer- 
ence and that anxiety arising from the 
relationship with parents can be displaced 
onto the less significant relationship with the 
therapist(1). The reality issue of discrimi- 
nation can, then, also be used as a resistance 
to the uncovering of a more disabling 
unconscious conflict if such a conflict is 
present. The most recent authors have felt 
that both issues of race and poverty had to 
be raised initially and overcome if therapy 
was to be successful(4, 13, 17, 28). 

For my patient, the area in which an 
identification with an angry father was least 
threatening was the area of relationships 
with Anglos. She had successfully expressed 
anger at Anglos in the past, perhaps because 
here the objects of her anger were not 
members of the family, even remotely. She 
was able to hint to the therapist that ethnic 
hostility was present. When he responded in 
an understanding manner, she was able to 
establish a relationship with him in which 
she could be angry without fearing 
loneliness and be “masculine” without 
fearing rejection. This relationship was of 
sufficient value to her that she could then 
chance the appropriate expression of anger 
at her husband and children. The 
circumstance of having an Anglo therapist, 
thus, did not hinder either her application 
for treatment or the therapy itself. 

On the other hand, if this acknowledg- 
ment of the validity of social wrongs was so 
important to the patient, would it have been 
sufficient? Was all the talk and time spent on 
alleged familial woes merely a fillip to some 
socially irrelevant doctrine of dynamic 


psychiatry? 


Empathy in Anglo-Spanish 
Relationships 


Case 2. Mr. M. was a 40-year-old Spanish- 
American from the San Luis Valley. When he 
was 35 his somewhat dominating mother had 
died, and he had moved, with his wife and six 
children, to Denver. He soon discovered that 


[91] 


1678 


his wife could obtain work more easily than he. 
He began to miss his home and to resent his 
wife’s increasing independence. When he was 
40 he began to think his wife was having an 
affair with one of his friends. He beat her up, 
and she obtained an order for his hospitaliza- 
tion. He was subsequently rehospitalized on 
three occasions and, in the process, his wife 
obtained a legal separation, As his illness 
progressed he also became more obviously 
depressed. His last admission, when I began to 
treat him, was precipitated by his hearing 
voices urging him to kill himself. 

He had always arrived at the hospital mute 
and agitated. Though he would eventually 
respond to medication, he would never talk 
about his problems, and upon discharge he 
would stop his medication and refuse follow-up 
care. Once, however, he did join the other Span- 
ish-American patients to complain that a Span- 
ish patient had been secluded because of Anglo 
prejudice, 

Initially all he would say to me was, “I just 
want to be a normal American.” I acknowl- 
edged his right to desire this, but asked if he 
felt this had been denied him. He eventually 
expressed considerable hostility toward Anglos. 
After this, he began to express his anger at his 
wife for “bossing” him around, vowed to 
divorce her, and seemed. very well. Following 
his discharge, he took his medication and came 
to see me regularly. One day he cautiously 
revealed that he had also been seeing a 
curandera (female folk healer) for “stomach 
troubles.” She had sworn him to secrecy, but 


he promised to tell me more at the next 
session. 


him an olive oil tonic 


interest in his life and had commented that he 
seemed lonely. He t| 


be his mistress, became frightened, and said he 
would never see 
to his wife. This 
have intercourse, 
his wife was wise. 
months later his 


the bill. She incidentally mentioned th 

à ‘ at he h 
killed himself. She had found my ipie 
number in his pocket. 


In this case, the therapist was once again 
able to empathize with the patient's anger 
Over social and economic inequalities but 
did not go further, The patient was lonely 
and, in suggesting that he leave his family, I 
had overlooked this, The therapist could 
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only have aroused a sense of frustration 
stemming from this lack of empathy for the 
most personal aspect of the patient's 
problems. The patient could not trust the 
therapist to help him cope with the problems 
in returning to the family. 

Why had this happened? This minority 
patient had the ability to arouse guilt in his 
Anglo therapist, and the therapist found it 
easiest to deal with this guilt by declaring his 
innocence and joining with the patient to 
denounce Anglo society and the quisling 
wife for causing the patient's problems. 
Similarly, guilt may have been present in the 
case of Mrs. C. However, in that case the 
patient and the therapist were able to work 
this through and go on to explore the ways 
in which the patient's feelings about her 
family lay at the origin of her symptoms. 

Much of Mr. M.'s ethnic anger was a de- 
fense. He wanted his wife back. It was not 
enough for the therapist to be against in- 
equality. Indeed, being against inequality 
was the burden that the therapist, along 
with the patient, had to overcome if they 
were to go on to be against loneliness, 
fear, and unreasonable anger—feelings 
against which patients like Mr. M., 
regardless of culture or status, have to 
struggle. 

What about my cotherapist, the curan- 
dera? She recognized that Mr. M. was unable 
to deal successfully with the transference 
problems raised by her interpretation. Should 
Such a dynamically oriented witch doctor be 
regarded as unusual? Jules Henry has stated 
as a guideline that “the disease and its 
treatment are both determined by the same 
Cultural processes"(12). For some, a 
corollary to this approach is the notion that 
à particular form of psychiatric treatment, 
Psychotherapy, having arisen in middle-class 
western European culture, is only, or at 
least most useful to persons belonging to 
that culture(24), When the traditional 
therapeutic approach to psychiatric disor- 
ders was thought to be some local variety of 
Suggestion or magic, then, these authorities 
who hold that Psychotherapy is culture- 
bound have advised that modern treatment 
be limited to the use of drugs or 
electroshock, 
, There are descriptions of Latin Amer- 
can folk healers who seemingly relied 
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on the blind application of magical 
formulas(11). Some folk practitioners 
elsewhere in the world are known to rely on 
cruelty and often frank  brutality(2). 
Certainly, in the case of the Spanish- 
American, attention has been given to these 
more questionable aspects of native 
treatment(22). However, Latin American 
traditional healers and their methods appear 
to vary greatly in quality and character, at 
least in one community studied(16). Rubel, 
in his study of a south Texas group of 
Mexican-Americans, found that there was a 
rather complex notion of psychiatric illness, 
together with well-developed methods of 
treatment(25). The illnesses are thought to 
have somatic and psychic components, and 
the symptoms are believed to be due in part 
to conflict between personal desires and the 
demands of the environment. 

Rubel reports that before rituals are 
performed the healer and the patient talk 
over the patient’s history, evidently search- 
ing for the origins of the symptoms. 
Depending on what the healer uncovers, 
confession of sins to a priest might be 
encouraged; an attempt might be made to 
recapture the feelings surrounding a 
traumatic loss. The family might be asked to 
provide an accepting, calming atmosphere 
for the patient. 

Many more Spanish-Americans may be 
familiar with the traditional system of 
mental healing in which a patient reveals 
intimate fears to an understanding and 
caring person, often a neighbor or friend. 
They would expect the healer to prescribe a 
treatment which allows for satisfaction of 
unfulfilled desires or relieves guilt about 
unacceptable feelings. Failure to achieve this 
from an Anglo, even if the Anglo is 
"liberal," could produce hostility. However, 
if lack of full empathy can lead to hostility, 
the presence of it can result in the 
dissolution of hostility. 


*Jousting with the Enemy" 


Case 3. Mr. O. is a 28-year-old Spanish- 
American teacher who wished to join a therapy 


group "to find out how the Anglo mind 


works.” Mr. O. had been divorced six years 
before. Thereafter, he had become depressed, 
had begun to drink heavily, and had earned for 


Amer. J. Psychiat. 125: 12, June 1969 


1679 


himself a reputation as a “tough little guy.” At 
the suggestion of. the authorities, he had 
undergone treatment for alcoholism. He had 
started individual treatment a few months 
before joining the group because of an Anglo 
girl friend. He explained: “I got too close to 
her, and she dropped me, and I was afraid I'd 
get depressed again.” 

At first the all-Anglo ongoing group did not 
overtly acknowledge that Mr. O. was Spanish. 
Yet that hour there was much talk of 
ancestry. “My relatives have had master’s 
degrees for at least three generations,” said one 
seductive female patient. “My second husband 
is descended from President X,” said a second. 
“Tm so glad O. is in the group. He's the first 
member that's been able to help me," said a 
third, trying another tactic. When I asked what 
this was all about, the group became angry 
with me. "Maybe you have a problem with 
your ancestry, Dr. Kline," our male Jewish 
patient challenged me. 

The following week Mr. O. said he had felt 
uncomfortable because his background had not 
been openly recognized. He wondered if he had 
really been accepted. He then told of 
experiences with discrimination and received 
much support. At the next week’s group session 
I had to announce the unexpected necessity of 
terminating the group. Weeks passed and Mr. 
O. became more involved in the group's 
dynamics, but whereas once it was through his 
experiences as a chicano,! as he had called 
himself, now he also spoke of an old feeling 
that he had been rejected by his wife and 
mother. However, as he did this, and the group 
talked increasingly of the forthcoming termina- 
tion, he also began coming late. 

Finally, he made an extremely hostile 
remark to our heavily cathected “borderline” 
female patient. She predictably fell apart and 
eventually ran from the room. “Why don't you 
kick me out? You see I'm a rat," said Mr. O. 
The next week, as the group discussed the 
incident, Mr. O. admitted he had wanted to be 
thrown out: “The group's ending. Sure I feel 
rejected. I’m scared. I want to leave first.” He 
became hostile to everyone, and when this was 
pointed out, he replied, “I guess you don’t like 
Mexicans.” “We know you've been treated 
unfairly because you're Mexican," said the 
"borderline" lady, "but that's not why we're 
mad at you." Mr. O. missed the next meeting 
(the second to last), but sought me out a few 


lChicano is a slang term preferred by some 
more militant Spanish- and Mexican-Americans to 
identify persons of Latin descent because the use 
of more specific terms is felt to aid Anglos wishing 
to divide and weaken this group. 
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days later. He explained, “I wanted to prove I 
could get along without the group. I can, but 
IIl be back. It's my group, too.” 


» 


Mr. O. identified the group as “Anglo, 
did not expect to be helped, but came in 
order to joust with his enemies. Much as in 
the case of Mrs. C., he stayed when he was 
helped to recognize his own stake in the 
group—that it could help him to face 
uncomfortable feelings. 

Spanish-American leaders also see the 
barrio's services as Anglo and therefore less 
effective than they could be. They suggest 
the answer is to seize control(5). If 
utilization is to be increased, it might be 
helpful if a meaningful response could be 
given to the leaders. However, Anglo 
officials frequently find these leaders’ 
complaints paranoid or sociopathic, a 
former official of Denver's poverty program 
states. The Spanish-American aides at the 
community mental health center also 
demonstrate feelings about “high-handed” 
Anglo professionals from time to time, 
usually by passive behavior. If asked, they 
would respond in harsh terms, complaining 
of the professional's alleged prejudice. In 
each instance the hostility seemed to stem 
from an action which the Anglo saw as 
inconsequential or else simply an honest 
difference of opinion. 

Labels like “paranoid” are dangerous if 
they permit one to avoid the realization that 
Some hostility might easily arise from an 
interaction between members of a frequently 
abused minority and any official representa- 
tive of the dominant, better-educated class, 
The solution is to anticipate the hostility 
deal with it realistically but compassionate- 
ly, and then go on to deal with the 
underlying difference of opinion. 

Another group whose Cooperation would 


help the community to Tegard the clinic as 
"its own" 
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superstitious or religious orientation no 
longer acceptable to all patients. Standards 
could be raised if traditional healing was 
recognized and supervised as part of the 
operation of a truly community clinic, The 
problems involved in such a collaboration 
would be great, but the precedents and 
advantages of such an innovation have 
already been demonstrated by el Mahi and 
Lambo in Africa(19). 


Conclusion and Summary 


The Anglo psychiatrist in the urban areas 
of the Southwest and his infrequent Spanish- 
American patient usually find themselves 
operating in an atmosphere heated by 
charges of social injustice. The psychiatrist 
may find that his feelings about this are as 
much an obstacle to treatment as are the 
patient's. Some may feel that social reform 
is more relevant to the problems of the 
Spanish-American than is psychiatric treat- 
ment. Others suggest that such patients are 
not suitable candidates for treatment because 
of their cultural inheritance. 

The importance of discrimination and 
poverty in the production of emotional 
Stress cannot be minimized. Yet relation- 
ships within Spanish-American families, just 
like relationships within families of other 
groups, would seem capable of giving rise to 
intrapsychic conflicts sufficient to cause 
emotional illness, depending on the person- 
alities of the family members involved. The 
cultural background of Spanish-Americans 
appears to include a basis for the 
appreciation of psychotherapy and other 
forms of psychiatric treatment. However, 
Spanish-Americans seem to identify psychia- 
tty as “Anglo” and, therefore, not a possible 
Source of understanding and support. 
Psychiatric treatment can be relevant but 
will not be accepted by the community as 
long as this identification, with its associated 
set of expectations, persist. 

One way to deal with this community 
Tesistance to treatment is to develop services 
with the participation of community leaders 
and traditional healers, However, Anglos 
can only secure such cooperation if they are 
able to empathize with the hostilities of 
minority leaders and healers who will be in 
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the position of asking for help from 
members of a disliked, dominating majority. 
Once this is accomplished, there will be a 
better chance of resolving the practical 
questions of the facility's management. 

A similar approach, applied to overcom- 
ing the individual patient’s ethnic resistance 
to treatment, can make psychiatric treat- 
ment more effective. The patient learns that 
he can express ordinarily unacceptable 
feelings about Anglos without fearing 
retaliation by the therapist. The patient and 
the therapist should then go on to use the 
therapeutic relationship as a situation in 
which to deal with unacceptable feelings and 
wishes not necessarily involving ethnic 
conflicts. 
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SOCIAL PROBLEMS OF NEGRO MEN 


Alcohol Abuse: A Crucial Factor in the Social Problems 
of Negro Men 


BY LUCY JANE KING, M.D., GEORGE E. MURPHY, M.D., LEE N. ROBINS, PH.D., 
AND HARRIET DARVISH 


In an interview study of 223 young urban 
Negro men, the authors found that increas- 
ing degrees of alcohol use were associated 
with increasing evidence of social deviance. 
Absence of the father from the childhood 
home and failure to complete high school 
strongly predict heavy drinking in adult life. 
Heavy drinking, with or without these 
negative factors, is equally predictive of 
social deviance. The authors conclude that 
alcohol abuse is not simply another symp- 
tom of social deviance but an important 
intervening variable in the ghetto cycle of 
broken home, delinquency, underemploy- 
ment, and broken home. 


po EVENTS have tragically empha- 
sized the major points of Moynihan's 
well-known review of sociological data 
entitled The Negro Family: The Case for 
National Action(7). In 1965 he wrote: 


The emergence and increasing visibility of a 
Negro middle class may beguile the nation into 
supposing that the circumstances of the re- 
mainder of the Negro community are equally 
prosperous, whereas just the Opposite is true. 
:;. Nearly a quarter of Negro women living in 
cities who have ever married are divorced, 
separated, or living apart from their husbands. 
PURUS Nearly one-quarter of Negro births are 
now illegitimate, . . . Unemployment among 
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Negroes outside the South has persisted at 
catastrophic levels since the first statistics were 
gathered in 1930 . . . (7, chapters II, III). 

What then is [the] problem? We feel the 
answer is clear enough. Three centuries of 
injustice have brought about deep-seated struc- 
tural distortions in the life of the Negro Ameri- 
can. At this point, the present tangle of pathol- 
ogy is capable of perpetuating itself without 
assistance from the white world. The cycle can 
be broken only if these distortions are set right 
(7, introduction to chapter V). 


A study of young, urban Negro men in St. 
Louis(10, 11) has pointed out a crucial 
variable in this cycle that should be of 
particular concern to psychiatry as it 
contributes to community programs. That 
crucial variable is alcohol abuse. Heavy 
drinking was found to be twice as common 
in urban Negro men as in a sample of urban 
white men of similarly lower socioeconomic 
class origins(11). Drinking began early 
among young Negro boys: 84 percent had 
begun drinking before age 19. Early drink- 
ing was associated with becoming a heavy 
drinker. Heavy drinking and problems 
related to drinking were predicted by the 
usual predictors of deviant behavior: ie., 
School problems, dropouts, delinquency, and 
deviant parental roles. Unfortunately, both 
the family instability and the childhood 
behavior predictive of drinking problems are 
much more common in the urban Negro 
ghetto than in the white community. 
Consequently, the adult penalties are much 
more prevalent. In this paper we have 
examined the adult social penalties brought 
about by the addition of alcohol abuse to 
the already unstable ghetto family pattern. 


Method 


The sample was obtained from public 
School records. The criteria for eligibility 
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were being male, born in St. Louis between 
1930 and 1934, attending a Negro St. Louis 
public elementary school for six years or 
more, having an IQ score of at least 85 
while in elementary school, and guardian’s 
name and occupation appearing on the 
school record. From this population of 930 
individuals, 235 names were selected in such 
a way as to provide approximately equal 
numbers in each of eight categories created 
by taking all permutations of three dichot- 
omized variables: 1) father’s presence or 
absence in the home during the subject’s 
childhood through the completion of ele- 
mentary school; 2) guardian’s occupation at 
the lowest level versus a higher level; and 3) 
no school problems versus truancy and/or 
academic problems in elementary school. 

Presence of the father in the childhood 
home was determined originally from school 
records showing a male guardian with the 
same last name as the subject. Interviews 
revealed that this had resulted in an overes- 
timation of the number of fathers present. 
Thus, 60 percent of the boys grew up in 
homes where the father was absent at some 
time during elementary school. The guard- 
ian’s occupation at the lowest level included 
those occupations scoring 10 or below on 
Duncan’s SEI scale (domestic servants, 
unskilled laborers, unemployed), and the 
higher level included all with a score of 11 
or greater on the 96-point scale(8). School 
problems included academic difficulties, 
defined as being held back two or more 
quarters or being placed in an ungraded 
room, and truancy, defined as being absent 
more than 20 percent of school days in five 
or more quarters. 

In 1965 and 1966 systematic structured 
interviews were obtained with 223 (95 
percent) of the men so selected. In addition, 
records indicating problems with alcohol 
among these men were sought in St. Louis 
police files, prison, probation, and parole 
records, armed forces, Veterans Administra- 
tion, and public welfare records, and in the 
records of the five hospitals and three 
outpatient clinics which serve the medical 
needs of the vast majority of Negroes 1n St. 
Louis. 


lThe research design is described in greater 


detail in a previous paper(10). 
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For purposes of the present paper, the 
sample of 223 men has been divided into 
three groups on the basis of their answers to 
specific questions in the interview about 
drinking habits(11): I) recent problems 
with alcohol (medical and/or social prob- 
lems related to alcohol abuse since age 25); 
II) heavy drinker without recent alcohol 
problems; and III) never heavy drinker (has 
never drunk heavily at any age). To be 
counted as having recent problems with 
alcohol, a man had to report any one of the 
following: delirium tremens, liver disease, 
convulsions, or hospitalization due to drink- 
ing; or any two of the following: shakes 
(tremulousness relieved by drinking), bend- 
ers (drinking 48 hours or more without 
sobering up), arrests, wife or child beating, 
job loss, and lateness or absence at work 
due to drinking since age 25.? A heavy 
drinker was a man who reported drinking 
seven or more drinks? weekly and either 
seven or more drinks per occasion or at least 
four drinks daily. This behavior may or 
may not have been current, but it had not 
produced criterion problems since age 25. 

This paper will explore the extent to 
which these three groups differ with respect 
to such adult social variables as family 
problems, unemployment problems, and 
contact with law enforcement agencies as 
determined both by interview and from 
official records. Data comparisons are by the 
chi-square method, with continuity correc- 
tion (Yates correction) when applicable. A 
p value of .05 is the maximum accepted for 


statistical significance. 


Results 


A history of heavy drinking was found in 
62 percent of the men interviewed. Division 
of the sample as described produced the 
following groups: I) recent problems related 


2Recent problems with alcohol is defined 
somewhat differently here than in a previous 
paper(11), where the criterion was any one 
problem after age 30 reported by interview or in 


‘ds. 
SUA drink was the equivalent of 14 ounces of 


whiskey or a 12-ounce bottle of beer. 

4 Included are four men who averaged less than 
seven drinks per week but regularly drank very 
Jarge amounts when they drank. 
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TABLE 1 
Concurrence of Alcohol Problems Since Age 25 Among Recent Problem Drinkers (N — 37) * 
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NUMBER 
SUFFERING 
FROM 
SYMPTOM SYMPTOM 2 3 4 
1. Delirium tremens 5 TUNE! 
2. Liver disease 5 go] 
3. Convulsions 3 1 
4. Hospitalization 5 
Any of the above 14 
5. Shakes 28 
6. Benders 23 
7. Arrests 20 
8. Wife/child beating 9 
9. Job Loss 6 
10. Late or absent at work 3 


CONCURRENCE WITH OTHER SYMPTOMS 


AVERAGE NUMBER OF 
OTHER NINE SYMPTOMS 
10 SUFFERED CONCURRENTLY 


34 
32 


5 6 7 8 


€» c do 
^"ooomoocotnm- 
^O mmm-oou 
m 
Dei 


* Criterion for inclusion in group | was reporting any one of symptoms 1 through 4 or any two of symptoms 5 through 10. A total 
of 14 men qualified by having one of symptoms 1 through 4, and 31 men qualified by having at least two of symptoms 5 
through 10. Since some subjects qualified in both ways, the total number in group | was 37. 


to alcohol, 37 subjects; II) heavy drinkers 
without recent problems, 101 ‘subjects; III) 
never heavy drinkers at any time, 85 
subjects. The most commonly reported 
problems in group I were shakes, benders, 
and arrests (table 1). Men with problems 
averaged 2.9 problems each. As can be 
noted in the table the more serious medical 
complications occurred recently in 14 men, 
or 38 percent of all the men who had recent 
problems, and in six percent of the total 
sample. 

Because the definition of recent alcohol 
problems includes some social consequences 
(arrests, wife or child beating, job loss), it is 
by definition true that recent problems due 
to alcohol will be associated with adult 
social problems. However, every effort was 
made to separate criteria from findings. It is 


particularly important to note that the 
arrests considered in defining group I 
include only those directly related to 
intoxication (drunk driving, public drunken- 
ness, peace disturbance, affray, common 
assault) while arrests to be discussed later 
are exclusive of these. This paper will show 
that alcohol abuse leads to social problems 
other than those used as criteria for alcohol 
problems and that heavy drinking, in the 
absence of problems attributed to alcohol, 
also is associated with a high level of adult 
social difficulties. 

Thirty percent of the men studied were 
currently either divorced or permanently 
Separated from their wives. This is more 
than twice the census rate of 13.7 percent 
for urban Negro men in this age bracket(1). 
The high rate we found is due at least in 


TABLE 2 
Family Problems in Relation to Drinking History 


RECENT 
ITEM spud 
Currently divorced or Separated ** 57 
Ever lived “common-law” 61 


Any illegitimate. children 


HEAVY NEVER 
DRINKERS * HEAVY * 
(N = 101) (N = 85) PROBABILITY 
(IN PERCENT) 
30 18 < 001 
36 17 <.001 


44 36 20 seta 
*See text for definitions, 
** “Currently” means at 


the time 
reconciliation, REM 
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When the subjects were in their early 30s. Separation is without expectation of 
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part to our restricting ourselves to an urban- 
born population. 

When our subjects had had recent alcohol 
problems, the percent divorced or separated 
was 57, more than four times the census 
rate (table 2). Among men without drinking 
problems, the rate was 18 percent, close to 
the rate for the urban population of Negro 
men aged 30-34. This rate is, of course, still 
considerably higher than the comparable 
rate for white men (3.7 percent). Heavy 
drinkers without recent alcohol problems 
were currently separated or divorced in 30 
percent of cases. 

As a measure of social deviance, having 
lived in common-law arrangement with a 
woman—i.e., a marital arrangement without 
legal sanction—reflects transiency and lim- 
ited commitment. Such arrangements were 
common in this population sample, having 
been entered into by nearly one-third (32.3 
percent) of the men at some time. The 
relationship of this behavior to alcohol 
problems is as striking as that for broken 
marriages (table 2). Three-fifths of group I 
(those with recent alcohol problems) had 
lived in common-law arrangements, as 
compared to less than one-fifth of group III 
(those who had never been heavy drinkers). 
Group II (heavy drinkers without recent 
problems) occupies a middle position. The 
differences are highly significant statistically 
(p <.001). 

Having sired one or more illegitimate 
children was admitted to by 30 percent of 
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the men interviewed. The proportion of men 
in group I with illegitimate children was 
more than twice as great as that in group III 
(table 2), with group II again between 
them. The differences are significant 
(p €.02). The three groups had almost 
identical mean numbers of legitimate chil- 
dren, but group I had the highest mean num- 
ber of total children (2.81), group II was 
second (2.44), and group III had fewest, 
with 2.18 children per man. The difference is 
accounted for by illegitimate children. One- 
third of all the children sired by men in group 
I were illegitimate, as compared to one-fourth 
of the children of group II men, and one- 
eighth of those of group III. This difference 
is also highly significant statistically (p « 
.001). 

Underemployment has been shown to be 
much higher among Negro men than among 
whites. Moynihan(7) has quoted Bureau of 
Labor Statistics data giving the unemploy- 
ment rate for nonwhite males aged 14 or 
over as 10.6 percent. It is believed that 
Negro unemployment in St. Louis is higher 
than elsewhere. For example, the unemploy- 
ment rate for nonwhite males was 12.7 
percent of the work force in St. Louis in 
November 1966(3). 

In the present sample of Negro men in 
their early to mid-30s, 11 percent were 
unemployed, an additional six percent did 
not have full-time employment at the time of 
the interview, and 30.5 percent reported 
having been without full-time employment 


TABLE 3 
Employment Problems in Relation to Drinking History 


NN HEAVY kis 
DRINKERS 
b. — (w= 101) (N = 85) PROBABILITY 
(IN PERCENT) 
.001 
Not employed full time currently * 38 18 6 S 
Underemployed one or more years d 25 22 < 001 
in past five years 6,526 | vs. Il, <.001 
Median income in past year** $3714 $5,522 36; | vs. Ill, <.001 
Il vs. Ul, <.02 


* "Currently" and “past five years" 
jects were in their early 30s. Figures for 
viewed. 

** Assessment of median income for the year pr 
whom this information is unavailable 
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for a total of at least one year in the past 
five. 

Underemployment was found to be very 
substantially related to alcohol abuse. Over 
one-third of those with recent problems with 
alcohol were not fully employed at the time 
of the interview (table 3), as compared to 
18 percent of heavy drinkers without recent 
alcohol problems and only six percent of 
those who were never heavy drinkers 
(p «.001). Further, nearly two-thirds of 
those with recent problems had lacked full- 
time employment for as much as one year in 
the last five, compared to 25 and 22 percent 
in the other two groups respectively (p < 
.001). 

Median income of those who had earned 
anything during the year prior to interview 
was $5,547. This low figure reflects not only 
the fact of less than full-time employment 
for many men but also the relatively lower 
level of jobs held by those with drinking 
problems. Only those who were never heavy 
drinkers had an average salary ($6,526) 
similar to that given by Moynihan(7). He 
quotes $6,800 as the approximate average 
salary of employed Negro males (his table 
17). Men with recent drinking problems had 
a median income of only $3,714. 

It is well known that Negro men are 
subject to arrest more frequently than are 
white men. It is nevertheless surprising to 
realize that two-fifths (43.1 percent) of the 
men in this sample have a history of police 
arrests since 1959, excluding traffic arrests 
and "suspicion" arrests. Arrests for drunk- 
enness, however, make up a large part of the 
total arrest picture in the U. S. Indeed, 
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arrests for drunkenness have been reported 
to constitute one-half of all nontraffic 
arrests(12). It was important, therefore, to 
learn whether alcohol abuse was associated 
with arrests for causes other than drunken- 
ness. When we omitted all arrests that could 
conceivably be called drunk arrests (public 
drunkenness, drunk driving, peace distur- 
bance, affray, common assault), we still 
found that 34 percent of the population had 
an arrest record since 1959. When alcohol 
problems were present, the rate was almost 
double this (61 percent); among men who 
had never been heavy drinkers it was reduced 
almost to half (19 percent) (table 4). 

Arrests were catalogued as crimes against 
property, crimes against persons, and crimes 
of conduct (table 4). Nearly half (47 
percent) of group I (recent problems with 
alcohol), as compared to one-third (34 
percent) of group II (heavy drinkers 
without recent alcohol problems) and one- 
seventh (14 percent) of group III (never 
heavy drinkers) had been arrested for 
crimes against property. The charges includ- 
ed burglary, robbery, larceny, forgery, 
counterfeiting, auto theft, embezzlement, 
fraud, destruction of property, and buying, 
possessing, or receiving stolen property. The 
difference in frequency of such arrests 
between the groups is highly significant 
(p € .001). 

Arrests for crimes against persons (mur- 
der, aggravated assault, forcible rape) were 
more common in group I than in the 
remainder, but differences just fail to 
achieve statistical significance. Crimes of 
conduct for which any subjects had been 


TABLE 4 
Contacts with Police, 1959-64, in Relation to Drinking History 


1 " 
RECENT 4i 


HEAVY NEVER 

ITEM PROBLEMS DRINKERS MAU 

(N = 36) (N = 95) (N = 84) PROBABILITY 
(IN PERCENT) 

Arrests other than for drunkeness,* 1959- 
Property offense haa 81 40 19 < 001 
Person offense 47 34 14 <.001 
Conduct offense other than drunkenness n 3 B < 06 
* Excluded are arrests th: 26 18 « 01 


at might have been due 

46 well as all tome eus eearnksoneés, such 3s peace disturbance, drunk driving, public drunkenness, 

and one in group {il whe Fs mas for “suspicion” not further described. Excludes one man in group 
e armed forces for the entire five years and therefore not subject to 


fighting or affray, 
V, six in group Il, 
civilian arrest. 
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arrested include commercial vice (e.g. 
prostitution, contributing to the delinquency 
of a minor), postal law violations, nonsup- 
port, neglect, vagrancy, loitering, gambling, 
statutory rape, homosexual practices, pos- 
session of weapons or concealed weapons, 
and possession or sale of narcotics. Exclu- 
sive of drunk arrests, nearly half (47 
percent) of group I, compared to one- 
quarter (26 percent) of group II and one- 
fifth (18 percent) of group III had records 
of such arrests (p <.01). 

About half of the men arrested for a 
crime in any category between 1959 and 
1964 had been convicted at least once 
during that time. The proportion of those 
convicted to those ever arrested was similar 
in all three groups. However, of those ever 
arrested, the men in group I had a higher 
mean number of arrests than those in the 
other groups. 

To summarize thus far, those with recent 
alcohol problems were much more likely 
than those without to have marital and 
family difficulties, employment and income 
problems, and nondrunk arrests. Heavy 
drinkers without recent alcohol problems 
were less likely than those with recent 
problems to have these difficulties. "Those 
who had never been heavy drinkers were 
least likely to have these adult problems. It 
is clear therefore that increasing degrees of 
alcohol abuse are increasingly associated 
with various measures of social deviance. 

However, it is still possible that alcohol 
abuse is yet another measure of deviance 
and yet another reflection of some broader 
underlying factor. In order to examine the 
contribution made by alcohol abuse itself, it 
would be desirable to hold constant other 
contributors to deviant behavior. Absence of 
father from the home has been shown to 
predict heavy drinking in this sample(11). 
Elementary school problems and failure to 
graduate from high school predicted both 
heavy drinking and alcohol problems. Drop- 
ping out of high school frequently follows 
elementary school problems, but dropping 
out may be the more important predictor of 
adult status inasmuch as a high school 
diploma is required for the more secure and 
better paying jobs. Education is known to be 
positively correlated with stable marriage 
(5) and freedom from arrest(2, 4). 
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_ To be sure that our findings are not 
simply evidence that the dropout both 
becomes alcoholic and fails to make a good 
social adjustment in other ways, we needed 
to see what effect alcohol abuse has on the 
social adjustment of the high school gradu- 
ate. To be certain that any effect found 
would not be due to our other variable 
associated with heavy drinking—the broken 
home—we looked at the effect of alcohol 
upon men reared in intact homes who 
graduated from high school. There are only 
65 such men in the sample.5 Because the 
total number of men with an apparently 
good start is small, it was necessary to 
combine current problem drinkers (group I) 
and heavy drinkers without current prob- 
lems (group II) in order to have groups of a 
reasonable size. 

It is at once striking to find that only 37 
percent (24 men) of those 65 men with the 
favorable background ever became heavy 
drinkers, while 72 percent (114 men) of the 
less favored 158 men did drink heavily 
(figures 1 and 2). Stated another way, of 
the 138 men who have ever been heavy 
drinkers, only 17 percent (24 men) have 
the favorable background of their father 
present and high school graduation, while 
48 percent (41 men) of the 85 who never 
drank heavily were so favored. 

Comparing heavy drinkers with others 
with respect to each measure of adult 
adjustment previously discussed (figures 1 
and 2), the heavy drinkers prove to be more 
deviant, both among men from advantaged 
backgrounds and among those with less 
advantage. It is also noteworthy that 
becoming a heavy drinker appears to wipe 
out most of the social advantage of coming 
from an intact home and graduating from 
high school. Among men who never drank 
heavily, the advantages of an intact child- 
hood home and a high school diploma have 
a marked impact for each measure except 
divorce and separation. But among men 
with a history of heavy drinking, those from 


pat oes i 

5 This small number is in part due to the 
balanced design of the study, in which half of the 
men were chosen for having records of school 
problems and half for records indicating father's 
absence. Also, fewer fathers than expected were 
found to have been present when we combined 
interview and record information. 
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an advantaged background are hardly dis- 
tinguishable from the less favored in terms 
of family life and have a much narrower 
advantage in employment and arrest rec- 
ords. For instance, among men who have 
not been heavy drinkers, the rate of major 
unemployment in the last five years is three 
times as high among the disadvantaged as 
among the advantaged, but among heavy 
drinkers the rate among the disadvantaged 
is only one and one-third times that among 
the advantaged. 

Heavy drinking is, therefore, not simply 
one more adult expression of deviant 
behavior beginning in childhood. It is 
predictive of a variety of social, economic, 
and legal troubles, independent of the 
background variables of the father's pres- 
ence in childhood and graduation from high 
school. 


Discussion 


Moynihan(7) has stated that *. . . a 
national effort towards the problems of 
Negro Americans must be directed towards 
the question of family structure. The object 
should be to strengthen the Negro family so 
as to enable it to raise and support its 
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members as do other families." In order to 
plan and carry out such a strengthening, it is 
necessary to identify and attempt to deal 
with those forces that tend to weaken the 
family structure. Continuing discrimination 
against Negroes in all areas of living is 
clearly a major factor. 

The special impact of restricted employ- 
ment opportunities for the Negro male is 
reflected in his apparent dispensability as 
head of the household. **Nearly a quarter of 
Negro women living in cities who have ever 
married are divorced, separated, or are 
living apart from their husbands," according 
to Moynihan(7). In the present study, 29.6 
percent of the men were either divorced or 
permanently separated. Of those ever mar- 
ried, over one-third were currently divorced 
or separated. 

Apart from broken marriages, fatherless 
families are produced by illegitimate births. 
Moynihan(7, p. 8) reports that 23.6 percent 
of Negro children born in 1963 were 
illegitimate, as compared to 3.07 percent of 
white children. In the present study, 22.3 
percent of the children sired by the men 
interviewed were illegitimate, a figure almost 
identical with the national data. 

Both the frequency of broken marriages 
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me a FIGURE 2 
Relationship of Heavy Drinking to Employment and Arrests 
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* Underemployed one or more years in past five years. 


and that of illegitimate children are striking- 
ly related to a history of heavy drinking. The 
poorest marital histories occur in men 
whose drinking caused recent medical, 
social, legal, and/or employment problems. 
Men who never drank heavily have consid- 
erably more stable marriages. The difference 
is not accounted for by the man's having 
come from a broken home himself or by his 
failure to achieve at least a high school 
education, although the father's presence 
and high school graduation ameliorate 
slightly the likelihood of having illegitimate 
children. (Or it may be that siring an 
illegitimate child sometimes interferes with 
graduating from high school.) 

Moynihan(7) reports that "in 1963, a 
prosperous year, 29.2 percent of all Negro 
men in the labor force were unemployed at 


' some time during the year. Almost half of 


these men were out of work fifteen weeks or 
more" (p. 21). In the present study 16.6 
percent of the men were either unemployed 
or employed less than full time when 
interviewed. Further, 30.5 percent of them 
had been underemployed (out of work or 
with less than full-time employment) for 
one year or longer in the previous five years. 
We are not aware of comparable national 
figures, and Moynihan cites a general lack of 
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inquiry. The implications of this degree of 
nonproductiveness for the national economy 
are staggering. Again, although coming from 
an intact home and achieving high school 
graduation ameliorates the magnitude of the 
problem, a history of heavy drinking is 
strikingly related to both aspects of under- 
employment (figure 2). 

Studies have shown that coming from a 
broken home predisposes to delinquency 
(9). Logically it should therefore also 
predict adult arrests. Controlling for the 
father’s presence does reduce the arrest rate 
in the present sample, but the factor of 
heavy drinking remains a significant variable. 

The reader is reminded that the findings 
presented here refer to a population sample 
of Negro men born and educated in a large 
city and who fall within the normal IQ 
range. It is not possible at this point to say 
how far the conclusions may be generalized 
to rural or Southern-born Negro men or to 
those of lower IQ. The close comparability 
of our data to more general data from public 
sources suggests that they may be more 
representative than not. : 

The findings appear to support Moyni- 
han’s(7) hypothesis of a vicious cycle of - 
broken home, delinquency, reproductive ir- 
responsibility, underemployment, and broken 
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home. Alcohol abuse emerges as a 
crucial intervening variable. The Negro boy 
who comes from a broken home is least 
likely to complete even a high school 
education(6). His drinking will begin early 
and he is likely to drink heavily(11). If he 
does drink heavily he is more likely than 
others to live in a common-law arrangement, 
to leave his wife if he marries, and to sire 
illegitimate children. He is likely to have 
trouble with the law. He will fail to support 
many of his children(6), and those he 
supports will share in a poverty-level 
subsistence. Those who do not live with 
him—the majority(6)—will be less likely to 
complete high school and more likely to 
drink heavily. Thus the cycle is renewed. 

It is urgent that social planning concerned 
with the urban problems of crime, poverty, 
and disrupted family structure take into 
account the damaging role that alcohol 
abuse plays in canceling out the gains to be 
expected from improved economic and 
educational opportunity. 


Summary 


Two hundred twenty-three Negro men in 
their early 30s, born and raised in a 
metropolis, were selected without knowledge 
of their drinking habits and were inter- 
viewed with respect to social functioning, 
alcohol use, and evidences of serious alcohol 
abuse (e.g., delirium tremens, liver disease. 
convulsions, “benders,” “shakes”). A his. 
tory of heavy drinking was found in 62 
percent and of recent serious difficulties 
secondary to alcohol use in 17 percent. 

j Increasing degrees of alcohol use were 
increasingly associated with various mea- 
sures of social deviance. Those with recent 
serious alcohol problems, those who drank 


heavily but had no alcohol problems, and 


those who had never drunk heavily com- 
prised three groups statistically significantly 
different from one another in terms of 
marital and family difficulties, employment 
pe poe peablenss and arrests. 
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—if they became heavy drinkers—had the 
same high frequency of marital and family 
difficulties, employment and income prob- 
lems, and nondrunk arrests as did those 
without these early advantages. Conversely, 
among those whose fathers had been absent 
and who had not completed high school, the 
absence of a history of heavy drinking was 
associated with significantly fewer family 
and employment problems and arrests. 

This study demonstrates for the first time 
the significance of alcohol abuse in the 
urban Negro ghetto cycle of broken home, 
delinquency, reproductive irresponsibility, 
and underemployment. Alcohol abuse 
emerges as a crucial intervening variable 
which must be taken into account in any 
attempts to deal with the crisis in our cities 
and to free the American Negro from this 
vicious circle. 
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Drug Abuse and the Schools 


BY J. THOMAS UNGERLEIDER, M.D., AND HASKELL L. BOWEN 


The authors describe some of the observa- 
tions they made while working with Califor- 
nia high school students in the area of 
drug abuse. Preventive programs, they em- 
phasize, must include the development of 
open communication about drugs. Applying 
the ombudsman approach to drug problems 
within the schools is one effective way of 
achieving this. Several illustrations of this 
approach are cited. 


XPERIMENTATION with various chemical 

substances is the latest fad among teen- 
agers today. Sometimes the fad is a harmless 
one, and the substance used for experimen- 
tation has no adverse reaction on the body: 
for example, the smoking of banana skins, 
wheat, and lettuce. At other times, although 
the substances ingested are drugs, it is 
difficult to ascertain the degree of chemical 
risk. In these categories we would list the 
smoking of crushed aspirin, the drinking of 
diluted eyewash, and the ingestion of such 
varied substances as meat tenderizer and 
deodorant. 

New drug "turn-ons" appear daily. In 
addition teen-agers also use a number of 
drugs which are recognized as having 
harmful effects in varying degrees; these 
include marihuana, LSD, the amphetamines, 
barbiturates, and glue (by sniffing it). Alco- 
hol does not seem to be a drug of choice 
among this age group. 

Previous work has been focused on 
Psychiatric outpatient and hospital treat- 
ment of adverse drug reactions(7, 8. 9, 11) 
and on the degree of risk incurred in using 
the various substances enumerated. But 
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psychiatric treatment of the chronic drug 
abuser has not been notably successful by 
whatever means. Neither long-term psycho- 
therapy nor psychiatric hospitalization 
seems particularly effective(5, 6, 10). 
Prevention is the field that must be 
emphasized. 

Having spoken to over 250,000 high 
school and college students throughout the 
past three years, we have the impression that 
they must be reached before they enter 
college. In college many of them are 
rebelling in general and want merely to 
debate philosophically about their freedom 
to use chemical substances in their bodies as 
well as to discourse about the pros and cons 
of the various pseudoreligious and drug 
prophets. 

It is the purpose of this communication to 
present some preliminary observations of an 
experimental study aimed at the prevention 
of drug use by reaching youngsters in the 
high schools. 


Scope and History of the Project 


We have been extremely impressed, in our 
contact with teen-agers, with the variation in 
drug usage depending upon the school. This 
has been particularly noticeable at the high 
school level and does not seem to depend 
completely upon the socioeconomic compo- 
sition of the student body or whether the 
school is in a rural or urban area. Because 
of today's "instant communication," young- 
sters, even down to the fourth-grade level, 
are well informed about the various drugs as 
they have been presented in the mass media. 
It has been striking, however, that in certain 
schools where feedback from the students 
indicated that no one had tried LSD and 
there were just a few involved with 
marihuana there was an active program of 
education about drugs. These schools had 
repeatedly brought in speakers to discuss the 
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area of drug use and abuse as any one of a 
number of society’s problems. They did not 
make the discussion of drugs forbidden. 

Other schools we visited were remarkable 
for their alleged amount of drug use. We 
received calls from narcotics officers, 
parents, teachers, and from the youngsters 
themselves asking us what we could do 
about the problem. However, the adminis- 
trators of these schools publicly had stated 
that there was no drug problem in their 
school and they were not going to give drugs 
any emphasis by lectures which would only 
arouse the youngsters’ curiosity. 

At one high school in an upper income 
area, an anxious vice-principal confided to 
us that he was sure not over one-half of one 
percent of the student body had ever tried 
marihuana but that the administration had 
finally decided to. have a drug abuse lecturer 
anyway. I was able to find only one student 
who estimated the use of marihuana at 
under 70 percent of the student body. That 
was the class president, who insisted that 
“no more than 50 percent of us have used 
pot.” 

Although the accuracy of all of these 
figures is certainly open to question, 
nonetheless it illustrates very dramatically 
that to make the discussion of drugs 
forbidden certainly makes it exciting. 
Indeed, a number of youngsters we have 
talked to have stated that they would rather 
be drinking alcohol than taking various 
drugs, but the “forbidden drugs” are so 
much more exciting. Their fantasies at the 
time of ingesting these drugs usually have to 
do with what their parent or teacher would 
do to them or think about them if he only 
knew. However, they tell us that if they were 
caught drinking a parent or teacher would 
just laugh and say, “that’s all right, because 
we drink too.” 

_ In addition to Teceiving factual informa- 
tion about drugs, the youngster in high 
school, struggling with his identity crises and 
his instinctual drives, is asking for more, He 
is also asking (in his “testing” way) if thers 
are any adults who don't take drugs and yet 
who are not “squares.” Often the parents 
By so ised that they cannot. even 

Iscuss the matter with thei i 

Indeed, the most i splat a 


nt response of 
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asked them about various drugs before using 
them) seems to be pounding on the table 
and saying something like: "It's illegal, 
therefore it's bad. That's all you have to 
know" (perhaps adding “and don't bother 
me, I’m watching television"). 

Most schools are uncertain about their 
role regarding privileged communication— 
whether the drug-using youngster who 
confides in a school representative should be 
reported to his parents, the police, or even 
the school administration. Some colleges 
have taken stands on this(1, 2), but most 
high schools seem to be debating the issue 
or working out their own solutions without 
public pronouncement. It occurred to us 
that if the ombudsman * approach could be 
applied to the drug problem in high schools 
perhaps it could help prevent drug 
abuse(3). 

We had noticed that in most schools the 
students usually went to one or two 
“approachable” teachers and talked to them 
about problem areas. They rarely asked 
about drugs directly, but they would make 
statements like “Alcohol is worse than pot, 
etc." and then would wait to see the 
reaction. If the teacher came out strongly 
for the establishment, for morals, “for God, 
mother, and apple pie,” the youngster would 
stop listening. But if it was a sensitive 
counselor who listened first and then told 
the youngster what he believed, or why he 
himself did not need a drugged solution to 
life's problems, many youngsters seemed 
approachable. 

In 1967 the Campbell Union High School 
District in San Jose, Calif., embarked on a 
drug information program for its students. 
Mr. Laurance J. Hill, the school district 
Superintendent, released Haskell Bowen, 
Westmont High School athletic coach and 
sophomore science teacher, to devote full 
time to becoming knowledgeable on drug 
abuse. Mr. Bowen spent four months 
working directly with the San Jose Police 
Department narcotics detail. During this 
time he interviewed many teen-agers and 
adults who had been arrested for using 


d The ombudsman approach is Swedish in 
origin; it provides for an impartial referee to serve 


(student) interests with no stri 
der st the 
c CE ae rings attached (to 
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drugs. He went on raids, went on “buys,” 
helped write up police records and reports, 
and attended preliminary hearings and 
superior court trials. He was also involved 
in all the day-to-day details in the control of 
drug abuse—finding open fields with opiate 
poppy plants and watching bulldozing crews 
turn them under, visiting and working with 
the criminology lab to learn to identify 
various drugs. He spent several days 
working with the Border Patrol, the 
Mexican government, and the police chief of 
Tijuana, Mexico, 

He spent time at UCLA’s Neuropsychi- 
atric Institute with the senior author 
(J.T.U.), where he had the opportunity to 
talk to patients who had had adverse 
reactions after using LSD. He also 
interviewed proponents of LSD and made 
multiple visits to the Haight-Ashbury district 
of San Francisco, talking to and observing 
many drug users there, 

In this paper we will present a number of 
Mr. Bowen's experiences. Some have to do 
with handling the chronic drug abuser, and 
others with the curious high school student 
prior to his taking drugs. Some occurred 
during school hours, when he had his doors 
open, with no obligation to reveal anything 
to the police or the school administration. 
He used a variety of approaches, many of 
which were directive in nature. These were 
designed to answer what the youngster was 
seeking: whether it was the setting of 
controls, involvement of parents, testing of 
limits, answering his curiosity, Or communi- 
cating a symptom of a more serious 
problem. 


Case Reports 


Case 1. This 17-year-old high school junior, 
Alice, had maintained an A average 1n 2 
classes since her freshman year. During es 
summer of 1967, she started using marihuana 
along with some of her other friends. She felt 
that marihuana was not as harmful as alcohol 
and that it was a great tension reliever and E 
necessary asset to her life. She was very active 
in high school a member of the student 
Council, and very popular with her classmates. 
She had a good rapport with her parents. — 

As the school year progressed, one Oe 
friends sought me out in my office. She was 
Concerned because Alice's attitude toward 
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school and studies seemed to be changing along 
the lines of diminished motivation. I brought 
Alice in and had a talk with her. She admitted 
that she had been using marihuana but stated 
frankly that she could see no harm in its use. 
She soon volunteered, however, that she also 
often felt it might be wise to stop using the 
drug and to be more serious about her studies. 
She said that she could see some legal problems 
in drug abuse if she continued and she 
eventually decided (still in the first interview) 
to stop using drugs. 

About two months later Alice, along with 
another friend, Phyllis, rang my doorbell at 
home in the evening and asked if I would 
deliver a message to her parents. I asked what 
seemed to be the problem and she said that 
they were running away from home. I brought 
Alice into the house and we talked at length 
about the disadvantages of her making such a 
move at this time. After a lengthy discussion, 
she admitted this would not be to her advantage 
and realized it would be better not to run away. 
Phyllis, who also used marihuana, did not 
agree, however; she took the car and drove 
away. I took Alice home and notified Phyllis's 
parents about their runaway daughter so that 
the police could be enlisted to help find her. 
About midnight both girls returned to my 
house. Phyllis had gotten as far as Monterey, 
Calif., but then "chickened out" and returned 
to San Jose. She and Alice had come back to 
my home for further discussion. Both girls 
were returned to their homes and discussions 
with the parents ensued, both on the spot and 
subsequently. 

Even though both girls had been using 
marihuana, the problems we discussed with the 
parents were not confined to drugs; they 
included the types of family stress and lack of 
open communication within the family that 
had caused the girls to want drugs as a part of 
their lives. Alice and Phyllis were both very 
relieved to have their drug usage revealed to 
their parents. Subsequently both sets of parents 
became closer to the girls, who are now trying 
to make a go of it without drugs as a part of 
their lives. At the time of this writing, things 
seem to be going well without further 
marihuana smoking. 


A tape recording Alice made for us five 
months after her initial contact with H.B. 
(he had seen her with her parents twice, but 
later she often dropped in at his house to 
visit him and his family) reads like a eulogy 
to her ombudsman: 

I feel that the counseling has been so 
wonderful for the kids because it gives us an 
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opportunity to talk to someone, and I know 
that they’re listening, and you don’t feel so lost, 
and you know that there’s somebody there, and 
I feel that this is so much more helpful than 
just being put into juvenile hall, which offers 
no solution whatsoever. It only makes them 
more resentful of authority and of adults. And 
this way, with somebody there, listening, who 
is capable and who is an adult, and who 
supposedly solved their problems and is 
capable of hopefully solving yours, and for my 
own personal case, I felt so alone, so lost, so 
completely mixed up, and I didn't know which 
way to turn. After talking with Mr. Bowen, he 
just sort of opened up a new life for me, he 
was so understanding, and all of the people I 
talked to understand and they couldn't live my 
life for me, but they showed me another 
alternate. They just sort of showed me that life 
wasn't a waste and that there was hope. ... I 
wanted to run away. I was really serious about 
it, because I just couldn't see going to school 
anymore. I hated it, I was so bored. It just 
seemed like it was a big farce, and a waste, and 
I went to Mr. Bowen's house, and he told me, 
showed me that it wouldn't solve anything, I 
have to face up to reality, solve my own 
problems. 


Case 2. Mary, who was a regular user of 
marihuana, methamphetamine, and LSD, 
voluntarily sought me out in my office, We 
talked at considerable length as to why she 
thought drugs were so good for her. I asked her 
about her home life and her relationship with 
her parents. She admitted that she was very 
unhappy at home and eventually revealed that 
she was systematically planning the murder of 
her mother and (separated) father, 

When I learned that Mary was serious and 
that she did have a gun, I felt that her parents 
must be informed. The problem was thus 
brought out into the open. Mary and her 
parents were referred for therapy to see how 
their conflicts could best be handled. Mary is 
still in school. I see her often and she says she 
is no longer using drugs, However, she says she 


is very anxious to graduate from school 
year and leave home, 20 


In a taped interview six months after the 


initial visit to H.B. (he saw her three times 


all of them before the referral for therapy) 


Mary talked mainly about “dope.” 
ope." The 
therapy had fallen through for reasons not 
clear and she had intermittent upsets during 
which she returned to drugs. In the taped 


interview she said: “Du 

i ^ € tO. certain 
circumstances. that happened, I have no 
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better relationship with my father, but I am 
much closer to my mother, but that is only 
because of what a rat my father's turned out 
to be and I’m the only person she has 
left." 

Mary verbalized anger at authority 
(adults, parents, and police). She volun- 
teered this about H.B.: “I knew I couldn't 
be busted because of the law, because you 
can't use tape recorders, I know that, and 
well, I knew you and I trusted you before I 
even started on dope, and I know that the 
only people you'll bust are pushers." 


Case 3. George was a senior in high school 
when his parents requested our help. George 
had started on marihuana and, at the time of 
the request, was using methamphetamine to the 
point of marked weight loss. I called him into 
the office and asked him if he realized how 
much anxiety he was causing his parents 
because of his attitude toward drugs. He 
replied, “Yes, but it is my life and I feel I have 
the right to live it any way I want." 

Because of his dedication to the use of drugs 
(here to the point of impairment of his health) 
I advised his parents to notify the police. They 
consulted the local narcotics detail and George 
was arrested that afternoon at the local high 
school. He was booked into juvenile hall, and 
after numerous visits by myself and other 
interested school personnel George agreed to 
try a life without drugs. (Of course, who 
wouldn't make such a decision sitting in 
juvenile hall.) George was returned to school 
shortly and I have seen him in follow-up 
counseling. According to both George and his 
Parents, he has not been involved in further 
drug abuse. He has gained weight. I see George 
frequently and he says he is making it without 
drugs, “because of a real belief in God” that he 
acquired during his ten days in juvenile hall. 
(He was seen there often by a local clergyman, 
who has been spending considerable time 


Working with youngsters in the area of drug 
abuse.)? 


. George told us, in an interview taped 
eight months after his arrest, his feelings 
about the school counselor program: “If 
you don't have that, then the person feels he 
has no one to confide in, has no one to look 


? George returned to school for seven months, 
ut Occasionally used marihuana; this was finally 
revealed to his parents by a girlfriend, When his 
Parents confronted him with this information, he 


dropped out of school d me a 
"continuation program." and enrolled in 
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to, except for his friends, who might be 
using grass, Or something, too.” We would, 
of course, have preferred psychiatric 
consultation and hospitalization to police 
arrest had the facilities been available. 


Other Activities of the Ombudsman 


A frequent use of the ombudsman was a 
student’s request for information about the 
hazards in the various kinds of drugs that he 
knew were available to him and his fellow 
students. The student would usually admit 
to tremendous curiosity and excitement 
about the drug scene but insist that he 
wanted only “straight and honest informa- 
tion.” After a long conversation he would 
conclude that some of his fears were well 
.founded and state that he now had enough 
"ammunition" to defend his previously 
shaky position against drug usage for 
himself. This example, in various forms, 
illustrates one of the most frequent uses 
made of our ombudsman. 


Discussion 


It should be obvious that the conclusion 
that one’s fears are well founded is a very 
personal one and that the decision not to use 
drugs may well not depend on any “factual 
data” but on the meaning of the dialogue or 
relationship between the ombudsman and 
the student. Often the facts (for example, 
that glue-sniffing may be toxic to brain celis, 
that methamphetamine may cause cardiac 
irregularities, and that LSD may cause 
chromosome changes and “flashback” 
phenomena) are no deterrent to many 
youngsters. George and Mary, in contrast to 
Alice, obviously have more severe emotional 
problems and need professional treatment. 
George concealed his continued use of 
drugs, while Mary admitted hers. 

These cases are few and proof of 
abstinence from drugs is hard to obtain. Yet 
the drug problem is so acute that we feel 
compelled to present what little material we 
have. Of course, it is possible that we are 
naive in assuming that the students who are 


—Ó 

3 Periodic reoccurrence of t 
original intensity for many mo 
ingestion of the drug. 
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involved with drugs really do stop because 
of anything a school counselor does or does 
not do. We might speculate that what they 
do is stop telling anyone about their drug 
use, like George. 

Some youngsters obviously never do 
come in for help about their own actual or 
contemplated drug use. Yet so many of 
them do initiate the referral themselves prior 
to parental or school discovery or legal 
trouble that we feel it is unlikely that they 
all subsequently conceal further drug use. 
The fact that so many students do seek out 
the ombudsman is evidence that the 
“milieu” of this approach to communication 
is a sound one. Yet it should be apparent 
from the cases cited that seeking consulta- 
tion about drugs is no easy way for the 
students to avoid responsibility for their 
actions. The large majority of them seem to 
want their parents to know about their drug 
use. Thus their symptom of drug use can be 
viewed as an attempt to get external 
(parental) controls or to increase their 
parents’ interest in and/or understanding of 
them. Even chronic drug abusers often go to 
remarkable trouble to get their parents 
involved(4). 

Ideally, the ombudsman should work 
closely with a local psychiatrist or 
psychologist who is also conversant with 
problems of drug abuse and who could 
provide consultation on cases requiring 
professional attention. 

Because of the illegal aspect of drug 
abuse, we do not know the true incidence of 
usage for each illegal drug. This makes 
evaluation of the prevention of drug abuse 
by any method highly difficult. We are 
currently planning a long-term project to 
follow students through high school and 
beyond in order to evaluate the effectiveness 
of various drug information programs and 
counseling approaches. Arrest figures and 
interview techniques provide possible in- 
dexes of effectiveness. j 

It is beyond the scope of this 
communication to present the kinds of 
teaching materials and methods that can 
best provide information about the problems 
of drug abuse at the secondary school level 
(and; in fact, we are convinced that the 
initia efforts at informing youngsters about 
drugs must begin before high school). A 
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number of recent drug manuals and motion 
pictures are available; several are listed 
below. The key factor seems to be permitting 
discussion of drugs in a factual, nondefensive 
manner with plenty of time allowed for 
questions, even if the teacher’s answer has to 
be an honest “I don't know." 

We. are not trying to create junior 
psychotherapists out of teachers or to 
diminish the role of the trained therapist in 
the treatment of the chronic drug abuser. 
The use of drugs is so widespread, however, 
that in some schools “turning on" is a 
puberty rite for entry into the adolescent 
world. Not all these adolescents are so 
disturbed as to require psychiatric interven- 
tion. Nor would the parents of most of these 
youngsters who experiment with drugs be 
willing to see a psychiatrist (thus admitting 
the existence of a “mental problem” in the 
family) until an arrest or hepatitis, etc., 
makes such consultation imperative. 

We want to reach these youngsters much 
earlier in their course of drug experimenta- 
tion, and the ombudsman may be the one 
best able to do this—to perform the "triage" 
necessary on the scene, educating some, 
referring some for professional help, getting 
families involved, and so on. This is not 
unlike the “caretaker” concept in the 
military service, where mental hygiene 
consultation services are provided to help 
company commanders and first sergeants 
handle their local problems in the field 
rather than in a psychiatric clinic or a 
hospital ward. One caution is that the 
ombudsman must be not only one of those 
certain few teachers sought out by the 
students but also a Person who does not 
privately use these drugs himself, Sometimes 
the “cool counselor” may himself be a 
psychedelic Missionary, quietly and gently 
xd better. living through chemis- 

Perhaps the real : 5 
"field training" abon EM. Bowen's 


Ut drugs was to mak 
him unafraid to discuss what d 
did not know with the bd dips 
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testing, probing questio 
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making statements like “Marihuana is just 
plain evil—that's all.” 

The ombudsman may best be described as 
a parent surrogate who is “not square” (but 
who does not use “pot,” "acid," or 
“speed”), who is not afraid of discussing 
drugs, and who has some training in 
recognizing severe degrees of emotional 
disorder—enough to refer the chronic drug 
abuser (rather than the curious experiment- 
er) for further help. 


Suggested Teaching Guides, Reference 
Material, and Films 


Teaching Guides and References 


1. Nowlis, H. H.: Drugs on the College 
Campus. Detroit: Drug Education Project 
of the National Association of Student 
Personnel Administrators, 1967. 

2. Drug Abuse—A Source Book and Guide 
for Teachers. Sacramento: California 
Office of State Printing, 1967. 

3. Drug Facts, compiled by H. L. Bowen, 
Campbell Union High School district, 
Santa Clara County Drug Information 
Center. 

4. Drug Abuse: Escape to Nowhere—A 
Guide for Educators. Philadelphia: Smith 
Kline & French Laboratories, 1967. 

5. Drug Abuse Information, compiled by 
H. L. Bowen, teacher resource material, 
Santa Clara County Office of Education, 
San Jose, Calif. 


Films 


1. LSD: Insight or Insanity (16 mm. sound, 
color). Bailey Films, Inc., 5609 De 
Longpre Ave., Hollywood, Calif. 90028. 

2. Beyond LSD: A Film for Concerned 
Adults and Teenagers (16 mm. sound, 
color). Film Associates of California, 
11550 Santa Monica Blvd., Los Angeles, 
Calif. 90025, 

3: LSD-25 (16 mm. sound, color). Profes- 
sional Arts, Inc., P. O. Box 8484, Uni- 
versal City, Calif. 91608. 

4. The Mind Benders (16 mm. Sound, 
color). Vision Associates, 680 Fifth Ave., 
New York, N. Y. 10019. Available 
through local Public Health Service 
offices throughout the country. 

32 Marijuana (16 mm. sound, color). Bailey 
Films, Inc, 5609 De Longpre Ave., 
Hollywood, Calif. 90028. 
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Outpatient Geriatric Psychiatry in an Urban Ghetto 
with Nonprofessional Workers 


BY SHELDON ZIMBERG, M.D. 


After establishing a group therapy program 
for geriatric outpatients, the author found 
that: 1) relatively brief socialization oppor- 
tunities can provide these patients with a 
significant degree of support; 2) small doses 
of medication can provide rapid and effective 
control of psychotic symptoms; 3) an inten- 
sive case-finding approach is necessary io 
reach many elderly patients; and 4) non- 
professional workers can provide a great deal 
of meaningful service. 


M^ OF THE ELDERLY in our population 
are deprived of the wide range of 


services they require. In disadvantaged 


Read at the 124th annual meeting of the 
American Psychiatric Association, Boston, Mass., 
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urban populations such as Harlem, the 
elderly are among the most disadvantaged. 

Studies of psychiatric disorder in the aged 
indicated that 6.3 percent of persons aged 
65 and over had the criteria for certification 
to a mental hospital and that 10 to 20 
percent suffer from some level of intellectual 
or behavioral disturbance(6). The admis- 
sion rates to state hospitals for the elderly 
have continued to rise. However, utilization 
of outpatient psychiatric facilities has not 
been great. At Harlem Hospital Center's 
outpatient psychiatric clinic, 2.5 percent of 
the clinic population was in the 65 and over 
age group compared to 7.3 percent for this 
age group in the population served by the 
clinic. Thus, in spite of the suggestive 
evidence of a significant amount of mental 
disorder among the aged living in the 
community, there was a considerable 
underutilization of a psychiatric outpatient 


facility geared to provide community 


oriented services. 
»Goldfarb(4, 5) and others(7, 9, 12) 
indicated that elderly psychiatric 
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patients can be effectively treated in 
individual or group psychotherapy. The 
group therapy approach with socioeconom- 
ically disadvantaged groups has indicated its 
potential value for this population(1, 3). 
However, the many problems of the 
aged—including chronic and acute physical 
disorder, social isolation, housing problems, 
economic difficulties, and emotional and 
organic brain  disorders—result in a 
multiplicity of complaints which make 
clinicians reluctant to work with elderly 
psychiatric patients. In addition, the current 
fragmented systems of health care which 
segregate patients on the basis of organ 
Systems and separate mental health and 
physical health care make it extremely 
difficult for elderly patients with a number 
of physical, mental, and social problems to 
obtain the services they need(8, 10). 

This paper will discuss the development 
of an outpatient geriatric psychiatry group 
at Harlem Hospital Center designed to meet 
the many needs of this patient population 
and employing community residents as 
nonprofessional workers. 


Description of the Program 


A group therapy approach was utilized to 
provide the patients with a socialization 
experience. The project was staffed with a 
psychiatrist and a psychiatric nurse on a 
part-time basis. Referrals were Solicited 
from the various divisions of the Harlem 
Hospital Center department of psychiatry 
and community agencies. The patients 
referred were screened for suitability for 
outpatient treatment and if found suitable 


were asked to. Participate in the 

ked te oup. 
Other dispositions were arranged Or thoe 
patients found not suitable for the 


n ou 
and alternatives were suggested ba 


patients who were found suj 
tefused to participate in the m us 
The group therapy sessions were held 
once a week, Cookies, Coffee, and tea were 
d Several outings were 
patients. The approach 
Up therapy sessions was 
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clubs in the Harlem community were made 
so that they could be utilized to supplement 
the socialization experience provided by the 
group sessions and serve as sources of refer- 
ral for the program. 

It soon became apparent that the 
professional staff did not have the time to 
deal with the many needs of the patients, 
The use of nonprofessional workers helping 
in the care of psychiatric patients had been 
found to be of significant value(2, 11). 
Therefore, it was decided to obtain two 
trainees from the Harlem Domestic Peace 
Corps and train them to work with the 
geriatric patients. 

The trainees were middle-aged house- 
wives who were residents of the Harlem 
community and interested in working with 
the aged. After a brief introduction to the 
field of mental health, nontechnical discus- 
sions concerning the psychiatric and social 
problems of the elderly, and three months of 
on-the-job training provided by the psychi- 
atric nurse, the nonprofessional workers 
became a part of the professional team. 
They were given the title mental health 
assistants. These workers were able to 
Provide a great deal of service for the 
patients, including home visits, accompany- 
ing patients to the other hospital clinics and 
community agencies, observing and report- 
ing of patient behavior to the nurse and 
Psychiatrist, contacting the department of 
social services (welfare) caseworkers con- 
cerning economic and housing needs of 
the patients, interviewing patients’ friends 


and relatives, and participating in the group 
Sessions. 


Results 


The project began in September 1966. 
During the first year of operation 35 
Patients were screened for admission to the 
geriatric psychiatry group, and 17 became 
active participants, 

In table 1 the disposition, sex, and mean 
ages of the 35 screened patients are shown. 
As can be Seen, there were more women 
than men Screened, and the active group 
tended to be slightly younger than the 
patients who were referred for state 
hospitalization and those who refused to 
Participate in the program. 
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TABLE 1 
Disposition, Sex, Mean Age, and Living Arrangements of Patients 


SEX AND MEAN AGE* 


LIVING ARRANGEMENTS** 


DISPOSITION NUMBER PERCEI MEAN LIVES WITH 
om NT — MALE FEMALE AGE ALONE BOARDER FAMILY 
c 48 5 
State hospital 6 17 0 6 En 4 ; : 
Refused or discontinued : 1 
treatment 8 23 2 
In care of relative 1 3 0 ; b : à ME 
Died 1 3 0 1 71 0 0 ^ 
Unable to locate 1 3 1 0 64 1 i 
Referred to another 3 ? 
hospital 1 3 0 1 64 1 0 0 
Totals 35 100 EJ 27 86 16 6 13. 
* Screened from September 1, 1966, to August 30, 1967. 
* * At time of screening. 
TABLE 2 
Diagnosis of Screened Patients 
CHRONIC 
Ns AFFECTIVE BRAIN SCHIZOPHRENIC 
F DISORDERS SYNDROME REACTION ALCOHOLISM 
DISPOSITION PATIENTS (PERCENT) (PERCENT) (PERCENT) (PERCENT) 
Active 17 29 35 24 12 
State hospital 6 0 83 17 0 
Refused or discontinued 
treatment 8 38 38 12 12 
In care of relative 1 100 0 0 0 
Died 1 100 0 0 0 
Unable to locate 1 0 0 0 100 
Referred to another 
hospital 1 0 0 100 0 
Totals 35 23 46 EJ gu 


About half of the patients were referred 
by the outpatient psychiatry clinic, and a 
total of 12 patients were referred by the 
inpatient psychiatric consultation service, 
emergency psychiatry and psychiatric ward. 
The Harlem Welfare Center referred four 
Patients for treatment. It should be noted 
that all four of these patients eventually 
Were referred for state hospital care in spite 
of our most intensive efforts to keep them in 
the community. Only one patient was 
referred by a community agency, even 
though we had contacted most of the 
agencies dealing with elderly people in the 
Harlem community and indicated willing- 
Ness to accept referrals. 

Only three of the 17 active patients were 
married at the time of screening; the others 
Were single, widowed, or separated. Table 1 
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also presents the living arrangements of the 
patients who were screened. If one assumes 
a decreasing degree of social isolation for 
individuals living alone, living as a boarder, 
and living with family, it can be seen that 
only one out of the six patients referred for 
state hospitalization was living with family 
in contrast to eight out of 17 who were 
living with family among the active 
patients. 


Two of the active patients were self- 


employed, eight patients were on Old 
Age and Survivors Disability Insurance 
(OASDI), and seven were on Old Age 
Assistance(OAA). Some of the patients on 
OASDI received supplementation from the 


department of social services. 
The diagnoses of the screened patients are 
sented in table 2. Only about one-third 
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of the active patients were suffering from 
chronic brain syndrome in contrast to 83 
percent of the patients who were referred for 
state hospitalization. The active patients and 
the patients who refused treatment were 
similar diagnostically. 

In addition to visits to the psychiatric 
clinic (an average of 21 visits per patient), 
the patients were accompanied by the 
mental health assistants to other hospital 
clinics and social agencies, were followed if 
they were admitted to an inpatient service, 
and were visited at home if they did not 
appear for their clinic appointments. The 
home visits were of particular value in 
maintaining therapeutic contact with the 
patients and discovering evidence of physical 
or psychiatric disorders before they became 
more serious. 

The patients in the therapy group 
responded quite well in terms of control of 
their symptoms on relatively small doses of 
psychiatric drugs. They experienced im- 
provement in their physical health and 
functional capacities. One patient, however, 
presented continued difficulties in relation to 
his excessive drinking. 


Case Reports 


Case 1. The patient was a 60-year-old 
widow who had recently come from Virginia to 
live with her married daughter. She was unable 
to get along with her son-in-law and developed 
an agitated depression, She was referred to the 
group from psychiatric emergency and was 
found to be in need of hospitalization. After 
she was treated on the general hospital 
psychiatric ward, her symptoms were allevi- 
ated. Prior to discharge and with the help of 
the mental health assistants, an apartment was 
found near her daughter, and she Was started 
in the geriatric group. She continued in the 
group after discharge and has done well except 
for occasional occurrence: d 


| es of mild paranoid 
symptoms which are controlled by Met; 
her medication. She attended practically every 


group session and was elected 
eg treasurer of the 


Case 2. A 71-year-old w 
from her husband and living ae Sate 
sister, was referred to the geriatric uti b rig 
inpatient Psychiatric ward Staff. She Baad 
Pond to the ward because of Son 
allucinations, and agitation. She had poor 


vision due to retinal pathology and experienced 
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difficulty in getting about by herself. After 
discharge she came to the group, first 
accompanied by her sister, later by one of the 
mental health assistants. After several months 
she decided she would try coming by herself 
and has done so ever since. Her increased 
independence has been reflected in other areas 
of function, and she has experienced no further 
episodes of confusion or psychotic symptoma- 
tology. 


Case 3. This patient, a 70-year-old retired 
longshoreman, was referred by the psychiatric 
emergency staff because of hallucinations and 
confusion. When seen initially, he was ina 
physically debilitated state and was suffering 
from urinary incontinence in addition to the 
psychotic symptoms. He was attempting to get 
work on the docks and would not accept his 
physical inability to do the work. He was given 
doses of a phenothiazine before sleep and an 
antidepressant during the day. His attendance 
at the medical and urology clinics was greatly 
facilitated by the mental health assistants. He 
also had several general hospital admissions to 
deal with his physical condition. Gradually his 
health improved and his confusion cleared. He 
attended most of the group sessions, made 
several friends in the group, and accepted his 
retirement. His symptoms have been well 
controlled with medication. 


Case 4. The patient, a 64-year-old widower 
and retired railroad mechanic, was living with 
his son. He was referred by a local block 
association because of depression, excessive 
alcohol use, and giving money away to 
strangers. It was noted that he had been 
severely depressed since his wife’s death and 


his retirement from his job. He became 
involved in the group and started on 
antidepressant medication, He responded 


quickly to the medication, stopped drinking 
alcohol, and became an enthusiastic participant 
in the group. He was visited at home on several 
occasions by one of the mental health 
assistants, who was able to improve the 
strained relationship the patient had with his 
son as a result of his symptoms. 


Discussion 


The geriatric psychiatry project demon- 
strated that about half of the group of 
patients over age 60 referred for outpatient 
psychiatric treatment could be successfully 
managed. During the first year of operation 
35. Patients were screened; of the 35 
Patients, six were referred for state 
hospitalization, and eight refused treatment 
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or discontinued shortly after 


treatment. 

The social data of the geriatric patients 
were what one would expect for a low- 
income elderly population: there were more 
women than men represented; most of the 
active patients were either separated or 
widowed; many of the patients lived in 
isolation from meaningful interpersonal 
relationships; and only two of the active 
patients were self-employed (the others 
were either on OASDI or OAA). In general, 
the patients who were on OAA seemed 
better off financially than those on OASDI. 
The OAA group patients received special 
grants for clothing and furnishings, were 
entitled to obtain surplus food, and had the 
services of the department of social services 
available, Those on OASDI seemed to have 
had constant money problems, even if they 


starting 


received supplementation from the depart- 
* 


ment of social services, 

The six patients who were sent to state 
hospitals were generally in a more 
deteriorated social and mental condition 
than the other patients screened. The local 
welfare center referred four patients to the 
group, but eventually all four had to be 
referred for state hospitalization. It should 
be noted that only one patient was referred 
by a community agency other than the 
Harlem Welfare Center in spite of many 
contacts made with a number of agencies 
serving the elderly in the Harlem commu- 
nity. These findings suggest a need for an 
educational program in the department of 
social services to provide greater awareness 
of the needs of the elderly and recognition 
of the early signs of mental deterioration. In 
addition, an active case-finding approach 
seems a necessary requirement if à 
significant number of elderly patients are to 
be involved in treatment. 

The major difference between the patients 
Who became active participants and those 
Who refused or discontinued treatment 
seemed to be that the latter consisted $ 
individuals who were mot particularly 
interested in establishing social relation- 
Ships. They wanted symptomatic relief but 
Were fixed in their life styles and Were not 
interested in making new social contacts. It 
is possible that the group approach may 
have been disagreeable to the patients who 
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attended one or two group sessions and then 
stopped . coming. This observation has 
indicated the need for more careful 
preparation of patients prior to entry into a 
group program. 

There was great resistance among the 
patients to their attending other social 
programs in the community to supplement 
the group therapy sessions. Even though 
many came to the group sessions faithfully 
every week, they would not attend the 
golden age club or day care center near their 
homes. After a while we gave up trying to 
push the patients to attend other programs. 
We realized that a brief socialization 
experience in the group sessions alone was 
providing a great deal of support. 

The nonprofessional workers in the 
program provided a great deal of service to 
the patients. They performed most of the 
home visits and follow-up visits to patients 
admitted to the hospital and accompanied 
visits to other hospital clinics. Referrals for 
diagnosis and treatment of the many 
physical disorders found in the patients were 
greatly facilitated by the mental health 
assistants. In some clinics they were able to 
establish liaison with the staff so that one 
doctor was assigned to treat the patients 
referred from the geriatric group, thus 
providing a higher level of continuity of care, 

The mental health assistants established 
friendly and supportive relationships with 
the patients. Some of the patients would 
visit the workers in their homes on 
weekends, thus extending the supportive 
contacts beyond the group sessions. One of 
the workers had been on public assistance 
herself so that she "knew the ropes" and 
could advise the professional staff as well as 
the patients concerning the rights of public 
assistance recipients. In general, the mental 
health assistants extended the therapeutic 
influence of the professional staff, performed 
many time-consuming operations to acquire 
the necessary services for the patients, and 
engaged the patients in helpful relationships 
ina way the professional staff could not. 

The patients in the active group improved 
symptomatically and functionally to a great 
extent. Many of the patients had severe 
psychiatric symptoms at the time of 
screening, including hallucinations, delu- 
sions, confusion, and agitation. They 
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responded well to relatively small doses of 
phenothiazine and/or antidepressant medi- 
cation. The social aspects of the group with 
its friendly, club-like atmosphere improved 
the level of self-esteem of the patients and 
contributed to the observed improvement in 
functional capacities. Only one of the 17 
active patients, a 60-year-old man with a 
drinking problem, presented a continued 
management problem. When he drank to 
excess he developed paranoid delusions that 
required hospitalization on two occasions 
during the year. However, more intensive 
follow-up by the mental health assistants 
seemed to be contributing to a decrease in 
his drinking that was noted toward the end 
of the first year of the project. 
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in Suicide Prevention for Professional and 


Community Agents 


BY NORMAN L. FARBEROW, PH.D. 


The Los Angeles Suicide Prevention Center 
has been training mental health profession- 
als, semiprofessionals (primarily graduate 
students in mental health disciplines) 
nonprofessional volunteers, and various 
community groups for about a 
author describes 


Dr. Farberow is codi 
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GE AS A SUBJECT for training and 
education has had a number of 
drawbacks. As a taboo area for many 
centuries, it was relatively unexplored and 
uninvestigated; as a sensational event, it was 
overdramatized and subject to extreme 
emotional reactions; as a mental health 
crisis, it was filled with feelings of guilt and 
shame that led, in our culture, to responses 
of massive denial. As a result relatively little 
was known about suicide, and even less was 
available for instructional subject matter. 
At present, however, the situation is 
changing. Within the past two decades crisis 
theory has become prominent, with an 
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accompanying development of crisis inter- 
vention techniques. Along with this, the 
focus of interest has shifted from tertiary to 
secondary and primary prevention: there 
has been a shift in perspective from long- to 
short-term treatment and from the rehabili- 
tative to the reconstitutive phases of 
therapy. The arena has shifted as well, with 
the community supplanting the hospital and 
the office as the new locus of activity. 
Within the community new groups of people 
have become involved in mental health 
activity, many playing a significant role for 
the first time in direct therapeutic contact 
with emotionally disturbed persons. 

These shifts have brought an increased 
need for training and education not only for 
the many disciplines traditionally working in 
mental health but also for the specific 
“gatekeeper” groups in the community who 
come into contact with emotionally dis- 
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on the local, national, and international 
scenes. The World Health Organization has 
indicated its interest in this serious public 
health problem by holding informal com- 
mission meetings to discuss the problem. 
The International Association for Suicide 
Prevention has held four international 
conferences since 1960, and the American 
Association of Suicidology was established 
in Chicago in March 1968, at the time of its 
first national conference. Many suicide 
prevention services have been initiated 
following a wide variety of models, Experi- 
ence, information, and knowledge have been 
accumulated and the field grows. The 
process of training and education is taking 
on a special significance as personnel are 
sought to man the services. The questions of 
what (to teach) and who (should be 
taught) need to be answered. 


turbed people and for the general public, * The Training Program 


which should be kept informed of changing 
concepts and increased potentialities for 
help. 

The problem of suicide prevention has 
played a significant role in the changing of 
the times. It has epitomized the crisis 
situation, with its demand for immediate 
attention, heightened affect, starkly dichot- 
omized choices between life and death, 
attendant chaos and disorganization, and 
potentiality of final, irreversible resolution. 
It has occupied the paradoxical situation of 
being stigmatized and glorified, condemned 
and condoned, ignored and overemphasized. 
Individuals and families can often accept a 
suicidal expression from one of their 
members and ask for help more readily than 
they can admit emotional disturbance and 
the possibility of mental illness. 

A suicide prevention center can be 
accepted in a community more readily than 
a mental health center. Who, after all, could 
Oppose suicide prevention? Often help can 
be sought more directly by the individual 
himself from the suicide prevention center, 
while the referral route has been much more 
devious for emotionally disturbed but not 
self-destructive persons. 

In many communities suicide pre 
Programs have led the way, Opening the 
door for subsequent mental health activities. 
Suicide prevention programs have appeared 


e prevention 
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At the Los Angeles Suicide Prevention 
Center we have been actively training and 
educating for the past decade. This has been 
accepted as one of the important functions 
of the center, originally established and 
supported by the federal government as a 
demonstration and research project, The 
National Center for Studies of Suicide 
Prevention has since been established by the 
National Institute of Mental Health, and 
more than 100 suicide prevention centers 
are now in existence in the United States. 
However, until further development of these 
occurs, the Los Angeles Suicide Prevention 
Center remains the primary source of 
training and education in suicide prevention 
in the United States. 

In this short paper it is not possible to go 
into full detail about the education and 
training program followed by the center. Its 
objectives, however, can be summarized as 
follows: 1) to train professional personnel 
and nonprofessional volunteers for early 
recognition, evaluation, _and therapeutic 
response to potentially suicidal persons; 2) 
to disseminate information about practical 
treatment and prevention of suicidal behav- 
jor to appropriate special groups; 3) to 
awareness and sensitivity, establish 
d improve opportunities in 
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the community for the recognition and 
treatment of emotionally disturbed people, 
with special emphasis on suicidal crises; 4) 
to diminish the taboos surrounding suicide, 
reduce anxiety and guilt in potential helpers, 
and increase the confidence of the commu- 
nity in its helping response toward suicidal 
persons; and 5) to facilitate further explora- 
tions of suicidal behavior and increase the 
general knowledge and understanding of 
self-destructive behaviors. 

In summary, the program assists people 
in recognizing, evaluating, treating, and 
living with suicidal individuals in the 
community so that both professional per- 
sonnel and the general public will be able to 
deal more effectively with the situations in 
which suicidal phenomena occur. 

The content of the program, which has by 
this time become fairly well outlined, falls 
roughly into three classes: clinical, theoreti- 
cal and epidemiological, and administrative. 
Under clinical content the basic concepts in 
suicide prevention that can now be taught 
include the fundamentals of suicide, such as 
communication, ambivalence, crisis, action 
response, and feelings about death. We 
instruct in the criteria used for assessment 
and evaluation of suicide potential, such as 
character, symptoms, suicide plans, Stress, 
resources; we discuss factors such as the 
relationship to and involvement with "sig- 
nificant others"; feelings and attitudes of 
survivors; utilization of the telephone as a 
therapeutic instrument; mobilization of per- 
sonal and community Iesources; group 
psychotherapy with suicidal individuals; and 
others. 

Theoretical and epidemiological con- 
tent includes psychological, psychoanalytic 
and sociological theories of suicide; taxon- 
omy of self-destruction; communication 
aspects of suicidal behavior; crisis theory; 
short-term versus rehabilitative therapy in 
suicide; the role of socioeconomic factors in 
suicide; cultural contributions Of suicide; 
and others. Administrative aspects deal with 
the variety of models for services: inserted 
versus independent Services; liaison with 
community resources; consultative. services 


in mental health emergencies; funding, staff. 


ing; relationships with gatekee i 
the community; and others. eee 
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The Manpower Problem 


The most significant problem in training 
for suicide prevention lies in finding suffi- 
cient manpower, The field of mental health is 
already plagued with a severe shortage of 
professional personnel. The increased inter- 
est of recent years in mental health 
throughout the world has served to widen 
the gap between demand and supply. Until 
this gap decreases, where shall the necessary 
personnel be found? 

Again, suicide prevention has helped 
indicate the possibilities. The training pro- 
gram of the Los Angeles Suicide Prevention 
Center illustrates an attempt to meet the 
problem by the preparation of specific 
programs fashioned for the broadest range 
of personnel. These consist of at least four 
groups: professional mental health workers 
(psychologists, psychiatrists, psychiatric so- 
cial workers, and psychiatric and public 
health nurses); students in these profes- 
sions, as well as pastoral counselors and 
public health and medical students; selected 
gatekeeper community groups; and nonpro- 
fessional volunteers. 

Particular groups in the community serve 
frequently in gatekeeper positions in that 
they are the first contacts for many 
emotionally disturbed people. Their impact 
is often crucial; in some instances they play 
a vital part in the structure of community 
mental health activities. We therefore work 
with the police and sheriff's departments, 
including university campus security person- 
nel; school counselors; campus health and 
counseling centers; juvenile authorities; 
physicians; lawyers; and clergymen. 


The Nonprofessional Volunteer 


But the greatest untapped pool of 
manpower lies in the nonprofessional person 
such as the housewife or the retired 
Pensioner. Many women do not appreciate 
the Prospect of bridge and teas or charity 
affairs for worthy causes once their children 
are in school and the house is in order. The 
use of volunteers in mental health has a long 
history; traditionally they have served as 
adjuncts such as letter writers or songfest 
and dance leaders—never in direct thera- 
peutic relationship. 
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But today’s approach differs. The nonpro- 
fessional volunteer is more than a desperate 
substitute or stopgap for the professional; 
she may often be the staff person of choice. 
Our experience has shown that our early 
fears concerning the ability of such workers 
to handle critical situations were unfounded. 
Suicidal persons have reacted positively to 
the warmth and the concern, the peer- 
approach, and the humanitarianism of the 
nonprofessional volunteer. 

The process of attracting excellent candi- 
dates was not very difficult. Most of the 
persons were self-selected through their 
expression of interest in volunteering to the 
local mental health association. Screening 
was accomplished by separate interviews 
with three staff members, who had to give 
unanimous approval, Some psychological 
testing and a biography completed the 
earliest steps. Selection criteria, at first 
vague, emerged during the process and were 
crystallized into useful constructs: motiva- 
tion was characterized by a desire to be 
useful rather than to do good, interest in 
learning and self-growth, a stable back- 
ground and history of effective handling of 
personal crises, a willingness to be trained 
rather than a need to impose one's own 
System, maturity and ability to work well in 
à group. 

Formal training lasted two full days a 
week for four weeks, followed by a year's 
apprenticeship to professional staff and 
experienced nonprofessionals. This was 
followed by continued supervision, after 
which they could begin to supervise new 
trainees. 

The volunteers concentrate primarily on 
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telephone interviews, but after they gain 
experience they may also engage in office 
interviews and carry patients in therapy. 
They also become active in research and 
may even participate in some of the training 
activities of the center. The success of the 
program has been a direct result, we feel, of 
the careful process of selection, a task- 
oriented approach to the activity, a deliber- 
ate lack of fence-guarding among all staff 
(of which they are now considered an 
integral part), and maintenance of motiva- 
tion. 

The center has prepared formats for 
institutes, workshops, seminars, and sym- 
posia. These are supplemented by practicum 
experience through preceptorship, supervi- 
sion, consultation, training tapes, films, role 
playing, assigned readings, and other related 
activities. 

The taboo aspects of suicide—those 
which have prevented the helping profes- 
sions from seeking to understand it and the 
general public from seeking help in its 
prevention—seem gradually to be diminish- 
ing. As in the case of many other formerly 
guilt-laden areas, including venereal disease, 
consumption, leprosy, etc., the glare of 
scientific examination has helped dispel the 
encrustations of centuries-old affects. Man 
will always be subject to depressions while 
he lives in this less than utopian world, To 
have died as a result of the need to deny an 
unnecessarily shameful feeling scems a 
particularly wasteful tragedy. One can hope 
that as the taboo lessens, the general public 
too will become educated in the what, who, 


and how of suicide prevention. 
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VIOLENT PATIENTS IN THE EMERGENCY ROOM 


Violent Patients in the Emergency Room 


BY JOHN R. LION, M.D., GEORGE BACH-Y-RITA, M.D., AND FRANK R. ERVIN, M.D. 


During a nine-month period, the authors 
saw 45 patients who came to the emergency 
room of the hospital seeking help in 
controlling their assaultive and destructive 
impulses. Some had feelings of global 
hostility and feared “running amok”; in 
other cases, the violent urges were focused 
specifically on another person, usually a 
wife or close relative. The authors were 
impressed by the fact that these people came 
to the hospital voluntarily seeking help; they 
regard it as one primary goal of therapy to 
encourage and condition such individuals to 
return whenever their violent impulses 
become overwhelming. 


T HE EXTENSIVE USE of emergency room 
psychiatric facilities by the general 
public has already been described in several 
publications(1, 3, 9). Among those who 
have entered the acute psychiatric service 
of Massachusetts General Hospital are 
several types of violent patients. These 
patients express assaultive or destructive 


ideation or acts directed at people and 
property. 
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thank Dr. Morris 


At our request, residents on duty called to 
our attention violent patients entering the 
emergency room during a nine-month period 
from October 1967 through June 1968. One 
or more of us saw 45 patients, three of them 
women and the remainder, men; they 
constitute the series upon which our results 
are based. Patients ranged in age from 15 to 
45, with an average age of 28. Socioeco- 
nomic distribution parallels that described 
for patients making use of psychiatric 
emergency room facilities within the general 
hospital(9). 

We were able to describe profiles of 
patients on the basis of the chief complaints 
that originally brought them to the 
emergency room. 


Diffusely Directed Violence 


Eighteen patients entering the hospital 
feared sudden impulsivity or loss of control, 
and verbalized concern about "running 
amok" and harming someone or becoming 
destructive. No specific victim was named at 
first, and these patients manifested hostility 
that seemed diffuse and had no vector. 
Anxiety and panic-like states were often 
present and sedation was often necessary 
before a clinical interview could be carried 
Out. These patients had a sense of urgency 
about their complaints and usually either 
asked directly for hospitalization or felt 
relieved when hospitalization was suggested. 
The following is an example of this type: 


Case 1. A 28-year-old married man came to 
the emergency room with a chief complaint of 
going out of control and possibly injuring 
Someone. That day he had applied for a job 
and had abruptly left the employment office 
when the clerk questioned his past history. He 
went to the police and asked to be locked up 
because he was afraid he would hurt someone. 
They refused. He then drove to a distant state 
hospital and requested admission but was 
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encouraged to use the facility in his catchment 


area. 
The previous night he had been stopped by 


the state police for driving over 100 miles per 
hour without his lights on. In the past, he had 
abused his wife and children and lost many 
jobs because of altercations with employers. He 
had been assaultive on several occasions. 
Mental status revealed a paranoid individual 
who was quite agitated. Though not psychotic, 
he appeared to be on the verge of loss of 
control and was hospitalized immediately. 


Diagnostically, most of these patients fell 
into the borderline or schizoid personality 
classification. They were patients who had 
experienced an exacerbation of their already 
tenuous hold on reality. When they became 
aware of the breakdown of their defenses 
and the breaking through of dangerous 
threatening impulses, they came to the 
hospital for help. While clear-cut precipi- 
tants for their anxiety were difficult to 
identify—and the search for such precipi- 
tants was in itself anxiety-producing—it 
appeared that a small change in the 
environment was sufficient to alter markedly 
their equilibrium. 

These patients came from broken homes 
and had undergone much emotional 
deprivation. They had a low frustration 
tolerance and needed immediate gratifica- 
tion of needs. Superimposed upon these 
traits were paranoid elements that led to 
unstable work records and marital histories. 
Any injury to an already low sense of self- 
esteem was dealt with by projection, and the 
anger consequently assumed a diffuse 
quality. One patient drove miles out of his 
way to get even with a driver who cut in 
front of him; on another occasion he abused 
his wife when she criticized him and left 
work when a fellow worker made 
derogatory comments about his work. 
Another patient tried to crash into another 
car because its driver had criticized him In 
traffic. This same patient engaged in 
frequent barroom brawls when insulted 
during arguments. i 

One patients expression of diffus 
directed violence seemed to mask intense 
underlying ambivalent feelings about another 
person. This woman harbored a deep and 
homicidal hatred for her mother, yet was 


greatly dependent upon her. A roommate's 
1969 


ely 
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derogatory comment about her mother 
precipitated in the patient a fear of killing 
“someone.” Upon further analysis it became 
evident that the patient’s brittle reaction 
formation to her negative feelings for her 
mother was broken down by the roommate’s 
criticism, and the patient’s anger took a 
protectively diffuse form. 

Past histories of enuresis, pyromania, or 
sadistic behavior toward animals were 
common in over half these patients; three 
had the triad of symptoms which bespoke 
their sadistic potential as mentioned by 
previous authors(4). One patient, when 
angry at his wife, left the house, found a cat 
wandering on the street, and abruptly 
choked the cat to death. Another patient 
had sadistic racist fantasies. 

Aggressive behavior could also be turned 
inward. Seven patients had taken drug 
overdoses; in most cases this was done 
impulsively and without foresight. Two 
patients, when angry, had run their cars into 
trees or other automobiles. Two patients cut 
their wrists, and one scarred his face with 
glass after an argument with his wife. Most 
of these events occurred when an external 
object of aggression was not available, One 
patient argued intensely with his wife, but 
when she abruptly left the house, he 
verbalized a desire to kill himself. There was 
a conspicuous lack of depression or guilt 
accompanying these self-destructive acts. 
Cain(2) has commented on the loss of ego 
boundaries as the possible explanation for 
aggression which takes the form of inwardly 
directed violence. 

Sexual identity and behavior appeared 
diffuse and polymorphous. Adult homo- 
sexual encounters occurred among a third of 
these patients. Where active homosexuality 
was denied, strong latent characteristics 
could be detected. This was also the case 
with two of the three women in our series. 
One male patient was informed that he was 
“sterile” after having sustained a groin 
injury; another had primary hypogonadism 
for which he received hormone injections. 
Both were frequently impotent and became 
violent toward women with whom they 
found themselves impotent. 

Two other patients had undergone 
ic cord ligation in order to become 


spermat c 
Te Both men had numerous children, 
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and one was highly promiscuous. They saw 
sterilization as the only means of assuring 
that they would not father more children. 
Both professed a distaste for contraceptive 
devices, which they claimed interfered with 
their own responsiveness as males, and were 
deeply concerned about their masculine 
image. Two other patients had a history of 
transvestism; another had a history of an 
incestuous relationship with a sister. 


Violence Directed at Specific Persons 


In contrast to the patients mentioned 
above, five patients entered the hospital with 
fears or acts of violence directed at a 
particular person. The most common object 
was the wife. Like the first group of patients, 
these men had strong reaction formations 
against dependency. This made them take on 
the appearance of “big men” who were 
threatened by any sign of diminished 
masculinity or physica: weakness. 

One patient, who had become promiscu- 
ous in the past when his wife was pregnant, 
became assaultive the moment his wife went 
into labor. Another repeatedly denounced 
any need for his wife and was physically 
abusive, yet could not tolerate any 
separation from her. He had broken her 
nose in the past. Another patient had struck 
his wife in the abdomen, causing her spleen 
to rupture. 

Three patients entered the hospital with 
homicidal intent. Two of them were furious 
at their wives, In one case, the husband had 
become enraged at his wife when she helped 
him to take the children out of the home 
during a minor fire. She then mistakenly 
drove off with the children, thinking her 
husband would await the arrival of the fire 
department. The patient expressed simulta- 
neous feelings of rage and helplessness at 
having been abandoned by his wife: the 
feelings could be traced back to childhood 
when he had been abandoned by his mother. 
Another patient had been hospitalized for 4 
Severe anxiety reaction brought on by a 
sudden confrontation with his mother’s 
illness. On a subsequent Occasion, he felt 
equ helpless when his wife left him, and 
A IER his homicidal intent toward 
Vw patient, although not homicidal 
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when seen in the emergency room, told us 
that in the past he had been forced to leave 
a hospital room where his father lay ill in 
order to avoid striking him. This same man 
had become enraged at his child who was ill 
and had hit him. Similar breakdowns of 
the defensive reaction formation against 
helplessness and dependency were common 
to most of the patients in our series who had 
abused their children. This behavior pattern 
has been mentioned by Steele as common to 
many cases of child battering( 11). 

One additional factor which seemed to 
keep the violence of these patients within 
the home was the personality of their wives. 
Three of the abused wives had masochistic 
traits and came from households where 
they, in turn, had been beaten. The spouses’ 
own unconscious needs for physical 
punishment thus perpetuated the violent 
behavior that their husbands manifested 
toward them. This aspect of the victim has 
been mentioned by MacDonald(6). In our 
Own cases, it was just as necessary a 
therapeutic maneuver to instruct the spouse 
to contact us as it was to teach the patient to 
come to the hospital when he felt anxious or 
impulsive. 

One patient directed homicidal intent to- 
ward his father: 


Case 2. This 27-year-old man presented with 
a chief complaint of wanting to kill his father. 
The patient stated that one week prior to 
admission he had decided to shoot his father 
because he was tired of working for him as a 
painter. The patient had placed a loaded 
magazine in his pocket, taken a rifle in hand, 
and left the house to carry out his act. He was 
ridiculed in this effort by his father, who had 
been warned by the patient's wife. 

The patient's hostility toward his father 
dated back many years. He felt resentful over 


his father’s remarriage and hated him and his 
stepmother, 


Several patients in other groups of our 
Series also expressed intense anger and 
resentment against parents who remarried. 
Strong unresolved oedipal elements were 
evident. One patient, a young boy who 
experienced intense headaches, had a desire 
to “run” and a fear of killing somebody. He 
appeared deeply concerned about his 
father’s departure from the family and 
remarriage. He expressed great hostility 
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toward both his father and the children by 
this second marriage. The boy’s concern was 
often coupled with his somatic symptoms. 


Seizure-Like States 


Eleven patients complained of frequent, 
unprovoked assaultive behavior accompa- 
nied by such symptoms as amnesia, 
dizziness, or headache. Altered states of 
consciousness and aura and postictal-like 
states were described. Past histories 
included symptoms and illnesses of neuro- 
logic importance. Four patients in this group 
had a history of meningitis in childhood; one 
of these recalled having had  febrile 
convulsions. One patient gave a history of 
"childhood polio" but had a leg weakness 
which indicated an upper motor neuron 
lesion; birth injury was suspected. Two 
patients had experienced prolonged uncon- 
sciousness for several days subsequent to 
automobile accidents. One patient's family 
claimed that he had "changed" since he had 
been involved in a car accident in which he 
had struck his head. Two patients who had 
been boxers had sustained numerous head 
injuries. 

Psychiatrically, these patients differed 
little from previously described groups. 
They were studied from a neurologic 
standpoint for detection of organic condi- 
tions which might predispose to violent 
behavior. Such conditions have been 
mentioned by previous authors; they include 
temporal lobe epilepsy(12) and neoplasms 
of the temporal lobe(7). 

All patients of this group had serial sleep 
EEG examinations as well as other tests 
which included skull series, psychological 
tests for organic impairment, lumbar 
puncture, brain scan, and, where indicated, 
contrast studies. 


Case 3. This patient, a 30-year-old man, was 
discovered to have temporal lobe epilepsy. He 
entered the emergency room because of temper 
Outbursts during which he would destroy 
Property and become assaultive. On previous 
Visits to the hospital he had become paranoid 
and belligerent, but these episodes cleared 
rapidly after parenteral medication. They Were 
followed by a lengthy period of drowsiness and 
amnesia, 3 
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Past history revealed febrile convulsions in 
childhood, multiple head trauma, and pro- 
longed use of amphetamines. Psychological 
tests indicated a low average IQ with no 
evidence of organicity. Neurological work-up 
revealed pronounced left temporal lobe spiking 
in the sleep EEG recording, with confirmation 
on repeated tracings. Skull series and brain 
scan were normal. A pneumoencephalogram 
showed a mild degree of cortical atrophy 
presumably consistent with past head trauma. 

The patient was started on anticonvulsant 
medication and showed some decrease in the 
frequency of his psychomotor attacks. 


Two other patients had some degree of 
temporal lobe spiking on one EEG 
examination, and one patient had 14 and 6 
per second spiking. In these three cases, 
repeated studies failed to confirm the spike 
pattern, and no organic conditions were 
found to account for the violent behavior in 
these patients. 


Pathological Intoxication 


Eleven patients gave histories of assault- 
ive behavior only under the influence of 
alcohol. The following is an example of one 
such patient. 


Case 4. A 29-year-old married man entered 
the hospital with a chief complaint of “going 
berserk when drunk.” He stated that he had a 
“Dr, Jekyll and Mr. Hyde” personality and that 
he would become a changed man after only a 
few drinks in a local tavern. In this changed 
state, he attacked men who made fun of him 
and teased him. When he was questioned 
further, it appeared that he had particular 
hatred for any homosexual who approached 
him and would immediately assault such an 
individual. The realization that he would 
continue to meet such men at bars and 
continue in his behavior did not deter him. 


Patients such as the above related stories 
of attacking other men who stared at them, 
made fun of them, or propositioned them. 
The patient's violence was usually directed 
at men; while intoxicated they rarely 
assaulted women. These patients had strong 
elements of latent homosexuality. One man 


complained of tbe fact that other men were 


Iways thinking “that he was a queer." 
s Several patients explained that they would 
begin to drink in the bar and befriend 
another person, then later argue with him. 
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The quickly formed intimacy seemed to 
cause unconscious strivings to come to the 
surface. Such  strivings were handled 
defensively by projection and eventual 
physical assault. The latter had the flavor of 
homosexual panic. Some of the most violent 
men belonged to this group. When under the 
influence of liquor, one man killed a close 
friend (he was subsequently acquitted of a 
manslaughter charge), and another shot and 
wounded two men during an argument. One 
patient drove his car into a tree when 
intoxicated. 

Patients of this group were difficult to 
evaluate because they gave additional 
histories of head injury or amnesia, similar 
to the histories of the previously described 
group. Several patients were given neurolog- 
ical examinations because of the similarity 
of the pathological intoxication episode to a 
seizure-like state. This similarity has been 
mentioned by Noyes and Kolb(10), and the 
activating effects of alcohol upon temporal 
lobe seizure states have been described by 
Marinacchi(8). Results of neurological tests 
in these patients revealed no evidence of 
abnormality, however. 


Discussion 


Patients entering the emergency room 
because of assaultive or destructive feelings 
showed diffuse and extensive psychopathol- 
ogy. Their problems included defective self- 
images and impulsivity. There were data ap- 
plicable to patients of all groups which, we 
believe, illustrated their potential for vio- 
lence. A total of 13 patients had criminal 
histories which ranged from assault and 
battery to armed robbery. Eight patients at 
one time owned guns, and three had shot 

. and wounded others during arguments. Three 
patients admitted having injured others with 


e, 13 patients 
ve automobiles 
Or had become 
accident as a 
State. These 
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consciousness or the use of alcohol that 
further heightened the danger these patients 
posed for the community. 

Management of all patients was as 
follows. Fourteen of the 45 patients who 
entered the acute psychiatric service were 
hospitalized at our facility. Another 14 were 
evaluated on an outpatient basis. These 28 
patients were offered some form of 
treatment, including individual or group 
therapy or drug management. Seven patients 
seen in the acute psychiatric service were 
evaluated and referred to outpatient 
facilities elsewhere in the city. The remaining 
ten of the series were evaluated and sent to 
state hospitals. 

An interesting pattern emerged regarding 
the use that patients made of the acute 
service. Even when referred to other 
facilities or state hospitals, patients would 
return to our unit after discharge or when 
they felt anxious or potentially violent. 
Often this would necessitate readmission to 
the hospital, but these patients agreed to 
such measures and, indeed, came to our unit 
expressly asking for controls. In the course 
of our nine-month study 16 of the 45 
patients seen by us required repeated 
hospitalization, and 32 patients made 
Tepeated visits to the emergency room in 
times of stress. 

We were impressed with the fact that 
these patients came into the hospital on a 
Voluntary basis seeking help. In this regard, 
we have considered it one primary goal of 
therapy to encourage and condition such 
Patients to return to the emergency room for 
help or to contact us when they feel their 
impulses getting out of hand. As we 
discussed more generally in a previous 
Paper(5), we have looked upon this as one 
important step toward preventing the acting 
out of impulsivity and toward protecting 
Society from what might otherwise be 
harmful actions on the part of violence- 
prone individuals. 
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The Role of Family Planning 
in the Primary Prevention of Mental Illness 


BY RICHARD A. SCHWARTZ, M.D. 


After reviewing the mental health implica- 
tions of unregulated fertility in the areas of 
illegitimacy, premarital pregnancy, poverty, 
postpartum psychosis, and overpopulation, 
the author concludes that family planning 
services can be an important addition to 
preventive psychiatry techniques. Psychi- 
atric centers might feasibly offer case- 
finding, education, and referral services and, 
in some instances, direct contraceptive 
advice to their clients. At the level of 
community action, psychiatrists can also 
help to educate community leaders and the 
public about the need for expanded family 
planning services. 


It. . . would be one of the greatest triumphs of 
mankind, one of the most tangible liberations 
from the bondage of nature to which we are 
subject, were it possible to raise the responsible 
act of procreation to the level of a voluntary 
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and intentional act, and to free it from its 
entanglement with an indispensable satisfaction 
of a natural desire(8). 


— Sigmund Freud 


RIMARY PREVENTION of mental illness 

has been an elusive goal in modern 
psychiatric history. During the first half of 
this century, much effort was invested. in 
developing child guidance clinics and pro- 
grams of mental health education in the 
hope that these techniques would prevent 
mental illness. The Joint Commission on 
Mental Illness and Health, in reviewing this . 
50-year period in preventive psychiatry, was 
unable to find evidence that the incidence of 


mental illness has been significantly influ- 
enced by these measures. 


The report of the 
Joint Commission concluded: “Primary pre- 
vention of mental illness has remained 


largely an article of scientific faith, rather 


than an applicable scientific truth" (15). 
Despite this pessimistic assessment by the 
Joint Commission, there has been in recent 
years a growing interest In developing new 
methods of primary prevention of mental 
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illness. Among these are imaginative pro- 
grams of mental health consultation, efforts 
to impart mental health skills to community 
“caretakers” (e.g., teachers, clergy, public 
health nurses, and parole officers), and 
programs designed to help certain “high- 
tisk” subgroups of the population cope 
better with life crises(2, 4, 35). Since these 
programs are of recent origin and have been 
tried only on a limited scale, it is too early 
to tell whether they will prove successful in 
achieving a reduction in the incidence of 
mental illness. 

A potentially useful addition to the 
growing array of preventive psychiatry 
techniques, to be examined in this article, is 
the inclusion of family planning services in 
ongoing mental health programs. Although 
proponents of family planning have long 
emphasized mental health considerations as 
important aspects of the rationale for family 
planning programs, psychiatrists, with few 
exceptions(21, 23), have not shown a 
corresponding interest in family planning. 
The role of unregulated fertility in the 
etiology of mental illness and the possible 
application of family planning concepts in 
preventive psychiatry are subjects about 
which little has appeared in the psychiatric 
literature, 

In this article I explore some of 
these interrelationships. The first section 
Covers pertinent research from the fields of 
fertility and population dynamics and pre- 
sents evidence that uncontrolled fertility is 
an important contributing cause of mental 


, illness. In the second section I discuss the 


current status of family plannin 

in the United States, us e Arie 
tence of a large unmet need for such Services. 
Finally, I discuss ways that mental hospitals, 
clinics, and community mental health centers 
can incorporate family planning services into 


their programs without excessive expense or 


disruption of normal activities. 


Uncontrolled Fertili 
the Etiology of ate 


illegitimacy, 
cation and 


[126] 


THE ROLE OF FAMILY PLANNING 


partum psychosis, and excessive population 
growth. Each of these areas will ‘be 
examined in further detail and its relation- 
ship to mental health discussed. 


The Unwanted Child 


The viewpoint that the unwanted child is 
less likely to receive adequate parental love 
and acceptance, thereby suffering increased 
vulnerability to mental illness, has been 
eloquently expressed by Karl Menninger: 


The reason that contraceptive knowledge and 
counsel seem to the psychiatrist to be essential 
is based not upon considerations of the welfare 
of the adult, but on the considerations of the 
welfare of the child. Nothing is more tragic, 
more fateful in its ultimate consequences, than 
the realization by a child that he was unwanted. 
. . « planned parenthood is an essential element 
in any program for increased mental health 
and for human peace and happiness. The 
unwanted child becomes the undesirable citi- 
zen, the willing cannon-fodder for wars of hate 
and prejudice(23). 


I have encountered no writings that 
seriously dispute these sentiments, indicating 
that most people today are willing to accept 
them as self-evident truths requiring no 
Scientific proof. The relationship between 
wanted versus unwanted status and life 
outcome has never been systematically inves- 
tigated. In fact, as Pohlman has pointed out, 
the difficulties of retrospective or prospective 
research into this problem are considerable; 
the mother may repress, deny, or conceal 
her true feelings about a given child either 
before or after childbirth; her feelings may 
be ambivalent, changing at different stages 
of the pregnancy or child-rearing process; 
and in certain subgroups, such as the poor, 
the very concepts of "planning" or "want- 
ing" a child may lack meaning(28). 

_ Recent studies of the relationship between 
birth order, family size, and mental illness 
provide perhaps the closest scientific docu- 
mentation of the hypothesis that the un- 
wanted child has a greater chance of devel- 
9ping mental illness. Studies by Schooler(39, 
40), Gregory(9, 10), Barry and Barry(1), 
and Farina and associates(6), analyzing 
large groups of psychiatric patients with 
varying diagnoses, show that in families with 
four or more children the children in the 
last half of the birth order were significantly 
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more likely to develop mental illness than 
children in the first half of the birth order. 
In one of Schooler’s studies, it was further 
shown that compared to first-born patients, 
last-born patients were sicker, showed a 
lower degree of social competence, and a 
higher incidence of bizarre and self-destruc- 
tive behavior(40). v 

None of these investigators was able, on 
the basis of evidence obtained, to explain 
fully the relationships observed. The most 
likely explanation to emerge was that the 
later born children in large families are more 
likely to have been unwanted and unplanned 
and are therefore less likely to be given 
adequate care and affection. In support of 
this hypothesis, a large-scale demographic 
survey has demonstrated that the larger the 
family, the greater the likelihood that the 
last-born child was unwanted. Whereas 11 
percent of parents with two children said 
that their last-born child was unwanted, the 
rates went up to 28 percent for parents with 
three children, 41 percent for parents with 
four children, 45 percent for parents with 
five children, and 47 percent for parents 
with six children(41). This same study 
further revealed that 17 percent of all 
families in the United States reported that 
their last-born child was unwanted. 


Illegitimacy 

The psychological hazards of being an 
unwanted child are compounded if the child 
is also illegitimate, due to the social stigma 
attached to illegitimacy in our society. The 
rate of illegitimacy is on the increase. There 
were, in 1965, 291,000 illegitimate births in 
the United States as compared to 250,000 in 
1962 and 150,000 in 1952(13). In 1950 
one out of 25 children born in the United 
States was illegitimate. By 1960 the figure 
was one out of 19, and by 1965, one out of 
15(36). i 

Adoption affords an opportunity for 
many illegitimate children to be reared ina 
stable two-parent family. The question of 
whether adopted children are more prone to 
develop psychiatric difficulties remains un- 
settled at the present time. Several reports 1n 
the literature indicate that adopted children 
may suffer from psychiatric difficulties ata 
rate up to 100 times higher than that of the 
general population(38). These studies, 
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however, have been challenged as method- 
ologically unsound in a recent paper by Kirk 
and associates(17). 

Whatever the merits of adoption as a 
"solution" for illegitimacy, it should be 
recognized that only one-half of illegitimate 
children eventually are adopted. Of the 
remainder many are nonwhite and are not 
adopted because of a shortage of nonwhite 
adoptive parents and/or disinclination to 
give up children for adoption within the 
nonwhite subculture. Many illegitimate chil- 
dren are reared in foster homes because the 
natural mother, although unable to care for 
the child herself, is nevertheless unwilling to 
release the child for adoption, Between 33 
and 60 percent of children reared in foster 
homes have been found to be suffering from 
severe emotional difficulties, according to 
one large survey(22). 


Premarital Pregnancy 


It has been shown that illegitimate births 
represent only a small fraction of the total 
number of illegitimate or premarital preg- 
nancies. By correlating data from marriage 
and birth certificates, Christensen found 
that between 20 and 25 percent of all 
couples were expecting a child at the time of 
marriage(5). In a Detroit study, Pratt found 
that 25 percent of white and 52 percent of 
nonwhite women were pregnant at the time 
of marriage(29). The younger the age at 
marriage, the more likely the chances of 
premarital pregnancy. When the husband 
was under 20 years of age and the wife 
under 18, 60 percent of white women and 
82 percent of nonwhite women were. 
premaritally pregnant. A retrospective. study 
of birth and marriage certificates by Rele’ 
showed that there has been a gradual rise in 
the past 50 years in the rate of premarital 
pregnancy, from 74 per 1,000 married 
women in 1905, to 83 in 1920, 90 in 1930, 
119 in 1950, and 160 in 1959(34). 

From the mental health point of view 
these statistics show the existence of a 
serious and largely unrecognized problem. A 
great many young people, between one- 
fourth and one-fifth of our entire popula- 
tion, are being forced into early marriages 
with partners they may not have wished to 
marry. It does not seem unreasonable to 
assume that had many of these young people ` 
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been able to wait until they felt ready for 
marriage, completed their education, and 
been able to choose their partners freely 
their chances for personal happiness and for 
becoming good parents might be greatly 
increased. 

Not unexpectedly, the rates of divorce are 
higher than average among couples in which 
the wife is pregnant before marriage. In one 
survey, for example, 4.9 percent of all 
sample marriages ended in divorce, but 13 
percent of couples who had their first child 
within the first nine months of marriage 
were later divorced, and 17.2 percent of the 
couples who had their first child within the 
first six months of marriage were later 
divorced(5). 


Poverty 


Since the “rediscovery” of poverty in the 
late 1950s by Harrington(11) and others, 
statistics on poverty in the United States 
have become well known. In 1962 there 
were 35 million people whose annual 
incomes were less than $3,000 for families 
and $1,500 for unattached individuals(16). 
These totals include 15 million children 
(26). Epidemiological studies(12) have 
documented a higher than average rate of 
mental illness, particularly psychosis, among 
poor people, which would suggest that 
poverty may be an important contributing 
cause of mental illness. Child-rearing prac- 
tices among the very poor are frequently 
characterized by neglect, lack of affection, 
brutality, and inconsistency, Children raised 
under these conditions are often unable to 
learn in school, grow up without job 
skills, and thus perpetuate the poverty cycle 
(27, 33). 

A small subgroup of the poor, the so- 
called multiproblem family, has been singled 
Out for special Scrutiny. In a St. Paul 
study(3) it was found that the multiproblem 
group, consisting of but six percent of the 
community’s families, absorbed more than 
77 percent of the relief load, 51 percent of 
health services, and 56 percent of adjust- 


ment services in mental health, casework 
and corrections, : 


One of the conditions 
ty in this country is the 1 
Services available to the 
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that the poorest, least educated persons tend 
to have the most children. In 1962 one-half 
of all families with annual incomes of less 
than $3,000 had four or more children, 
whereas only one-fourth of the families with 
incomes in excess of $10,000 had four or 
more children(24). Poor families not only 
have larger families but more unwanted 
children: the last-born child was unwanted 
in 21 percent of families earning less than 
$3,000 per year, as compared with only 15 
percent of families earning in excess of 
$10,000 per year. For women with grade 
school educations, the figure was 32 percent, 
as compared with only 11 percent for 
college educated women (41). 


Postpartum Psychosis 


According to Kummer, two percent of all 
females admitted to United States mental 
hospitals during the period 1916-1946 were 
suffering from antepartum and postpartum 
psychosis( 19). That the higher than expect- 
ed incidence of mental hospitalization asso- 
ciated with childbirth is more than a 
statistical artifact, reflecting delayed admis- 
sions of patients who had become ill during 
pregnancy, has been shown. By comparing 
rates of admission during the total child- 
bearing period (pregnancy plus three 
months after childbirth) with expected 
admission rates for women in general, Pugh 
and associates (30) were able to show that 
admission rates for psychosis in the child- 
bearing period ranged from one and one-half 
to two and one-half times higher than ex- 
pected in the various age groups studied. 

There has been no study undertaken yet 
to determine the frequency of unwanted 
conceptions among patients with postpartum 
psychosis. One would expect that a positive 
correlation would be found, in view of the 
tendency for most people to avoid situations 
they anticipate will be overwhelmingly 
stressful. Clinically evident postpartum psy- 
chosis can be regarded as similar to the 
exposed portion of an iceberg, the sub- 
merged part representing the extensive 
numbers of women who are overburdened 
by too many or poorly spaced children and 
whose health, efficiency, and maternal 
capacity is impaired to a significant, if 
subclinical, degree. 
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Excessive Population Growth 


The term “population explosion” usually 
refers to conditions in the underdeveloped 
part of the world, where excessive popula- 
tion growth has negated all efforts to 
increase living standards. Here in the United 
States, the rate of population growth has 
also been high, but because the standard of 
living has continuously risen and because 
our resources are so abundant we have been 
able to absorb these increases in population 
relatively painlessly. In recent years, how- 
ever, as air and water have become more 
polluted and as water shortages have 
developed in several parts of the country, it 
has become apparent that there are limits, 
even in the United States, to the capacity of 
the natural environment to support an ex- 
panding population. 

The population of the United States has 
increased sixfold in the one hundred years 
1860-1960, from 31 million to 179 million. 
The population increased by 19 million in 
the decade 1940-1950, by 28 million in 
1950-1960, and by another 17.5 million 
from 1960-1966. This rate of population 
growth, coupled with inadequate community 
planning, is threatening our standard of 
living and national well-being. 

Air and water pollution have been 
mentioned as problem areas. Others include 
overly congested urban areas without ade- 
quate transportation, housing, or schools, 
continuous traffic jams on the highways, 
suburban sprawl, overcrowded parks and 
recreational areas, and severe shortages in 
such vital public services as medical care 
and education. While no one can say what 
the ideal population size of the United States 
should be, the prospect of our population 
doubling by the year 2010 (the projected 
estimate if the current rate of growth 
continues) is one that most authorities agree 
poses a severe threat to the nation’s physical 
and emotional health and well-being. 


Current Status of Family Planning 
Programs in the United States 


Much attention and publicity has been 
given recently to the “revolution” in contra- 
ception brought about by the introduction of 
the oral pill and the intrauterine device. As 
of January 1966. an estimated 3,815,000 
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women were using oral contraception(37). 
This publicity has obscured the fact that 
large segments of the population, particular- 
ly the poor, continue to be without adequate 
family planning services. A recent survey by 
the Planned Parenthood Federation has 
shown that of five million medically indigent 
fertile women .who are not pregnant or 
seeking pregnancy only one-half million, or 
ten percent, are currently being serviced by 
all government and private family planning 
services combined(14). 

Another study showed that as many as 46 
percent of women in some lower income 
groups have never had a discussion with any 
professional person about family planning 
(32). Lack of family planning services for 
the poor is part and parcel of the over-all 
pattern of substandard medical services in 
poverty areas. The existing system of 
publicly financed medical care is inadequate- 
ly staffed and financed and tends to be 
concentrated in large, impersonal, and often 
inconveniently located hospitals. These hos- 
pitals are geared to handling acute illness 
and are poorly equipped to deliver preven- 
tion-oriented medical services of any kind. 

Although there are some 700 state and 
local government-supported birth control 
clinics in 35 states, they serve only 200,000 
women per year, a small fraction of the total 
medically indigent population(20). On the 
federal level, one million dollars has been 
made available for family planning pro- 
grams through the Department of Health, 
Education, and Welfare and the Office of 
Economic Opportunity. It has been calcu- 
lated that in order to provide services for the 
estimated five million medically indigent 
women a sum of one hundred million 
dollars per year is needed. Current federal 
programs come nowhere near that amount. 

The problems of negative attitude and 
inadequate motivation for family planning 
among the poor have received considerable 
study. Rainwater(31) has noted that the 
poor tend to be pessimistic regarding their 
ability to control their destiny. They tend to 
regard themselves as being at the mercy of 

owerful forces beyond their influence. As a 
result, they tend to accept events as they 
happen and to show little faith that any sort 
of planning can appreciably affect their 
lives. Although they may wish for small 
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families, they seem unable to make a 
sustained effort toward this goal. Rainwater 
has also observed that the poor tend to rely 
‘on magical thinking with respect to contra- 
ception. When they practice contraception 
they often feel that, as long as they are 
careful most of the time, they will be 
rewarded by fate for having good intentions. 

Although these motivational problems are 
teal, it has been amply demonstrated that 
lack of motivation can be successfully over- 
come in the great majority of women from 
even the poorest class by a well-conceived 
and well-administered birth control program. 
In a large Planned Parenthood study in Chi- 
cago, in which 14,000 women were given 
birth control pills, it was found that 75 per- 
cent continued to take the pill regularly for 
30 months after they first came to the clinic 
(7). In this group 83 percent were 
nonwhite, one-half had not completed high 
school, and one out of six were welfare 
recipients. As a practical matter the problem 
of motivation has probably received undue 
attention and certainly should not be used as 
an argument to justify society's failure to 
provide adequate family planning services 
for the poor. 


Family Planning ms in 
Psychiatric Treatment Centers 


à In the long run, overcoming deficiencies 
in family planning services for the poor will 
ultimately depend upon increasing the 
supply of doctors and other trained medical 
personnel, locating clinics in poverty areas, 
increasing the purchasing power and educa- 
tional level of the poor, and improving the 
technology of contraception. Meanwhile, 
there is à serious unmet need for family 
planning services which mental health 
agencies may be able to alleviate, 
According to Statistics collected by the 
Department of Health, Educatio 


n, and 
Welfare, there are approximately 412,745 
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psychiatric care (at least in New Haven, 
Conn.) are from social classes IV and V, 
the segment of the population with least 
likelihood of access to birth control(12), 
For many of these women, their psychiatric 
treatment may provide them with their only 
meaningful medical contact of any kind for 
long intervals of time and thus afford an 
opportunity for the initiation of birth control 
assistance, Even more affluent women psy- 
chiatric patients may be in need of guidance 
and information about birth control, espe- 
cially if psychological handicaps have inter- 
fered with their learning about and obtaining 
contraceptive assistance. 

There are many kinds of services and 
functions needed in a comprehensive family 
planning program. These include case-find- 
ing, education and information services, 
counseling and psychotherapy, referral to 
family planning centers, direct contraceptive 
Service, and programs aimed at increasing 
community support for family planning. 
Certain of these functions, such as prescrip- 
tion of birth control pills and insertion of 
intrauterine devices, require the services of 
general practitioners or gynecological spe- 
cialists and, as such, cannot be readily 
performed by psychiatric personnel. Other 
functions can be carried out by mental 
health facilities with minimal expenditure of 
time and effort and without significant 
disruption of normal routine. 

Case-finding is perhaps the most useful 
function that mental health professionals 
can perform in family planning. It requires 
only that doctors, nurses, and social workers 
be alert to the possibility of unmet needs for 
birth control assistance in the patients they 
Come in contact with every day and that 
they be willing to initiate discussion of this 
subject if it appears necessary. As long as 
the subject is broached in a tactful manner 
there is little likelihood of offending or 
upsetting the patient should she prove to be 
uninterested or resistant to the idea of birth 
control. Although patients are often too 
embarrassed by their lack of knowledge 
about birth control or too apathetic Or 
depressed to be able to inquire about it on 
their own initiative, they are often grateful 
for a chance to discuss the subject once it 
has been raised. An aid to case-finding that 
can be employed is the use of posters and 
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leaflets describing family planning services 
and facilities in waiting rooms, on hospital 
bulletin boards, etc. These materials can 
readily be obtained from local Planned 
Parenthood agencies. 

Providing education and information 
about the existence and location of family 
planning clinics, the types of birth control 
techniques, and their relative effectiveness, 
limitations, and cost is another useful 
function that mental health personnel can 
perform. The degree of ignorance and 
misinformation about birth control, especial- 
ly among the poor, is startling. Areas of 
ignorance and misinformation commonly 
encountered in patients are: highly exagger- 
ated notions about the dangers of birth 
control pills, umawareness of the existence 
of the intrauterine device, the belief that 
foams and jellies are a highly effective form 
of contraception, unawareness of the exis- 
tence of low-cost or free services in the 
community, and the belief that doctors are, 
on principle, unwilling to provide contracep- 
tives without a definite health justification. 

Needless to say, failure to become 
adequately informed about birth control 
methods or to follow through and imple- 
ment a wish for family planning may be one 
expression of the illness for which the 
patient originally sought treatment. It re- 
quires initiative and sustained effort to 
successfully practice family planning(42). 
Regressed psychiatric patients have difficul- 
ties in performing adequately in this area, as 
in other areas of their lives. Many patients 
often require psychotherapy and other treat- 
ment before they can seek out and make 
effective use of family planning services. 

Although most communities have some 
type of family planning clinic available to 
which psychiatric patients can be referred 
for direct services, some communities, 
especially in rural areas, may lack such 
facilities. Psychiatric institutions in these 
areas (such as state hospitals) may wish to 
set up programs for direct contraceptive 
services. This could be accomplished by 
setting aside one or two hours each week for 
a birth control clinic under the supervision 
of staff physicians Or consultants from the 
outside community or by referral to outside 
private physicians. State departments of 
mental health may wish to consider assum- 
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ing the cost of contraceptives for indigent 
patients, as is done in the case of 
tranquilizers. Such expenditures might con- 
ceivably save the state considerable sums in 
the long run. 

On the level of community action, 
psychiatric organizations such as the Ameri- 
can Psychiatric Association and its district 
branches can perform a useful role in 
helping to educate the public about the need 
for greatly expanded, publicly financed fami- 
ly planning services. 
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EDITOR’S NOTEBOOK 


Urban Disintegration 
and the Psychiatrist’s Dilemma 


T URBAN PROBLEM is many rolled into one. It is composed of 
unachieved goals and unresolved stalemates in transportation, 
housing, education, communications, economics, social services, and 
political and administrative organization. It reflects unprecedented 
rapid population growth, the legacy of laissez-faire capitalism, and 
failures in planning, responsibility, and intercommunication by local, 
state, and federal governments. It is based also on the accumulation 
in metropolitan centers of Americans who look, sound, and behave 
differently from the middle-class white stereotype. These “other 
Americans” place special demands on the city’s institutions and 
evoke fearful or hostile responses from those who manage them. 
Their presence has contributed to the deterioration of agencies of 
socialization (mainly the schools) and the malfunctioning of agencies 
of social control (mainly the police and the courts) in what have 
come to be known as inner cities. 

But this has happened less because of the minority man’s lack of 
necessary skills and techniques for social coping than because of the 
distorted or insufficient responses to him by the existing establish- 
ment, While these distortions are partly cross-sectional and 
immediate, they are in largest part the present-day manifestation of a 
historical process in which the migrant, particularly the black, a 
been regarded less as a fellow human than as 2 type of S Ob 
useful import. White prejudice and anger has always been the 

artner of black rage. ; à 
"us ps can thus be translated most graphically into 
human terms by reference to today’s leading social psychiatric purs 
the black ghetto. There are other ethnic enclaves In d a - 
cities such as the Puerto Rican, Mexican, of Chinese. Some ot tre 
E still act as receiving stations and acculturation d E KEE 
migrants, although this function is sce eed ihe j pn had it. They 
however, long ago lost this capacity, if indeed they « ye in d 
have now become pressure cookers, dicte isn by 
; f i en! 
high birth rates, pent in by residential segregation 


i ini i blems. 
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encircling suburbs. They are heated by underemployment, retaliatory 
evictions, poverty, and clashes between slum dwellers and police. 
They are still excluded from meaningful participation in the values 
and cultural processes of the dominant society. 

The psychiatrist faced with this picture thinks immediately of the 
kinds of developmental experiences undergone by the young who 
grow up in the ghetto. He also knows that a man’s thinking, feeling, 
and acting reflect his participation in a current social context. 
Leighton and associates have gone beyond this to indicate that 
disintegrating communities produce more than their share of 
psychiatrically disturbed individuals(2). The doctor is aware of 
social powerlessness, daily reminders of one’s worthlessness and 
incapacity, habituation to substandard housing, abrasive contacts and 
inability to communicate with symbols of authority ranging from the 
police to the schoolteacher, and family disorganization fed by 
penalizing welfare laws and discriminatory hiring practices. 

If he concludes that these stresses are psychiatrically relevant for 
vulnerable individuals and together form a social context promoting 
deviant behavior, then he is in a dilemma. He is in the same dilemma 
if his concerns are with more narrowly health-related matters, e.g., 
the significance of malnutrition and injury in pregnant mothers and 
new infants for their later vulnerability to adaptive impairment or 
Psychiatric disorder. He is in the same dilemma in a broader arena 
concerning the continuing polarization of the black and white 
subsocieties. Do their increasingly different value systems, which lead 
more to confrontation than dialogue, to mutual standoff or disaster, 
have psychological components that may be usefully examined? 

The dilemma is classic, familiar, and based partly on ignorance. 
kie wal if ig inner cities can be rehabilitated without a 
reunited gei aie 3x the Social system, and if such revision is 
bebo e ies ues ja it should take or how psychiatrists and 
Ede ter ght ^ participate in it. We really don't know 
produce meaningful pie es miner, city problems, if gay, might 
perian. ‘oo beyond Ee is ould the psychiatrist risk his status and 

mpetence through concern with the social 


d Ps helps pipes the casualties, a few of whom come to him 
or research subjects? O i 
casualties themselves? : ^ ta Br ^ 


A partial answer has been gi i 
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. For those who do, however, the inevitable 


criticisms they will draw should not be a deterrent. At the medical 
service level Gruenberg has already produced evidence that the 
reorganization of psychiatric services can reduce the incidence of 
social breakdown syndromes(1). At the less traditional level—con- 


cerned with - optimum 
prevention as much 
disability—psychiatrists 
nonphysician colleagues. 


function and the possibility of primary 
as with illness and the prevention of 
are beginning to take a new look at their 


The personnel of community mental health programs command 
experience and expertise far beyond that of the physician- 


psychiatrists assigned 


responsibility to lead them. 


by custom and the need for medical 
Perhaps a reconceptualization of the old 


idea of the mental health “team” might permit a new view of the 


legitimate social roles of its members as 


they must inevitably deal 


with the stresses and human problems leading to and resulting from 
the inner city confrontations. 
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pathology, the violence, pain, and suffering, the discrimination, 
exploitation, and other destructive ailments in our cities at a rate that 
far exceeds our ability to deal with them. Only by restructuring our 
social fabric will we be able to exert sufficient preventive influence to 
bring urban ailments within manageable limits. Only by restructuring 
our social fabric can we produce and deliver psychiatric and other 
medical services adequate to meet the needs. 

Present structures are obsolete at all levels. They pit communities 
against one another; and appropriations, resources, and services are 
subject to all the dynamics involving power, influence, and 
prejudice. 

Where are political structures that assist communities to identify 
with one another and mitigate the destructive, competitive self- 
interest that regularly works to the disadvantage of the weakest and 
most needy? How can constructive shared social identities and 
advantageous role relationships be developed for the urban citizens 
who do not have them? 

Can psychiatrists use outside their offices the techniques for 
understanding and forming alliances with people whose attitudes, 
ideas, and behavior differ from their own? Will the narcissism of 
psychiatrists permit them to hear and understand dissent aimed in 
their direction? Can they wholeheartedly strive to change circum- 
stances that are comfortable and profitable to them? In short, how 
much do psychiatrists unwittingly participate in institutionalized 
discrimination and exploitation? 

As long as we build houses, cities, and our social structure on the 
model of our bodies, we will continue to have idealized preferred 
Parts and denigrated neglected Parts; and we will conduct our 
business and modify reality to promote this view. 
pel puer aening and healthy motivation toward 

> or realistic effectiveness, those with the influence, 


power, and resources must form therapeuti i i 
tic alliances with those who 
suffer and therefore E i 3 


Otherwise, Strategies an 
will more exclusively i; 
below and downward 


encourage and foment an endle: i 
rt SS sequence of dissent, revolt, and 
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EDITOR'S NOTEBOOK 


Urban Problems and Suicide Prevention 


T= ISSUES of urban problems and suicide prevention have in 
common a historical lack of commitment by physicians except 
when they are stimulated by social pressures. Self-destruction (a term 
I prefer to suicide) is no less a public health problem than are heart 
disease, stroke, or cancer. What is more relevant is that suicide may be 
more often preventable. 

There are many reasons to believe that suicide—the tenth cause of 
death in the United States, with approximately 25,000 deaths 
annually—has been grossly underreported. Suicides have been 
misreported as accidental or “undetermined.” The magnitude of the 
attemptor population and the variety of self-destructive behaviors 
that are death-dealing are now more apparent. Many of these are 
found in abundance (although not uniquely) in every urban ghetto— 
alcoholism, drug addiction and misusage, victim-precipitated homi- 
cides, and one-car, one-passenger automobile fatalities, Violent 
behaviors in urban communities draw dramatic headlines, the self- 
destructive forms of aggression may be more subtle and provoke less 
community concern. gh. 

Suicide prevention activities in urban areas are usually crisis- 
oriented, citizen-initiated efforts to provide ill-defined services. A 
basic problem, admittedly difficult, may often occur in that i 
programs are directly relevant to the person who is most likely to ki 


himself. Some believe there is not much relevance to the troubled 


i hone and verbally-oriented, newspaper- 
urban resident of a telep! eed 


advertised, office-bound, white middle-class operat 1 ; 
as a suicide prevention center. And indeed, increasing PA M 
out real limitations to such programs. Populations it ig 
suicidal lethality may be incompletely served by TE Ps iin 
Suicide prevention centers have significantly fewer c E 
white males, adolescents and college students, and cm P b ode 
minority ae "wi iter idi intervention 
investigating are more innovative ways to pg S Pdl those 
services in urban areas. This is à problem E cin 
interested in the delivery of health services to the needy. PR 
The word "suicide" in a suicide prevention service 


j or if it is, it 
ticket of admission. Suicide may not be ed UE m uu 
may be to justify the organization's need for exi ‘ 
shown that suicidal problems rarely comp 


rise more than 15 percent 

i istance or advice. 

of all calls; most are crisis-oriented och Synt 

hA merry ip Crisis-oriented, 24-hour 
are including the word “crisis” in their title. 


" i ms will be 
emergency services and community consultation PE etaton uh 
provided by every community 


mental health center; coo) 
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existing suicide prevention services would broaden the case of E 
community participation. | 

The influence of sociologic variables is complex. A number of J 
Durkheim’s original formulations about suicide, one of which is that 
poverty is a restraint on suicide, have been challenged. Similarly, the q 
Teputed low suicide rate among Negroes is being revised upward with l 
improved reporting: in urban communities, black adolescents and 
young men have virtually the same suicide rate as whites of the same 
age. Social class and status, mobility, poverty, ethnicity, race, religion, 
family organization, and cultural and historical attitudes toward suicide 
are variables currently under examination. 

The need for a mental health ombudsman-type service to assist the 
troubled, the aged, and the disadvantaged through the maze of 
bureaucratic urban jungle is not surprising. A redefinition of suicide | 
prevention services to include crisis intervention will increase their | 
relevance to many. When the services are located within, are | 
immediately accessible to, and involve segments of the population 
they would serve, we will have moved toward ameliorating some 
urban problems—and indirectly, some suicides. Suicide prevention 
programs are a multidisciplinary, interdisciplinary, cooperative | 
venture with the naturally occurring helping resources available in 
every urban community, Psychiatrists certainly have a unique | 
contribution to make to that coalition, 

« 


H. L. P. Resnik, M.D. 


Ed. Note: Dr. Resnik is chief, Center for Studies of Suicide 
Prevention, National Institute of Mental Health. 
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BRIEF COMMUNICATIONS 


Possible Interaction Between Disulfiram and Isoniazid 


BY H. G. WHITTINGTON, M.D., AND LESLIE GREY, M.D. 


In seven reported cases coordination dif- 
ficulties and changes in affect and behavior 
developed following the concurrent adminis- 
tration of isoniazid and disulfiram, The au- 
thors suggest the possibility that these com- 
pounds, when administered in combination, 
may significantly alter metabolism of brain 
catecholamines. 


N RECENT YEARS, disulfiram (Antabuse) 

has been utilized with some frequency in 
alcoholism treatment programs in this 
country(5). Concurrently, with the demon- 
strated efficacy of antituberculosis chemo- 
therapy, the residual tubercular population 
has consisted increasingly of alcoholics. 

In initiating a treatment program for 
alcoholic tuberculars at Denver General 
Hospital, the authors became aware of a 
high prevalence of reactions to the 
administration of disulfiram. These reactions 
Were not occurring in a nontuberculous 
alcoholism treatment program in which 
disulfiram was used in an identical manner. 


Dr. Whittington is director of psychiatry, the 
Department of Health and Hospitals, West Sixth 
Ave. and Cherokee St, Denver, Colo. 80204, 
Where at the time this paper was written, Dr. Grey 
Was director of biomedical research, division of 
Psychiatric services. Dr. Grey is now in private 
Practice in Denver, PET 

The authors express their appreciation to the 
Staff of the tuberculosis ward at Denver General 

ospital, whose cooperation made this study 
Possible; and especially to Drs. Abraham Heller 
and Charles Spencer, and Miss Susan Ellermeier, 
of the division of psychiatric services, whose 
assistance was indispensable. i 


This experience suggested the possibility 
that the central nervous system effects of 
disulfiram and isoniazid (INH), used in the 
treatment of tuberculosis, might prove to be 
synergistic. 


Treatment Program 


When the outpatient alcoholism treatment 
program was begun by the division of 
psychiatric services, each patient was 
administered 0.5 gm. disulfiram daily for ten 
to 14 days. This dosage was then routinely 
reduced to 0.25 gm. daily for maintenance, 
Disulfiram was prescribed identically for 
alcoholic patients on the hospital tuberculo- 
sis ward. (The initial regimen for all 
alcoholic patients has since been reduced to 
a five-day period before instituting the 
maintenance dosage. ) 

Most alcoholic tubercular patients had 
been receiving small doses (10 mg. three 
times a day) of chlordiazepoxide (Librium) 
prior to institution of disulfiram, This 
therapy was continued. In addition, the 
patients discussed in this paper were 
receiving antituberculosis therapy of INH. 
All had been receiving their current dosage 
level of INH for at least 30 days prior to the 
initiation of disulfiram and had experi 
no toxic reactions or untoward side effects. 


Case Reports 


Less than one-third of patients given 
disulfiram while also receiving INH showed 


This section includes articles which are usually, 


although not always, less lengthy than the 
whose validity the JOURNAL assumes no rê- 


preceding articles. Include ie ca bapa i material selected by the Editor. In general, 


sponsibility), case reports, historical notes, 


articles submitted for this section should be no longe 
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definite changes in affect or behavior. These 
seven cases are described briefly. 


Case I. H.B. was a 46-year-old man, 
admitted November 21, 1966, with a diagnosis 
of moderately advanced tuberculosis. Treat- 
ment consisted of 600 mg. INH daily and 10 
mg. chlordiazepoxide twice a day. Disulfiram 
was instituted on November 28. Two days later 
the patient was querulous and irritable. By 
December 4 he complained of nausea and 
dizziness, and staff noticed poor coordination 
and overreaching. By December 15 he was 
listless and lethargic. On December 16, when 
he fell while trying to sit down, disulfiram was 
decreased to 0.25 gm. daily. By December 19 
he felt better and was more talkative. However, 
by December 27 he was again listless, 
lethargic, and somnolent. On January 24, 
1967, he reported he was impotent. At his 
insistence, disulfiram was discontinued, He left 
the hospital against advice on February 18. 


Case 2. L. H., a 49-year-old man, was 
admitted on November 18, 1966. Therapy of 
1.8 gm. streptomycin and 900 mg. INH twice 
weekly was begun. On December 5, therapy of 
0.5 gm. disulfiram daily and 25 mg. 
chlordiazepoxide three times a day was 
initiated. He complained of dizziness that day; 
by December 12 he staggered when he walked. 
By December 15 he had developed insomnia, 
and the staff described him as loud, angry, 
abusive, and threatening. He was “active—al- 
most euphoric” by December 27. On 
December 31 chlordiazepoxide was replaced 
with 50 mg. chlorpromazine (Thorazine) four 
times a day. He became calmer and less 
hyperactive, but his Staggering gait continued. 
Chlorpromazine was discontinued January 4, 
1967; anxiety symptoms appeared by January 
15. By January 21 he was again loud, critical, 

and Provocative, but continued with the 
alcoholism treatment program. Since Decem- 


ber 19, 1966, he has be ivi 
abs d en receiving 0.25 gm, 


Case 3. J.D. was a 46-year- 
hospitalized. from September ier ions unti 
March 22, 1967, with a diagnosis of 
pulmonary tuberculosis ^ and questionable 
psychomotor epilepsy. (His EEG was normal 
on October 26, 1966; the dissociative episodes 
were never proved to be epileptic.) Treatment 
on admission was 600 mg. INH four times a 
day, 12 gm. para-aminosalicylic acid (PAS) 
daily, 20 mg. phenobarbital three times a day, 
and 1 gm. streptomycin daily. Disulfiram was 
Initiated November 25, 1966. Four days later 
the patient was nauseated and “wobbly” on his 
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feet. By December 12 his gait was described as 
staggering. Streptomycin 
December 14 but the dizziness and Staggering 
persisted. By January 3, 1967, the patient was 
overly talkative and experiencing insomnia, 
Symptoms decreased with reduction of 
disulfiram to 0.25 gm. daily; the patient 
continued with treatment for alcoholism. 


Case 4. RD, a 32-year-old man, was 
hospitalized from October 11, 1966, until 
February 14, 1967. Treatment of 600 mg. INH 
twice weekly, 1.8 gm. streptomycin twice 
weekly, and 25 mg. chlordiazepoxide four 
times a day was uncomplicated until disulfiram 
was instituted on December 19, 1966. By 
December 25 the patient was lethargic and 
complained of dizziness. After discharge he 
stopped taking disulfiram and did not 
participate in . the outpatient alcoholism 
treatment program. 


Case 5. R.T. was a 23-year-old man, 
admitted October 3, 1966, with a diagnosis of 
miliary tuberculosis with pulmonary, renal, 
and central nervous system involvement. He 
was treated with 1 gm. streptomycin, 600 mg. 
INH, and 12 gm. para-aminosalicylic acid 
administered daily. The psychiatric consultant 
to the tuberculosis ward felt that the patient’s 
mental status on admission could be described 
as organic brain syndrome, delirium secondary 
to septic meningitis. The patient was 
administered 10 mg. chlordiazepoxide four 
times a day. By the time disulfiram was 
initiated on December 12 psychiatric abnor- 
malities had disappeared. By January 16, 1967, 
the patient was confused and angry, seemingly 
paranoid, sluggish, and had difficulty thinking. 
Disulfiram had been discontinued January 14; 
by January 20 the patient seemed improved. 
Four days later he was pleasant, cooperative, 
sociable, described as "his usual self." 


Case 6. HC, a 61-year-old man, was 
admitted January 10, 1967, with a diagnosis of 
advanced pulmonary tuberculosis, probably 
inactive. Chemotherapy consisted of 1,000 mg. 
INH and 2.0 gm. streptomycin, twice weekly. 
Disulfiram was instituted February 6 and 
Toutinely decreased to 0.25 mg. daily on 
February 20, Eight days later 25 mg. 
chlordiazepoxide four times a day was 
administered for a tremor. By March 14 the 
Patient was described as shaky and disoriented, 
and was in bed most of the time. 
Chlordiazepoxide was decreased to 10 mg. 
three times a day, but the dosage level of 
disulfiram was maintained. Symptoms de- 
creased and gradually disappeared; the patient 
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TABLE 1 
Three Known Metabolic Pathways of Dopamine 
PRECURSOR PATHWAY ENZYME PRODUCT 
Dopamine 1 B-hydroxylase norepinephrine 
Dopamine 2 COMT * 3-methoxytyramine 
Dopamine 3 MAO ** 3, 4-dihydroxyphenylacetic acid 


* catechol-0-methyltransferase. 
** monoamine oxidase. 


is continuing in the outpatient alcoholism 
treatment program. 


Case 7. W.H. was a 38-year-old man, 
receiving 600 mg. INH daily on an outpatient 
basis. Both disulfiram and chlordiazepoxide 
were initiated on November 28, 1966. By 
December 23 a definite hypomanic state (the 
first known episode) had developed, and the 
patient was admitted to the psychiatric ward of 
Denver General Hospital. Chlordiazepoxide 
was withdrawn, disulfiram was reduced to 
0.125 gm. daily, and 75 mg. chlorpromazine 
twice a day was instituted. This resulted in 
improvement sufficient for discharge December 
30. The patient attended the outpatient 
alcoholism treatment program (group counsel- 
ing) sporadically and was last seen February 
10. At that time he was taking 0.125 gm. 
disulfiram daily, working, abstaining from 
drink, and making a generally good adjust- 
ment. 


Discussion 


There are several possible ways to explain 
these findings: 

1. High dosage levels of either INH or 
disulfiram have produced side effects like 
those observed in these patients. However, 
INH alone had not produced symptoms 
prior to the initiation of disulfiram therapy, 
nor did disulfiram in the same dosage levels 
cause such effects in patients not receiving 


INH. To test whether chlordiazepoxide 
might be involved in the effect, an additional 
four patients who were receiving INH, but 
not chlordiazepoxide, were administered 
disulfiram. All four developed symptoms of 
drowsiness and mild depression. After 20 
days disulfiram was discontinued; within 
seven days all appeared more cheerful and 
alert. 

2. Perhaps biochemical alterations asso- 
ciated with chronic alcoholism were related 
to the interaction between INH and 
disulfiram. Of the four subjects reported 
immediately above, two were alcoholic and 
two were nonalcoholic; all four had identical 
reactions to INH and disulfiram in 
combination. 

3. What then might be the mechanisms 
of what appears to be a synergism between 
disulfiram and INH? Following is a highly 
speculative, deductive set of possibilities, 
though not a definitive explanation. 

While the actions of these drugs are not 
fully understood, both disulfiram and 
isoniazid appear to interfere with the 
metabolism of biological amines in the 
central nervous system. 

Table 1 shows the three known metabolic 
pathways of dopamine(8, 18, p. 938). 
Pathway 1 is the anabolic route to 
norepinephrine. Pathways 2 and 3 are the 


TABLE 2 A 
Possible Mechanisms of Dopamine Metabolism 
SUL 
PRECURSOR PATHWAY ENZYME BLOCK AGENT RESULT ul 
j Decrease in norepinephrine levels In 
Dopamine 1 B-hydroxylase Disulfiram Ls p j 
Dopami * None Increase in 3-methoxytyramine and 
d 2 coN breakdown products in CNS i 
i INH *** Decrease in 3, 4-dihydroxyphenylacetic 
Dopamine 3 ao ** po B 
Dopamii If all three pathways Increased levels of dopamine in CNS 
s : are blocked 


Es Catechol-0-methyltransferase. 
sa, Monoamine oxidase. 
* isoniazid. 
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catabolic routes common to most catechol- 
amines(2, 25); both lead to homovanillic 
acid. Pathway 2 is a methylation process 
catalyzed by the enzyme  catechol-O- 
methyltransferase (COMT). Pathway 3 is 
an oxidative deamination process. 

Disulfiram has been demonstrated to 
interfere with the action of dopamine-B- 
hydroxylase (table 2, pathway 1), thus 
inhibiting the conversion of dopamine (= 3- 
— hydroxytyramine = dihydroxyphenylethy- 
lamine) to norepinephrine(9, 15, 21, 26). 
Interference with this norepinephrine syn- 
thesis increases the dopamine content of the 
body. Dopamine levels seem clearly to be 
related to central nervous system function- 
ing(4, 18, pp. 930, 934). 

The inhibition of monoamine-oxidase 
interferes with the oxidative deamination of 
catecholamines (pathway 3) (8, 12, 22, 
27). Also, the methylated product of 
pathway 2 (3-methoxytyramine) increases 
considerably with the concomitant adminis- 
tration of an MAO-inhibitor(7). Apparent- 


ly, blocking one metabolic pathway 
Stimulates activity in another. 
Our hypothesis is that, in the Cases 


discussed, pathways 1 and 3 were blocked 
by the combined administration of disul- 
firam and isoniazid, thereby promoting the 
methylation process of pathway 2. Such a 
process may proceed at a high rate, because 
the rate of dopamine turnover in the brain is 
higher than that of norepinephrine( 14, 24). 
The methylated products of dopamine have 
various effects, depending on the position 
"s number of methyl groups(3, 10, 11, 
It seems likely that pathway 2 (the other 
two metabolic pathways being blocked) 
produces metabolites Tesponsible for the 
clinical pictures observed. Recent neuro- 
chemical research lends Support for this 
possibility(1, 6, 16, 17, 19, 20, 23). 
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Continuing Education for Psychiatrists: 
Programs and Techniques 


BY PAUL T. WILSON, M.D. 


Of 1,847 institutions responding to a survey 
by the Task Force on Continuing Education 
for Psychiatrists, 51 sponsored courses meet- 
ing the questionnaire's criteria. Sponsors were 
distributed geographically in the same rela- 
tive density as psychiatrists. Universities, 
State and county institutions for the mentally 
ill, and psychoanalytic institutes were most 
active. Courses varied widely. Increasing in- 
terest in continuing education suggests that 
these data reflect a situation that will soon 
change dramatically. 


S MEDICINE SHARES in this country’s 

technical and scientific progress, thought- 
ful educators have grown increasingly con- 
cerned about how this progress is to be 
translated promptly into better patient 
care. Out of this concern has emerged a 
growing recognition of the pressing need for 
continuing education for physicians(1). 


Dr. Wilson is principal investigator, information 
Processing project, American Psychiatric Associa- 
tion, 1700 18th St. N.W., Washington, D. C. 
20009. He was staff consultant to the APA Task 
Force on Continuing Education for Psychiatrists. | 

This work was supported in part by Public 
Health Service grant MH-09219 from the National 
Institute of Mental Health. 
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Psychiatrists are under even more 
pressure than most of their medical 
colleagues to continue their educations. Not 
only must they keep up to date with a host 
of new clinical and administrative tech- 
niques, but they must also stay abreast of 
the profound upheavals taking place in the 
fundamental concepts upon which their 
specialty is based. For these reasons the 
American Psychiatric Association in 1966 
established a task force to promote the 
development of continuing education courses 
for psychiatrists in this country. The first 
mission of this task force was to study 
courses already in existence. This paper 
presents the results of that study. 


Method 


The study was conducted in two phases. 
In the first phase a questionnaire was sent to 
2,727 institutions around the country that 
were considered. possible course sponsors. 
These institutions were of 13 types: 1) state 
and county institutions for the mentally ill, 
2) general hospitals with psychiatric units, 
3) general hospitals with psychiatric 
services, 4) state institutions for the 
mentally retarded, 5) private psychiatric 
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intended, 
i i for the group for whom the course was int ; 
Ee we D» tud nd mental the course objectives, how the material was 
duni pn a VA neuropsychiatric presented, and how the course was financed. 
E VA general hospitals with A single follow-up letter and questionnaire 
a units, 10) American Psychiatric were sent to aches that had not 
osos asses branches, 11) universi- responded after five weeks. 
ties, 12) psychoanalytic bee pues si Bo Results 
iscellaneous institutions including m DE Dts 
health associations, mental health depart- Distribution of Courses 


ments, and prisons. Of the 2,727 institutions polled on the 


A letter enclosed with this initial initial questionnaire, 1,847 (68 percent) 
questionnaire described the kinds of courses responded. Of these only 51 institutions 


we wanted to study. They had to be: 1) (2.8 percent) were found to be course 
planned primarily for psychiatrists who have sponsors, presenting a total of 73 courses. 
completed their residency training, 2) based Thirty-seven institutions sponsored only one 
on a definite curriculum that covers a course, eight sponsored two courses, five 


specific aspect of psychiatry or a related sponsored three courses, and one sponsored 
discipline, and 3) scheduled to meet at a five courses. 


definite time. The courses reported should’ ^ "phe kinds of institutions most active in 
not be: 1) in-service teaching programs for continuing education were found to be 
residents, students, or fellows, 2) regular universities, state and county institutions for 
institutional staff meetings, or 3) formal the mentally ill, and psychoanalytic 
training exercises leading to psychoanalytic institutes. The 15 universities that sponsored 
certification. Respondents were asked MD. courses comprised 17 percent of all 
indicate whether they were currently giving responding universities and 29 percent of all 
such courses and/or had done so during the course sponsors. The ten state and county 
past two years. A single follow-up letter and institutions with courses, while representing 
questionnaire were sent to institutions that only 5 percent of all responding institutions 
had not replied after eight weeks. of this kind, provided 20 percent of all 

In the next phase of the study, a second continuing education courses. The eight 
kind of questionnaire was sent to institutions psychoanalytic institutes with courses com- 
that initially reported having sponsored prised 35 percent of all responding institutes 
courses. This questionnaire asked for details 


and 16 percent of all course sponsors. As 
about the courses themselves, including the shown in table 1, most of the other kinds of 


TABLE 1 
Kinds of Institutions Sponsoring Courses in Continuing Education for Psychiatrists 


NUMBER OF COURSE SPONSORS PERCENTAGE OF ALL 

KIND OF INSTITUTION RESPONDENTS NUMBER PERCENT COURSE SPONSORS 
State and county institutions for the mentally ili 212 10 5 20 
General hospitals with psychiatric units 148 0 0 0 
General hospitals with psychiatric Services 163 1 1 2 
State institutions for the mentally retarded 129 4 3 8 
Private psychiatric hospitals 119 2 2 4 
Private schools for the mentally retarded 85 1 1 2 
Community mental health clinics 585 6 A 12 
VA neuropsychiatric hospitals 41 1 2 2 
VA general hospitals with Psychiatric units 61 1 2 2 
Psychoanalytic institutes 23 8 35 16 
Universities b 88 30 
APA district branches 45 3 5 2 
Miscellaneous organizations 148 1 1 2 
Totals 1,847 51 3 102* 
* High figure results from rounding off of fractional percents. 
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TABLE 2 
Distribution of Psychiatrists and of Institutions Sponsor- 
ing Courses in Continuing Education for Psychiatrists 
(In States with Largest Professional Populations) 


PERCENTAGE OF PERCENTAGE OF 


STATE ALL PSYCHIATRISTS * — ALL COURSES 
New York 21.0 19.6 
California 13.2 17.6 
Pennsylvania 6.1 9.8 
Massachusetts 55 5.9 
Illinois 47 39 
Michigan 37 78 
Ohio 37 2.0 
Maryland 33 20 


*From American Psychiatric Association Manpower Survey, 
1965. 


institutions had only one course sponsor 
each. 

The geographical distribution of course 
sponsors closely paralleled the distribution 
of psychiatrists. For example, as shown on 
table 2, New York, California, and 
Pennsylvania ranked first, second, and third 
in the country respectively, in both the 
percentage of all psychiatrists living there 
and the percentage of all course sponsors. 


Characteristics of Courses 


The second questionnaire, which asked 
sponsoring institutions to characterize their 
courses, revealed the following information: 

Topics. The topics presented most often 
related to psychoanalysis (18 percent), 
“variety” courses (usually visiting lecturer 
series) (15 percent), community psychiatry 
(ten percent), psychotherapy (eight per- 
cent), and neurology (seven percent). 

Objectives. The objective of 59 courses 
(81 percent) was to help participants 
become more effective in their present work. 
Eight (11 percent) prepared them for 
entirely new activities, and the remaining six 
(cight percent) prepared them for examina- 
tion by the American Board of Psychiatry 
and Neurology. 

Audience. The most frequent intended 
audiences of these courses were “psychia- 
trists plus other mental health workers” (34 
percent), “psychiatrists only” (32 percent), 
and “psychiatrists plus other physicians” 
(25 percent). With the exception of six 
courses limited to psychoanalysts, all 73 
Courses were open to all psychiatrists. 
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History. Each course had been given for 
anywhere from one to 32 years. The average 
was 7.1 years, but most courses had existed 
for only two years. Nine of the 73 courses 
had been discontinued during the previous 
two years. 

Settings. The most frequent settings for 
these courses were hospitals (32 percent) 
and university medical schools (26 per- 
cent). The next most common settings (12 
percent) were informal ones such as 
participants homes. Most courses were 
given either entirely or in part by a regular 
leader from the sponsoring organization (67 
percent) and/or by a series of guest 
lecturers (49 percent). Course material was 
most often presented in lectures, seminars, 
small group discussions, and clinical 
demonstrations. Surprisingly few courses 
supplemented these traditional teaching 
techniques with motion pictures (17 
percent) or television (ten percent). 

Formal structure. Courses varied widely 
in their formal structure. One was repeated 
as often as 16 times per year, although most 
(67 percent) were given only once. The 
number of meetings comprising each course 
varied from one to 120 with an average of 
about 14 meetings per course. The number 
of days on which courses met showed 
similar variations. However, because some 
programs involved several meetings in one 
day, many courses met particularly often on 
two, nine, and 16 days. The duration or 
time period each course spanned varied 
from one day to one year with an average of 
about four and a half months. Durations of 
two days, two months, and eight months, 
however, were particularly common. Each 
meeting usually lasted either two or three 
hours. Attendance varied from five to 1,300 
people, with an average of about 78. 
Interestingly, the most common attendance 
figure clearly was 20. Most courses were 
given either in one section (56 percent) or 
in two (11 percent), with the largest 
number of sections being six. 

Evaluation. Over one-third of the 
programs (36 percent) had no techniques to 
evaluate the quality or effectiveness of the 
course. The techniques most often used were 
questionnaires seeking participants’ reac- 
tions and suggestions (44 percent), and final 


examinations (12 percent). 
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Financing. The most frequent sources of 
course funds were the participants them- 
selves (55 percent), although this was 
usually supplemented with funds from the 
sponsoring organization (26 percent), its 
parent institution (25 percent), or the 
National Institute of Mental Health (22 
percent). Although most courses had only 
one source of financial support (53 
percent), many had two sources (29 
percent), eight (11 percent) had three, and 
two (three percent) had four. Of the 40 
courses charging a participant’s fee, only 
four charged for individual meetings (about 
$5). The others required one fee for the 
whole course, the amount varying from $10 
to $600, with an average of about $100. 
The most common fee was $10. 

After examining the relationship between 
course topics, the number of meetings in 
each course, and the time period each 
course spanned, it appears that there are 
three fairly distinct sorts of continuing 
education courses for psychiatrists: 

1. The first sort of course lasts one or 
two days and reviews specific topics 
intensively. The sponsoring institution either 
presents the same topic each time the course 
is given (for example, community psychia- 
try or mental retardation) or presents a 
different topic each time as part of a 
recurring “series,” 

2. The second sort of course is a fairly 
didactic one lasting two or three months. It 
meets about once a week and is limited to 
one particular topic (for example, commu- 
nity psychiatry, neurology, or some aspect 
of psychotherapy). 

, 3. The third Sort of course lasts about 
eight months; it meets either once or twice a 
month, and it focuses primarily on topics 
related to Psychoanalysis, 

About a third of the courses we studied 
were not one of these three typical kinds of 
Programs. Some of these “atypical” courses 
were intensive programs that met almost 
daily for several weeks and Presented such 
topics as mental retardation, neurology, and 
board refresher course material. Other 

lypical exceptions" were 


Courses teachin; 
Some form of therapy on a weekly a 
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monthly basis for nine months to a year at 
one time. Many of these were given in 
conjunction with clinical service programs 
and presumably were "conducted" largely 
through the medium of clinical supervision. 


Discussion 
This study supports two important 
conclusions. First, the development of 


continuing education programs for psychia- 
trists, although well advanced. in some 
institutions, has barely begun as a 
nationwide professional effort. Second, these 
courses can flourish within a remarkably 
wide variety of topics, formats, and settings. 

We hope both conclusions will be 
encouraging to psychiatric educators through- 
out the country who are thinking of 
developing programs of their own. They 
may take added courage from such 
developments as the founding of a 
permanent Office of Continuing Education 
(under Dr. Hugh T. Carmichael) in the 
American Psychiatric Association and the 
establishment of a Continuing Education 
Branch (under Dr. Thomas Webster) in the 
Manpower and Training Division of NIMH. 
Clearly the need, the challenge, and the 
professional support are there for those who 
want to play a role in this important new 
thrust in American psychiatry. 
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Determinants in the Judgment of Obscenity 


BY JOHN W. HIGGINS, M.D., AND MARSHALL B. KATZMAN, M.D. 


After presenting material classified at varied 
levels of obscenity to groups of raters, the 
quthors concluded that the judgment of 
obscenity is determined by characteristics of 
the material being viewed (e.g., quality, 
artistic merit, attractiveness) as well as by 
characteristics of the viewer (e.g., sex, 
occupation, educational level). They also 
see a positive relationship between the 
ratings “obscene” and "sexually stimulat- 
ing." 


Ao OBSCENITY is generally con- 
sidered a legal and social problem, 
anthropological, aesthetic, moral, and 
psychological factors are also involved(4). 
In the absence of hard scientific data, 
opinions about obscenity are rampant, and 
many opinions concerning the effects of 
obscene materials have been expressed. One 
opinion is that obscene materials have 
deleterious effects that lead to immorality 
and criminal behavior, particularly to the 
commission of sexual crimes(2). An 
opposed opinion views obscene materials as 
providing a valuable means of expressing 
fantasy and discharging otherwise frustrated 
needs(3). 

There is also a divergence of opinion 
concerning what is obscene(1). Some 
people consider the identification of 
obscenity to be an obvious matter, while 
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others believe that the recognition of 
obscenity is highly subjective and “in the 
eyes of the beholder.” 

We have formulated a definition of 
obscenity for use in this study. For our 
purposes, obscenity is taken to connote a 
depreciatory judgment applied to the sexual 
content or meaning of a perceived item. We 
assume that the judgment of any item’s 
obscenity is determined by the reaction of 
an individual to a stimulus item. The 
elements of the item itself we refer to as the 
item factor, and elements relating to the 
individual, the judge factor. 

The general aim of this study was to test 
the hypotheses that: 1) there is a significant 
variation among items in their adjudged 
obscenity; 2) there is a significant variation 
among individuals in their tendency to rate 
items obscene; and 3) there is a significant 
positive relationship between the qualities of 
sexual stimulation and obscenity. The design 
of the study also permitted identification of 
some elements of the item factor and of the 
judge factor that were influential in affecting 
judgments of obscenity. 


Method 


The basic material for this study consisted 
of a set of photographs of individual females. 
The photograph sources ranged from popu- 
lar everyday magazines (e.g, Time, Life) 
to police files of confiscated photographs. 

The photographs, 90 in number, were 
divided by the investigators into four major 
subgroups: not obscene, minimally obscene, 
moderately obscene, and extremely obscene. 
Slides were made of the photographs, and 
these were arranged in random order. 

The subjects in this study were in 
vocational groups of policemen, physicians, 
lawyers, teachers, businessmen, laborers. 
and a group of women. Ten groups Were 
tested; one consisted of 29 women, and the 
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remaining nine groups consisted of a total of 
285 men. The groups tested ranged in size 
from 12 to 42 members. Participation by 
individual group members was voluntary. 
Complete anonymity was guaranteed to all 
participants. 

At the beginning of each viewing, a 
standardized introduction to the study was 
given, and the raters were given procedural 
instructions. The concept of obscenity was 
not discussed, although several commonly 
used synonyms were mentioned. Before the 
viewing, only procedural questions were 
answered. 

Each rater received a rating booklet, a 
biographical data sheet, and an envelope 
containing a second rating booklet. They 
were asked not to open the envelope. Before 
the viewing, each rater filled out the 
biographical data sheet, which requested 
information concerning age, sex, marital 
status, occupation, income, education, 
religion, and race. The raters were then 
asked to read the question on the first rating 
booklet. One-half of the booklets had the 
question, “In your opinion how obscene is 
this photograph?” The remaining half had 
the question, “In your opinion how sexually 
stimulating is this photograph?” (The 
participant’s second rating booklet, inside 
the envelope, had the alternate question. ) 

The participants were asked to rate each 
slide by placing a number from zero to four 
in the column next to the identification 
number of the photo being shown. A scale 
printed on the top of each of the ten pages 
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of the rating booklet indicated that “0” 
meant “not at all," *2" meant “moderate- 
ly,” and “4” meant “extremely.” The 
numbers “1” and “3” could be used to 
represent intermediate judgments. 

After completing the series of 90 slides, 
the raters were asked to remove the second 
booklet from the envelope, read the 
question, and proceed as before. The slides 
(in the same order) were then shown a 
second time. The reason for having one-half 
of each group answer the “sexually 
stimulating” question first while the other 
half answered the question concerning 
obscenity first was to counterbalance 
whatever effect the second viewing of the 
same pictures would have. 

Measurements were obtained for individ- 
ual raters, groups of raters, and for each of 
the 90 photographs. (See table 1.) In 
forming groups of subjects, the first 
grouping was for men and women; all 
subsequent groupings involved only men. 
The male subjects were divided into ten 
categories, composed of 34 different 
subdivisions, on the basis of the biographi- 
cal data (table 2). 

Our study generated a massive amount of 
data, although only portions are dealt with 
in this article. The bulk of the statistical 


analysis was carried out on the obscenity 
ratings.! 


1A variety of parametric and nonparametric 
statistical techniques was employed in the analysis 
Of the data. In presenting the results, significant 
findings will be cited without reference to the 
specific statistical analysis employed. 


TABLE 1 


Measurement Examples 


MEAN RATER SCORES 


MEAN GROUP SCORE 


MEAN PHOTO SCORE 
(ACCORDING TO GROUPS) 


Example: Mean rater OB score for Rater 
#1 


Photograph Number 0B Rating Score 
1 D 


1 
2 0 2 
3 3 3 
90 1 285 
1.67—mean rater 
OB score 


Rater Mean Rater OB Score 


Example: Mean group OB score for Example: Mean Photo OB score for 
group #2 (“All Men”) 


photo #1 for the group 


“All Men" 
Rater OB Rating Score 

1.67 1 2 

2.48 2 3 

0.79 3 1 

203 25 2 

1.56=mean group ~2.0=mean photo score 

OB score 


for photo #1 for 


group "All Men" 


[148] 


Amer. J. Psychiat. 125: 12, June 1969 


ts 


| 
y 


BRIEF COMMUNICATIONS 1735 


TABLE 2 Figure 1 j 
Biographical Data Distribution Profile of Mean Rater OB and SS Scores 
PERCENT OF ne uid 
CATEGORY SUBDIVISION —— ALLSUBIECTS — [ iom s 
1. Sex Female 9 B» 
Male 91 a 
(The following categories relate only to men) ae 
2. Age Less than 25 1 Z 10 
25-40 42 se 1s 
40-65 44 8 0 05 L0 15 20253035400 05 10 L5 2025 30 35 40 
qna oe k RATING CATEGORIES RATING CATEGORIES 
Non-white 4 
4, Marital status Single 9 dm e RN the entire scale for 
Widowed, divorced, oti and SS. 
separated 3 2. The purpose of the present analysis 
Ý Married 88 was to determine if, between the biographi- 
5. Years married Less than 5 16 cal subdivisions (categories), significant 
Fn 5 T variations would be found in mean ratings 
6. Occupation mint 9 for OB and SS. Major differences were 
Lawyer 28 found within the three categories of sex, 
Police 18 occupation, and education. 
Miscellaneous Sex. Figure 2 contains the rating profiles 
worker 13 of men and women for OB and SS. For OB 
Physician 9 there were no significant differences between 
Psychiatrist 11 the sexes. It is not surprising, however, that 
Probationary police 11 a significantly greater number of men rated 
7. Income Less than $3,500 the photographs SS than did women. 
per year 2 Occupation. Significant differences in the 
a a aa 46 over-all tendency to rate photographs OB 
$10,000 to $25,000 and SS were found among different 
per year 30 occupational groups (figure 3). The 
Over $25,000 probationary policemen and the miscella- 
per year 22 neous group had the highest absolute mean 
8. Education Less than 8 years 3 rating for OB for the 90 photographs. The 
8-12 years 26 lowest mean ratings were those made by the 
12-16 years 17 regular, full-time — policemen and the 
T Rell Ead 7a ps psychiatrists. Significant differences are 
WM re 2 
Other 2 Comparison of Group Profiles for SS and OB Between 
Not religious 5 Men and Women 
10. Religious Regular 58 60 
attendance Irregular 42 OB profiles SS profiles 
50) 
R 2 a eae ie 
esults 5 
l. There were significant differences — 57 
among individual raters in their tendency to E 
Tate photographs obscene (OB) and 3 


sexually stimulating (SS). The over-all io 
distributions of mean rater OB and mean 
rater SS scores for the men are shown in 
figure 1. As is evident from this figure, raters 


2 3 


2 3 4 0 1 
RATING SCORE 


o 1 
RATING SCORE 
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; FIGURE 3 
Mean Group OB and SS Scores for Occupational Groups 


OCCUPATIONAL 


Mean group OB 


Lawyers 

Police 
Miscellaneous 
Physicians 
Psychiatrists 
Probationary police 


10 1112 13 14 15 L6 17 18 19 
SCORES 


present between psychiatrists and nonpsy- 
chiatric physicians. For SS ratings, the 
Occupational pattern is generally similar to 
that for ratings of obscenity. 

Education, Yt was found that men with 
less than 16 years of formal education Tated 
the photographs significantly higher in OB 
and SS than did those with more than 16 
years of education, 

3. To determine the degree of relation- 

. Ship between ratings of pictures as OB and 
as SS, Pearson product-moment correlation 
coefficients were computed, The correlation 
for all men was a Positive correlation of 
0.54, significant at the 01 level. This 


FIGURE 4 
Distribution Profile of 0B Scores of Photographs for 
Men 


40 
35 
30 
25 


20 


NUMBER OF PHOTOS 


Oras rp lys 20 25 30 


RATING CATEGORI ES 
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indicates a moderately strong tendency for 
OB ratings to be associated with SS ratings, 
The correlation for women was 0.33 (not 
significant). 

4. There was a wide range of mean 
photograph OB scores, and figure 4 shows 
the number of photos rated by the men at 
each of eight rating categories for OB. 

The 90 photographs were arranged in a 
hierarchy from most to least obscene on the 
basis of the mean photograph OB scores for 
the male groups. From this scale the top 15 
and bottom 15 photographs were then 
selected to constitute sets of pictures 
differing maximally in obscenity. These were 


TABLE 3 
Comparison of Characteristics for High OB and Low OB 
Photographs 
NUMBER OF ^ NUMBER OF 
PHOTOS FROM PHOTOS FROM 
PHOTO CHARACTERISTIC 15 HIGH OB 15 LOW 0B 
Photo color: 
Color 3 10 
Black and white 12 5 
Photo quality: 
Good 2 12 
Fair 2 2 
Poor 1 1 
Artistic merit: 
Good 0 4 
Fair 4 8 
Poor 11 3 
Background: 
Outdoor 1 8 
Indoor (benign) 8 6 
Indoor (provocative) 6 1 
Attractiveness of model: 
Attractive 4 12 
Moderately attractive 5 1 
Unattractive 5 
Pose of model: 
Benign 4 9 
Seductive 5 5 
Openly provocative 
and sexual 6 1 
Degree of nudity: 
Fully clothed 0 5 
Bathing suit 0 5 
Undergarments 0 5 
Exposed breasts only 3 0 
Nudity without exposed 
pubic area 1 0 
Nudity with exposed 
pubic area 11 0 
eee 
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carefully examined and compared. Charac- 
teristics were identified that, in the judgment 
of the investigators, appeared to differentiate 
between the photographs in the high OB and 
low OB sets. (See table 3.) Most of the low 
OB photographs were of good quality, were 
in color, and had some degree of artistic 
merit. The background was usually an 
outdoor or benign indoor setting. The 
models were all attractive and assumed a 
benign or moderately seductive pose. There 
was no exposure of breasts, buttocks, or 
pubis in any of these photos. 

Most of the obscene photographs were 
black and white, of poor quality, and had 
little or no artistic merit. The backgrounds 
were all indoors and frequently provocative 
(for example, a bedroom or bathroom). 
The models were generally less attractive 
and assumed seductive or openly provoca- 
tive sexual poses. Total nudity with exposed 
pubic area was present in almost all of these 
photos. 

5. For the male subdivisions, the 15 high 
OB and the 15 low OB photographs were 
identified in each of the biographical 
categories. By comparing the high OB sets 
of the seven occupational subdivisions, it 
was possible to identify photographs that 
were present for certain subdivisions while 
absent for others. The police, probationary 
police, and miscellaneous subdivisions 
formed a cluster of occupational groups that 
tended to select the same high OB 
photographs. There were six pictures 
common to the top 15 of each of these three 
subdivisions that were not in the top 15 of 
the other four subdivisions. The professional 
subdivisions (psychiatrists, teachers, law- 
yers, and nonpsychiatric physicians) formed 
à second occupational cluster. There were 
six photographs in the top 15 of these 
subdivisions that were not in the top 15 of 
the other three. 

The photographs peculiar to the cluster of 
Police, probationary police, and miscella- 
neous workers have all the characteristics of 
Photographs generally considered to be 
minimally obscene, e.g, in color, with good 
quality, an attractive model, and benign 
Settings, except that in all the photographs 
the model is totally nude with an exposed 
pubic area. In contrast, the photographs 
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peculiar to the cluster of psychiatrists, 
teachers, lawyers, and nonpsychiatric phy- 
sicians show all the characteristics of 
photographs generally considered to be 
highly obscene, except that most of the 
models had only the breasts exposed. 

From this it is concluded that the 
members of the first occupational cluster 
regard total nudity with exposed pubis as 
highly obscene regardless of other photo- 
graphic characteristics. The members of the 
second occupational cluster appear to be 
more influenced in making the judgment of 
obscenity by features such as the pose, the 
attractiveness of the model, and the quality 
of the photograph. 

6. As noted previously, the probationary 
police and the miscellaneous subdivisions 
have the highest mean group OB scores, and 
the police have the lowest mean group OB 
score. However, these three subdivisions 
show substantial agreement as to the 
characteristics of the photographs they rate 
as most obscene. A similar conclusion was 
reached in the case of the psychiatrists and 
nonpsychiatric physicians. 

The police, probationary police, and 
miscellaneous workers tended to fall into the 
lowest education and lowest income 
subdivisions. It would therefore be expected 
that the photographs from the top 15 that 
were common to these three subdivisions 
would also be common to the photographs 
in the top 15 of the lowest education and 
lowest income subdivisions. This was the 
case. Of the six photographs common to 
only these three occupational subdivisions, 
all were present in the top 15 of the lowest 
education subdivision, and five were present 
in the top 15 of the lowest income 
subdivision. Similar findings resulted when 
the photographs common to psychiatrists, 
teachers, lawyers, and nonpsychiatric phy- 
sicians were compared with high income, 
high education subdivisions. It may be 
concluded, then, that judgments of what is 
obscene can be independent of the judged 
degree of obscenity, and that both 
judgments are related to occupation, 
education, and income. 

No particular differences were found in 
the top 15 photographs among the 
subdivisions of the biographical categories 


[151] 


1738 


of age, marital status, or religion. In the 15 
low OB photos, little difference was found 
between the various biographical categories 
or between the subdivisions within each 
category. 


Implications of the Study 


At the present time, the legal definition of 
obscenity arises from judgments similar to 
those made in this study—namely, the 
judgment of a person (such as a trial 
judge) or of a group of persons (such as a 
jury). From our study it is apparent that 
several factors influence the individual's 
tendency to rate an item as obscene and that 
there are definite and presumably predict- 
able variations, not only in judge and item 
factors, but also in the interrelationships 
between the two. Although many determi- 
nants are undoubtedly involved, the factors 
of occupation, education, and income have 
been shown to have significant bearing on 


The Dynamic Formulation —A Critique of a q 
Psychiatric Ritual 


BY STEPHEN R. 


The authors, studying predictions of psycho- 
logical state formed solely from dynamic 
formulations, found no correlation between 
correct predictions and length of profession- 
al psychiatric experience, They question the 
misuse of deductive reasoning and selection 
of statements in the formulations used in 
formal psychiatric ex 
gest that the dynamic 
be a useful predictor 
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the individual’s judgment regarding obscen- 
ity. 

It is also apparent that certain items and 
specific characteristics of items elicit fairly 
consistent judgments regarding their degree 
of obscenity. This can be even more clearly 
defined by taking into account specific item 
characteristics in relation to specific judge 
factors. 

The results of further analysis of the 
present data will be presented in a later 
report. 
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HILOSOPHERS USED the term “dynamic” 

in a psychological sense long before it y 
was borrowed from physiology by physics 
and hence found its way back into psychol- 
ogy. Epicurus and his students distinguished 
between dynamic pleasures, i.e., those 
attained with effort and pain, and static 
pleasures, which consisted of states of 
equilibrium. 

Freud’s period of medical education was 
during an era of great advances in physiolo- 
gy. The “dynamics” with which he became 
acquainted were those of physiology, which 


derived their theoretical models from phys- 


ies. In his work on speech disorders Freud 


began. to approach a dynamic theory of 
behavior when he Stressed the idea that 
Speech disorders could be understood only if r 
ue considered 
c 


red the tendency of structures to 
ange their function under the impact of 
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damage or stress(1, 10). This concept was 
developed further emphasizing the impor- 
tance of previous psychic trauma and other 
past experiences as factors determining later 
living patterns(4). 

In subsequent years so-called dynamic 
psychiatry has been greatly elaborated and 
systematized, and at the present time it plays 
a prominent role in contemporary American 
psychiatry. In fact, the term “dynamic” has 
a more general value connotation, ie. in 
many respects it stands for everything that is 
alive, active, and important. For a practi- 
tioner not to be dynamically oriented 
implies that he has a less desirable, static 
view and is ill-equipped to do present-day 
psychiatry(10). 

Sixty years ago Adolph Meyer claimed 
* .. it has become possible to demonstrate 
chains of mental happenings which tend to 
fulfill all the conditions of an experiment, 
ie. to single out the initial factors to show 
their natural elaboration in the development 
of the inevitable result . . . "(13). Brown 
has stated it a little differently: “Modern 
psychopathology allows us to see that 
pathological forms of behavior are strictly 
determined and have a significance . . .” 
(3). It has been stated by Rado that 
psychodynamics must take its place in 
medicine as a basic science(8). Whether or 
not psychodynamics as a system meets the 
criteria of a basic medical science is an 
implicit issue in this discussion. We also 
hope to examine some aspects of the 
question of the usefulness and validity of 
contemporary methods of organizing and 
predicting human behavior from this point 
of view. This paper seeks to scrutinize 
Meyer's "experiment," Brown's “determin- 
ism,” and Rado’s “basic science,” utilizing 
an examination of the relationship between 
psychodynamic formulations and diagnostic 
entities, 

Many professionals engaged in the treat- 
ment of the mentally ill are firmly commit- 
ted to the model of dynamic psychiatry. One 
of the rituals employed in carrying out a 
Psychodynamic evaluation is the construc- 
tion of a summary of the active intrapsychic 
Processes thought to be responsible for the 
patient’s presenting condition. An accept- 
able dynamic formulation is therefore one 
that includes a discussion of past events that 
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predispose the patient to the illness and the 
precipitating factors that have made him 
“sick the way he is” (11). 

This study focuses on a more objective 
evaluation of the psychodynamic formula- 
tion and its relationship to the patient's 
psychological state. Consonant with the 
present day rules of science, which have 
been the philosophical base of such activi- 
ties, in this study we used the criteria of 
prediction as the dependent variable. 


Methods 


Thirty-four dynamic formulations were 
obtained from UCLA Neuropsychiatric In- 
stitute inpatient charts. They were selected 
by two independent raters on the basis of 
containing adequate information regarding. 
the patient’s past history as well as the 
precipitating stress (or stresses) believed 
responsible for the patient's hospitalization 
at a given point in time. All of the patients 
had been placed in one of the following 
diagnostic categories: involutional psychotic 
reaction, affective reaction (manic-depres- 
sive psychosis), schizophrenic reaction, 
psychoneurotic disorder, personality pattern 
disturbance, personality trait disturbance, 
and sociopathic personality disturbance. 

Sets of the 34 dynamic formulations were 
distributed to full-time staff psychiatrists 
(including full professors of psychiatry), 
second-year residents in psychiatry, and 
laymen (minimum of a bachelor’s degree) 
who had no previous formal contact with 
psychiatry. The group of laymen had a 
diversity of occupational interests—dentist- 
ry, architecture, accounting, music, and 
secretarial. There were ten participants in 
each of the three groups described above. 
Each individual participating in the study 
was requested to select one diagnosis to 
correspond with each of the dynamic 
formulations. 

In the course of selecting 34 acceptable 
dynamic formulations, 336 charts were 
reviewed before the sample was obtained. 
Only ten percent of the charts screened were 
found to be suitable for this study. Some 
dynamic formulations were rejected because 
the information provided was incomplete, 
e.g., no precipitating stress was given. 
Others were discarded because they merely 
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depicted the patient's presenting clinical 
picture without describing potentially perti- 
nent data from his past. Explaining the 
reasons for a patient's clinical state by 
describing his symptoms is somewhat anal- 
ogous to "assuming the proof" in plane 
geometry, where one inserts a statement into 
the body of the proof and then bases the 
proof on that statement. It would appear to 
be equally valid to claim that an individual's 
presenting clinical state may be attributed to 
a formulation that consists of a description 
of his symptoms. Also, such a description 
would invalidate the study since it would 
“give away" the diagnosis before the 
participants could ponder the potentially 
pertinent data from the patient's past. 

The following is a typical unacceptable 
formulation: 


There is a history of a disruptive early 
childhood environment followed by a lifelong 
pattern of withdrawal and interpersonal es- 
trangement. Faced with the stress of adjust- 
ment to independent adult living, the patient 
decompensated, manifesting symptoms of ob- 
sessional homosexual preoccupation. Stress: 
none given. 


It was rejected because of inadequate 
portrayal of the past history and precipitat- 
ing stress as well as the inclusion of 
statements directly implying a diagnostic 
aegis. A typical acceptable formulation 
without these undesirable features would 
be: 


The patient's history is one of emotional 
deprivation at home, with absence of strong 
maternal and paternal figures. Because of a 
chronic, debilitating hypochondriasis of the 
patient's mother, 
semimaternal position at home in relation to 
the younger brother and sister. The patient had 


a high 
er. She subsequently settled for a 
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approached this work for many years with an. 


unremitting obsessive and compulsive attitude, 
Simultaneously the patient remained somewhat 
schizoid in her social life. During the major 
course of her life the patient had been making 
a marginal though socially adequate adjust- 
ment to life. Until her breakdown in living, the 
patient compensated for her dependency needs 
by externally appearing as an extremely self- 
sufficient, reliable, stalwart citizen. With ap- 
parent lack of reward in this somewhat self- 
martyred life, the patient may have decided to 
reward herself by returning to the scene of her 
relatively blissful previous experience, her 
college campus. The life that the patient had 
prior to returning to college may be paralleled 
by the previous nonrewarding devotion that the 
patient showed to the mother, then to her 
father, and then to her younger siblings. 
Requiring a hysterectomy, the patient under- 
went a surgical castration, and the reality 
factor was presented to the patient that she was 
not married, nor were her chances of marriage 
very probable. The patient's hedonistic im- 
Pulses and her fantasy life regarding sexual 
matters became richer and more disturbing to 
her. Upon returning to her college campus to 
resume Ph.D. studies, the patient realized that 
she was not as young as she used to be, 
physically as well as intellectually. Stress: 
severe for patient; hysterectomy and inability 
to continue in academic studies. 


Results 


As one can see in figure 1, most 
Participants were able to correctly assign 
diagnoses from the dynamic formulations 
only slightly better than would be expected 
by chance. Random sorting of 34 items 
(dynamic formulations) into the seven 
diagnostic categories would result in 4.85 
Correct selections, The mean correct score 
for laymen, second-year psychiatric resi- 
dents, and staff psychiatrists was 7.0 (range 
3 to 13), 9.7 (range 6 to 15), and 8.3 
(range 5 to 12) respectively. The expected 
Percentage of correct selections with random 
Sorting would be 14 percent. The mean 
Percentages of correct Selections in this 
Study were as follows: laymen 21 percent, 
second-year psychiatric residents 29 per- 
cent, and staff psychiatrists 24 percent. The 
differences in the mean Scores were found to 
Dot statistically significant at the .05 
level. As an indication of the symmetry of 
the distributions, median Scores of correct 
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FIGURE 1 
Mean Correspondence Between Dynamic Formulation 
and Diagnoses 
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answers were very similar: laymen eight, 
second-year psychiatric residents ten, and 
full-time staff psychiatrists eight. 

It is obvious that the ability to select the 
correct diagnosis was not significantly influ- 
enced by the participants’ psychiatric ex- 
perience. This study tends to supplement the 
Work of Mahrer, who showed that, when 
individuals were asked to form diagnostic 
impressions from sentences describing seven 
patients, there was almost negligible associa- 
tion between psychodiagnostic choice and 
length of professional experience(7 ). 


Discussion 


The thinking process associated with the 
Creation of dynamic formulations appears to 
Tepresent a misuse of deductive reasoning 
typical of the psychiatrist’s semantic efforts 
to “play” the scientific game. The following 
is an example of deductive reasoning taken 
from a plane geometry text: A fennex is a 
fox—specific statement. All foxes have four 
feet—general statement. Conclusion: A 
fennex has four feet. In this example, one is 
logically led to a conclusion by applying a 
general statement to a specific statement. 
Taking as an example the concept of 
inconsistent mothering in relation to schizo- 
Phrenia, let us examine the applicability of 
deductive reasoning as it might be used in 
Creating a dynamic formulation. Mr. A had 
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inconsistent mothering—specific statement. 
All individuals who have inconsistent moth- 
ering are schizophrenic—general statement. 
Conclusion: Mr. A is schizophrenic. 

The above example is obviously over- 
simplified. However, it is useful to demon- 
strate that in the creation of a dynamic 
formulation, one is selecting as pertinent 
certain specific past life experiences that are 
consistent with one’s beliefs regarding the 
etiology of a given symptom complex. At 
this point, based on a general statement 
(belief), a conclusion regarding etiology is 
drawn. Even if professionals who work with 
the mentally ill were able to achieve a 
consensus on acceptable diagnoses based on 
a series of specific statements about patients, 
there would still be the question of the 
relevance of the specific statements selected. 
Each era has had its groups of specific 
statements that were thought to have 
relevance to particular clinical states but 
were frequently discarded at a later date. 

The Witches Hammer (the 15th century 
Malleus Maleficarum) is a case in point. 
As stated by Grinker, “If psychiatry is to 
belong to the scientific world and not rest on 
the speculative basis of psychodynamics, it 
must first be recognized that the promotion 
(practice) of mental health and the preven- 
tion of mental illness is still largely an art 
based on contemporary value systems” (6). 
There is a tendency in psychiatry to be 
convinced by whatever has the strongest 
sense of reality for us, and often available 
impressive data are disregarded. However, 
“the reality sense of an explanation is not 
the same as the explanation of a reality” 
(12). Psychiatry has only recently begun to 
replace global explanations of illness by 
testable specific hypotheses with appropriate 
indices for measurements. 

Consider Brown’s statement: “This dis- 
tinction between symptom and underlying 
dynamic situation may be looked upon as a 
particular example of the distinction be- 
tween phenotypical and genotypical descrip- 
tions in science” (3). In other words, given 
specific statements about an individual’s 
past history, a proponent of dynamic 
psychiatry appears to be claiming that a 
specific symptom complex that can be 
diagnostically labeled will appear. The data 
in this study tend to be inconsistent with this 
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belief. Were the dynamic formulations 
comparable to a set of established state- 
ments from which deductively generated 
conclusions could be drawn, one would 
expect a higher dynamics-diagnoses corres- 
pondence and an increasing rate of such 
correspondence with more psychiatric experi- 
ence, These relationships were not demon- 
strated in this study. 

Not infrequently, prominent authors write 
about the psychogenesis or psychodynamics 
of a given symptom complex(2). This study 
clearly challenges the idea that it is 
meaningful to discuss specific life experi- 
ences as predisposing to a given illness. 
Dynamic psychiatry has failed to predictive- 
ly discriminate between individuals with 
Similar past experiences who later become 
neurotic, psychotic, or remain asymptomat- 
ic. It is suggested that the medical formula 
of assigning etiological significance to spe- 
cific constellations of past events has limited 
applicability with respect to comprehending 
mental illness. 

The utilization of dynamic formulations 
appears to be especially confusing in the 
early phases of a practitioner's experience, 
eg, a psychiatric training program. Fresh 
from the study of the more verifiable 
predictive models of biology, chemistry, and 
medicine, the psychiatric resident may 
present a given patient to several supervi- 
sors, each of whom has widely divergent 
views regarding dynamics and may give 
markedly contrasting advice, 

No other field of medicine has such a 
variety of ways of viewing illness, What 
appears to be evidence of ego Strength to 
one supervisor may be a neurotic defense to 
another. Given the intangible nature of the 
subject matter in a field so filed with 
uncertainty, it is not surprising that psychi- 
atric training is so dominated by deference 
to authority. Woodmansey has stated: “In 
no other branch of science would workers 
rely on data processed by a machine, not 
only uncalibrated, but even likely to have a 
built-in bias against correct results”(14), 
As Rioch states: “It is of particular 
importance to avoid dogmatic and obscure 
formulations which may be used to confirm 
the Prejudices of some students while merely 
increasing the uncertainty of others"(9). 
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Freud, writing about religious doctrines, 
stated: “Of the reality value of most of 
them, we cannot judge, just as they cannot 
be proved, neither can they be refuted"(5), 
It would appear that the ritual of the 
dynamic formulation may be similarly 
viewed. 


Summary 


In an effort to explore the relationship 
between psychodynamic formulations and 
diagnostic entities, 34 acceptable dynamic 
formulations were selected from the inpa- 
tient charts of a university hospital. These 
were given to senior psychiatrists, psychi- 
atric residents, and laymen to sort into the 
seven diagnostic categories into which they 
had been placed in the charts. The three 
groups were able to do this with only slightly 
above chance capacity, and there was no 
statistically significant difference between 
the groups. Although a no-difference study 
is never conclusive in that potential method- 
ological questions exist, this study suggests 
that the dynamic formulation as used in 
formal psychiatric examinations may not be 
a useful predictor of psychopathological 
diagnostic entities. 
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Teach him to live rather than to avoid death: life is not breath, but action, 
the use of our senses, our mind, our faculties, every part of ourselves which 


makes us conscious of our being. 


—JEAN JACQUES ROUSSEAU 
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LETTERS TO 


THE EDITOR 


Emerging Concepts of Mental Illness 
and Models of Treatment 


Sır: George Albee, in his article “Emerging 
Concepts of Mental Illness and Models of 
Treatment; The Psychological Point of View” 
(January issue of the Journal), has uttered 
Many positive-sounding declarations that ap- 
pear designed to initiate controversy. As a 
practicing Air Force psychiatrist, I would like 
Dr. Albee to know that “most” military 
psychiatrists are not excused from emergency 
room duty. Psychiatrists (as all other medical 
specialists) receive equal consideration when 
the emergency room duty roster is drawn up. 

The many sweeping, undocumented state- 
ments Dr. Albee makes in his article are hardly 
designed to excite any enthusiasm for his 
proposals. By insinuation and sarcasm he 
explains away drug therapy as nothing more 
than a program pushed by drug firms and 
popular magazines. Because no, biological 
explanation has yet been found for schizo- 
phrenia, then there is none, to use his 
argument. (And it is his argument, despite his 
attempt to make it otherwise.) The data that 
have been collected with some neurotic and 
psychotic disorders regarding symptoms and 
prognosis seem to be explained away as 
unimportant—since one is really not dealing 
with "illnesses" that do have a natural history 
and prognosis. 

His defensive, almost pugnacious air stands 
in bold contrast to the quietly effective discus- 


sion in the preceding article b Dr. R 
Grinker, s ems 


CAPT. GLEN D. PITTMAN, MC 
Maxwell AFB, Ala. 


The “Sickness Model” 


Sir: The violence of Dr. Albee’s attack 
the “sickness model” in psychiatry ari 


issue of the Journal) somewhat obscured the 


Fiir Viagra Journal readers will benefit, 


Tom an attempt to summarize 


Letters to the 


Albee’s main points, with my rebuttals in 
parentheses. 

1. After a hundred years, the sickness model 
has received “only limited acceptance.” (After 
a hundred years, Harvey’s discovery of the 
circulatory system also had received only 
limited acceptance, Popularity often has little 
relation to validity.) 

2. The article attributes illness to individual 
“forces” rather than social ones. (Force refers 
to causation, and causation is irrelevant to a 
purely empirical conception of illness. Viewed 
thus, disease is a convention, a device for 
assembling diverse phenomena into manage- 
able units. Its chief merit, first recognized by 
Hippocrates and rediscovered 2,000 years later 
by Sydenham, is its prognostic value: specific 
sets of symptoms have more or less predictable 
outcomes. Knowledge of a disease’s “natural” 
outcome permits development of empirical 
treatments influencing outcome. Diagnoses 
lacking predictive value have little utility.) 

3. Identification of psychiatric symptoms 
depends on “violation of social norms.” 
(Sometimes, yes; more often, no. Hallucina- 
tions, obsessions, and phobias may violate 
nothing more than the patient’s serenity.) 

4. The biochemical basis of schizophrenia 


has not been discovered. (Nor has the 
biochemical basis of cancer.) 
5. Psychiatrists cannot agree. (Nor can 


physicists. ) 

6. The pharmaceutical industry gets rich on 
drugs. (And patients get better.) 

.l. The sickness model requires therapists 
With medical backgrounds, and M.D.s are in 
Short supply. (So are astronomers, but does 
that invalidate their model?) 

8. Sickness implies “discontinuity” with 
normal behavior. (Not necessarily. Most 
diseases can be viewed in terms of “too much” 
or "too little"—the hypertensive has "too 
much” blood pressure, the diabetic "too little” 
insulin, etc. All diseases, in a sense, are “on 
a continuum.” Continuity-discontinuity argu- 
ments, however, are philosophical in nature, 


relate to causation, and again, are irrelevant to 
the disease model.) 


Editor 
mite, Blouse suben are welcomed 


500 words. Lette 
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9. Sickness implies “underlying organic de- 
fects.” (Not necessarily. The etiology of most 
illnesses is unknown. It is a mistake to assume 
apriori that a specific biochemical abnormality 
accounts for any “functional” psychiatric 
disorder. It may be true; but, as Albee notes, 
it has yet to be demonstrated. It is conceivable 
that faulty upbringing or cultural factors do 
produce psychiatric illness, but contrary to 
‘Albee’s assertions, this has not been proven 
either. Even without knowledge of etiology, 
however, the physician can diagnose, predict, 
and treat—courtesy of the much maligned 
“sickness model.") 


DoNarp W. Goopwin, M.D. 
St. Louis, Mo. 


More on the “Medical-Psychological 
Point of View” Debate 


Sir: The "debate" in the January issue of 
the Journal between Drs. Grinker and Albee 
concerning the issue of integration versus 
segregation of. psychology and psychiatry, 
having reached a wide psychiatric audience 
through the Journal, deserves "equal time" in 
the psychological literature. It is recommended, 
therefore, that republication of the two articles 
be solicited in one of the psychological 
journals. 

The debate is presented as one in which 
Albee's "viewpoint of the psychologist" is 
clearly the winner. Grinker makes no convinc- 
ing points to support his argument—except as 
a plea for charity and good fellowship. It is 
true that he denies that he is engaging in 
debate. Nevertheless, his use of attack and 
rebuttal belies his claim of neutrality. 

Could a better case for Grinker's *medical 
Viewpoint" be made to match the very good 
case Albee makes? Although Grinker deserves 
credit for not falling back on the shopworn 
l9th century arguments of alleged organic 
etiologies, he might have brought out some 
implications of their origin and their strongest 
Current supporters—namely the psychiatric 
Patients. No one more readily accepts and 
Pursues the organic myth than the patient, for 
it absolves him from responsibility for chang- 
ing himself, In this setting one could justify a 
Medical role, if for no more constructive 
Purpose than to prove the patient wrong. ` 

Albee might also have improved his case if 
he had pointed out the fallacies inherent in the 
Psychologist’s usual fund of clinical knowledge. 

is fund, upon which his tests and theories 
are based, was taken over from very old, 
Obsolete state hospital classification systems 
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and Kraepelinian descriptions. In this connec- 
tion, the computer terminology “GIGO” is 
applicable—"Garbage In, Garbage Out.” The 
psychologist might begin to assert his indepen- 
dence by developing his own sets of data—on 
people, not rats, on classification systems based 
on those variables that influence behavioral 
outcomes, not vice versa, etc. 

Another point might be made in addition to 
the common plea for collaboration between the 
two fields. Perhaps even more important than 
collaboration is the need for some healthy 
competition. Both fields are beset by hostile 
and irrational attacks from those outside their 
common interests, and these attacks only 
intensify their self-righteousness. What both 
need is the kind of rational and sophisticated 
criticism they can offer each other. This is 
perhaps not likely to happen if they become 
entirely independent of each other. 


CHARLES E. GosHEN, M.D. 
Nashville, Tenn. 


Dr. Albee Replies 


Sir: First of all, let me say that Captain 
Pittman is absolutely right in perceiving my 
paper as "designed to initiate controversy.” No 
revolution can begin, history teaches us, until 
people challenge established authority success- 
fully. I came to Boston to debate. I support the 
revolution. I was promised safe-conduct, and I 
had the attention of a thousand psychiatrists. 
Most of the audience stayed on all afternoon, 
talking and arguing, and I found a surprisingly 
large minority of speakers from the floor 
supporting my position. 

I cannot accept the oversimplification of my 
arguments contained in the letters of either Dr. 
Pittman or Dr. Goodwin. I am content to let 
the reader decide if they stated my general 
position correctly. Fortunately many of the 
areas of disagreement between myself and Drs. 
Pittman and Goodwin will be settled, if they 
have not already been settled, empirically. 

I do think that it is urgent to deal with the 
continuity-discontinuity question that Dr. 
Goodwin raises. All of the diseases that result 
from “too much” or “too little" are deviations 
from a norm that can be measured without 
regard to the patient’s behavior. I am sure Dr. 
Goodwin will agree that it is a relatively simple 
matter to measure deviations from normal 
along a continuous scale in such matters as 
insulin, thyroxin, blood pressure, etc. The 
important point is that no such measurable 
physical concomitants have been identified in 
the functional mental disorders. In all of these 
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latter deviations we must rely on observation of 
behavior. This distinction must be understood 
before the fundamental significance of the 
continuity-discontinuity argument can be ap- 
preciated. 

In regard to the friendly suggestion of Dr. 
Goshen, he will be interested to know that Dr. 
Braceland, Editor of the Journal, has granted 
permission for the publication of Dr. Grinker’s 
and my papers, together with the lengthy 
papers of the discussants, Professor Garmezy 
and Dr. Schachter, in the American Psycholo- 
gist. It is probable that the whole “debate” will 
appear there in the near future. 

I wonder how many physicians would agree 
with Dr. Goodwin that the etiology of most 
illnesses is unknown. I wonder, too, how many 
psychiatrists would agree with his statement 
that faulty upbringing and cultural factors have 
not been proved productive of “psychiatric 
illness” [sic]. In this matter, as well as in the 
area of the continuity issue, I keep waiting for 
the psychoanalysts to come galloping over the 
hill to my rescue. They are a long time coming, 
but every now and then when the wind is right 
I think I hear their bugles. Meanwhile, it only 
hurts when I laugh! 


GzronGE W. ALBEE, Ph.D. 
Cleveland, Ohio 


Sense and Symbol 


Sir: My first reaction to the review of my 
book, Sense and Symbol: A Textbook of 
Human Behavioral Science (January Journal), 
was that it was blurred and out of focus. Since 
the review was negative in both its style and 
criticism, I decided to wait a month and read 
it again, hoping that after that period my 
reaction would be more cognitive than affec- 
tive. A month later the review still appears out 
of focus, like looking through another person’s 
glasses. Now that is exactly what a review 
should be; but in this case I believe the 
ERA ganes e a nearsighted correction 

at blur rather than i 
ar TEAREN focus on the farsighted 

The reviewer did not wait until he re 
last chapter to decide that the book pies Es 
succeed—he made up his mind when he read 
the title! The first words of the review are: 
"The ambitious double title of this book 
indicates at once that the author has attempted 
an impossible task.” Once he took that 
intransigent position, opening the book could 
not make a difference in his opinion. In fact, 
there is not one sentence in his review that 
indicates that he did read the book with 
comprehension; rather, the review consists of 
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paraphrasing or quoting some key phrases out 
of context, with a repetition of his first opinion. 
With one exception (in which his facts are 
wrong) he referred only to the preface and to 
chapters 1, 2, and 12, ignoring 80 percent of 
the text. 

My major concern is that the review has 
missed the whole point. One example will have 
to suffice. The reviewer's mistaken evaluation is 
epitomized in his misquoting—he said I said 
that "behavioral science has not been able to 
develop any satisfactory explanation of indi- 
vidual integration and unified behavior other 
than [sic] the idea of self-concepts." What a 
huge difference a small word makes. The 
reviewer was looking for the explanatory 
hypothesis of man that he assumed I had 
developed from human behavioral science, and 
he believed he found it in my discussion of 
"self-concepts." He implied that the book failed 
because the “model of self-concepts" was 
inadequate: "This brief description of the 
model [of self-concepts] is a long way from 
providing a basis for a viable science of human 
behavior." What I wrote indicates that self- 
concepts are a necessary but not a sufficient 
condition for the complete definition of human 
behavioral science. 

In short, the reviewer never asked the right 
questions about the book, so he could not 
achieve a valid criticism. I would like to pose 
these questions and leave them up to Journal 
readers (and perhaps an unbiased reviewer) to 
supply their own answers. 

First, given our present data of human 
behavior, can it be organized and studied 
systematically? (If it cannot, as your reviewer 
believes, then many persons and groups, in- 
cluding a subpanel of the President's Science 
Advisory Committee, are deluded.) 

Second, what are the minimal theories 
needed to foster the growth of human 
behavioral science? 

Third, how can we integrate different levels 
of knowledge? How can we transcend the 
artificial boundaries we have set up so that we 
can study man as a biopsychosocial creature? 

Fourth, is human behavorial science rele- 
vant, and if so, where? Particularly, what is its 
relationship to psychiatry? 

Answers to these questions are in my book; 
read it for yourself, find out what I think, and 
reach your own conclusions. If you read only 
the review in the Journal, you will not have a 
clue, for the reviewer has tried to read my 
mind rather than to read my book. My opinion 
is that he has succeeded in neither. 


PauL R. MILLER, M.D. 
Chicago, Ill. 
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Sm: Dr. Miller's letter expressing surprise 
and anger that I would be challenged by this 
hydra-headed title is revealing in itself. Does he 
not realize that sense and symbol conjure up 
problems of religion and Freud and Jung’s 
theories concerning symbols? On the other 
hand, behavioral science brings to mind Pavlov 
and the attempts to fit man into the Skinner 
box. At any rate, Dr. Miller is right—the title 
led me to expect too much to be too critical. 

When the author went on to attempt to 
neurologize psychology and psychologize with- 
out illuminating either field, I was further 
depressed. That is why I just listed the 
chapters. 

The fact that the book ends with a chapter 
on self-concepts led me to overemphasize the 
value placed by the author on self-concepts. In 
his letter he now indicates that “self-concepts 
are a necessary but not a sufficient condition 
for the complete definition of human behavior- 
al science.” 

For a partial answer to the last questions in 
the letter, Dr. Miller should read the review of 
his book by Donald Goodwin, M.D., published 
in the Journal of the American Medical Asso- 
ciation(1). 
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In brief, we do not know enough, and 
interdisciplinary communication is so difficult 
that we are not ready for a science of human 
behavior. 


The reference is: 


1. Goodwin, D.: Behavioral Science, J.A.M.A. 
202:1111, 1967. 


Epwin F. GiLpzA, M.D. 
St. Louis, Mo. 


A Correction 


On page 1363 of the April issue, in *Family 
History Studies: V. The Genetics of Mania,” 
by Dr. Theodore Reich and associates, the 
captions of figures 1 and 2 have been reversed. 
The caption for figure 1 should read, “The 
Calvert Family Tree, Showing Affective Dis- 
order and Deutan Color Blindness” and for 
figure 2, “Paternal Side of Alger Family Tree, 
Showing Affective Disorder and Protan Color 
Blindness.” 

The editorial staff and printer regret this 
error. 
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Careers IN Psycutatry. Produced by the Na- 
tional Commission on Mental Health Man- 
power. Prepared and edited by Roche 
Laboratories. New York: Macmillan Co., 
1968, 190 pp., $4.95. 


This book is not merely a description of 
available careers in psychiatry; it is also an 
invitation for young people to enter such 
careers. Thus it intends to be not only 
informative but also persuasive. Prepared 
under the auspices of the National Commission 
on Mental Health Manpower, the book is an 
attempt to favorably influence the imbalance 
between the growing mental health personnel 
needs and personnel resources. In assessing it, 
therefore, the reviewer must ask: Does the 
book indeed inform? Does it persuade? 

In a relatively short number of pages the 
book delineates the nature and magnitude of 
the mental health problem in the United States; 
describes the range of distressed individuals 
whom psychiatry seeks to help; and discusses 
„step by step the preparation and training of a 
psychiatrist beginning with college entrance 
requirements, premedical courses, medical 
school admission requirements and including in 
the form of an appendix an up-to-date list of 
medical schools in the United States and 
Canada. There are also short sections on the 
internship and the nature of the psychiatric 
residency experience. 

A special section is devoted to the financial 
requirements of a medical education and to 
sources of financial assistance through scholar- 
Ship and loan programs, This section is 
extremely important if any headway is to be 
made in bringing into the mental health field 
additional people previously unable to embark 
on such careers due to financial limitations, 

The point is well made that even after an 
individual has decided upon a career as a 
Psychiatrist, many choices as to type of 
professional activity remain open to him: 
private practice, teaching or research, govern- 
ment agencies, schools and colleges, industry, 
community work, and administration. Average 
expectable incomes are also discussed. 

While the major portion of this book is 
devoted to a description of career development 

and opportunities for future psychiatrists, there 
are also briefer but analogous sections in 
regard to psychiatric social workers, clinical 
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psychologists, psychiatric nurses and psychi- 
atric aides, recreational and occupational 
therapists, and rehabilitation and pastoral 
counselors. Their functioning as part of the 
psychiatric team is explained. 

Special plaudits are due to Dr. Daniel Blain, 
who has supplied a beautifully written and 
enthusiastic chapter on “Women in Psychia- 
try.” He points out some of the special 
contributions women can make to the field of 
psychiatry and how it is possible for women in 
psychiatry to combine marriage, childbearing, 
and child rearing with a professional career. 

The volume is addressed to young people at 
the high school and college level. It attempts to 
appeal more to their humanistic motivations 
than to their scientific curiosity. While one 
might have wished for somewhat better balance 
between these complimentary features of 
psychiatry, the approach actually taken is 
probably more in tune with current values 
among the potential candidates. 

There are a few minor flaws. It would have 
been useful to offer some minimal indication of 
the nature of the medical school experience. A 
still more minor point: In the discussion of 
remuneration during internship, 1963 figures 
are used. Since more recent figures are readily 
available, this has to be regarded as unfortu- 
nate. 

In summary, this book is packed with useful 
information in usable form. In the opinion of 
this reviewer it has a very good chance of 
attracting young people into the field of 
Psychiatry. But in order for the book to fulfill 
its mission, it is extremely important that it 
receive the widest possible audience. It should 
be in the career section of every high school 
library and in the offices of guidance counsel- 
ors, principals, premedical advisors, and high 
school and college mental health personnel. In 
other words, it should be within convenient 
reach of every possible recruit. 

In this regard the relatively high price of 
$4.95 for this slim hard-cover volume seems 
excessive and a real barrier to its wide 
distribution among young people. The early 
publication Of a paperback version or the 
Subsidization and gratis distribution of the 
book would be extremely desirable. 


ERIC PFEIFFER, M.D. 
Durham, N. C. 
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Tue ADDICTIVE STATES. Research Publication, 
vol. XLVI. By the Association for Research 
in Nervous and Mental Disease. Baltimore: 
Williams & Wilkins Co., 1968, 477 pp., $24. 


This book consists of a collection of articles 
each of which either summarizes the literature 
or presents a particular authors work 
pertaining to various aspects of addiction. The 
articles were presented and discussed at a 
symposium held December 2 and 3, 1966. 
Most summarize the neurology, biochemistry, 
and pharmacology of narcotic addiction with 
eflorts to explain the entities of the abstinence 
syndrome, tolerance, and physical dependence. 
A few articles are concerned with other drugs, 
such as barbiturates, amphetamines, and 
alcohol. In addition, out of the total of 35 
papers, six are directed to clinical and 
treatment approaches. 

Since all the authors are experienced and 
noted investigators, it is not surprising that the 
articles rank the highest if viewed in terms of 
scholarship, creativity, and theory. Because 
they are so highly condensed, they do 
constitute a problem of readability. The book, 
moreover, badly lacks an editor's summary 
which can help the reader gain a broad 
viewpoint of how these complicated biochemi- 
cal, physiological, psychological, and social 
variables interact in the shaping of addictive 
behavior. 

As I read and reread each article, I was 
deeply impressed by the number of hypotheses 
presented to explain the state of addiction. 
These hypotheses involved the catecholamine 
metabolism, the interaction of morphine with 
phospholipids, the reduced availability of 
receptor sites following morphine injection, 
attempts to isolate an immune substance, the 
selective effects of narcotics on the central 
nervous system, and the possible implication of 
the limbic system in addiction. In addition, 
there are several excellent articles on operant 
conditioning, a brilliant essay on personality 
factors, and an epidemiological study of 
narcotic addicts in Kentucky. 

What impressed me most came through in 
the discussion that followed most of the 
articles. Regardless of the number of years 
each investigator had devoted to his particular 
approach, he was aware of the limitation of his 
Particular thesis and of the subtleties and 
elusiveness of the addiction state. Perhaps, as 
Drs. Chein and Beecher implied, the addiction 
state is not a state at all but actually a series of 
reactions, First the individual reacts to his own 
Personal stresses by taking the drugs; then his 
body reacts in a complex way to the drugs 
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themselves. In turn, the addicted person reacts 
to the resultant somatic phenomena, namely, 
the withdrawal syndrome, tolerance, and 
dependence. Finally there results a complicated 
interaction of the addicted person with his 
society. All these reactions, which vary 
considerably from one human being to another 
and, indeed, in the same person from time to 
time, make addiction much more complicated 
than the word “state” would imply. 

If the book is read with this overall 
viewpoint, however, and the value of each 
hypothesis is considered with an idea of where 
it fits in the general scheme of reactions, then 


_ this book is highly recommended to the 


professionals interested in the 


addiction. 


study of 


Davin J. Myerson, M.D. 
Boston, Mass. 


PSYCHOSOMATIC SPECIFICITY, VOL. l: EXPERI- 
MENTAL Srupy anp Resuxts. Edited by 
Franz Alexander, M.D., Thomas M. 
French, M.D., and George H. Pollock, 
M.D. Chicago: University of Chicago Press, 
1968, 258 pp., $7.50. 


In the present day of psychiatry's "riding 
madly in all directions," the psychosomatic 
specificity research project conducted by the 
Chicago Institute for Psychoanalysis from 
1951 through 1965 seems anachronistic. This 
monograph summarizing that research is, 
however, interesting and enjoyable, perhaps 
because it is a voice from an era of psychiatry 
that, somewhat regrettably, is passing. 

Based on early work by Alexander and 
others, this research assumed that each of the 
“classical seven" psychosomatic disorders 
(bronchial asthma, peptic ulcer, rheumatoid 
arthritis, neurodermatitis, essential hyperten- 
sion, ulcerative colitis, and thyrotoxicosis) is 
“associated with a typical psychological 
configuration that is characteristic for (though 
not unique to) the specific disease.” The over- 
all hypothesis tested in this project was: *It is 
possible to make the correct diagnosis of any 
one of seven specific organic disorders, without 
the help of any organic-medical clues, merely 
on the basis of the formulation of 
psychodynamic and psychogenic patterns 
derived from the study of psychiatric- 
anamnestic interview protocols.” 

Eighty-three patients were interviewed at 
least once, and each of the carefully edited 
protocols was studied and judged independent- 
ly by at least eight analysts and ten internists. 
All judges made initial diagnoses and recorded 
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their reasoning processes. Forty-one percent of 
the analysts’ initial diagnoses were correct, and 
their mean success in making a*‘final diagnosis" 
after group discussion was 51 percent. The 
internists were approximately half as successful 
—22 percent accuracy in initial judgments and 
25 percent in final diagnoses. 

The wide variations in diagnostic accuracy 
found in different diseases and in men versus 
women as well as among the many analyst 
judges are carefully examined statistically and 
theoretically. Among the many methodologic 
problems examined was the influence of the 
interviewer on the blind judging process. The 
“interviewer cue detection study” revealed that 
of protocols rated as “strongly cued,” in which 
the interviewer’s activity indicated the correct 
diagnosis, 55 percent were initially diagnosed 
correctly by the analysts. Only 28 percent of 
protocols rated as not being cued were initially 
diagnosed correctly by the analysts. 

These and other findings weaken considera- 
bly the editors’ conclusion that *one can indeed 
differentiate between the seven specific diseases 
on the basis of psychological patterns 
associated with each of them." More 
importantly, the data presented in this study 
only highlight the complexities of the factors 
that contribute to the variabilities in these and 
all other physical illnesses, which are not 
examined by even an intensive examination of 
just a few parameters of the human 
organism. 

This well-written work is interesting because 
it provides a concise statement of a historically 
important psychosomatic formulation and 
Presents a critical examination of an elegant 
methodology. A minor limitation is the 
frequent allusion to “improved and revised 
formulations" growing out of the study, which 
vill appear in a second volume. The project's 
major limitation is implicit in its basic 
assumption—that any study of this magnitude 
can be productive of meaningful results by 
narrowing its focus: ignoring any physiological 
data, excluding any historical information 
specific to the physical symptoms and the 
patient's Teaction to illness, and disregarding 
any sources of information other than the 
patient. Considering the tremendous expendi- 
ture of time and effort (dozens of investigators 
spending thousands of hours over a period of 

14 years), the amount of primary data—dras- 
tically trimmed material from 100 hours of 
rr Mans almost insignificant. 

EA ids ie a tribute to the contributions of 
A T and his group. It is also a 

urn to the Past, when the luxury of failing to 
gather obviously relevant data because of 
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convenience or a particular theoretical position 
could be afforded. The day of unidisciplinary 
and unidimensional studies of disease causation 
and the immediate relevancy of psychosomatic 
specificity have passed. 


F. PATRICK McKrGNEY, M.D. 
New Haven, Conn. 


ORGANISMIC PSYCHOLOGY AND SYSTEMS THE- 
ory. By Ludwig von Bertalanffy. Barre, 
Mass.: Clark University Press with Barre 
Publishers, 1968, 76 pp., $3.75. 


In a historical period in which the emphasis 
is on technology, pragmatism, and specializa- 
tion, Ludwig von Bertalanffy is one of the few 
to indicate higher syntheses and wider horizons. 

This book contains the inaugural lectures 
given at Clark University in honor of the late 
developmental psychologist, Heinz Werner, A 
longer version of these lectures, directed 
toward a more general audience, was published 
under the title Robots, Men and Minds(1). 

In all his writings the author has attempted 
to go beyond the lines of demarcation of the 
different sciences of man, or of the universe, 
and has formulated at least the elementary 
principles of a new science that would be 
applicable to whatever exists and is organized. 
This is in essence the fundamental concept of 
his world-famous general system theory. 

Whereas the writings of von Bertalanffy 
have been criticized by followers of extreme 
positivistic points of view and even misunder- 
stood as superficial by people who are 
interested mainly in factual details, they have 
been met with enthusiasm by at least two 
important groups of people: those who apply 
mathematical methods to problems that do 
not seem susceptible to this type of investiga- 
tion, and those who try to transcend the 
dichotomy between a purely scientific and a 
humanistic study of man. 

Many psychiatrists belong to the second 
group. They join von Bertalanffy in being 
dissatisfied with a psychological science that is 
"rattomorphic"—that receives inspiration from 
the study of low animal species. The psycholo- 
By of man is predominantly involved with 
cognitive Structures, especially symbols, and 
cannot be understood by a pre-symbolic frame 
of reference. 

Von Bertalanffy not only argues against this 
zoomorphic fallacy but also against what he 
calls the "robot view of man," or *'the doctrine 
of the primary reactivity of the psychophysical 
organism." According to this doctrine, behav- 
lor is seen predominantly as a response to 
stimuli from outside, and any psychological 
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activity, function, or psychiatric illness is seen 
as a reaction. The approaches of von Bertalanf- 
fy, Pavlov, Freud, and Skinner, although so 
different, have in common this excessive 
tendency to see the human psyche as molded 
by conditioning, operant conditioning, or early 
experiences originating in the external world. 

Von Bertalanffy sees the psyche as also 
having an autonomous life. The key terms in 
his framework are "symbols" and "systems." 
Whereas his use of the concept "symbol" has a 
long tradition, which goes back to Cassirer, the 
concept of system is new to him and is part of 
his general system theory. He convincingly 
states his case that the cybernetic point of 
view, according to which organisms are 
regulated by feedback mechanisms, is already 
outmoded. Organisms are "open systems," as 
general system theory illustrates. 

There are important things that von Bertalanf- 
fy has not yet explained. For instance, what 
are the imminent and/or transcendent factors 
that make the various entities of the world 
organize into systems? But, this perhaps is too 
much to ask at this stage of our knowledge. 
Whether or not he will be able to throw some 
light on this issue, I believe von Bertalanffy will 
be remembered in future eras as one of the 
giant minds of the 20th century. 


The reference is: 


1. Bertalanffy, L. von: Robots, Men and Minds. 
New York: George Braziller, 1967. 


SıLvano ARIETI, M.D. 
New York, N. Y. 


Grours Unper Stress: PsycHoLoGICAL RE- 
searcH IN SEALAB II. By Roland Radloff 
and Robert Helmreich. New York: Ap- 
pleton-Century-Crofts (Meredith Corp.), 
1968, 249 pp., $5.50. 


The spirit of adventure that leads men, either 
alone or with others, into exotic and sometimes 
perilous environments has been speculated 
about for centuries by philosophers and writers 
and by the explorers and leaders who engaged 
in such adventure. With the challenges of space 
exploration and with new approaches to the 
study of human motivation and of group effort, 
studies of the physical and mental resources of 
the human beings who live and work in haz- 
ardous places have become more systematic. 

In 1966 off the coast of San Diego SEALAB 
II put a small capsule on the ocean bottom 205 
feet below the surface at a spot where water 
temperature was below 59° F. and visibility 
Was 20 feet at best. At this depth a diver's 
tissues become completely saturated with 
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breathing gases, and he may not return to the 
surface, except on a carefully devised schedule 
of decompression that takes many hours. The 
30 men, who lived for 15 or 30 days in groups 
of ten, were effectively sealed off from the 
surface and from quick rescue. In situations of 
this sort, as with Astronauts in space, the 
primary concern is the survival of the men 
involved. After survival is assured the scientific 
goals, including study of the adjustment of the 
men, can have a high priority. 

The research aims reported in this book 
include collection of information useful in 
selecting men for future missions, measure- 
ment of group and individual work perfor- 
mance, and increase of knowledge of man’s 
adaptation to stressful environments. The men 
involved, including one famous Astronaut, were 
all experienced divers, and they accomplished 
the primary goals of the mission and got along 
well with each other. 

For a hazardous expedition or experiment 
what costs and what rewards are relevant to 
the motivation of the men? The costs in 
SEALAB II included danger, discomfort, and 
fatigue, while the rewards were pride of 
accomplishment including that of being first in 
doing something difficult and doing it well, 
peer group esteem, and the fascination of living 
on the ocean bottom for an extended period. 

What predicts group adjustment in an exotic 
environment, if one defines the adjustment in 
terms of the task orientation, the emotional 
composure, and the social compatibility that 
earlier had been shown to be important for 
adjustment in the Antarctic? For the SEALAB 
II experiments, fairly simple measures were 
quite useful. Social adaptability was handily 
predicted by a straightforward sociometric 
measure, omitting negatively structured ques- 
tions. The individual's dedication to the 
mission and usefulness at the principal tasks 
were definitely related to diving time (time 
actually spent in the water and number of 
sorties). Emotional stability was related to 
responses on mood checklists. Birth order 
(being later born) and size of home town 
(smaller) were also relevant. Personality test 
results, however, did not predict anything in 
the criterion. And interestingly, a measure one 
might have thought of great utility, namely 
territoriality, was worthless. 

Considering the current emphasis on youth 
and the desirability for younger participants in 
all arenas of life, it might be noted that these 
pioneering Aquanauts were all mature, experi- 
enced, knowledgeable divers. Perhaps youth is 
served for the most part in school and in the 
press, but when things are terribly important or 


[165] 


1752 


really hazardous we will depend on maturity 
and experience. 

In presenting their description of the 
experiment and their lucid account of how a 
cost-reward analysis can be used to assess a 
stress situation, Radloff and Helmreich also 
make a contribution to the question of how 
and where stress ought to be studied. The stress 
contrived in the psychological laboratory has 
some serious shortcomings. First, the ethics of 
producing stress in the laboratory have not 
been fully explored. Then, laboratory stress 
cannot be prolonged for months, as in the case 
of men wintering at the South Pole, and it 
cannot duplicate the real danger, as in space 
exploration. Laboratory stress may be painful 
or noxious or palpably dangerous, but the 
subjects always know that safety can be 
obtained by calling-off the experiment. In 
really stressful situations in natural settings 
there is no handy button to push to abort the 
mission. Finally, field studies are superior to 
laboratory studies in the superiority of the 
criteria they allow. 

The present research, with its ingenious 
exploitation of a naturalistic situation, is a 
good account of how one might study the 
motivations and accomplishments of a group 
of men living together in a hazardous 
environment and, without bothering the men 
or interfering with the mission, extract both 
scientific and practical results. 


WALTER L. WILKINS, Ph.D. 
San Diego, Calif. 


Tux SocraL CONTEXT or PREMARITAL SEXUAL 
Penmissiveness, By Ira L. Reiss, New 
York: Holt, Rinehart and Winston, 1967, 
245 pp., $7.95. 


Is there a “sexual revolution”? The phrase is 
popular; one hears it everywhere. Ira Reiss 
thinks not. Based on the survey he has 
conducted of a representative sample of about 
1,500 people 21 years and older and about 
1,200 high school and college students aged 16 
to 22, he States: “The change in sexual 
standards during the last century has not been 
a sexual revolution, but rather, a gradual 
evolvement of a more equalitarian and more 
participant-run system, the basic parts of which 
Were present a hundred years ago,” 

Reiss found what 


our young 
analysis of the factors affecting attitudes is very 
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useful. First, however, he found that greater 
permissiveness in attitudes has not greatly 
increased the frequency of premarital coitus, 
The major change has been an increasing 
acceptance of, and overtness about, sexuality, 
Basic changes are: the greater freedom of 
women, or a trend toward equalitarianism, 
acceptance of "permissiveness with affection," 
and certainly more open discussion. 

Although the results of Reiss's research 
confirm the class differences reported by 
Rainwater, these findings demonstrate that 
there are also differences between whites and 
Negroes of the same social class. Among the 
poor, for example, 70 percent of Negro men 
and 33 percent of Negro women approve of 
intercourse before marriage, while only 32 
percent of white men and five percent of white 
women approve. According to Reiss, this 
suggests that the blacks' entire cultural base 
may be different from the whites’. 

How much does attitude reflect actual 
current behavior? Reiss found a high correla- 
tion. For instance, in a group of unmarried 
white college students, 64 percent of those who 
approved of premarital coitus were currently 
having coitus; of those who accepted petting as 
the most extreme behavior, 78 percent were 
having that experience. 

Guilt no longer seems to be a factor of % 
importance in affecting actual behavior. In 
other words, a person may feel guilty, but this 
infrequently inhibits his sexual behavior. On 
the other hand, among women the feeling of 
being in love is a decisive factor in engaging in 
Coitus. Of those who accepted coitus, 78 
percent said they had been in love. 

In examining the influence of age on 
permissiveness, it is interesting to find that the 
most decisive factor is responsibility. Parents of 
teen-age children have the lowest degree of 
permissiveness, whereas childless couples in the 
Same age bracket are twice as likely to accept 
premarital intercourse as a standard. As Reiss 
points out, a generational clash is almost 
inevitable, for teen-agers or young adults are at 
the peak of their permissiveness while their 
Parents, at the same time, are the least 
permissive. 

America, which more than most societies 
has always valued autonomy, is now witness to 
a tremendous shift in power in determining 
courtship patterns from parents to the partici- 
Pants themselves, As Reiss puts it, “The high 
permissiveness of youngsters today is an 
unintended consequence of parental approval 
of the participant-run courtship system.” 

As the institution of courtship has been 
Progressively separated from the influence of 
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the family, the greatest change has occurred in 
the groups previously under thé greatest 
parental influence, namely, middle- and upper- 
middle-class white women. The change is much 
less marked among men. "An individual may 
claim abstinence as his standard, but he must 
recognize the fact that for 2,000 years the 
Western world has failed to bring up the 
majority of even one generation of males in 
behavioral conformity to this code." 

This is a book worth reading not only for 
the data (impossible to include in a brief 
review) but for the sophisticated sampling 
techniques and handling of these data. Psychia- 
trists who wish to read in other disciplines 
ought to add this book to their libraries. The 
analysis of Kinsey's statistics in a few pages 
(pp. 65-71) is alone worth the price of the 
book. 


Haroun I. Lier, M.D. 
Philadelphia, Pa. 


Ir Lincuacero ScurzornENico. By Sergio Piro. 
Milan, Italy: Feltrinelli, 1967, 576 pp. 
6000 lire. 


The author of this voluminous work is a 
young Italian psychiatrist who is presently 
director of a mental hospital near Naples, He 
has been interested in the schizophrenic 
language for a decade and in 1958 published a 
short monograph on the subject. 

Part 1 of this five-part volume deals with 
language in general as considered by different 
authors from the semantic, genetic, linguistic, 
phenomenological, psychological, and neuro- 
physiological viewpoints. The author organizes 
and presents in a meaningful way the most 
significant contributions that have appeared in 
French, German, English, and Italian. 

The second part deals with the psychotic 
language in general. A comprehensive histori- 
cal summary is followed by a chapter on the 
methods of examination. Part 3 presents the 
viewpoints of the various authors who have 
attempted to group the schizophrenic distur- 
bances of language under the term “schizo- 
phasia” (Kraepelin, A. Schneider, Chaslin, 
Pfersdorff, Teulie, Delmond, Ey, and Flegel). 
A number of organic, psychoanalytic, phe- 
nomenological, and anthropological theories of 
the schizophrenic language are discussed in 
detail. 

In part 4 the author presents his own 
Viewpoint of the schizophrenic language as 
‘semantic dissociation,” a term he defines as a 
loosening of the ties that connect the sign to 
the referential and emotional semantic infra- 
structure, He then describes his own method for 
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the detection of the semantic dissociation based 
on the analysis of the verbal reaction of 
schizophrenic patients to the presentation of a 
number of series of ten tables, each one 
representing an object related by structure or 
function to the next one of the same series. 
The results of these tests give an indication of 
the level of precision, as well as scatter, with 
which the schizophrenic has identified each 
object. 

Piro describes four forms of semantic 
dissociation: 1) fluctuation of the semantic 
fringe both in the sense of increase (use of 
concrete terms) and decrease (use of pseudo- 
abstract terms), often present in the same 
patient; 2) semantic distortion: switching of 
meaning from the original sign to a new 
phonetic ensemble (neologism) or to a sign 
characterized by a different meaning (paralo- 
gism); 3) semantic scatter: loose or faulty 
connection between a verbal sign and its 
context; and 4) semantic dissolution: complete 
loss of the linguistic use of language or 
complete mental deterioration. 

Part 5 deals with linguistic symptoms of 
schizophrenia, which are divided into distur- 
bances of conversation (mutism, echolalia)— 
verbal impulses and stereotypes, glossomania, 
disturbances of verbal style, phonetic distur- 
bances, grammatical and syntactical distur- 
bances, typical disturbances of meaning (neol- 
ogisms, paralogisms), disturbances of reading 
and writing, and of mimicry and gesture. 

It is difficult to conceive of a more complete 
treatment of the schizophrenic language. Some 
critical remarks should, however, be allowed at 
this point. The author repeatedly states that his 
work is not concerned with the etiopathology 
of schizophrenia in relation to schizophrenic 
language. In reality, he cannot resist the 
temptation to present his four forms of 
semantic dissociation as evidence of progres- 
sive worsening of the schizophrenic process. 
Whether this can be viewed as proof of 
adherence to one certain theory more than to 
another is open to question. True, he makes the 
strongest effort to present the various etiopatho- 
logical concepts as objectively as possible. 
However, the inclusion of a long description of 
phenomenological and anthropoanalytical posi- 
tions, which are unrelated to schizophrenic 
language, would indicate a certain inclination 
toward this psychiatric current. 

In a work of almost 600 pages one would 
certainly welcome some clinical indications of 
the schizophrenic subjects studied, rather than 
the simple label of “schizophrenia.” This is 
particularly important for the difference be- 
tween the narrower concept of schizophrenia 
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held by European-authors versus the broader 
concept of their American colleagues, in view 
of the fact that European and American 
literature are equally reported (with the 
omission, however, of the important work of 
Salzinger and his group at Columbia University 
on the verbal behavior of schizophrenics). 
Furthermore, the value of the author’s original 
experimental study on 40 normal subjects and 
50 schizophrenics is greatly limited by the 
small number of subjects used. 

Even Piro’s viewpoint becomes somewhat 
lost in the midst of the various theories. The 
Tepetition of his four forms of the semantic 
dissociation in various parts of the book does 
not strengthen his argument. Rather, it makes 
for tedious reading, which, unfortunately, is 
enhanced by a dry style devoid of imagination. 
By being comprehensive at all costs, Piro's 
presentation loses focus, and his message 
becomes somewhat blurred. This message can 
be summarized into a few words: Schizophrenic 
disturbances of language are to be classified 
into the four forms of semantic dissociation, 
the essence of which, more than a return to 
paleologic thinking, finds its explanation in 
Cameron’s overinclusion of thought. 

Even with its Shortcomings the volume 
Tepresents a valuable contribution to the field 
of psychiatry. (It is hoped, however, that 
future volumes will include a subject index.) 
Psychiatry is gaining momentum in Italy, and 
this work is a tangible expression of the 


enthusiasm of the young generations of psy- 
chiatrists. 


GEORGE Mona, M.D, 
Poughkeepsie, N. Y. 
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does not report the date of the conference, but 
judging from the references it took place in 
1966. 

2. The papers do not benefit from the 
careful review they would have received if they 
had been submitted to a scholarly journal, and 
as a consequence, they vary in quality. 

3. Since the papers reflect the special and 
detailed interests of the contributors, no 
balanced view of the field is given, and there is 
no coherent presentation of historical back- 
ground. 

4. Prices are outrageous, especially since 
such volumes are not a unique source of the 
information they contain. 

The remarks of the editors offer another 
estimate of the book: 


The general discussion of many aspects of 
a problem that occurs at a conference and is 
later presented in a book usually raises more 
questions than it answers. Perhaps the 
success of the conference can be measured 
by the extent to which the problems are 
clarified, and also by the number of 
participants who return to their laboratories 
With new ideas and decide to investigate 
these problems further. 


However, DeHooge Vuursche's statement, 
"The stimulating atmosphere provided by this 
castle, which by its nature led us to many 
fruitful hours of discussion after the close of 
the formal meetings," is not reflected in the 
book. Perhaps the reason for this lack is 
accurately diagnosed by the editors: “Unfortu- 
nately, it was not feasible to hide microphones 
along the paths in the beautiful garden and in 
the woods surrounding the conference to 
tecord all the free discussions that went on till 
late in the evening hours.” 

The papers (33 in number) that may have 
added to the stimulation of the private 
discussions are grouped under the following 
headings: structural considerations, cerebro- 
spinal fluid, substrates for brain metabolism, 
lon movements, factors influencing barrier 
function, and Spaces in the central nervous 
System (CNS). 

_ In the brief space of this review the 
individual contributions cannot even be listed, 
much less given a careful review. However, 
certain general Observations can be made. The 
blood-brain barrier of earlier times has grown 
In complication as a variety of approaches have 
been adapted to its study. It can be bypassed 
by intraventricular injection. Even large 
molecules such as ferritin find their way into 
neurons. The presence of ferritin in synaptic 
Tegions following intraventricular injection 
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emphasizes that spaces for diffusion are present 
and that neurons, like other cells, have the 
capacity to pinocytose large molecules. Basic 
dyes find their way into neurons and glia and 
are engulfed by lysosomes, again as in other 
cells. Thus it would appear that many of the 
barrier phenomena do not represent peculiari- 
ties of the cells of the CNS but are special 
adaptations of the cerebral blood vessels, 
possibly determined by their glial covering. 

The regulation of the free amino acid 
concentration of the brain depends upon the 
nutritional state of the animal, and it is sharply 
modified by the presence of a high 
concentration of a single amino acid in the 
blood. This result, while not new, is of 
importance in understanding the impact of the 
amino-acidurias on central function. The 
barrier is modified in pathological states and 
under the influence of drugs. These latter 
results emphasize the role of specific transport 
enzymes and energy metabolism in determining 
the properties of the barrier. 

Despite my reservations about the volume, 
which are more general than specific, it is a 
useful source book for those who may wish to 
orient themselves to particular aspects of this 
research and become acquainted with the kinds 
of problems that leading investigators in this 
area concern themselves with. 


MALCOLM Goron, Ph.D. 
Norwich, Conn. 


USE or INTERPRETATION IN TREATMENT. Edited 
by Emanuel F. Hammer, Ph.D. New York: 
Grune & Stratton, 1968, 374 pp., $16.75. 


This is a charming book. 

Im aware that such a description of a 
volume whose chief subject matter is an 
exploration of therapeutic interpretive tech- 
nique may seem somewhat strange. But, 
nonetheless, it is a charming book. 

That psychoanalyst's psychoanalyst, Edward 
Glover, once remarked that American analysts 
were capable of great exposition as to what the 
patients said and what new that all meant; 
however, they rarely if ever described in any 
detail what they said to the patients. Among 
Other things, this collection of 43 essays 
certainly corrects that deficiency. Not only are 
we admitted to the particulars of how and what 
Occurs in the private offices of a number of 
therapeutic experts, but we are also permitted 
to make firsthand observations on their 
Personal life styles as therapists. I think this is 


Amer. J. Psychiat. 125: 12, June 1969 


1755 


what comes across as charming from what 
might otherwise have been just another dreary 
and not-too-illuminating defensive collection of 
“Why you should stop treating patients by your 
present archaic method and do it my new, 
better, more clever, T'm-smarter-than-Freud- 
was way." 

This is not to imply that the contributors are 
always entirely friendly about each other or, 
for that matter, the very subject itself. For 
example, Nicholas Hobbs, the dean of 
American psychologists, levels a fiery "blast" at 
the notion that either interpretation or insight 
actually accomplish anything. And the editor 
replies in stout fashion with a first-rate 
summary and condensation of what interpreta- 
tion is all about and how it works. 

Despite these occasional heated clashes, 
some of which are necessary in order for the 
particular innovators to maintain some positive 
sense of psychosignificance in the face of some 
otherwise completely ridiculous theoretical 
gestalts, the general tone of the book is an 
earnest and oftentimes humorous one. Marie 
Coleman Nelson rises to this dry subject with a 
delightful chapter entitled “More Than One 
Way to Skin a Cat.” On this same note and 
also quite revealing is the chapter by Rosalea 
Schonbar, “Confessions of an Ex-Nondirectiv- 
ist.” i 

This is not to say that the intent of this book 
is to amuse the reader. The subject matter is 
indeed a very serious one, and some of the 
writing is quite brilliant. “Interpretation and 
the Therapeutic Act” by Jules Nydes is an 
excellent exposition on the unavoidable 
incorporation of value systems in analytic work 
and the dangers of reassurance, "On the 
Dialogue in Classical Psychoanalysis” by 
Donald Kaplan is a finely written exploration 
and reasonable defense of Freudian technique. 

The editor has been quite fair regarding 
selection of theoretically heterogeneous essays; 
he has included. papers on Sullivanian, client- 
centered, transactional, rational, existential, and 
Jungian approaches. All the various fads, 
schisms, rationalizations, and rewordings of 
historical analytic concepts are given an 
opportunity to have their say. This diversity of 
approach, amazingly enough, does not present 
the splintered and confusing effect that most 
other such collections do. 

In this regard I feel that the book would be 
of immense value to people before they have 
selected their therapeutic “church” rather than 
after they have emotionally and financially 
committed themselves to a particular “flock.” 
On the other hand, it will also be of great 
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importance to those who have been in the field 
a long time, for the overview is an 
encompassing one. 


JEAN B. ROSENBAUM, M.D. 
Santa Fe, N. Mex. 


Gume to Psycuratry, 2nd ed. By Myre Sim, 
M.D., D.P.M. Baltimore: Williams & Wil- 
Kins Co. (exclusive U. S. agents), 1968, 
1032 pp., $10.50. D 


Our British colleagues have a long history of 
producing a small number of excellent 
psychiatric textbooks. Dr. Sim's Guide to 
Psychiatry is mo exception to this rule. 
Although the book was written by a British 
psychiatrist primarily for a British audience, a 
serious effort has been made in preparing this 
text to make it equally attractive for the 
American reader. Dr. Sim resorts to the use of 
both British and American references, especial- 
ly in his treatment of various inpatient and 
outpatient psychiatric programs. 

The chapters are arranged in a logical 
manner, beginning with a brief yet thorough 
discussion of psychology and Psychopathology. 
Basic concepts of genetics and cybernetics are 
adequately dealt with. Dr. Sim's treatment of 
the organic syndromes is unusually thorough 
and lucid, The various addictions—especially 
alcoholism—are covered well. All of the other 
Psychiatric syndromes receive appropriate 
attention, 

Although the chapter on social psychiatry 
deals primarily with the Organization of 


. Sim to unusual 
discussing the Subject 
and deals extensively 


lengths in 
of psychopharmacology 
with the biochemical and 
of treatment, This 
f the most useful this 
im reflects a. broad 
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Hartford, Conn. Dr. Sim's chapter on "Legal 
Aspects of Psychiatry" deals largely with the 
British. scene, but the discussion will also be of 
interest to the American reader because of the 
close relationship between English common 
law and the American legal structure. 

The references, unusually thorough, cover a 
total of 55 pages. The index is adequate. 

The reader will find this textbook extremely 
useful, although from time to time he may be a 
bit startled by the terminology, which is largely 
British but which does not in any way detract 
from the excellence of the book. Dr. Sim has 
made a successful effort to reduce the use of 
unnecessary jargon, and he writes in an 
unusually fluid and lucid manner. 

This reviewer recommends the book most 
highly to students and the psychiatric 
professional. It will be an unusually useful 
reference book because of Dr. Sim's inclusion 
of a large volume of obscure reference material 
not frequently encountered in the usual 
Psychiatric texts, The only fault that can be 
found is a poor binding, which of course does 
not detract from the content. 


FRancis J. O'NEILL, M.D. 
Central Islip, N. Y. 


DEPTH-ELECTROGRAPHIC STIMULATION OF THE 
Human BRAIN AND BEHAVIOR. By C. W. 
Sem-Jacobsen, M.D. Springfield, Ill.: 
Charles C Thomas, 1968, 213 pp., $15.50. 


The material in this book is the output of a 

diligent, thoughtful, action-oriented man. The 
data are derived from two groups of patients: 
those with primary mental disorders (40 
Patients) and those with parkinsonian syn- 
dromes undergoing surgery for the relief of 
their gross symptoms (42 patients). 
_ The method of localization—by relatively 
Invariant radiographic landmarks—for elec- 
ttode placement and electrical stimulation is 
presented in a detailed, clear, and skillful 
manner. 

Because of the presence of only one figure 
with EEG activity, the reader might question 
the propriety of using “electrographic” in the 
title; however, it appears that a// patients did 
have EEG Tecordings during the procedure. 
The implication, of course, is that the EEG 
findings were productive of much less 
information than the clinical behavioral 
responses and therefore were omitted from 
Consideration, 

lt is of interest that electrical stimulation 
generates the relatively- precise behavioral 
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responses as recorded. A priori, this reviewer 
would have anticipated that the condensation 
of large areas of cortical representation in the 
subcortical tracts, together with the electrical 
stimulation spread, would have given rise to 
more widespread and more ill-defined clinical 
behavior. The latter anticipation must have 
been operative to some extent in that the 
observation team had to get “in tune” in order 
to make consensual observations. Obviously 
some responses required fitting to find their po- 
sitions in specific categories. 

Out of the manifold continuum of possible 
clinical behavioral responses, 17 major groups 
were utilized to designate the stimulus-patient 
interaction. These major categories were 
further subdivided to display the continuity, 
similarity, and opposites of behavioral interac- 
tions. That nearly all the observations were 
observer-patient interactions is evident by the 
controlled conditions imposed on the observa- 
tion team. The 17 major categories were 
empirically established by positive responses 
from 1,594 electrodes, which averages a 
respectable 20 positive responses per patient. 
Eight hundred and five of the positive 
responses were observed in only one major 
category of behavior; the remainder, 798, gave 
responses that were included in more than one 
category of response. 

Each major category beginning with “Motor 
Responses” is divided into the following 
sections: inherent difficulties in registering 
responses, patient characteristics, stimulus 
characteristics, location of electrodes (with 
diagrams), reliability, characteristics of re- 
sponses, and significance of interrelationships 
of responses. In the final section there is a 
complex, highly condensed diagram showing 
the statistically weighted interrelationships. 

Embedded in these discussions are clinical 
notes that indicate an intimate relation between 
Dr. Sem-Jacobsen and his patients. However, 
the repeated assertion of the importance of 
electrical stimulation prior to lesion-making to 
obviate speech disorder due to punctate 
subcortical lesions seems labored because 
“small” lesions throughout the internal capsule 
are a common autopsy finding in individuals 
with no gross speech deficits. 

Despite the prodigious and sincere attempt 
at clinical precision, the anatomical correla- 
tions are necessarily rough; and worse, even at 
autopsy the exact areas of surgical injury will 
hardly be identifiable, except for the grossest 
lesions in the thalami, internal capsule, and per 
chance some of the basal ganglia components. 
Because of this incommensurate measurement 
of the clinical versus the pathological’ data, 
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such work can hardly be more than a 
neurosurgical tool for locating the nucleus 
ventralis lateralis or other nearby structures 
whose destructions are at present socially 
accepted as “therapy,” and which thereby 
become vulnerable to the neurosurgeon. 

From a psychiatric (and neurological) point 
of view Dr. Sem-Jacobsen did not record that 
the patients with “mental disease” were much 
relieved of their disabling symptoms by the 
hunt-and-destroy technique employed! 

I think that all students of behavior look 
forward to the promise of chemical replace- 
ment therapy as THE treatment for parkinson- 
ism and its related motor system disorders. As 
a consequence it is hoped that the "treatment" 
presented so ably here will soon be relegated to 
museums for ancient methodologies, along 
with the hot iron for hemostasis and antisepsis 
in amputation surgery. 


Rosert Coun, M.D. 
Bethesda, Md. 


Dears AND Its Mystertes. By Ignace Lepp, 
trans. by Bernard Murchland. New York: 
Macmillan Co., 1968, 194 pp. $5.95. 


Ignace Lepp, who died in 1966, was a 
French Catholic priest and a practicing 
psychotherapist. His meditations on death, 
earnestly revealed in this book, reflect his 
profound religious convictions. They are 
ordered and complex in the manner of other 
Catholic writers on subjects commanded by 
their religion. Lepp's orthodoxy is not so 
predictable as one might anticipate, however, 
and his thoughts are in many areas individual. 
However, his somewhat pejorative use of such 
terms as “unbelievers,” “Freemasons,” and 
“atheists” grates; and the “good guys” are 
distinct from the “bad guys” most of the 
time. 

Lepp considers 
causes, suicide, 
romantic death, and 
nature of life after death. 

Fear of death is a human characteristic and 
one serving a purpose to life. One’s life is 
continually flavored by the appreciation that 
one must die, and our acts reflect this. The 
man who lives life to the fullest is the one who 
never fears death. The hedonist on the other 
hand experiences a neurotic anxiety over dying, 
according to the author. He reviews this fear 
historically from Lucretius to Sartre. Lucretius’ 
approach, denying gods and immortality, was 
that the guilty mind is its own torturer, and he 
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advocated the same remedy of sublimation by 
good and right thinking that Lepp does, 
although Lepp does not acknowledge that his 
solution resembles that of the atheist. 

The concepts of consciousness, soul, spirit, 
and eternity become the evident obstacle to a 
graceful attitude toward dying, as one sees in 
Lepp’s own preoccupation with life after death. 
Following in the thought of Teilhard de 
Chardin, he cannot believe that so noble a 
thing as the human spirit must perish in each 
of us. Thus he believes in eternal life after 
death and attempts to describe its characteris- 
tics. In spite of his implying to the contrary, 
however, anxiety over one’s reward creates 
most of one’s fear of death. At the same time, 
it is common for atheists to exhibit genuine 
equanimity and acceptance of impending 
death, realizing that from the moment of its 
coming it will have no meaning for one then 
dead. Indeed, death exists only in the minds of 
those remaining. 

Lepp makes several fine but debatable 
distinctions. He classifies suicide as a cowardly 
act but martyrdom, including that of Christ, as 
noble, Self-destruction cannot be categorically 
typified, certainly, He is contemptuous of the 
recent Buddhist self-immolators, denying the 
courage and purpose of their acts, The same 
thing in the Czechoslovak Jan Palach reveals 
the courage and apparent utility of such an act 
at the right time and place. 

In the end the book is polemic after all, with 
Subjective beliefs predominating, Intuitive 
belief is fine as such, but Lepp tries to clothe 
this with logic and "science," thus mixing oil 
and water. One cannot critici beliefs as such, 
and since his writing is lucid if not logical, the 
book is interesting reading. 


J. PARK BrERL, M.D, 
` Cincinnati, Ohio 


Tux. CONTRIBUTIONS or THE SOCIAL SCIENCES 
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that followed each paper, and there is a 
summary paper by psychologist Richard H. 
Dana. 

Happily, this is not the ordinary proceedings 
of a symposium. The papers are of unusual 
quality, and most deserve publication in a 
medium that would assure wider readership. In 
a chapter entitled “Stratification in American 
Society," Hollingshead provides a clear and 
concise statement on the nature of stratification 
Systems in American society, their historical 
roots, and their significance to contemporary 
social issues. Pollak's paper on "Social Change 
and Psychotherapy" discusses the impediments 
that anachronistic concepts of masculinity and 
femininity have imposed on psychotherapy. He 
defines as a goal the restructuring of social 
responsibilities according to ability rather than 
sex. Gussow, writing on “The Therapist-Patient 
Relationship,” suggests that the disease model 
and the nonreciprocal basis of most psycho- 
therapy interaction may be self-defeating by 
producing premature patient withdrawal from 
therapy. 

Stern, discussing “Social Goals in Psycho- 
therapy,” stresses the importance of seeking to 
integrate social structure with the inherent 
biological qualities of man. Failure to do so 
will “widen the gap between our intellectual 
Capacities and our emotional abilities.” He 
indicates the limited goals and expectations 
that should be Placed on analysis as a 
therapeutic modality, calling it applicable only 
to a small number of people who are already 
functioning adaptively and for whom the 
modification of behavior is secondary to the 
Modification of those forces that produce 
behavior. In contrast, the requirements of the 
therapeutic intervention in the public health 
Sense place “emphasis on the modification of 
behavior as the primary goal.” 

Stern also decries the tendency of school 
systems to take on therapeutic functions for 
which they are ill equipped: “when you change 
the basic emphasis in education to a 
therapeutic one, you not only do poor therapy, 
you do poor education as well.” 

Clark provides a provocative and biting 
analysis of deep damage that racial injustices 
ave imposed on blacks and whites alike. He 
discusses the Psychological trauma of ghetto 
living and the goal of discouraging dependency 
and antisocial behavior by "encouraging a 
Sense of initiative, pride, and confidence, based 
‘pon reality effectiveness in the youth 
themselves," 

Although each of these papers is discrete 
and independent of the others, all sight the 
Importance. of bringing the insights and 
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from Law Enforcement in Combating It (Off. 
Act.), 1329-1330, March 1969. 

SE 
EDUCATION, PSYCHIATRIC 

Conceptual Objectives for a Model Course in 
Psychopharmacology in Psychiatric Educa- 
tion, F. Freyhan, 1160-1165, March 1969, 

Continuing Education for Psychiatrists (Ed, 
N.), H. Carmichael, 97-98, July 1968. 

Continuing Education for Psychiatrists: Pro- 
grams and Techniques, P. Wilson, 1729-1732, 
June 1969, 

A Course for Medical Students in the Psychol- 
ogy of Sex: Training in Sociocultural Sensitiv- 
ity, S. Woods, 1508-1519, May 1969. 

Earlier Psychotherapy Training Urged (Ltrs. to 
Ed.), W. Scott, and S. Arieti’s reply, 706-707, 
Nov. 1968. 

Further Training in Psychotherapy (Ed. N.), S. 
Arieti, 96-97, July 1968, 

Group Dynamics Training, F, Redlich, 1501- 
1507, May 1969, 

Initiation of a Psychiatric Teaching Program for 
Surgeons, F. Baudry, 1192-1197, March 

1969, 

Need for Additional American Board Examina- 
tion Questioned (Ltrs. to Ed.), A. Colman, 
and S, Arieti's reply, 706-707, Nov, 1968. 

Postgraduate Psychiatric Education: The Eth- 
nography of a Failure, A. Enelow, 627-631, 
Nov, 1968. 

Psychiatric Education of Physicians: What Are 
Our Goals? (Ed, N.), C. Branch, 237-241, 

: Ae peace à 
*ychotherapy and Board Examinations : 
to Ed.), W. Clovis, 1448-1449, Apr. ea 

The Resident in Community Psychiatry: An 
Assessment of Changes in Knowledge and 
Attitudes, M. Kolmer, 698-702, Nov. 1968. 

Training of Nonpsychiatrist Physicians: Some 
pases (Ed. N.), N, Stratas, 1110-1111, Feb, 


EEG STUDIES 


The Effects of Lithium Salts on Brain Activity į 
the Cat, E. Barratt, 530-536, Oct. or P 

Positive Spiking: A Double-Blind Ci 
on Its Significance in Behavio; 
Both Diagnostically and Thera; 
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EMERGENCIES, PSYCHIATRIC 

Lunar Effect on Mental Illness: The Relation- 
ship of Moon Phase to Psychiatric Emergen- 
cies, S. Bauer, 696-697, Nov. 1968. 

Violent Patients in the Emergency Room, J, 
Lion, 1706-1711, June 1969. 

ENURESIS 

More on Enuresis (Ltrs. to Ed.), H. Brummit, 
1457, Apr. 1969. 

The Treatment of Enuresis with Imipramine 
(Ltrs. to Ed.), L. Tec, and P. Bindelglas’ 
reply, 266-267, Aug. 1968. 

ETIOLOGY 

Poverty and Mental Illness: Patients’ Perceptions 
of Poverty As an Etiological Factor in Their 
Illness, N. Brill, 1172-1179, March 1969, 

EXISTENTIALISM 

Existentialism in American  Psychiatry—Ten 
Years Later, M. Miller, 1112-1115, Feb. 
1969, 


F 


FAMILY PLANNING 4 

The Role of Family Planning in the Primary 
Prevention of Mental Illness, R. Schwartz, 
1711-1718, June 1969. 

FAMILY PROCESSES 

Affect as a Social Process, R. Rabkin, 773-779, 
Dec. 1968. 

Complementariness Principle in Husbands of 
Paranoid Women (Ltrs. to Ed.), F. Revitch, 
and R. DuPont, Jr's reply, 983-984, Jan. 
1969. 

Kidney Transplant and Shifts in Family 
Dynamics, J. Kemph, 1485-1490, May 1969. 
Marriage—Growth or Disaster? W. Jones, 1115- 

1119, Feb. 1969, 

Preventive Psychiatry for the Family: Theory, 
Approaches, and Programs, W. Bolman, 458- 
472, Oct. 1968. 

Spouses Under Stress: Group Meetings with 
Spouses of Patients on Hemodialysis, P. 
Shambaugh, 928-936, Jan. 1969. 

Willing Victims: The Husbands of Paranoid 


Women, R. DuPont, Jr, 151-159, Aug. 
1968. 


FOLLOW-UP STUDIES 

Criminal vs, Civil Commitment of Psychotic 
Offenders: A Seven-Year Follow-Up, A. Mc- 
Garry, 1387-1394, Apr. 1969, 

Entering College with a Psychiatric History, C. 
Reifler, 1625-1632, June 1969. 

Follow-Up Studies of Lithium and Thyroid 
Function in Manic-Depressive Illness, R. 
Fieve, 1443-1445, Apr. 1969. 

A Follow-Up Study of Intensively Treated 


Chronic Schizophrenic Patients, M. Messier, 
1123-1127, Feb, 1969, 


Long-Term Follow-Up of Former Inpatients at 
the Children's Hospital of the Menninger 


Clinic, E. Levy, and E. Pavenstedt's discus- 
Sion, 1633-1639, June 1969, 


FORENSIC PSYCHIATRY 


Alcoholism— The Supreme Court Decision (Fd. 
N.), D. Farnsworth, 826-827, Dec. 1968. 
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Attitudes Toward Abortion, T. Rodger, 804-808, 
Dec. 1968. 

Civil Commitment for Addicts: The California 
Program, J. Kramer, 816-824, Dec. 1968. 

The Coach, Yes; The Umpire, No. (Ed. N.), H. 
Davidson, 825-826, Dec. 1968. 

The Colorado Story: Denver General Hospital 
Experience with the Change in the Law on 
Therapeutic Abortion, A. Heller, 809-816, Dec. 
1968. 

Correctional Treatment of the Sexual Deviate, 
C. Smith, 615-621, Nov. 1968. 

Criminal vs. Civil Commitment of Psychotic 
Offenders: A Seven-Year Follow-Up, A. 
McGarry, 1387-1394, Apr. 1969. 

The Diagnostic Clue of “Hypercompetency,” M. 
Marshall, 570-572, Oct. 1968. 

Evolution of British Attitudes Toward Homo- 
sexuality, J. Wolfenden, 792-797, Dec. 1968. 

Firearms and the Determination of Competency 
(Ltrs. to' Ed.), J. Varni, 1604, May 1969. 

The Law and the Mentally Ill, D. Bazelon, 665- 
669, Nov. 1968, 

Legal Neglect of the Mentally Ill, N. Chayet, 
785-792, Dec. 1968. 

Need for Just Marihuana Laws (Ltrs. to Ed.), 
T. Mikuriya, and W. Bromberg's reply, 852- 
853, Dec. 1968. 

Policies and Practices Concerning Confidentiality 
in College Mental Health Services in the 
United States and Canada, 1520-1530, May 
1969. 

Problems of Public Consultation in Medicolegal 
Matters: A Symposium, A. McGarry, 42-59, 
July 1968. 

Psychiatrists in Court: The Psychiatrist’s View, 
W. Bromberg, 1343-1347, Apr. 1969. 

Psychiatrists in Court: Some Perspectives on the 
Insanity Defense, A. Goldstein, 1348-1351, 
Apr. 1969. 

Therapeutic Abortion: Patients, Doctors, and 
Society, A. Peck, 797-804, Dec. 1968. 

Who Should Have a Gun? Some Preliminary 
Psychiatric Thoughts, L. Rotenberg, 841-843, 
Dec. 1968. 

FOREWARNINGS OF ILLNESS 

Forewarnings of Illness: Predictions and Pre- 
monitions in Cancer Patients, J. Lion, 99-102, 
July 1968. 

FREUD, S.: see HISTORY 


G 


GENERAL HOSPITAL PSYCHIATRIC SERVICES 

Trials and Tribulations in Establishing a 
Community Hospital Psychiatric Unit, R. 
Moore, 186-191, Aug. 1968. 

GENETICS 

Family History Studies: V. The Genetics of 
Mania, T. Reich, and S. Rosenthal's discus- 
sion, 1358-1369, Apr. 1969. 

Serum Macroglobulin (S44) in Families of 
Monozygotic Twins Discordant for Schizo- 
phrenia, J. Stabenau, 109-112, July 1968. 

GERIATRICS 

Growing Old the Outpatient Way, L. Earley, 

963-967, Jan. 1969. 
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Outpatient Geriatric Psychiatry in an Urban 
Ghetto with Nonprofessional Workers, S. 
Zimberg, 1697-1702, June 1969. 

GRIEF 

Mourning in Japan, J. Yamamoto, 1660-1665, 
June 1969. 

A Study of Normal Bereavement, P. Clayton, 
168-178, Aug. 1968. 

GROUP PROCESSES 

The Champion of the Cause and the Challenge 
of Supervising His Anti-Leader Role, D. 
Kazzaz, 737-742, Dec. 1968. 

Group: Dynamics Training, F. Redlich, 1501- 
1507, May 1969. 

Powerless Groups—A Vector in Mental Health 
Education, R. Crawshaw, 967-971, Jan. 1969. 

Spouses Under Stress: Group Meetings with 
Spouses of Patients on Hemodialysis, P. 
Shambaugh, 928-936, Jan. 1969. 


GROUP PSYCHOTHERAPY: see PSYCHOTHERAPY, 
GROUP 
H 
HALLUCINATIONS ; 


Hyperventilation Leading to Hallucinations, T. 
Allen, 632-637, Nov. 1968. 

Hyperventilation Syndrome (Ltrs. to Ed.) J. 
Silverman, 1452, Apr. 1969. 

HALLUCINOGENS 

Chronic Users of LSD: The “Acidheads,” K. 
Blacker, 341-351, Sept. 1968. 

A Controlled Comparison of Lysergic Acid 
Diethylamide (LSD) and Dextroampheta- 

mine in Alcoholics, L. Hollister, 1352-1357, 
Apr. 1969. 

The Cyclic Psychedelics (Ed. N.), S. Cohen, 
393-394, Sept. 1968. 

Detection of LSD (Ltrs. to Ed.), J. Ketchum, 
and J. Ungerleider's reply, 1447-1448, Apr. 
1969. 

DOM (STP), a New Hallucinogenic Drug, and 
DOET: Effects in Normal Subjects, S. Snyder, 
357-364, Sept. 1968. 

Experimental Studies of Marihuana, 
379-384, Sept. 1968. 

Flight from Violence: Hippies and the Green 
Rebellion, J. Allen, 364-370, Sept. 1968. 

LSD Research: The Impact of Lay Publicity, C. 
Dahlberg, 685-689, Nov. 1968. 

The Marihuana Problem: An Overview, W. 
McGlothlin, 370-378, Sept. 1968. 

Marihuana and Scopolamine “High,” H. Graff, 
1258-1259, March 1969. 

Marihuana—Thirty-five Years Later (Ed. N.), 
W. Bromberg, 391-393, Sept. 1968. 

Motivation for Marihuana Use: A Correlate of 
Adverse Reaction, M. Keeler, 386-390, Sept. 
1968. 

Need for Just Marihuana Laws (Ltrs. to Ed.), T. 
Mikuriya, and W. Bromberg's reply, 852-853, 
Dec. 1968. 

Persistence of Biochemical Effect (Ltrs. to Ed.), 
A. Sattin, and M. Keeler's reply, 1129-1130, 
Feb. 1969. 

Spontaneous Recurrence of Marihuana Effect, 
M. Keeler, 384-386, Sept. 1968. 


L. Clark, 
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A Statistical Survey of Adverse Reactions to 
LSD in Los Angeles County, J. Ungerleider, 
352-357, Sept. 1968. 

HEADBANGING 

Cataracts Following Chronic Headbanging: A 
Report of Two Cases, J. Bemporad, 245-249, 
Aug. 1968. 

HEMODIALYSIS 

Spouses Under Stress: Group Meetings with 
Spouses of Patients on Hemodialysis, P. 
Shambaugh, 928-936, Jan. 1969, 

HIPPIES 

On the Distinction Between Social Roles and 
Social Types, with Special Reference to the 
Hippies, T. Sarbin, 1024-1031, Feb. 1969. 

Flight from Violence: Hippies and the Green 
Rebellion, J. Allen, 364-370, Sept. 1968. 

The Psychedelic “Hip Scene”: Return of the 
Death Instinct, H. Brickman, 766-772, Dec. 
1968, 

HISTORY 

Aftercare of the Psychiatric Patient: An 1847 
View, E. Harms, 694-695, Nov. 1968. 

1968 Anniversaries (Ed. N.), G. Mora, 828- 
833, Dec. 1968. " 

Austen Fox Riggs: His Significance to American 
ji of Today, J. Millet, 948-953, Jan, 
1969, 

Conflicts in the Life of Thomas Jefferson, C. 
Binger, and L. Butterfield’s discussion, 1098- 

1107, Feb. 1969. 

The Dreams of Benjamin Rush, C. Binger, 1653- 
1659, June 1969. 

The Enduring Effect of the Jewish Tradition 
VR Freud, L. Berkower, 1067-1073, Feb. 

Nd Kronos, J. Schneck, 692-693, Nov. 

Me: iE quema (Ltrs. to Ed.), I 

endzier, and W, Langer's reply, 1607- 
May 1969, ge: ply, 1607-1609, 

More on Cerletti and Electric Fish (Ltrs. to 
Ed.), P. Lemkau, 1609-1610, May 1969, 

Private Illness and Public Policy: The Cases of 
James Forrestal and John Winant, A, Rogow, 
and J. Marmor's discussion, 1093-1098, Feb, 


1969, 
T. E. Lawrence: Charlatan Or Tragic Hero? 
(Ltrs. to Ed.), J, Mack, and W, Langer’s 


reply, 1604-1607, 1608-1609, May 1969. 
AE STE A Sady of Heroism and 
2 and W. Lan, iscussi 
1083-1092, Feb, 1969, dy Cnn 


HOMICIDE 
Psychiatric Study of Homicid 
1258, March 1969,” 
MO ae J i 
Open Conferences (Ltrs. t 
mee, ou March 1969. ^ PE) R. 
-Pa! 
do M RR ces, E. Berne, 286. 
HOSPITALS 


The Future of the Public Mental i 
Ozarin, 1647-1652, June 1969, . | Pih L. 


TION i j 
Hyperventilation Leading to Hallucinations, T. 
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E. Tanay, 1252. 
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Allen, 632-637, Nov. 1968. 
HYPNOSIS 
Electrophysiological Responses to Sensory Stim- 
ulation Under Hypnosis, E. Serafetinides, 112. 
113, July 1968. 
HYSTERIA 
Hysterical Psychosis: Clarification of the Con- 
cept, S. Hirsch, 909-915, Jan. 1969, 
Question of Suitability of Term “Hysterical 
Psychosis” (Ltrs. to Ed.), W. Pfeiffer, and L, 
Langness’ reply, 120-122, July 1968. 


I 


INTERPROFESSIONAL MATTERS 

Concepts of Mental Illness (Ltrs. to Ed.), H. 
McGrew, 1458, Apr. 1969. 

Emerging Concepts of Mental Illness and Models 
of Treatment (Ltrs. to Ed.), G. Pittman, and 
G. Albee's reply, 1744, 1745-1746, June 1969. 

Emerging Concepts of Mental Illness and 
Models of Treatment: The Medical Point of 
View, R. Grinker, Sr., 865-869, Jan. 1969. 

Emerging Concepts of Mental Illness and 
Models of Treatment: The Psychological Point 
of View, G. Albee, 870-876, Jan. 1969. 

Initiation of a Psychiatric Teaching Program for 
Surgeons, F, Baudry, 1192-1197, March 
1969, 

More on the “Medical-Psychological Point of 
View" Debate (Ltrs. to Ed.), C. Goshen, and 
G. Albee's reply, 1744-1746, June 1969. 

Psychiatric Education of Physicians: What Are 
Our Goals? (Ed. N.), C. Branch, 237-241, 
Aug. 1968. 

The "Sickness Model" (Ltrs. to Ed.), D. Good- 
win, and G. Albee's reply, 1744-1745, 1745- 
1746, June 1969. 

Training of Nonpsychiatrist Physicians: Some 
USER (Ed. N.), N. Stratas, 1110-1111, Feb. 


J 
JEFFERSON, THOMAS: see HISTORY 


L 
LAWRENCE, T. E.: see HISTORY 
LITERATURE, MEDICAL 
Editorial Courtesy—Foreign Model (Ltrs. to 
Ed.), G. Gardner, 577, Oct. 1968. 


More on Editorial Courtesy (Ltrs. to Ed.), M. 
Bishop, 986, Jan, 1969. 


LITHIUM CARBONATE: see PSYCHOPHARMACOLOGY 
ISD: see HALLUCINOGENS 


M 
MARIHUANA: see HALLUCINOGENS 
MENTAL HEALTH MANPOWER 
The Health Careers Institute: A Mental Health 
Strategy for an Urban Community, H. Peck, 
1180-1186, March 1969. 
The Mental Health Technician: Maryland's 


Design for a New Health idaver, 
1013-1023, Feb, 1969, «ida 


Outpatient Geriatric Psychiatry in an Urban 


Ghetto with Nonprofessional Workers, 1697- 
1702, June 1969, 
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Training in Suicide Prevention for Professional 
and Community Agents, N. Farberow, 1702- 
1705, June 1969. 

MILITARY PSYCHIATRY 

An Experience in Submarine Psychiatry, J. 
Serxner, 25-30, July 1968. 

Separation Problems in Military Wives, H. 
MacIntosh, 260-265, Aug. 1968. 

Utilization of an Operant Conditioning Model 
for the Treatment of Character and Behavior 
Disorders in a Military Setting, A. Colman, 
and E. Caffey, Jr.'s discussion, 1395-1403, 
Apr. 1969. 

MOON PHASE 

Lunar Effect on Mental Illness (Ltrs. to Ed.), 
D. Lilienfeld, 1454, Apr. 1969. 

Lunar Effect on Mental Illness: The Relation- 
ship of Moon Phase to Psychiatric Emergen- 
cies, S. Bauer, 696-697, Nov. 1968. 


N 


NARCOTIC ADDICTION: see DRUG DEPENDENCE 
NEUROSIS 

Instructions and Reinforcement in the Modifica- 
tion of Neurotic Behavior, S. Agras, 1435- 
1439, Apr. 1969. 

NOMENCLATURE: see DIAGNOSTIC NOMENCLATURE 
NURSES 

The Importance of the Psychiatric Nurse: Views 
of Physicians, Patients, and Nurses, M. 
Zaslove, 482-486, Oct. 1968. 

Position Statement on Nursing Education (Off. 
Act.), 440, Oct. 1968. 

The Psychiatric Nurse (Ltrs, to Ed.) A. 
Hurwitz, and M. Zaslove's reply, 1266-1267, 
March 1969. 

The Psychiatrist-Nurse Team and Home Care in 
the Soviet Union and Amsterdam, P. Singer, 
and C. Aldrich's discussion, 1198-1202, March 
1969. 


o 


OBESITY 
Obesity and the Self-Help Group: A Look at 
TOPS, S. Wagonfeld, 249-252, Aug. 1968. 
OBITUARIES 
John J. Blasko, 1912-1968 (In Mem.), G. 
Weinstein, 573, Oct. 1968. 
William A. Horwitz, 1903-1968 (In Mem.), L. 
Kolb, 574, Oct. 1968. 
Earl Danford Bond: An Appreciation (Ed. N.), 
F. Braceland, 1240-1241, March 1969. 
Earl Danford Bond, M.D., 1878-1968 (In 
Mem.), L. Smith, 1260-1262, March 1969. 
OBSCENITY 
Determinants in the Judgment of Obscenity, J. 
Higgins, 1733-1738, June 1969. 
OPERANT CONDITIONING 
Psychotic Children and Behavior Modification, 
D. Churchill, 1585-1590, May 1969. 
Utilization of an Operant Conditioning Model 
for the Treatment of Character and Behavior 
Disorders in a Military Setting, A. Colman, 
and E. Caffey, Jr/s discussion, 1395-1403, 
Apr. 1969. 
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ORAL ACTIVITY 
Oral Activity Cycles in Mild Chronic Schizo- 
phrenia, S. Friedman, 743-751, Dec, 1968. 


P 


PARANOIA 

Complementariness Principle in Husbands of 
Paranoid Women (Ltrs. to Ed.), E. Revitch, 
and H. Grunebaum's reply, 983-984, Jan. 
1969. 

Willing Victims: The Husbands of Paranoid 
Women, R. DuPont, Jr., 151-159, Aug. 1968. 

PERCEPTION 

Orientational Perception (Ltrs. to Ed.), W. 
Bonime, 1609, May 1969. 

Orientational Perception: III. Orientational Per- 
cept Distortions in Depersonalization, D. 
Cappon, 1048-1056, Feb. 1969. 

Orientational Perception: IV. Time and Length 
Perception in Depersonalized and Derealized 
Patients and Controls Under Positive Feed- 
back Conditions, D. Cappon, 1214-1217, 
March 1969. 

PERSECUTION 1 

The Need for Ethnic Identification of Jewish 
Nazi Victims (Ltrs. to Ed.), I. Kanter, and P. 
Ostwald’s reply, 117-118, July 1968. 

Persecution Trauma and the Reconditioning of 
Emotional Life: A Brief Survey, J. Meerloo, 
1187-1191, March 1969. 

POVERTY: sce URBAN PROBLEMS 
PREGNANCY AND PUERPERIUM 

A Psychoendocrine Study of Pregnancy and 
Puerperium, C. Treadway, 1380-1386, Apr. 
1969. 

PSYCHIATRY ABROAD 

Admissions into the Treatment System, W. 
Barton, 644-649, Nov. 1968. 

Attitudes Toward Abortion, T. Rodger, 804-808, 
Dec. 1968. 

The Child Mental Health Care System, ^. Miller, 
660-665, Nov. 1968. 

The Chronic Care System, P. Sirotkin, 656-660, 
Nov. 1968. 

The Emergence of Priorities in Psychiatry, D. 
Clark, 1218-1222, March 1969. 

Evolution of British Attitudes Toward Homo- 
sexuality, J. Wolfenden, 792-797, Dec. 1968. 

Impressions of the U.S. Mission on Mental 
Health: Conclusions and Recommendations, 
S. Yolles, 670-674, Nov. 1968. 

The Law and the Mentally Ill, D. Bazelon, 665- 
669, Nov. 1968. 

The Law of Private Imprisonment: Fifty Dark 
Years for the Mentally Ill in Japan, Y. 
Kumasaka, 213-216, Aug. 1968. 

Mission to Moscow (Ed. N.), Z. Lebensohn, 
675-676, Nov. 1968. 

Mourning in Japan, J. Yamamoto, 1660-1665, 
June 1969. 

The National Health Service and British 
Psychiatry (Ed. N.), G. Stevenson, 1239-1240, 
March 1969. 

Need for Further Evaluation of Russian Psychi- 
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atric Services (Ltrs. to Ed.), N. Rollins, 703- 
704, Nov. 1968. j A 
Organization of Health Services in the Soviet 
Union: Overview and Trends, M. Gorman, 

638-643, Nov. 1968. i 

“Pathogenetic” (Dynamic) Psychotherapy in the 
Soviet Union (Ed. N.), I. Ziferstein, 677-678, 
Noy, 1968. KEUN 2 

The Pattern of Discharge and Readmission in 
Norwegian Mental Hospitals, 1936-1963, Ø. 
Ødegård, 333-340, Sept. 1968. i 

Problems in Phasing Out a Large Public 
Psychiatric Hospital, A. Stewart, 82-88, July 
1968. 

The Psychiatrist-Nurse Team and Home Care in 
the Soviet Union and Amsterdam, P. Singer, 
and C. Aldrich’s discussion, 1198-1202, March 
1969, 

Psychotherapy: The Views of Psychiatrists from 
Scotland and Nassau County, New York, F. 
Charatan, 1120-1122, Feb. 1969. 

Sexual Guilt and Culturally Sanctioned Delu- 
sions in Liberia, West Africa, R. Wintrob, and 
A. Kiev’s discussion, 89-95, J uly 1968, 

Social and Community Psychiatry, P. Sainsbury, 
1226-1231, March 1969, 

Soviet Psychiatric Lag (Ltrs, to Ed.), L. Bellak, 
1267, March 1969. 

The State of Psychotherapy in British Psychia- 
try, H. Dicks, 1232-1238, March 1969, 

The Status of Psychiatry in the National Health 
Service, A. Monro, 1223-1226, March 1969, 
The Treatment System, H. Visotsky, 650-655, 

Nov. 1968. 
Unusual Patterns of Crime During La Violencia 


in Colombia, C. León, 1564-1575, May 
1969, 


PSYCHIATRY, GENERAL 

Assault on Emotional Health (Ltrs. to Ed.), H. 
Harris, 403-404, Sept. 1968. 

Concept of Free Will (Ltrs. to Ed.), J. Hood, 
and S. Arieti’s reply, 704, Nov. 1968. 

Concepts of Mental Illness (Ltrs. to Ed.), H. 
McGrew, 1458, Apr. 1969. 

The Contribution of the Private Practitioner 
(Ltrs, to Ed.), M. Bishop, 1604, May 1969, 

Existentialism in American Psychiatry—Ten 


Years Later, M, Miller, 1112-111 
en 115, Feb. 


The Fate of the Mentally 
1333-1342, Apr. 1969. 


A Land of Lotus- 
1580, May 1969, 
National Institute for the Study of Conflict 


Resolution Suggested (Ltrs. te 
Jacobson, 116-117, July 1968, © | G- 


Pervasive Anxiety and the Need for Wisd 
Ted NJ), F. Braceland, 241-242, T 


Ill Physician, I. Small, 


Eaters? G. Carstairs, 1576- 


Prospects and Perspectives: 


Social Change for Psychi 
150, Aug. 1968, TY 


Psychiatric Practice and. 


Implications of 
W. Barton, 147- 


Public Policy, B, 


Brown, 141-146, Aug. 1968. 
Psychiatry and Foreign Affairs: The E; 
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Competence of Psychiatry, H. Rome, 725-730, 
Dec. 1968. 

Religion, Mental Health, and Personalitys A 
Review of Empirical Studies, V. Sanua, 1203. 
1213, March 1969. 

Some Thoughts on Thomas Szasz, F, Sander, 
1429-1431, Apr. 1969. 

Training for a Psychiatry of International Rela- 
tions, B. Wedge, 731-736, Dec. 1968, 

Trends in Psychiatric Treatment: A Report of 
a Private Psychiatric Practice, J. Visher, 959- 
963, Jan. 1969, 

An "Unscrewtape" Letter: A Reply to Fred 
Sander, T. Szasz, 1432-1435, Apr. 1969, 

PSYCHOANALYSIS 

The Current Status of Psychoanalysis in Ameri- 
can Psychiatry (Ed. N.), J. Marmor, 679-680, 
Nov. 1968. 

PSYCHODRAMA 

Television Videotape and Psychodrama (Ltrs, to 
Ed.), J. Moreno, 1453-1454, Apr. 1969, 

The Use of Television Videotape to Enhance the 
Therapeutic Value of Psychodrama, M. Gold- 
field, 690-692, Nov, 1968. 

PSYCHOPHARMACOLOGY 

Conceptual Objectives for a Model Course in 
Psychopharmacology in Psychiatric Educa- 
tion, F. Freyhan, 1160-1165, March 1969. 

Diphenylhydantoin: Inaccuracies in National 
Magazines (Ltrs, to Ed.), S. Livingston, 115- 
116, July 1968, 

Drug Therapy in Alcoholism, B. Kissin, 31-41, 
July 1968. - 
The Effects of Lithium Salts on Brain Activity in 

the Cat, E. Barratt, 530-536, Oct, 1968. 

Lithium Carbonate: Some Recommendations 
(Ed. N.), J. Cole, 556-557, Oct. 1968. 

Lithium Comes Into Its Own (Ed. N.), N. 
Kline, 558-560, Oct. 1968. 

Long-Term Chlorpromazine Retention and Its 
Modification by Steroids, M. Cowen, 243-245, 
Aug. 1968. 

Need for Careful Evaluation of Lithium (Ltrs. 
to Ed.), B. Blackwell, and N. Kline's reply, 
1131-1132, Feb, 1969, 

Problems of Diagnosis and the Definition of 
Comparable Groups: A Neglected Issue in 
Drug Research with Children, B. Fish, 900- 
908, Jan. 1969, 

Retention and Distribution Patterns of Lithium, 
a Pharmacological Tool in Studying the 
Pathophysiology of Manic-Depressive Psycho- 
sis, K. Greenspan, 512-519, Oct. 1968. 

Toward an Ego Psychological Appraisal of Drug 
Effects, L, Bellak, 593-604, Nov. 1968. 

PSYCHOPHARMACOLOGY, DRUG EFFICACY 

A Behavioral-Biochemical Study of Lithium 
Treatment, W, Bunney, Jr, 499-512, Oct. 
1968. 

Clinical Significance of Anticholinergic Effects 
9f Imipramine-Like Drugs, G. Vaillant, 1600- 
1602, May 1969, 

A Controlled Comparison of Lysergic Acid 
Diethylamide (LSD) and Dextroampheta- 


mine in Alcoholics, L. Hollister, 1352-1357, 
Apr. 1969, 


Amer. J. Psychiat. 125: 12, June 1969 


SUBJECT INDEX 


The Effect of Benzophenone Sunscreen Lotion 
on Chlorpromazine-Treated Patients, C. Ko- 
renyi, 971-974, Jan, 1969. 

Influences of Cylert Upon Memory Changes 
with ECT, I. Small, 837-840, Dec. 1968. 

Lithium Carbonate: A Clinical Study, H. Zall, 
549-555, Oct. 1968. 

Lithium Carbonate Therapy (Ltrs. to Ed.), B. 
Grimes, 853, Dec. 1968. 

Lithium and Double-Blind Studies (Ltrs. to 
Ed.), P. Blachly, and W. Bunney, Jr.’s reply, 
1264-1265, March 1969. 

Metronidazole in the Treatment of Alcoholism, 
S. Penick, 1063-1066, Feb. 1969. 

Recurrent Depressions and the Lithium Ion, W: 
Dyson, 544-548, Oct. 1968. 

The Treatment of Enuresis with Imipramine 
(Ltrs. to Ed.), L. Tec, and P. Bindelglas' 
reply, 266-267, Aug. 1968. 

Tybamate—A Perplexing Drug, K. Rickels, 320- 
326, Sept. 1968. 

The Use of Lithium in Affective Disorders: I. 
Acute Endogenous Depression, R. Fieve, 487- 
491, Oct. 1968. 

The Use of Lithium in Affective Disorders: II. 
Prophylaxis of Depression in Chronic Recur- 
rent Affective Disorders, R. Fieve, 492-498, 
Oct. 1968. 

PSYCHOPHARMACOLOGY, SIDE EFFECTS 

The Application of Automated Techniques in 
Assessing Psychotropic-Drug-Induced Side 
Effects, J. Holden, 562-569, Oct. 1968. 

Blood Sugar Levels in Patients Treated with 
Chlorpromazine, L. Schwarz, 253-255, Aug. 
1968. 

Clinical Significance of Anticholinergic Effects 
of Imipramine-Like Drugs, G. Vaillant, 1600- 
1602, May 1969. 

Follow-Up Studies of Lithium and Thyroid 
Function in Manic-Depressive lines, R. 
Fieve, 1443-1445, Apr. 1969. 

Grand Mal Seizures with Lithium Treatment 
(Ltrs. to Ed.), R. Wharton, and J. Cole’s 
reply, 1446-1447, Apr. 1969. 

Lithium Effects on Electrolyte Excretion, J. 
Tupin, and J. Schildkraut’s discussion, 536- 
543, Oct. 1968. 

Lithium Poisoning, M. Schou, 520-527, Oct. 
1968. 

Lithium and Thyroid Function (Ltrs. to Ed.), 
G. Simpson, and R. Fieve’s reply, 1132-1133, 
Feb. 1969. 

Lithium and Thyroid Function in Manic- 
Depressive Psychosis, R. Fieve, 527-530, Oct. 
1968. 

Physiologic Responses as Prognostic Guides in 
the Use of Antidepressant Drugs, W. Horwitz, 
60-68, July 1968. 

Possible Interaction Between Disulfiram and 
Isoniazid, H. Whittington, 1725-1729, June 
1969. 

Treatment of the Acute Alcohol Withdrawal 
State: A Comparison of Four Drugs, S. Kaim, 
1640-1646, June 1969. 


Amer. J. Psychiat, 125: 12, June 1969 


1775 


PSYCHOTHERAPY 

The Challenge of the Unconscious (Ltrs. to 
Ed.), O. Friedman, and R. Rabkin’s reply, 
980-981, 982-983, Jan. 1969. 

The Converging Paths of Behavior Therapy and 
Psychotherapy, R. Sloane, 877-885, Jan, 
1969. 

The Dynamic Formulation—A Critique of a 
Psychiatric Ritual, S. Goldsmith, 1738-1743, 
June 1969. 

Earlier Psychotherapy Training Urged (Ltrs. to 
Ed.), W. Scott, and S. Arieti’s reply, 706-707, 
Nov. 1968. 

Freud and the Unconscious (Ltrs. to Ed.), D. 
Pivnicki, and R. Rabkin's reply, 981-983, Jan. 
1969. 

Further Training in Psychotherapy (Ed. N.), S. 
Arieti, 96-97, July 1968. 

Is the Unconscious Necessary? R. Rabkin, 313- 
319, Sept. 1968. 

Knowledge of the Unconscious (Ltrs. to Ed.), 
R. Solomon, and R. Rabkin's reply, 981, 982- 
983, Jan. 1969. 

Need for Additional American Board Examina- 
tion Questioned (Ltrs. to Ed.), A. Colman, 
and S. Arieti's reply, 706-707, Nov. 1968. 

“Pathogenetic” (Dynamic) Psychotherapy in the 
Soviet Union (Ed. N.), I. Ziferstein, 677-678, 
Nov. 1968. 

Peer Supervision of Individual Psychotherapy, 
W. Todd, 780-784, Dec. 1968. 

Psychotherapy of Borderline Patients (Ltrs. to 
Ed.), M. Levine, and A. Lewis, Jr's reply, 
704-705, Nov. 1968. 

Psychotherapy Designed to Detect and Treat 
Suicidal Potential, H. Shein, 1247-1251, 
March 1969. . 

Psychotherapy: The Views of Psychiatrists from 
Scotland and Nassau County, New York, F. 
Charatan, 1120-1122, Feb. 1969. 

Reaching the "Externalizers"—A Three-Phase 
Approach, E. Oberman, 1404-1411, Apr. 
1969. 

The State of Psychotherapy in British Psychia- 
try, H. Dicks, 1232-1238, March 1969. 

PSYCHOTHERAPY, BRIEF 

Brief Psychotherapy (Ltrs. to Ed.), L. Boyer, 
and C. Aldrich’s reply, 1452-1453, Apr. 
1969. 

Brief Psychotherapy of Psychiatric Reactions to 
Physical Illness, E. Stein, 1040-1047, Feb. 
1969. 

Brief Psychotherapy: A Reappraisal of Some 
Theoretical Assumptions, C. Aldrich, 585-592, 
Nov. 1968. £ 

PSYCHOTHERAPY, GROUP 

Group Psychotherapy for Sexual Maladjust- 
ments, S. Hadden, 327-332, Sept. 1968. 

Group Therapy for Mothers and Children in 
Parallel, H. Bevan Jones, 1439-1442, Apr. 

1969. 

The Group Treatment of Male Exhibitionists, J. 
Witzig, 179-185, Aug. 1968. 


[189] 


d 1776 


R 


RELIGION " 
Religion, Mental Health, and Personality: A 
Review of Empirical Studies, V. Sanua, 12°03- 
1213, March 1969. 
RESIDENCY TRAINING: see EDUCATION, PSYCH- 
ATRIC 
RUSH, BENJAMIN: see HISTORY 


S 


SCHIZOPHRENIA 

Changes in Fertility Rates of Schizophrenic 
Patients in New York State, L. Erlenmeyer- 
Kimling, 916-927, Jan. 1969. 

Experimental Design Questioned (Ltrs. to Ed.), 
J. Feierman, and S. Friedman's reply, 1455- 
1456, Apr. 1969. 

A Follow-Up Study of Intensively Treated 
Chronic Schizophrenic Patients, M. Messier, 
1123-1127, Feb. 1969. 

Mauve Spot and Schizophrenia, G. Ellman, 849- 
851, Dec. 1968. 

Oral Activity Cycles in Mild Chronic Schizo- 
phrenia, S. Friedman, 743-751, Dec. 1968. 

Serum Macroglobulin (Sj9) in Families of 
Monozygotic Twins Discordant for Schizo- 
phrenia, J. Stabenau, 109-112, July 1968. 

Simple Schizophrenia (Ltrs. to Ed.), M. Rapp, 
and A, Stone's reply, 1449-1450, Apr, 1969, 

Simple Schizophrenia—Syndrome or Shibboleth, 
A. Stone, 305-312, Sept. 1968. 

SCHOOL MENTAL HEALTH 

Are Schools To Be or Not To Be Community 
Mental Health Centers? (Ltrs. to Ed.), H. 
Leuchter, 575-576, Oct, 1968. 

Drug Abuse and the Schools, J. Ungerleider, 
1691-1697, June 1969, 

Schools Should Not Be Community Mental 
Health Centers (Ltrs. to Ed.), T. Millar, and 
S. Stickney’s reply, 118-120, July 1968. 

Sex Education Programs in Schools, W. Peltz, 
m H. Martin's discussion, 206-212, Aug. 

Teacher Response to School Mental Health 
Programs, E. Mumford, 75-81, July 1968. 

SELF-HELP GROUPS 

Obesity and the Self-Help Group: A Look a 
TOPS, S. Wagonfeld, 249-252, A 1968. : 

creed Inc. (Ltrs. to Ed.), 1610, May 


by DEPRIVATION 
Psychopathological Reaction Precipitated b 
sd Deprivation, G. Curtis, 255-260, n 
SEXUAL DEVIANCY 
Correctional Treatment of the Sexual i 
C. Smith, 615-621, Nov, 1968. reus 
Evolution of British Attitudes Toward H, 
sexuality, J. Wolfenden, 792-797, Dec. 1968, 
Group Psychotherapy for Sexual Maladi i 
ments, S. Hadden, 327-332, Sept. 1968. o 
The Group Treatment of Male Exhibitionists, J, 
Witzig, 179-185, Aug. 1968, oh 


1190) 


Y 


SUBJECT INDEX 


SEXUALITY 

A Course for Medical Students in the Psychol- 
ogy of Sex: Training in Sociocultural Sensitiv- 
ity, S. Woods, 1508-1519, May 1969. 

Sexual Guilt and Culturally Sanctioned Delu- 
sions in Liberia, West Africa, R. Wintrob, and 
A. Kiev's discussion, 89-95, July 1968. 

SOCIAL PSYCHIATRY 

Affect as a Social Process, R. Rabkin, 773-779, 
Dec. 1968. 

Alcohol Abuse: A Crucial Factor in the Social 
Problems of Negro Men, L. King, 1682-1690, 
June 1969, 

Creation of a Crime Prevention Service Sug- 
gested (Ltrs. to Ed.), W. Bromberg, 402-403, 
Sept. 1968. 

Flight from Violence: Hippies and the Green 
Rebellion, J. Allen, 364-370, Sept. 1968. 

A More Active Social Role for Psychiatrists (Ed. 
N.), R. Waggoner, 1108-1109, Feb. 1969. 

Preventive Psychiatry for the Family: Theory, 
Approaches, and Programs, W. Bolman, 458- 
472, Oct. 1968. 

The Psychedelic "Hip Scene": Return of the 
Death Instinct, H. Brickman, 766-772, Dec. 
1968. 

Psychiatric Racial Discrimination? 
Ed.), G. Globus, 984-985, Jan. 1969. 

Psychiatric Services to a Sustained Social Protest 
Campaign: An On-Site, Walk-In Clinic at 
Resurrection City, Ad Hoc Committee, Psychi- 
atric Service, Health Services Coordinating 
Committee, Resurrection City, 1543-1551, 
May 1969, 

Psychiatry and Foreign Affairs: The Expanding 
Competence of Psychiatry, H. Rome, 725-730, 
Dec. 1968, 

Psychosocial Constraints on the Important 
Decision-Maker, L. Grinspoon, and A. 
Zaleznik’s discussion, 1074-1082, Feb. 1969. 

Psychosocial Factors in Riots—Old and New, J. 
Spiegel, 281-285, Sept. 1968. 

Reflections in the Rubble: Some Thoughts in the 
Aftermath of Civil Disorder, G. O'Connor, 
1557-1563, May 1969. 

Research on Psychosocial Adjustment of Indian 
Youth, H. Saslow, 224-231, Aug. 1968. 

Social Change and Unrest: The Responsibility of 
the Psychiatrist (Ed. N.), J. Spiegel. 1581- 
1582, May 1969, 

The Sociocultural Setting of Indian Life, D. 
McNickle, 219-223, Aug. 1968. 

Some Factors in the Psychiatric Treatment of 
Spanish-Americans, L. Kline, 1674-1681, June 

Some Implications for a Preventive Program for 
ae Indians, R. Leon, 232-236, Aug. 

Training for a Psychiatry of International 
Relations, B. Wedge, 731-736, Dec. 1968. 

Understanding Black Power: Processes and 


Propos C. Pinderhughes, 1552-1557, May 


SOMATIC TREA’ 


Citerrochen (Ltrs, to Ed.), B. Finkelstein, and 
R. Wharton's reply, 1130-1 131, Feb. 1969. 


Amer. J. Psychiat. 125: 12, June 1969 


(Ltrs. to 


SUBJECT INDEX 


Comparison of Therapeutic Effects and Memory 
Changes with Bilateral and Unilateral ECT, J. 
Strain, 294-304, Sept. 1968. 

Electrode Placement (Ltrs. to Ed.), B. Berkey, 
and J. Strain’s reply, 1263-1264, March 
1969. 

Electroshock Treatment: Two Novel Problems, 
R. Wharton, 397-398, Sept. 1968. 

Influences of Cylert Upon Memory Changes 
with ECT, I. Small, 837-840, Dec. 1968. 

More on Cerletti and Electric Fish (Ltrs. to 
Ed.), P. Lemkau, 1609-1610, May 1969. 

Multiple Monitored Electroconvulsive Treatment, 
R. White, 622-626, Nov. 1968. 

SOVIET PSYCHIATRY: see PSYCHIATRY ABROAD 
STUTTERING 

A Behavioral Approach to the Treatment of 

Stuttering, J. Brady, 843-848, Dec. 1968. 
SUICIDE 

Causal Factors in Suicidal Attempts by Male 
and Female College Students, G. Blaine, Jr., 
834-837, Dec. 1968. 

Depersonalization and Self-Destruction, H. 
Waltzer, 399-401, Sept. 1968. 

The Persistent Suicidal Patient, C. Watkins, 
1590-1593, May 1969. 

Psychotherapy Designed to Detect and Treat 
Suicidal Potential, H. Shein, 1247-1251, March 
1969. 

Some Typical Patterns in the Behavior and 
Background of Adolescent Girls Who Attempt 
Suicide, A. Schrut, 69-74, July 1968. 

Suicide and the Communication of Rage: A 
Cross-Cultural Case Study, F. McCandless, 
197-205, Aug. 1968. 

Suicide in Psychiatric Patients Who Have 
Received Hospital Treatment, G. Wilson, Jr., 
752-757, Dec. 1968. 

Training in Suicide Prevention for Professional 
and Community Agents, N. Farberow, 1702- 
1705, June 1969. 

Urban Problems and Suicide Prevention (Ed. 
N.), H. Resnik, 1723-1724, June 1969. 


"m 


TELEVISION 

Television Videotape and Psychodrama (Ltrs. to 
Ed.), J. Moreno, 1453-1454, Apr. 1969. 

The Use of Television Videotape to Enhance the 
Therapeutic Value of Psychodrama, M. Gold- 
field, 690-692, Nov. 1968. 

TRANSCULTURAL PSYCHIATRY 

Cross-National Study of Diagnosis of the Mental 
Disorders: Methodology and Planning, J. 
Zubin, Supp. 12-20, Apr. 1969. 

Cross-National Study of Diagnosis of the Mental 
Disorders: Origin of the Problem, M. Kramer, 
Supp. 1-11, Apr. 1969. 

Cross-National Study of Diagnosis of the Mental 
Disorders: Some Comparisons of Diagnostic 
Criteria from the First Investigation, B. 
Gurland, Supp. 30-39, Apr. 1969. 

Cross-National Study of Diagnosis of the Mental 
Disorders: Some Results from the First 


Amer. J. Psychiat. 125: 12, June 1969 


1771 


Comparative Investigation, J. Cooper, Supp. 
21-29, Apr. 1969. 

Diagnosis: An Important Tool in Program 
Planning (Ed. N.), E. Wittkower, 1427-1428, 
Apr. 1969. 

Discussion: First Aid or Euthanasia for Psychi- 
atric Classification? B. Dohrenwend, Supp. 39- 
41, Apr. 1969. 

Discussion: The Problems Raised by Cross- 
Cultural Studies, R. Kendell, Supp. 41-43, 
Apr. 1969. 

Discussion: A Renaissance of Psychiatric Diag- 
nosis? H. Lehmann, Supp. 43-46, Apr. 1969. 
Suicide and the Communication of Rage: A 
Cross-Cultural Case Study, F. McCandless, 

197-205, Aug. 1968. 

"Unusual Patterns of Crime During La Violencia 
in Colombia, C. León, 1564-1575, May 
1969. 

TRANSPLANT, KIDNEY 

Kidney Transplant and Shifts in Family Dynam- 

ics, J. Kemph, 1485-1490, May 1969. 
TRANSSEXUALISM 

The Desire for Sexual Transformation: A 
Psychiatric Evaluation of Transsexualism, C. 
Socarides, 1419-1425, Apr. 1969. 

Transsexualism—Problems in Treatment, H. 
Baker, 1412-1418, Apr. 1969. 


U 


UNCONSCIOUS 

The Challenge of the Unconscious (Ltrs, to 
Ed.), O. Friedman, and R. Rabkin's reply, 
980-981, 982-983, Jan. 1969. 

Freud and the Unconscious (Ltrs. to Ed.), D. 
Pivnicki, and R. Rabkin's reply, 981-983, Jan. 
1969. 

Is the Unconscious Necessary? R. Rabkin, 313- 
319, Sept. 1968. 

Knowledge of the Unconscious (Ltrs. to Ed.), 
R. Solomon, and R. Rabkin's reply, 981, 982- 
983, Jan. 1969. 

"URBAN PROBLEMS 

Alcohol Abuse: A Crucial Factor in the Social 
Problems of Negro Men, L. King, 1682-1690, 
June 1969. 

Civil Disobedience and Urban Revolt, G. Usdin, 
1537-1543, May 1969. 

Community Mental Health and Comprehensive 
Health Service Programs for the Poor, D. 
Scherl, 1666-1674, June 1969. 

Drug Abuse and the Schools, J. Ungerleider, 
1691-1697, June 1969. 

The Health Careers Institute: A Mental Health 
Strategy for an Urban Community, H, Peck, 
1180-1186, March 1969. 

A Land of Lotus-Eaters? G. Carstairs, 1576- 
1580, May 1969. 

Our Most Crucial Domestic Issue (Ed. N.), C. 
Pierce, 1583-1584, May 1969. 

Outpatient Geriatric Psychiatry in an Urban 
Ghetto with Nonprofessional Workers, 1697- 
1702, June 1969. 

Poverty and Mental Illness: Patients’ Perceptions 


[191] 


i 778 


of Poverty As an Etiological Factor in Their 
Illness, N. Brill, 1172-1179, March 1969. 

Psychiatric Services to a Sustained Social Protest 
Campaign: An On-Site, Walk-In Clinic at 
Resurrection City, Ad Hoc Committee, Psychi- 
atric Service, Health Services Coordinating 
Committee, Resurrection City, 1543-1551, 
May 1969. 

Psychosocial Factors in Riots—Old and New, J. 
Spiegel, 281-285, Sept. 1968. 

Reflections in the Rubble: Some Thoughts in the 
Aftermath of Civil Disorder, G. O'Connor, 
1557-1563, May 1969. 

Social Change and Unrest: The Responsibility of 
the Psychiatrist (Ed. N.), J. Spiegel, 1581- 
1582, May 1969. 

Training in Suicide Prevention for Professional 
and Community Agents, N. Farberow, 1702- 
1705, June 1969. 

Understanding Black Power: Processes and 
Proposals, C. Pinderhughes, 1552-1557, May 
1969. 

Urban Disintegration and the Psychiatrist's Di- 


AUTHOR INDEX 


lemma (Ed. N.), E. Brody, 1719-1721, June 
1969. 

Urban Mental Health Issues (Ed. N.), C. Pinder- 
hughes, 1721-1722, June 1969. 

Urban Problems and Suicide Prevention (Ed, 
N.), H. Resnik, 1723-1724, June 1969, 

Violent Patients in the Emergency Room, J, 
Lion, 1706-1711, June 1969, 


w 


WEAPONS 

Firearms and the Determination of Competency 
(Ltrs. to Ed.), J. Varni, 1604, May 1969. 

Management of the College Student with 
Homicidal Impulses—The “Whitman Syn- 
drome,” J. Kuehn, 1594-1599, May 1969, 

More on “Who Should Have a Gun?” (Ltrs, to 
Ed.), W. Loring, 1456, Apr. 1969, 

Who Should Have a Gun? (Ltrs. to Ed.), P. 
Nemetz, 1456, Apr. 1969. 

Who Should Have a Gun? Some Preliminary 
Psychiatric Thoughts, L. Rotenberg, 841-843, 
Dec. 1968. 


Author Index 


A 


Adams, J, R.: Report of the Speaker (Off. Act.), 
432, Sept. 1968. 

Ad Hoc Report Committee, Psychiatric Service, 
Health Services Coordinating Committee, Resur- 
rection City: Psychiatric Services to a Sustained 
Social Protest Campaign: An On-Site, Walk-In 
mune at Resurrection City, 1543-155 1, May 

Agle, D. P.: see Strain, J. J., jt. au. 

Agras, S, Leitenberg, H., Barlow, D. H., and 
Thomson, L. E.: Instructions and Reinforcement 
in the Modification of Neurotic Behavior, 1435- 
1439, Apr. 1969, 


Agus, B.: see Allen, T, E., jt. au. 

Albee, G. W.: Emerging Concepts of Mental 
Illness and Models of Treatment: The Psycho- 
logical Point of. View, 870-876, Jan. 1969. 

Albee, G. W.: reply to Pittman, G. D.: Emerging 
Concepts of Mental Illness and Models of Treat- 


ychotherapy: A Reapprais- 
ical Assumptions, 585.592, 


Aldrich, C. K.: discussion of Sin 
ger, P., Hollowa: ü 
B. and Kolb, L, C.: The Psychiatrist-Nur.e 


Team and Home Care in the Soviet Union and 


Amsterdam, 1201- 
Aldrich, C. 1-1202, March 1969, 


+ K.: reply to Boyer, L. B.: i 
UN ; L. B: Brief 

pis therapy (Ltrs, to Ed.), 1453, Apr. 
Allen, J. R., and West, L. J.: Flight from Violence: 
[192] 


in and the Green Rebellion, 364-370, Sept. 

1968. 

Allen, T. E, and Agus, B.: Hyperventilation 
Leading to Hallucinations, 632-637, Nov. 1968. 

Amdisen, A.: see Schou, M,, jt. au. 

Arieti, S.: Further Training in Psychotherapy (Ed. 
N.), 96-97, July 1968, 

Arieti, S.: reply to Hood, J. N.: Concept of Free 
Will (Ltrs, to Ed.), 704, Nov. 1968. 

Arieti, S.: reply to Colman, A. D.: Need for 
Additional American Board Examination Ques- 
tioned, and Scott, W. C.: Earlier Psychotherapy 
TEE Urged (Ltrs. to Ed.), 707, Nov. 

Assue, C. M.: see Small, I. F., jt. au. 

Astrachan, B.: see Redlich, F. C., jt. au. 


B 


Bach-y-Rita, G.: see Lion, J. R., jt. au. 

Baker, H. J.: Transsexualism— Problems in Treat- 
ment, 1412-1418, Apr, 1969. 

Baker, S. L., Jr.: see Colman, A. D., jt. au. 

Ball, W.: see Watkins, C., jt. au. 

Banks, R.: see Cappon, D., jt. au. 

Barchha, R., Stewart, M. A., and Guze, S. B.: The 
Prevalence of Alcoholism Among General Hospi- 
tal Ward Patients, 681-684, Nov. 1968. 

Barlow, D. H.: see Agras, S., jt. au. 

Barratt, E. S., Creson, D. L., and Russell, G.: The 
Effects of Lithium Salts on Brain Activity in the 
Cat, 530-536, Oct, 1968. 

Barton, W. E. Prospects and Perspectives: 


Implications of Social Ay, 
147-150, Aug. i968, ne f° Paychiatry. 


Amer. J. Psychiat, 125: 12, June 1969 


AUTHOR INDEX 


Barton, W. E.: Report of the Medical Director 
(Off, Act.), 429-432, Sept. 1968. 

Barton, W. E.: Admissions into the Treatment 
System, 644-649, Nov. 1968. 

Bass, R. A.: see Kramer, J. C., jt. au. 

Baudry F. and Wiener, A.: Initiation of a 
Psychiatric Teaching Program for Surgeons, 
1192-1197, March 1969. 

Bauer, S. F., and Hornick, E. J.: Lunar Effect on 
Mental Illness: The Relationship of Moon Phase 
to Psychiatric Emergencies, 696-697, Nov. 
1968. 

Bazelon, D. L.: The Law and the Mentally Ill, 
665-669, Nov. 1968. 

Bellak, L.: Soviet Psychiatric Lag (Ltrs. to Ed.), 
1267, March 1969. 

Bellak, L., Hurvich, M., Silvan, M., and Jacobs, 
D.: Toward an Ego Psychological Appraisal of 
Drug Effects, 593-604, Nov. 1968. 

Bemporad, J. R., Sours, J. A., and Spalter, H. F.: 
Cataracts Following Chronic Headbanging: A 
Report of Two Cases, 245-249, Aug. 1968. 

Bendt, R. H.: see McGarry, A. L. jt. au. 

Benezra, E. E.: Duality of Human Nature (Ltrs. 
to Ed.), 1456-1457, Apr. 1969. 

Bennie, E. H., and Sclare, A. B.: The Battered 
Child Syndrome, 975-979, Jan. 1969. 

Berecochea, J. E.: see Kramer, J. C., jt. au. 

Berkey, B. R.: Electrode Placement (Ltrs. to Ed.), 
1263, March 1969. 

Berkower, L.: The Enduring Effect of the Jewish 
Tradition Upon Freud, 1067-1073, Feb. 1969. 

Bermann, E. A.: see Kemph, J. P., jt. au. 


~ Berne, E.: Staff-Patient Staff Conferences, 286-293, 


Sept. 1968. 

Bevan Jones, H.: Group Therapy for Mothers and 
Children in Parallel, 1439-1442, Apr. 1969. 

Bidder, T. G.: see Strain, J. J., jt. au. 

Bindelglas, P. M.: reply to Tec, L.: The Treatment 
of Enuresis with Imipramine (Ltrs. to Ed.), 
266-267, Aug. 1968. 

Binger, C.: Conflicts in the Life of Thomas 
Jefferson, 1098-1104, Feb. 1969. 

Binger, C. A. L.: The Dreams of Benjamin Rush, 
1653-1659, June 1969. 

Bishop, L. A.: see Pattison, E. M., jt. au. 

Bishop, M.: More on Editorial Courtesy (Ltrs. to 
Ed.), 986, Jan. 1969. 

Bishop M.: The Contribution of the Private 
Practitioner (Ltrs. to Ed.), 1604, May 1969. 

Bittner, E.: see Ostwald, P., jt. au. 

Blachly, P. H.: Lithium and Double-Blind Studies 
(Ltrs. to Ed.), 1264, March 1969. 

Blacker, K. H., Jones, R. T., Stone, G. C., and 
Pfefferbaum, D.: Chronic Users of LSD: The 
“Acidheads,” 341-351, Sept. 1968. 

Blackwell, B.: Need for Careful Evaluation of 
Lithium (Ltrs. to Ed.), 1131, Feb. 1969. 

Blaine, G. B. Jr, and Carmen, L. R.: Causal 
Factors in Suicidal Attempts by Male and 
Female College Students, 834-837, Dec. 1968. 

Blocker, W. W., Jr., Kastl, A. J., JT., and Daroff, R. 
B.: The Psychiatric Manifestations of Cerebral 
Malaria, 192-196, Aug. 1968. 

Blos, P.: see Solnit, A. J., jt. au. 


Amer. J. Psychiat. 125: 12, June 1969 


1779 E 


Boelhouwer, C., Henry, C. E., and Glueck, B. C., 
Jr.: Positive Spiking: A Double-Blind Control 
Study on Its Significance in Behavior Disorders, 
Both Diagnostically and Therapeutically, 473- 
481, Oct. 1968. 

Bolman, W. M.: Preventive Psychiatry for the 
Family: Theory, Approaches, and Programs, 
458-472, Oct. 1968. 

Bonime, W.: Orientational Perception (Ltrs. to 
Ed.), 1609, May 1969. 

Botvin, C. S.: see Messier, M., jt. au. 

Bowen, H. L.: see Ungerleider, J. T., jt. au. 

Boyer, L. B.: Brief Psychotherapy (Ltrs. to Ed.), 
1452-1453, Apr. 1969. 

Braceland, F. J.: Pervasive Anxiety and the Need 
for Wisdom (Ed. N.), 241-242, Aug. 1968. 

Braceland, F. J.: Card of Thanks (Ed. N.), 954- 
956, Jan. 1969. 

Braceland, F. J.: Earl 
Appreciation (Ed. N.), 
1969. 

Brady, J. P.: A Behavioral Approach to the 
Treatment of Stuttering, 843-848, Dec. 1968. 
Branch, C. H. H.: Henry Walter Brosin, M.D., 

Builder of Bridges, 18-24, July 1968. 

Branch, C. H. H.: Psychiatric Education of 
Physicians: What Are Our Goals? (Ed. N.), 
237-241, Aug. 1968. 

Brickman, H. R.: The Psychedelic “Hip Scene": 
Return of the Death Instinct, 766-772, Dec. 
1968. ; 

Brill, N. Q., Weinstein, R., and Garratt, J.: Poverty 
and Mental Illness: Patients’ Perceptions of 
Poverty As an Etiological Factor in Their Illness, 
1172-1179, March 1969. 

Brody, E. G.: Urban Disintegration and the Psy- 
chiatrist’s Dilemma (Ed. N.), 1719-1721, June 
1969. 

Bromberg, W.: Creation of a Crime Prevention 
Service Suggested (Ltrs. to Ed.), 402-403, Sept. 
1968. 

Bromberg, W.: Marihuana—Thirty-five Years Later 
(Ed. N.), 391-393, Sept. 1968. 

Bromberg, W.: reply to Mikuriya, T. H.: Need for 


Danford Bond: An 
1240-1241, March 


Just Marihuana Laws (Ltrs. to Ed.), 852-853, 
Dec. 1968. 
Bromberg, W.: Psychiatrists in Court: The 


Psychiatrist’s View, 1343-1347, Apr. 1969. 
Brosin, H. W.: The Presidential Address: Adapta- 
tion to the Unknown, 1-16, July 1968. 


Brosin, H. W.: Introduction, Supp. 1-2, Jan. 
1969. 
Brown, B. S.: Psychiatric Practice and Public 


Policy, 141-146, Aug. 1968. 

Brummit, H.: More on Enuresis (Ltrs. to Ed.), 
1457, Apr. 1969. 

Brunschwig, L.: see Strain, J. Ja jt. au. 

Bunney, W. E., Jr., and Goodwin, F. K.: reply to 
Blachly, P. H.: Lithium and Double-Blind 
Studies (Ltrs. to Ed.), 1264-1265, March 
1969. 

Bunney, W. E., Jr., Goodwin, F. K., Davis, J. M., 
and Fawcett, J. A.: A Behavioral-Biochemical 
Study of Lithium Treatment, 499-512, Oct. 
1968. 


[193] 


1780 


Burton, J.: see Kuehn, J. L., jt. au. y 

Butterfield, L. H.: discussion of Binger, C.: 
Conflicts in the Life of Thomas Jefferson, 1104- 
1107, Feb. 1969. 


C 


Caffey, E. M., Jr.: discussion of Colman, A. D., 
and Baker, S. L., Jr.: Utilization of an Operant 
Conditioning Model for the Treatment of 
Character and Behavior Disorders in a Military 
Setting, 1402-1403, Apr. 1969. 

Calobrisi, D.: Classification of Children’s Mental 
Disorders (Ltrs. to Ed.), 1457-1458, Apr. 1969. 

Cameron, D. C.: Report of the Treasurer (Off. 
Act.), 426-428, Sept. 1968. 

Cappon, D.: Orientational Perception: III. Orien- 
tational Percept Distortions in Depersonalization, 
1048-1056, Feb. 1969. 

Cappon, D., and Banks, R.: Orientational Percep- 
tion; IV. Time and Length Perception in 
Depersonalized and Derealized Patients and 
Controls Under Positive Feedback Conditions, 
1214-1217, March 1969, 

Carmen, L. R.: see Blaine, G. B., Jr., jt. au. 

Carmichael, H. T.: Continuing Education for 
Psychiatrists (Ed. N.), 97-98, July 1968. 

Carrier, R. N.: see Penick, S. B., jt. au. 

Carstairs, G. M.: A Land of Lotus-Eaters? 1576- 
1580, May 1969. 

Charatan, F. B., and Rosenblatt, I.: Psychother- 
apy: The Views of Psychiatrists from Scotland 
quodvis County, New York, 1120-1122, Feb. 

Chayet, N. L.: Legal Neglect of the Mentally Ill, 
785-792, Dec. 1968. 

Chodoff, P.: reply to Friedman, H. J.: The 
DE Syndrome (Ltrs, to Ed.), 1451, Apr. 


Churchill, D. W.: Psychotic Children and Behav- 
ior Modification, 1585-1590, May 1969. 

Clark, D. H.: The Emergence of Priorities in 
Psychiatry, 1218-1222, March 1969. 

Clark, L. D., and Nakashima, E. N.: Experimental 
Studies of Marihuana, 379-384, Sept. 1968, 

Clayton, P., Desmarais, L, and Winokur, G.: A 


Study of Normal Bereavement, 168-178, Aug. 


1968. 
Clayton, P. J.: see Reich, T., jt. au. 
ee que Oberman, E., jt. au. 
is, W. L.: Psychotherapy and Board Examina- 
tions (Ltrs, to Ed.), 1448-1449, Apr. 1969. x 


» S.: The Cycli hedeli 
394° Sj 15 ree ic Psychedelics (Ed. N.), 393- 


Colby, K, M.: see Stillman, R., jt. au. 


Cole, J. O.: Lithium Carbonate: Soi ‘ecom. 
mendations (Ed. N.), 556-557, Oct, 1968. oT 


Cole, J. O.: see Katz, M. M, jt. au. 


Colman, A. D.: Need for Additional i 
Board Examination i Ta 
706, Noe pan Questioned (Ltrs, to Ed.), 


Colman, A. D., and Baker, S. L., Jr.: 


: Baker Utilization 
an Conditioning Model for the Tes 


[194] 


ECKE 


AUTHOR INDEX 


ment of Character and Behavior Disorders in a 
Military Setting, 1395-1402, Apr. 1969, 

Cooper, J. E.: see Gurland, B. J., jt. au. 

Cooper, J. E., Kendell, R. Gurland, B, J, 
Sartorius, N., and Farkas, T.: Cross-National 
Study of Diagnosis of the Mental Disorders; 
Some Results from the First Comparative 
Investigation, Supp. 21-29, Apr. 1969. 

Cooper, T. B.: see Simpson, G. M., jt. 2 

Coppolillo, H. P.: see Kemph, J. . au. 

Cowen, M. A, and Martin, W. C.: Long-Term 
Chlorpromazine Retention and Its Modification 
by Steroids, 243-245, Aug. 1968. 

Crawshaw, R.: Powerless Groups—A Vector in 
Mental Health Education, 967-971, Jan. 1969. 

Creson, D. L.: see Barratt, E. S., jt. au. 

Creson, D. L.: see Tupin, J. P., jt. au, 

Curran, W. J.: Policies and Practices Concerning 
Confidentiality in College Mental Health Ser- 
vices in the United States and Canada, 1520- 
1530, May 1969, 

Curran, W. J.: see McGarry, A. L., jt. au. 

Curtis, G. C., and Zuckerman, M.: A Psychopatho- 
logical Reaction Precipitated by Sensory Depri- 
vation, 255-260, Aug. 1968. 


D 


Dahlberg, C. C., Mechaneck, R., and Feldstein, S.: 
LSD Research: The Impact of Lay Publicity, 
685-689, Nov. 1968. 

Daroff, R. B.: see Blocker, W. W., Jr., jt. au. 

Darvish, H.: see King, L. J., jt. au. 

Davenport, R. K., Jr.: see Turner, C. H., jt. au. 

Davidson, H. A.: The Coach, Yes; The Umpire, 
No. (Ed. N.), 825-826, Dec. 1968. 

Davis, J. M.: see Bunney, W. E., Jr., jt. au. 

Dean, S. R.: Recovery, Inc. (Ltrs. to Ed.), 1610, 
May 1969. 

Deming, W. E.: see Erlenmeyer-Kimling, L. jt. 
au. 

Desmarais, L.: see Clayton, P., jt. au. 

Dicks H. V.: The State of Psychotherapy in 
British Psychiatry, 1232-1238, March 1969. 

Dohrenwend, B. P.: Discussion: First Aid or 
Euthanasia for Psychiatric Classification? Supp. 
39-41, Apr. 1969, 

Donahue, J. M.: More on the New Diagnostic 
Nomenclature (Ltrs. to Ed.), 986, Jan. 1969. 

Duffy, J. P.: see Strain, J. J., jt. au. 

DuPont, R. L., Jr, and Grunebaum, H.: Willing 
Victims: The Husbands of Paranoid Women, 
151-159, Aug. 1968. 

DuPont, R. L., Jr., and Grunebaum, H. U.: reply 
to Revitch, E.: Complementariness Principle in 
Husbands of Paranoid Women (Ltrs. to Ed.), 
984, Jan. 1969, 

Durell, J.: see Greenspan, K., jt. au. 


Dyson, W. L., and Mendelson, M.: Recurrent 
toaressions and the Lithium Ion, 544-548, Oct. 


E 


Earley, L. W., and von Merin; : ing Old 
A e g O.: Growing 
the Outpatient Way, 963-967, Jan. 1969. 


Amer. J. Psychiat. 125: 12, June 1969 


AUTHOR INDEX 


Ellman, G. L., Jones, R. T., and Rychert, R. C.: 
Mauve Spot and Schizophrenia, 849-851, Dec. 
1968. 

Ellsworth, R. B.: Open Staff Conferences (Ltrs. to 
Ed.), 1264, March 1969. 

Endicott, J.: see Spitzer, R. L., jt. au. 

Enelow, A. J., and Myers, V. H.: Postgraduate 
Psychiatric Education: The Ethnography of a 
Failure, 627-631, Nov. 1968. 

English, J. T.: see Scherl, D. J., jt. au. 

Ericson, R. P.: see Rosenberg, M., jt. au. 

Erlenmeyer-Kimling, L., Nicol, S., Rainer, J. D., 
and Deming, W. E.: Changes in Fertility Rates 
of Schizophrenic Patients in New York State, 
916-927, Jan. 1969. 

Ervin, F. R.: see Lion, J. R., jt. au. 

Evans, R. C.: The Role of the Non-Professional in 
Child Psychiatry (Ltrs. to Ed.), 705-706, Nov. 
1968. 


F 


Faillace, L. A.: see Snyder, S. H., jt. au. 

Farberow, N. L.: Training in Suicide Prevention 
for Professional and Community Agents, 1702- 
1705, June 1969. 

Farkas, T.: see Cooper, J. E., jt. au. 

Farnsworth, D, L.: Alcoholism—The Supreme 
Court Decision (Ed. N.), 826-827, Dec. 1968. 
Farrell, M. J.: Response of the Speaker-Elect (Off. 

Act.), 433, Sept. 1968. 

Fawcett, J. A.: see Bunney, W. E., Jr., jt. au. 

Feierman, J. R.: Experimental Design Questioned 
(Ltrs. to Ed.), 1455, Apr. 1969. 

Feldman, E.: see Grosz, H. J., jt. au. 

Feldstein, S.: see Dahlberg, C. C., jt. au. 

Fellner, C. H.: see Miller, M. H., jt. au. 

Fieve, R. R., and Platman, S.: Lithium and 
Thyroid Function in Manic-Depressive Psycho- 
sis, 527-530, Oct. 1968. 

Fieve, R. R., and Platman, S. R.: reply to Simpson, 
G. M., and Cooper, T. B.: Lithium and Thyroid 
Function (Ltrs. to Ed.), 1132-1133, Feb. 
1969. 

Fieve, R. R., and Platman, S. R.: Follow-Up 
Studies of Lithium and Thyroid Function in 
Manic-Depressive Illness, 1443-1445, Apr. 1969. 

Fieve, R. R., Platman, S. R., and Plutchik, R. R.: 
The Use of Lithium in Affective Disorders: I. 
Acute Endogenous Depression, 487-491, Oct. 
1968. 

Fieve, R. R., Platman, S. R., and Plutchik, R. R.: 
The Use of Lithium in Affective Disorders: II. 
Prophylaxis of Depression in Chronic Recurrent 
Affective Disorder, 492-498, Oct. 1968. 

Finkelstein, B. A.: Citerrochen (Ltrs. to Ed.), 
1130, Feb. 1969. 

Finnerty, R.: see Messier, M., jt. au. 

Fish, B.: Problems of Diagnosis and the Definition 
of Comparable Groups: A Neglected Issue in 
Teen Research with Children, 900-908, Jan. 

Fisher, D. D.: see Ungerleider, J. T., jt. au. 

Fleiss, J. L.: see Gurland, B. J. jt. au. 

Forgy, E.: see Ungerleider, J. T., jt. au. 

Fowler, R. D. Jr: The Current Status of 


Jen. 


_ Amer. J. Psychiat. 125: 12, June 1969 


E OA 


Computer Interpretation of Psychological Tests, 
Supp. 21-27, Jan. 1969. 

Freyhan, F. A.: Conceptual Objectives for a Model 
Course in Psychopharmacology in Psychiatric 
Education, 1160-1165, March 1969. 

Friedman, H. J.: The Borderline Syndrome (Ltrs. 
to Ed.), 1450-1451, Apr. 1969. 

Friedman, O. L.: The Challenge of the Uncon- 
scious (Ltrs. to Ed.), 980-981, Jan. 1969. 

Friedman, S.: Oral Activity Cycles in Mild Chronic 
Schizophrenia, 743-751, Dec. 1968. 

Friedman, S.: reply to Feierman, J. R.: Experi- 
mental Design Questioned (Ltrs. to Ed.), 1455- 
1456, Apr. 1969. 

Fuller, M.: see Ungerleider, J. T., jt. au. 

Fuller, M.: see Zaslove, M. O., jt. au. 


G 


Garber, R. S.: Highlights of the 124th Annual 
Meeting (Off. Act.), 137-139, July 1968. 

Garber, R. S.: Report of the Secretary: Summary 
of Meetings of Council and Executive Commit- 
tee May 1967-May 1968 (Off. Act.), 421-426, 
Sept. 1968. 

Gardner, G. E.: Editorial Courtesy—Foreign 
Model (Ltrs. to Ed.), 577, Oct. 1968. 

Garratt, J.: see Brill, N. Q., jt. au. 

Gendzier, I. L.: The Lawrence Enigma (Ltrs, to 
Ed.), 1607-1608, May 1969. 

Gilbert, J. E.: see Watkins, C., jt. au. 

Gildea, E. F.: reply to Miller, P. R.: Sense and 

Symbol (Ltrs. to Ed.), 1747, June 1969. 

Gilford, L. M.: see Spitzer, R. L., jt. au. 

Globus, G. G.: Psychiatric Racial Discrimination? 
(Ltrs. to Ed.), 984-985, Jan. 1969. 

Glueck, B. C., Jr.: see Boelhouwer, C., jt. au. 

Glueck, B. C., Jr, and Stroebel, C. F.: The 
Computer and the Clinical Decision Process: II, 
Supp. 2-7, Jan. 1969. 

Goldfield, M. D. and Levy, R.: The Use of 
Television Videotape to Enhance the Therapeu- 
tic Value of Psychodrama, 690-692, Nov. 
1968. 

Goldsmith, S. R.: see Ungerleider, J. T., jt. au. 

Goldsmith, S. R., and Mandell, A. J.: The Dy- 
namic Formulation—A Critique of a Psychi- 
atric Ritual, 1738-1743, June 1969. 

Goldstein, A. S.: Psychiatrists in Court: Some 
Perspectives on the Insanity Defense, 1348-1351, 
Apr. 1969. 

Goodman, S.: see Solnit, A. J., jt. au. 

Goodwin, D. W.: The “Sickness Model” (Ltrs, to 
Ed.), 1744-1745, June 1969. 

Goodwin, F. K.: see Bunney, W. E., Jr. jt. au. 

Gorman, M.: Organization of Health Services in 
the Soviet Union: Overview and Trends, 638- 
643, Nov. 1968. 

Goshen, C. E: More on the *Medical-Psycho- 
logical Point of View" Debate (Ltrs. to Ed.), 
1745, June 1969. 

Graff, H: Marihuana and Scopolamine "High," 
1258-1259, March 1969. 

Green, R.: see Greenspan, K., jt. au. 


Greenspan, K., Green, R., and Durell, J.: Retention 
and Distribution Patterns of Lithium, a Pharma- 


[195] 


1782 


cological Tool in Studying the Pathophysiology 
of Manic-Depressive Psychosis, 512-519, Oct. 
1968. 

Grey, L.: see Whittington, H. G., jt. au. - 

Griesemer, R. D.: see Mehlman, R. D., jt. au. 

Griffin, W. V., Mauritzen, J. H., and Kasmar, J. V.: 
The Psychological Aspects of the Architectural 
Environment: À Review, 1057-1062, Feb. 1969. 

Grimes, B. P. and Long R. F.: Lithium 
Carbonate Therapy (Ltrs. to Ed.), 853, Dec. 
1968. 

Grinker, R. R., Sr.: Emerging Concepts of Mental 
Illness and Models of Treatment: The Medical 
Point of View, 865-869, Jan. 1969. 

Grinspoon, L.: Psychosocial Constraints on the 
Important Decision-Maker, 1074-1080, Feb. 
1969, 

Grinspoon, L.: see Messier, M., jt. au. 

Gross, M. M.: see Kissin, B., jt. au. 

Grosz, H. J., Stern, H., and Feldman, E.: A Study 
of Delinquent Girls Who Participated in and 
Who Abstained from Participating in a Riot, 
1370-1379, Apr. 1969. 

Grunberg, F.: see Stewart, A., jt. au. 

Grunebaum, H.: see DuPont, R. L., Jr., jt. au. 

Gurland, B. J.: see Cooper, J. E., jt. au. 

Gurland, B. J., Fleiss, J. L., Cooper, J. E., Kendell, 
R. E., and Simon, R.: Cross-National Study of 
Diagnosis of the Mental Disorders: Some 
Comparisons of Diagnostic Criteria from the 
First Investigation, Supp. 30-39, Apr. 1969. 

Guze, S. B.: see Barchha, R., jt. au. 


H 


Hackett, T. P.: see Lion, J. R., jt. au. 
Hadden, S. B.: Group Psychotherapy for Sexual 
Maladjustments, 327-332, Sept. 1968. 

Harms, E.: Dr. Harms Comments on a Review of 
His Book (Ltrs, to Ed.), 114-115, July 1968. 
Harms, E.: Aftercare of the Psychiatric Patient: 

An 1847 View, 694-695, Nov. 1968. 


Harris, H. I.: Assault on Emotional Health (Ltrs. 
to Ed.), 403-404, Sept. 1968. 


Harrover, M. J.: see Saslow, H. L. jt. au. 
Hayman, M.: reply to Markiewicz, W.: An 
Oversight (Ltrs. to Ed.), 268, Aug. 1968. 
Heiman, E. M.: i 
YES: Nou n irepl Malaria (Ltrs. 
Heller, A., and Whittington, H. G.: The Colorado 
d peva neal Hospital Experience with 
Abortion, 809-816, Dec, 1968, °" Therapeutic 
Henry, C. E.: see Boelhouwer, C., jt. 
Henry, R. A.: see Moore, R, A., jt, au. 
Herjanic, M.: see Stewart, A., jt. au. 
Hesbacher, P.: see Rickels, K., jt. au. 
Higgins, J. W., and Katzman, M. B,: Determinants 


ne Judgment of Obscenity, 1733-1738, June 


Hill, D.: Depression: Di: i 
Posture? 445-457, Oct. 1968, "cios or 
Hirsch, S. J., and Hollender, 


J d Ho M. H.: Hysterical 
Eos Clarification of the. Concept, 909-915, 


(196) 


au. 


AUTHOR INDEX 


Holden, J. M. C., and Itil, T. M.: The Application 
of Automated Techniques in Assessing Psycho. 
tropic-Drug-Induced Side Effects, 562-569, Oct; 
1968. 

Hollender, M. H.: discussion of Sabshin, M.: The 
Anti-Community Mental Health "Movement," 
31011-1012, Feb. 1969. 

Hollender, M. H.: see Hirsch, S. J., jt. au. 

Hollister, L. E., Shelton, J., and Krieger, G.: A 
Controlled Comparison of Lysergic Acid Di- 
ethylamide (LSD) and Dextroamphetamine in 
Alcoholics, 1352-1357, Apr. 1969. 

Holloway, B.: see Singer, P., jt. au. 

Hood, J. N.: Concept of Free Will (Ltrs. to Ed.), 
704, Nov. 1968. 

Hopkins, R.: see Stone, A. A., jt. au. 

Hornick, E. J.: see Bauer, S. F., jt. au. 

Horwitz, W. A.: Physiologic Responses as Prognos- 
tic Guides in the Use of Antidepressant Drugs, 
60-68, July 1968, 

Houck, J. H.: Discussion: We Need to Record 
These Pioneer Efforts, Supp. 32-34, Jan. 1969. 

Hurvich, M.: see Bellak, L., jt. au. 

Hurwitz, A.: The Psychiatric Nurse (Ltrs. to Ed.), 
1266, March 1969, 

Hutchison, J.: see Rickels, K., jt. au. 


Itil, T. M.: see Holden, J. M. C., jt. au. 
Iwasaki, T.: see Yamamoto, J., jt. au. 


J 


Jacobs, D.: see Bellak, L., jt. au. 

Jacobson, G.: National Institute for the Study of 
Conflict Resolution Suggested (Ltrs, to Ed.), 
116-117, July 1968. 

Jarrahi-Zadeh, A.: see Treadway, C. R., jt. au. 
Jenkins, R. L.: Classification of Behavior Problems 
of Children, 1032-1039, Feb. 1969. X 
Jenkins, R. L.: A Defense of the APA Diagnostic 
Nomenclature (Ltrs. to Ed.), 1128-1129, Feb. 

1969. 

Jenkins, R. L.: More on the Diagnostic Nomencla- 
ture (Ltrs. to Ed.), 1603, May 1969. 

Jonas, A. D.: Theory of Depression Based on 
Paleophysiological Principles Suggested (Ltrs. to 
Ed.), 267-268, Aug. 1968. 

Jonas, M. A.: see White, R. K., jt. au. 

Jones, R. T., see Blacker, K. H., jt. au. 

Jones, R. T.: see Ellman, G. L., jt. au. 

Jones, W. L.: Marriage—Growth or Disaster? 
1115-1119, Feb. 1969. T 


K * 


Kaim, S. C., Klett, C. J., and Rothfeld, B.: 
Treatment of the Acute Alcohol Withdrawal 
State: A Comparison of Four Drugs, 1640-1646, 
June 1969, 

Kal, E. F.: Organic Versus Functional Diagnoses 
(Ltrs. to Ed.), 1128, Feb. 1969. 

Kane, F. J., Jr.: see Treadway, C. R., jt. au. 

Kanter, I.: The Need for Ethnic Identification of 


Jewish Nazi Victims (Ltrs. to Ed.), 117, July 
T ictims (Ltrs. to Ed.), 


Amer. J. Psychiat. 125: 12, June 1969 


Ia Tamerin, J. 


. AUTHOR INDEX 


zygotic Twins Discordant for Schizophrenia, 
- 109-112, July 1968. 

— Stein, E. H., Murdaugh, J4 and MacLeod, J. A.: 

Brief Psychotherapy of Psychiatric Reactions to 
Physical Illness, 1040-1047, Feb. 1969. 

Stephens, D. C.: “Have You Ever Consulted a 
Psychiatrist?” (Ed. N.), 560-561, Oct. 1968. + 
Stephens, D. C.: reply to Robitscher, J.: College 
Applications and Confidentiality (Ltrs. to Ed.), 

1266, March 1969. 

Stern, H.: see Grosz, H. J., jt. au. 

Stevenson, G. H.: The National Health Service and 
British Psychiatry (Ed. N.), 1239-1240, March 
1969. 

Stewart, A., Lafave, H. G., Grunberg, F., and 
Herjanic, M.: Problems in Phasing Out a Large 
Public Psychiatric Hospital, 82-88, July 1968. 

Stewart, M. A.: see Barchha, R., jt. au. 

Stickney, S. B.: reply to Millar, T. P.: Schools 
Should Not Be Community Mental Health 
Centers (Ltrs. to Ed.), 119-120, July 1968. 

Stillman, R., Roth, W. T. Colby, K. M., and 
Rosenbaum, C. P.: An On-Line Computer 
System for Initial Psychiatric Inventory, Supp. 8- 
11, Jan. 1969. 

Stone, A. A.: reply to Rapp, M. S.: Simple 
Schizophrenia (Ltrs. to Ed.), 1450, Apr. 1969. 

Stone, A. A.: see Shein, H. M., jt. au. 

Stone, A. A, Hopkins, R., Mahnke, M. W., 
Shapiro, D. W., and Silverglate, H. A.: Simple 
Schizophrenia—Syndrome or Shibboleth, 305- 
312, Sept. 1968. 

Stone, G. C.: see Blacker, K. H., jt. au. 

Strain, J. J., Brunschwig, L., and Bidder, T. G.: 
reply to Berkey, B. R.: Electrode Placement 
(Ltrs. to Ed.), 1263-1264, March 1969. 

Strain, J. J., Brunschwig, L., Duffy, J. P., Agle, D. 
P. Rosenbaum, A. L. and Bidder, T. G.: 
Comparison of Therapeutic Effects and Memory 
Changes with Bilateral and Unilateral ECT, 
294-304, Sept. 1968. 

Stratas, N. E.: Training of Nonpsychiatrist Physi- 
cians: Some Criteria (Ed. N.), 1110-1111, Feb. 
1969. 

Stroebel, C. F.: see Glueck, B. C., Jr., jt. au. 

Szasz, T. S.: An "Unscrewtape" Letter: A Reply to 
Fred Sander, 1432-1435, Apr. 1969. 


de 


S., and Mendelson, J. H.: The 
Psychodynamics of Chronic Inebriation: Obser- 
vations of Alcoholics During the Process of 
Drinking in an Experimental Group Setting, 886- 
899, Jan. 1969. 

Tanay, E.: Psychiatric Study of Homicide, 1252- 
1258, March 1969. 

Tec, L.: The Treatment of Enuresis 
Imipramine (Ltrs. to Ed.), 266, Aug. 1968. 

Therman, P. G.: see Zall, H., jt. au. 

Thompson, L. J.: Possibility of a Third Camp in 
yr Psychiatry (Ltrs. to Ed.), 576-577, Oct. 

Thomson, L. E.: see Agras, S., jt. au. 

Todd, W. E., and Pine, I.: Peer Supervision of 
Individual Psychotherapy, 780-784, Dec. 1968. 

Trap-Jensen, J.: see Schou, M., jt. au. 


Amer. J. Psychiat. 125: 12, June 1969 


with 


1787 


Treadway, C. R., Kane, Fairs Jarrahi-Zadeh, 
A., and Lipton, M. A: A Psychoendocrine 
Study of Pregnancy and Puerperium, 1380-1386, 
Apr. 1969. 

Tupin, J. P., Schlagenhauf, G. K., and Creson, D. 
L.: Lithium Effects on Electrolyte Excretion, 
536-542, Oct. 1968. 

Turner, C. H., Davenport, R. K., Jr., and Rogers, C. 
M.: The Effect of Early Deprivation on the 
Social Behavior of Adolescent Chimpanzees, 
1531-1536, May 1969. 


U 


Ungerleider, J. T.: reply to Ketchum, ToS 
Detection of LSD (Ltrs. to Ed.), 1448, Apr. 
1969. 

Ungerleider, J. T.: see Zaslove, M. O., jt. au. 

Ungerleider, J. T., and Bowen, H. L.: Drug Abuse 
and the Schools, 1691-1697, June 1969. 

Ungerleider, J. T., Fisher, D. D., Goldsmith, S. R., 
Fuller, M., and Forgy, E.: A Statistical Survey 
of Adverse Reactions to LSD in Los Angeles 
County, 352-357, Sept. 1968. 

Usdin, G. L.: Civil Disobedience and Urban 
Revolt, 1537-1543, May 1969. 


v 


Vaillant, G. E.: discussion of Pattison, E. M., 
Bishop, L. A. and Linsky, A. S.: Changes in 
Public Attitudes on Narcotic Addiction, 166-167, 
Aug. 1968. 

Vaillant, G. E.: Clinical Significance of Anticholin- 
ergic Effects of Imipramine-Like Drugs, 1600- 
1602, May.1969. 

Vandervort, W.: see Rickels, K., jt. au. 

Varni, J. G.: Firearms and the Determination of 
Competency (Ltrs. to Ed.), 1604, May 1969. 

Vidaver, R. M.: The Mental Health Technician: 
Maryland's Design for a New Health Career, 
1013-1023, Feb. 1969. 

Visher, J. S.: Trends in Psychiatric Treatment: A 
Report of a Private Psychiatric Practice, 959- 
963, Jan. 1969. 

Visotsky, H. M.: The 
Nov. 1968. 

von Mering, O.: see Earley, L. W. jt. au. 


Treatment System, 650-655, 


Ww 


Waggoner, R. W.: A More Active Social Role for 
Psychiatrists (Ed. N.), 1108-1109, Feb. 1969. 
Wagonfeld, S., and Wolowitz, H. M.: Obesity and 
the Self-Help Group: A Look at TOPS, 249-252, 

Aug. 1968. 

Waltzer, H.: Depersonalization and Self-Destruc- 
tion, 399-401, Sept. 1968. 

Watkins, C., Gilbert, J. E., and Ball, W.: The 
Persistent Suicidal Patient, 1590-1593, May 
1969. 

Wedge, B.: Training for a Psychiatry of Interna- 
tional Relations, 731-736, Dec. 1968. 

Weingartner, H.: see Snyder, S. H., jt. au. 

Weinstein, G. J.: John J. Blasko, 1912-1968 (In 
Mem.), 573, Oct. 1968. 


[201] 


1788 


Weinstein, R.: see Brill, N. Q., jt. au. 

West, L. J.: see Allen, J. R., jt. au. 

West, L. J.: see McGlothlin, W. H., jt. au. 

Wharton, R. N.: Electroshock Treatment: Two 
Novel Problems, 397-398, Sept. 1968. 

Wharton, R. N.: reply to Finkelstein; B. A.: 
Citerrochen (Ltrs. to Ed.), 1130-1131, Feb. 
1969. 

Wharton, R. N.: Grand Mal Seizures with Lithium 
Treatment (Ltrs. to Ed.), 1446, Apr. 1969. 

Whitaker, C. A.: see Miller, M. H., jt. au. 

White, R. K., Shea, J. J., and Jonas, M. A: 
Multiple Monitored Electroconvulsive Treat- 
ment, 622-626, Nov. 1968. 

Whittington, H. G.: see Heller, A., jt. au. 

Whittington, H. G., and Grey, L.: Possible Inter- 
action Between Disulfiram and Isoniazid, 1725- 
1729, June 1969. 

Whybrow, P. C., and Mendels, J.: Toward a 
Biology of Depression: Some Suggestions from 
Neurophysiology, 1491-1500, May 1969. 

Wiener, A.: see Baudry, F., jt. au. 

Wikler, A.: Diagnosis and Treatment of Drug 
Dependence of the Barbiturate Type, 758-765, 
Dec. 1968. 

Wilson, G. C., Jr.: Suicide in Psychiatric Patients 
Who Have Received Hospital Treatment, 752- 
757, Dec. 1968. 

Wilson, P. T.: Continuing Education for Psychi- 
atrists: Programs and Techniques, 1729-1732, 
June 1969. 

Winokur, G.: see Clayton, P., it, au. 

Winokur, G.: see Reich, T., jt. au. 


un R M.: Sexual Guilt and Culturally 
anctioned Delusions in Liberia, West Afri 
89-94, July 1968. sy n 
Wittkower, E. D.: Diagnosis: An Important Tool 
in Program Planning (Ed. N.), 1427-1428, Apr. 


1969, 
Witzig, J. S.: The Group Treatment of 
Exhibitionists, 179-185, Aug, 1968. eee 


Wolfenden, J.: Evolution of British Atti 
Toward Homosexuality, 792-797, Dec. ‘og 
Wolowitz, H. M.: see Wagonfeld, S., jt. au. 


[202] 


AUTHOR INDEX 


Wolpe, J.: Basic Principles and Practices of 
Behavior Therapy of Neuroses, 1242-1247, 
March 1969. 


Wood, M.: see Oberman, E., jt. au. 

Woods, S. W.: A Course for Medical Students in 
the Psychology of Sex: Training in Sociocultural 
Sensitivity, 1508-1519, May 1969. 


Y 


Yamamoto, J., Okonogi, K., Iwasaki, T., and 
Yoshimura, S.: Mourning in Japan, 1660-1665, 
June 1969. à 

Yolles, S. F.: Impressions of the U.S. Mission on 
Mental Health: Conclusions and Recommenda- 
tions, 670-674, Nov. 1968. 

Yoshimura, S.: see Yamamoto, J., jt. au. 

Yoshioka, S.: see Kumasaka, Y., jt. au. 


Z 


Zaleznik, A.: discussion of Grinspoon, L.: Psycho- 
social Constraints on the Important Decision- 
Maker, 1080-1082, Feb. 1969. 

Zal, H., Therman, P. G., and Myers, J. M.: 
Lithium Carbonate: A Clinical Study, 549-555, 
Oct. 1968. 

Zaslove, M. O.: reply to Hurwitz, A.: The 
FUE Nurse (Ltrs. to Ed.), 1267, March 

Zaslove, M. O., Ungerleider, J. T., and Fuller, M.: 
The Importance of the Psychiatric Nurse: Views 
of Physicians, Patients; and Nurses, 482-486, 
Oct. 1968. 

Ziferstein, L: "Pathogenetic" (Dynamic) Psycho- 
therapy in the Soviet Union (Ed. N.), 677-678, 
Nov. 1968. 

Zimberg, S.: Outpatient Geriatric Psychiatry in an 
Urban Ghetto with Nonprofessional Workers, 
1697-1702, June 1969, 

Zubin, J.: Cross-National Study of Diagnosis of the 
Mental Disorders: Methodology and Planning, 
Supp. 12-20, Apr. 1969. 

Zuckerman, M.: see Curtis, G. C., jt. au. 


Amer. J. Psychiat. 125: 12, June 1969 


AUTHOR INDEX 


Nemetz, P. S.: Who Should Have a Gun? (Ltrs. to 
Ed.), 1456, Apr. 1969. 
Nicol, S.: see Erlenmeyer-Kimling, L., jt. au. 


o 


Oberman, E., Wood, M., and Clifton, A.: Reaching 
the "Externalizers"—A Three-Phase Approach, 
1404-1411, Apr. 1969. 

O'Connor, G.: Reflections in the Rubble: Some 
Thoughts in the Aftermath of Civil Disorder, 
1557-1563, May 1969. 

Ødegård, Ø.: The Pattern of Discharge and 
Readmission in Norwegian Mental Hospitals, 
1936-1963, 333-340, Sept. 1968. 

Okonogi, K.: see Yamamoto, J., jt. au. 

Ostwald, P., and Bittner, E.: reply to Kanter, L: 
The Need for Ethnic Identification of Jewish 
Nazi Victims (Ltrs. to Ed.), 118, July 1968. 

Ozarin, L. D., and Levenson, A. I.: The Future of 
the Public Mental Hospital, 1647-1652, June 
1969. 


P 


Pattison, E. M., Bishop, L. A., and Linsky, A. S.: 
Changes in Public Attitudes on Narcotic 
Addiction, 160-166, Aug. 1968. 

Pavenstedt, E.: discussion of Levy, E. A.: Long- 
Term Follow-Up of Former Inpatients at the 
Children’s Hospital of the Menninger Clinic, 
1638-1639, June 1969. 

Pearson, M. M., and Little, 
Process in Unusual Addictions: 
Elaboration of Etiology, 1166-1171, 
1969. 

Peck, A.: Therapeutic Abortion: Patients, Doctors, 
and Society, 797-804, Dec. 1968. 

Peck, H. B., Levin, T., and Roman, M.: The 
Health Careers Institute: A Mental Health 
Strategy for an Urban Community, 1180-1186, 
March 1969. 

Peltz, W. L.: Sex Education Programs in Schools, 
206-210, Aug. 1968. 

Penick, S. B., Carrier, R. N., and Sheldon, J. B.: 
Metronidazole in the Treatment of Alcoholism, 
1063-1066, Feb. 1969. - 

Pfefferbaum, D.: see Blacker, K. H., jt. au. 

Pfeiffer, W. M.: Question of Suitability of Term 
“Hysterical Psychosis” (Ltrs. to Ed.), 120- 
121, July 1968. 

Phillips, F.: see Rickels, K. jt. au. 

Pierce, C. M.: Our Most Crucial Domestic Issue 
, (Ed. N.), 1583-1584, May 1969. 

Pinderhughes, C. A.: Understanding Black Power: 
, Processes and Proposals, 1552-1557, May 1969. 

Pinderhughes, C. A.: Urban Mental Health Issues 
(Ed. N.), 1721-1722, June 1969. 

Pine, I.: see Todd, W. E., jt. au. 

Pittman, G. D.: Emerging Concepts of Mental 
Illness and Models of Treatment (Ltrs. to Ed.), 
1744, June 1969. 

Pivnicki, D.: Freud and the Unconscious (Ltrs. to 
Ed.), 981-982, Jan. 1969. 

Platman, S. R.: see Fieve, R. R., jt. au. 

Plutchik, R. R.: see Fieve, R. R., jt. au. 


Amer. J. Psychiat. 125: 12, June 1969 


R. B.: The Addictive 
A Further 
March 


Pollin, W.: see Stabenau, J. R. jt. au. 
R 


Rabkin, R.: Is the Unconscious Necessary? 313- 
319, Sept. 1968. 

Rabkin, R.: Affect as a Social Process, 
Dec. 1968. 

Rabkin, R.: reply to Friedman, O. L: The 
Challenge of the Unconscious, Solomon, R. (M 
Knowledge of the Unconscious, and Pivnicki, 
D.: Freud and the Unconscious (Ltrs. to Ed.), 
982-983, Jan. 1969. A 

Rainer, J. D.: see Erlenmeyer-Kimling, L., jt. au. 

Rapp, M. S.: Simple Schizophrenia (Ltrs. to Ed.), 
1449, Apr. 1969. 

Redlich, F. C., and Astrachan, B.: Group Dynamics 
Training, 1501-1507, May 1969. 

Reich, T., Clayton, P. J., and Winokur, G.: Family 
History Studies: V. The Genetics of Mania, 
1358-1368, Apr. 1969. 

Reifler, C. B.: see Keeler, M. H., jt. au. 

Reifler, C. B., and Liptzin, M. B.: Entering College 
with a Psychiatric History, 1625-1632, June 
1969. : 

Resnik, H. L. P.: Urban Problems and Suicide 
Prevention (Ed. N.), 1723-1724, June 1969. 

Resnik, H. L. P.: see Marshall, M. H., jt. au. 

Revitch, E.: Complementariness Principle in 
Husbands of Paranoid Women (Ltrs, to Ed.), 
983-984, Jan. 1969. 

Rickels, K., Hesbacher, P. Vandervort, W., 
Phillips, F., Hutchison, J., Sablosky, L., and 
LaVan, D.: Tybamate—A Perplexing Drug, 320- 
326, Sept. 1968. 

Rinsley, D. B.: Unfavorable View of the New 
Diagnostic Nomenclature (Ltrs. to Ed.), 853, 
Dec. 1968. 

Robins, L. N.: see King, L. J., jt. au. 

Robitscher, J.: College Applications and Confi- 
dentiality (Ltrs. to Ed.), 1265, March 1969. 

Rodger, T. F.: Attitudes Toward Abortion, 804- 
808, Dec. 1968. 

Rogers, C. M.: see Turner, C. H., jt. au. 

Rogow, A. A.: Private Illness and Public Policy: 
The Cases of James Forrestal and John Winant, 
1093-1097, Feb. 1969. 

Rollins, N.: Need for Further Evaluation of 
Russian Psychiatric Services (Ltrs. to Ed.), 703- 
104, Nov. 1968. 

Roman, M.: see Peck, H. B., jt. au. 

Rome, H. P.: Psychiatry and Foreign Affairs: The 
Expanding Competence of Psychiatry, 725-730, 
Dec. 1968. 

Rome, H. P.: Computers and Psychiatry (Ed. N.) 
957-958, Jan. 1969. 

Rosenbaum, A. L.: see Strain, J. J., jt. au. 

Rosenbaum, C. P.: see Stillman, R., jt. au. 

Rosenberg, M., and Ericson, R. P.: The Clinician 
and the Computer—Affair, Marriage, or Di- 
vorce? Supp. 28-32, Jan. 1969. 

Rosenblatt, I.: see Charatan, F. B., jt. au. 

Rosenthal, S. H.: discussion of Reich, T., Clayton, 
P. J., and Winokur, G.: Family History Studies: 
V. The Genetics of Mania, 1368-1369, Apr. 
1969. 


773-179, 


[199] 


86 

otenberg, L. A., and Sadoff, R. L.: Who Should 
Have a Gun? Some Preliminary Psychiatric 
Thoughts, 841-843, Dec. 1968. 

Roth, W. T.: see Stillman, R., jt. au. 

Rothfeld, B.: see Kaim, S. C., jt. au. 

Russell, G.: see Barratt, E. S., jt. au. 

Rychert, R, C.: see Ellman, G. L., jt. au. 


S 


Sablosky, L.: see Rickels, K., jt. au. . 

Sabshin, M.: The Anti-Community Mental Health 
"Movement," 1005-1011, Feb. 1969, 

Sadoff, R. L.: see Rotenberg, L. A., jt. au. 

Sainsbury, P.: Social and Community Psychiatry, 
1226-1231, March 1969. " 

Sander, F. M.: Some Thoughts on Thomas Szasz, 
1429-1431, Apr. 1969. 

Sanua, V. D.: Religion, Mental Health, and 
Personality: A Review of Empirical Studies, 
1203-1213, March 1969, : 

Sarbin, T. R.: On the Distinction Between Social 
Roles and Social Types, with Special Reference 
to the Hippie, 1024-1031, Feb. 1969, 

Sartorius, N.: see Cooper, J. E., jt. au. 

Saslow, H. L., and Harrover, M. J.: Research on 
Psychosocial Adjustment of Indian Youth, 224- 
231, Aug. 1968. 

Satin, A.: Persistence of Biochemical Effect 
(Ltrs, to Ed.), 1129-1130, Feb. 1969, ` 

Scherl, D. J., and English, J. T.: Community 
Mental Health and Comprehensive Health 
PERS Programs for the Poor, 1666-1674, June 


Schildkraut, J. J,: discussion of Tupin, J. P; 
Schlagenhauf, G. K., and Creson, D. L.: Lithium 


qeu on Electrolyte Excretion, 542-543, Oct, 


Schlagenhauf, G, K.: see Tupin, J, P., jt. au. 


ares J. M.: Freud and Kronos, 692-693, Nov. 


Schou, M., Amdisen, A. and Trap-Ji 5 
Lithium Poisoning, 520-527, Oct. 1968. > 
Schrut, A.: Some Typical Patterns in the Behavior 


the Primary Preventi 
1718, Joe 190 ion of Mental Illness, 1711- 


hwarz, L., and Munoz, R.: Bloo, 


! d 
in Patients Treated With Ch i 
TY mtn CI lorpromazine, 253- 


lare, A, B.: see Bennie, E, H., jt 
Scott, W, C. Earlier. Ps ees 'ainin 
ge sychothera; Traini 
Urged (Ltrs, to Ed.), 706-707, Nov. 1996. E 
A: $ Electrophysiological Re- 
Stimulation Under Hypnosis, 


Shapiro, D, W.: See Stone, A. A. ; 
1 ji » A. A., jt. au, 
Sharpley, P.: see Small, I. F, jt. a i 


AUTHOR INDEX 


Shea, J. J.: see White, R. K., jt. au. 

Shein, H. M., and Stone, A. A.: Psychotherapy 
Designed to Detect and Treat Suicidal Potential, 
1247-1251, March 1969, 

Sheldon, J.: see Hollister, L. E., jt. au. 

Sheldon, J. B.: see Penick, S. B., jt. au. 

Silvan, M.: see Bellak, L., jt. au. 

Silver, L. B.: D$M-II and Child and Adolescent 
Psychopathology (Ltrs. to Ed.), 1267-1269, 
March 1969. 

Silverglate, H. A.: see Stone, A. A. jt. au. 

Silverman, J. S.: Hyperventilation Syndrome (Ltrs, 
to Ed.), 1452, Apr. 1969, 

Simon, R.: see Gurland, B. J., jt. au. 

Simpson, G. M., and Cooper, T. B.: Lithium and 
Thyroid Function (Ltrs. to Ed.), 1132, Feb. 
1969, 

Singer, P., Holloway, B., and Kolb, L. C.: The 
Psychiatrist-Nurse Team and Home Care in the 
Soviet Union and Amsterdam, 1 198-1201, March 
1969, 

Sirotkin, P.: The Chronic Care System, 656-660, 
Nov. 1968. 

Sloane, R. B.: The Converging Paths of Behavior 
Therapy and Psychotherapy, 877-885, Jan. 
1969, 

Small, I. F., Sharpley, P., and Small, J. G.: 
Influences of Cylert Upon Memory Changes 
with ECT, 837-840, Dec. 1968. 

Small, I. F., Small, J. G., Assue, C. M., and Moore, 
D. F.: The Fate of the Mentally Ill Physician, 
1333-1342, Apr. 1969, 

Small, J. G.: see Small, I. F., jt. au. 

Smith, C. E.: Correctional Treatment of the Sexual 
Deviate, 615-621, Nov. 1968. 

Smith, L. H.: Earl Danford Bond, M.D., 1878- 
1968 (In Mem.), 1260-1262, March 1969. 

Snyder, S. H., Faillace, L. A., and Weingartner, 
H.: DOM (STP), a New Hallucinogenic Drug, 
and DOET: Effects in Normal Subjects, 357- 
364, Sept. 1968. 

Socarides, C. W.: The Desire for Sexual Transfor- 
mation: A Psychiatric Evaluation of Transsexual- 
ism, 1419-1425, Apr. 1969, 

Solnit, A, J., Settlage, C. F., Goodman, S., and 
Blos, P.: Youth Unrest: A Symposium, 1145- 
1159, March 1969. 

Solomon, R. Z.: Knowledge of the Unconscious 
(Ltrs. to Ed.), 981, Jan. 1969. 

Sours, J. A.: see Bemporad, J. R., jt. au. 

Spalter, H. F.: see Bemporad, J. R., jt. au. 

Spiegel, J. p.: Psychosocial Factors in Riots—Old 
and New, 281-285, Sept. 1968. 

Spiegel, J. P.: Social Change and Unrest: The 
Responsibility of the Psychiatrist (Ed. N.), 
1581-1582, May 1969, 

Spitzer, R. L, and Endicott, J.: DIAGNO II: 
Further Developments in a Computer Program 
a p Psychiatric Diagnosis, Supp. 12-21, Jan. 


Spitzer, R. L. and Gilford, L. M.: UPDATE: A 

Computer Program for Converting Diagnoses to 

e New Nomenclature of the American 
Psychiatric. iation, 395-396, Sept. 1968. 

Stabenau, J, R., Pollin, W., and Mosher, L.: Serum 

Macroglobulin (Sio) in Families of Mono- 


Amer. J. Psychiat, 125: 12, June 1969 


AUTHOR INDEX 


Kanter, S. S.: see Shambaugh, P. W., jt. au. 

Kasmar, J. V.: see Griffin, W. V., jt. au. 

Kastl, A. J., Jr.: see Blocker, W. W., Jr., jt. au. 

Katz, M. M., Cole, J. O. and Lowery, H. A.: 
Studies of the Diagnostic Process: The Influence 
of Symptom Perception, Past Experience, and 
Ethnic Background on Diagnostic Decisions, 
937-947, Jan 1969. 

Katzman, M. B.: see Higgins, J. W., jt. au. 

Kazzaz, D. S.: The Champion of the Cause and 
the Challenge of Supervising His Anti-Leader 
Role, 737-742, Dec. 1968. 

Kearney, T. R.: Alcohol and General Hospital 
Patients (Ltrs. to Ed.), 1451-1452, Apr. 1969. 

Keeler, M. H.: Motivation for Marihuana Use: A 
Correlate of Adverse Reaction, 386-390, Sept. 
1968. 

Keeler, M. H., Reifler, C. B., and Liptzin, M. B.: 
Spontaneous Recurrence of Marihuana Effect, 
384-386, Sept. 1968. 

Keeler, M. H., Reifler, C. B., and Liptzin, M. B.: 
reply to Sattin, A.: Persistence of Biochemical 
Effect (Ltrs, to Ed.), 1130, Feb. 1969. 

Kemph, J. P., Bermann, E. A., and Coppolillo, H. 
P.: Kidney Transplant and Shifts in Family 
Dynamics, 1485-1490, May 1969. 

Kendell, R. E.: Discussion: The Problems Raised 
by Cross-Cultural Studies, Supp. 41-43, Apr. 
1969. 

Kendell, R. E.: see Cooper, J. E., jt. au. 

Kendell, R. E.: see Gurland, B. J., jt. au. 

Kenefick, D. P.: see McGarry, A. L., jt. au. 

Kern, H. M., Jr.: see Kolmer, M. B. jt. au. 

Ketchum, J. S.: Detection of LSD (Ltrs. to Ed.), 
1447-1448, Apr. 1969. 

Kiev, A.: discussion of Wintrob, R. M.: Sexual 
Guilt and Culturally Sanctioned Delusions in 
Liberia, West Africa, 94-95, July 1968. 

King, L. J., Murphy, G. E., Robins, L. N., and 
Darvish, H.: Alcohol Abuse: A Critical Factor 
in the Social Problems of Negro Men, 1682- 
1690, June 1969. 

Kissin, B., and Gross, M. M.: Drug Therapy in 
Alcoholism, 31-41, July 1968. 

Klett, C. J.: see Kaim, S. C., jt. au. 

Kline, L. Y.: Some Factors in the Psychiatric 
Treatment of Spanish-Americans, 1674-1681, 
June 1969. 

Kline, N. S.: Lithium Comes Into Its Own (Ed. 
N.), 558-560, Oct. 1968. 

Kline, N. S.: reply to Blackwell, B.: Need for 
Careful Evaluation of Lithium (Ltrs. to Ed.), 
1131-1132, Feb. 1969. 

Kolb, L. C.: Response to the Presidential Address, 
16-18, July 1968. 

Kolb, L. C.: William A. Horwitz, 1903-1968 (In 
Mem.), 574, Oct. 1968. 

Kolb, L. C.: see Singer, P., jt. au. 

Kolmer, M. B., and Kern, H. M., Jr.: The Resident 
in Community Psychiatry: An Assessment of 
Changes in Knowledge and Attitudes, 698-702, 
Nov. 1968. 

Korenyi, C.: The Effect of Benzophenone Sun- 
screen Lotion on Chlorpromazine-Treated Pa- 
tients, 971-974, Jan. 1969. 


Amer. J. Psychiat. 125: 12, June 1969 


178: 


Kramer, J. C., Bass., R. A., and Berecochea, J. E.: 
Civil Commitment for Addicts: The California 
Program, 816-824, Dec. 1968. 

Kramer, M.: Cross-National Study of Diagnosis of 
the Mental Disorders: Origin of the Problem, 
Supp. 1-11, Apr. 1969. 

Krieger, G.: see Hollister, L. E., jt. au. 

Kuehn, J. L., and Burton, J.: Management of the 
College Student with Homicidal Impulses—The 
“Whitman Syndrome,” 1594-1599, May 1969. 

Kumasaka, Y., and Yoshioka, S.: The Law of 
Private Imprisonment: Fifty Dark Years for the 
Mentally Ill in Japan, 213-216, Aug. 1968. 

Kysar, J. E.: The Two Camps in Child Psychiatry: 
A Report from a Psychiatrist-Father of an 
Autistic and Retarded Child, 103-109, July 
1968. 


L 


Lafave, H. G.: see Stewart, A., jt. au. 

Langer, W. L.: discussion of Mack, J. E.: "B. 
Lawrence: A Study of Heroism and Conflict, 
1092, Feb. 1969. 

Langer, W. L.: reply to Mack, J. E: T. E. 
Lawrence: Charlatan or Tragic Hero? and 
Gendzier, I. L.: The Lawrence Enigma (Ltrs. to 
Ed.), 1608-1609, May 1969. 

Langness, k L.: reply to Pfeiffer, W. M.: Question 
of Suitability of Term “Hysterical Psychosis” 
(Ltrs. to Ed.), 121-122, July 1968. 

LaVan, D.: see Rickels, K., jt. au. 

Lebensohn, Z. M.: Mission to Moscow (Ed. N.), 
675-676, Nov. 1968. 

Lehmann, H. E.: Discussion: A Renaissance. of 
Psychiatric Diagnosis? Supp. 43-46, Apr. 1969. 

Leighton, A. H.: Introduction, 217-218, Aug. 
1968. 

Leighton, A. H.: The Etiology of Diagnosis . (Ed. 
N.), 1426-1427, Apr. 1969. 

Leitenberg, H.: see Agras, S., jt. au. 

Lemkau, P. V.: Diagnostic Nomenclature as 
Medium for Communication (Ltrs. to Ed.), 985- 
986, Jan. 1969. 

Lemkau, P. V.: More on Cerletti and Electric Fish 
(Ltrs. to Ed.), 1609-1610, May 1969. 

León, C. A.: Unusual Patterns of Crime During La 
Violencia in Colombia, 1564-1575, May 1969. 
Leon, R. L.: Some Implications for a Preventive 
Program for American Indians, 232-236, Aug. 

1968. 

Leuchter, H. J.: Are Schools To Be or Not To Be 
Community Mental Health Centers? (Ltrs. to 
Ed.), 575-576, Oct. 1968. 

Levenson, A. I.: see Ozarin, L. D., jt. au. 

Levin, T.: see Peck, H. B., jt. au. 

Levine, M. E.: Psychotherapy of Borderline ` 
Patients (Ltrs. to Ed.), 704-705, Nov. 1968. 
Levy, E. Z.: Long-Term Follow-Up of Former 
Inpatients at the Children's Hospital of the 

Menninger Clinic, 1633-1638, June 1969. 

Levy, R.: see Goldfield, M. D., jt. au. 

Lewin, W.: The New Diagnostic Nomenclature 
—A Step Backward? (Ltrs. to Ed.), 402, Sept. 


1968. 
[197] 


1784 i 
S 

Lewis, A. B., Jr.: reply to Levine M. E.: 
Psychotherapy of Borderline Patients (Ltrs. to 
Ed.), 705, Nov. 1968. 

Lilienfeld, D. M.: Lunar Effect on Mental Iliness 
(Ltrs. to Ed.), 1454, Apr. 1969. t 

Linsky, A. S.: see Pattison, E. M., jt. au. 

Lion, J. R., Bach-y-Rita, G., and Ervin, F. R.: 
Violent Patients in the Emergency Room, 1706- 
1711, June 1969. ] 

Lion, J, R., and Hackett, T. P.: Forewarnings of 
Illness: Predictions and Premonitions in Cancer 
Patients, 99-102, July 1968. 

Lipton, M. A.: see Treadway, C. R., jt. au. 

Liptzin, M. B.: see Keeler, M. H., jt. au. 

Liptzin, M. B.: see Reifler, C. B., jt. au. 

Little, R. B.: see Pearson, M. M., jt. au. 

Livingston, S.: Diphenylhydantoin: Inaccuracies in 
National Magazines (Ltrs. to Ed.), 115-116, 
July 1968, 

Long, R. F.: see Grimes, B. P., jt. au. 

Loring W. E.: More on "Who Should Have a 
Gun?" (Ltrs. to Ed.), 1456, Apr. 1969. 

Lowenstein, H.: Post-Puerperal Depression (Ltrs. 
to Ed.), 707, Nov. 1968, 

Lowery, H. A.: see Katz, M. M., jt. au. 


M 


MacIntosh, H.: Separation Problems in Military 
Wives, 260-265, Aug. 1968, ) 
Mack, J. E.: T. E. Lawrence: A Study of Heroism 

and Conflict, 1083-1092, Feb. 1969, 
Mack, J. E.: T. E. Lawrence: Charlatan or Tragic 
Hero? (Ltrs. to Ed.), 1604-1607, May 1969. 
MacLeod, J. A.: see Stein, E. H., jt. au.» 
Mahnke, M. W.: see Stone, A. A, jt. au. 
Lor A. Va y Qu S. R., jt. au. 
jewicz, W.: ersight (Ltrs. 
ees eit ight (Ltrs. to Ed.), 268, 
Marmor, Y: The Current Status of Ps sis 
rà cn Psychiatry (Ed. N.), 679-680, Nov, 
Marmor, J.: discussion of Ro; W, 4i Pri 
Illness and Public Policy: The AOS Sa 


bs ae and John Winant, 1097-1098, Feb, 


Marshall, M. H., and Resnik, H. L. P.: The 


Diagnostic Clue of “H petency, 

572, Oct. 1968, tees: ag 

Martin, H. W.: discussion of Peltz, W. L.: 
Education Programs in Schools, 210-212, ya 


1968, 
Martin, W, C.: see Cowen, M. A., jt. au. 
Mauritizen, J. H.: see Griffin, W. V., jt. au. 
McCandless, F. D.: Suicide and the Communica- 


tion of Rage: A Cross-Cultural 
205, Aug, 1968. “ae 


McGarry, A. L., and Bendt, R. H.: Simi vs. 
Civil Commitment of Psychotic Offenders: A 
Seven-Year Follow-Up, 1387-1394, Apr, 1969, 

McGarry, A. L., Curran, W. J., and Kenefick, D. 
P.: Problems of Public Consultation in Medico- 


legal Matters: A i A. 
PEA, Symposium, 42. 59, July 


McGlothlin, W. H., and West, L. J: The 
[198] 


[^ AUTHOR INDEX 
Marihuana Problem: An Overview, 370-378, 
Sept. 1968. ` 


McGrew, H. E.: Concepts of Mental Illness (Ltrs. 
to Ed.), 1458, Apr. 1969. 

MeNickle, D.: The Sociocultural Setting of Indian 
Life, 219-223, Aug. 1968. ` 

Mechaneck, R.: see Dahlberg, C. C., jt. au. 

Meerloo, J. A. M.: Persecution Trauma and the 
Reconditioning of Emotional Life: A Brief 
Survey, 1187-1191, March 1969. 

Mehlman, R. D., and Griesemer, R. D.: Alopecia 
Areata in the Very Young, 605-614, Nov. 
1968. 

Mendels, J.: see Whybrow, P. C., jt. au. 

Mendelson, J. H.: see Tamerin, J. S., jt. au. 

Mendelson, M.: see Dyson, W. L., jt. au. 

Messier, M., Finnerty, R., Botvin, C. S, and 
Grinspoon, L.: A Follow-Up Study of Intensively 
Treated Chronic Schizophrenic Patients, 1123- 
1127, Feb. 1969. 

Mikuriya, T. H.: Need for Just Marihuana Laws 
(Ltrs. to Ed.), 852, Dec. 1968. 

Millar, T. P.: Schools Should Not Be Community 
Mental Health Centers (Ltrs. to Ed.), 118-119, 
July 1968. 1 

Miller, A. D.: The Child Mental Health Care 
System, 660-665, Nov. 1968. 

Miller, M. H., Whitaker, C. A., and Fellner, C. H.: 
Existentialism in American Psychiatry—Ten 
Years Later, 1112-1115, Feb. 1969. 

Miller, P. R.: Sense and Symbol (Ltrs. to Ed.), 
1746, June 1969. 

Millet, J. A. P.: Austen Fox Riggs: His Significance 
T an Psychiatry of Today, 948-953, Jan. 

Monro, A. B.: The Status of Psychiatry in the 
orn Health Service, 1223-1226, March 

69. 

Moore, D. F.: see Small, I. F., jt. au. 

Moore, R. A.: discussion of Tamerin, J. S., and 
Mendelson, J. H.: The Psychodynamics of 
Chronic Inebriation: Observations of Alcoholics 
During the Process of Drinking in an Experi- 
mental Group Setting, 899, Jan. 1969. 

Moore, R. A, and Henry, R. A.: Trials and 
Tribulations in Establishing a Community 
Hospital Psychiatric Unit, 186-191, Aug. 1968. 

Mora, G.: 1968 Anniversaries (Ed. N.), 828-833, 
Dec. 1968. 

Moreno, J. L.: Television Videotape and Psycho- 
drama (Ltrs. to Ed.), 1453-1454, Apr. 1969. 
Morrow, G. M. Jr.: Discussion: An Internist 
Assesses Future Computer Use, Supp. 34-36, 

Tan. 1969, 

Mosher, L.: see Stabenau, J. R., jt. au. 

Mumford, E.: Teacher Response to School Mental 
Health Programs, 75-81, July 1968. 

Munoz, R.: see Schwarz, L., jt. au. 

Murdaugh, J.: see Stein, E. H., jt. au. 

Murphy, G. E.: see King, L. J., jt. au. 

Myers, J. M.: see Zall, H., jt. au. 

Myers, V. H.: see Enelow, A. J., jt. au. 


N 
Nakashima, E, N.: see Clark, L. D., jt. au. 


Amer. J. Psychiat, 125: 12, June 1969 


1 
f 
f 
y 
£i Sy 


ME 
P Med ine 


